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ABSTRACT 

PAMELA ECKSTEIN GREENE 

I 

THE LIVED EXPERIENCE OF PSYCHIATRIC-MENTL HEALTH NURSES 
WHO WORK WITH SUICIDAL ADOLESCENTS IN INPATIENT 

PSYCHIATRIC TREATMENT SETTINGS 

DECEMBER 2004 

At least five to six thousand adolescents commit suicide annually in the U.S.; 

another 500,000 are known to attempt suicide. Many suicidal adolescents are hospitalized 

in inpatient psychiatric treatment settings. Nurses are directly responsible for assessing 

the level of suicidality and intervening to prevent suicide 24/7. 

The purpose of this phenomenological study was to gain understanding of the 

experiences of psychiatric-mental health (PMH) nurses who work with suicidal 

adolescents in inpatient psychiatric treatment settings. Data collected during face-to-face 

interviews with twelve PMH nurses were analyzed and interpreted using a synthesis of 

Colaizzi's (1978) steps and van Manen's (1990) research activities. Trustworthiness and 

authenticity criteria were documented and used to ensure methodological rigor. 

Seven themes, each with subthemes, emerged from the data: Self, Safety, 

Therapeutic Relationships, Why Stay, Professional Development for PMH Nurses, 

Interdisciplinary Team, and Patient Factors. 

While participants experienced profound discouragement working with suicidal 

adolescents, they continued to work with them because of the ability to make a difference 
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in an adolescent's life. Participants experienced the self as being an integration of 

components used deliberately in the development of the therapeutic relationship and in 

maintaining safety. Safety was viewed as a multi-faceted endeavor and participants were 

keenly aware of their responsibilities for maintaining safety. Participants struggled to 

develop a repertoire of effective interventions. Participants identified inadequate 

preparation for working with suicidal adolescents; but from those initial experiences, 

strategies to mentor new nurses emerged. Participants found suicidal adolescents to be 

more complex than numbers on screening tools implied and presented insights into the 

dynamics faced by the adolescents that influenced nursing interventions. 

Recommendations for nursing practice focused on assessment and interventions. 

Additional recommendations targeted reform of nursing education and orientation 

programs. PMH nurses were called upon to use their collective voice to influence 

changes in public policies that impact resource allocations for better suicide prevention 

programs and improved mental health care. 
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CHAPTER I 

INTRODUCTION 

Overview 

At least five to six thousand adolescents commit suicide annually in the United 

States and at least another 500,000 are known to attempt suicide. An untold number of 

adolescents experience suicidal ideation (Committee on Adolescence, 2000; Popenhagen 

& Qualley, 1998). The numbers are said to have tripled since the 1950s. Suicide is now 

identified as the third leading cause of death in 15-19 year olds (National Center for 

Injury Prevention and Disease Control [CDC], 2004). These figures are, at best, 

inaccurate and believed to be higher. The under-reporting is due, in part, to overall 

reporting practices, particularly for non-fatal suicide attempts in the adolescent 

population. There has been ambiguity iti situations that could be interpreted as either 

accidental or suicide (U.S. Public Health Service; Zuckerman, 2002). 

Many of the adolescents who make a clear attempt at suicide or express thoughts 

of suicide are considered suicidal and are hospitalized in inpatient psychiatric treatment 

settings. Nurses and nursing staff are the only members of interdisciplinary treatment 

teams in inpatient psychiatric treatment settings who are directly responsible for the 

prevention of suicide in adolescent patients 24 hours a day, 7 days a week (Billings, 

2003a; Ferdinand, 1999; O'Toole & Welt, 1989; Townsend, 2002). Due to their constant 

presence in the milieu, psychiatric-mental health nurses have the best opportunity to 
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witness the patient's moment-to-moment emotional state and must make the 

determination regarding the need for changes in the level of care (Billings, 2003a). 

Nurses in psychiatric inpatient settings have relationships with patients that are 

qualitatively different from the relationships formed between patients and individuals in 

other disciplines (Cutcliffe & Goward, 2000). Working with suicidal adolescents in 

inpatient psychiatric settings is a profound and enigmatic experience for nurses. 

Purpose of Study 

The purpose of this study was to understand the lived experience of psychiatric

mental health nurses who work with suicidal adolescents in inpatient psychiatric settings. 

The goal was to use phenomenology to bring meanings to consciousness. These 

meanings led to greater insights into the nurse's use of self in the development of 

therapeutic relationships, the context in which ongoing assessments are conducted, 

clinical decisions are made, and interventions are implemented. 

Psychiatric-mental health nurses were interviewed about their lived experiences 

working with suicidal adolescents in inpatient psychiatric treatment settings. The 

information gained from this phenomenological study provides greater insights into the 

use of self in the therapeutic interpersonal relationship, the arena where clinical 

judgments and nursing interventions are made, where the work and care take place. The 

results were not intended to be generalized to all psychiatric-mental health nurses who 

work in inpatient settings with suicidal adolescents, but insights that emerged provid~ 

evidence of nurses' perceptions of the conditions of their work, and support changes that.''. 

are needed to provide the best nursing care possible (Chinn, 2003). Issues related to 
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psychiatric-mental health nurses' job satisfaction surfaced in terms off finding meaning 

in work with suicidal adolescents. Findings from this study can be used to make 

recommendations for revisions in nursing education, nursing orientation practices by 

employers, and to adolescent suicide prevention programs sponsored by the federal 

government. 

As a result of shared lived experiences, participants gained a sense of being 

understood, which is linked to professional identity. Buresh and Gordon (2000) 

emphasized the need for nurses to recapture their professional identity and foster a 

renewal of enthusiasm for the practice of nursing in order to gain the confidence 

necessary to educate the public about nursing practice. The public's understanding of 

nursing practice is imperative to the overall recognition that nursing is irreplaceable if 

healthcare is to be maintained or improved in our society. 

Rationale for the Study 

There has been widespread concern about adolescent suicide. Adolescent suicide 

has been the focus of studies conducted by psychologists, psychiatrists, pediatricians, 

sociologists, social workers, educators, epidemiologists, and clergy (The Suicidology 

Web, 2000). Most of the research related specifically to adolescent suicide has been 

oonducted in the past 25 years. The methodologies are rooted in logical positivism and 

JX.ovide a collection of empirical observations about risk, predictive, and protective 

factors. There is almost a complete lack of qualitative studies of suicide by any discipline 

on any aspect of suicide. 
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Understanding risk factors and protective factors and the interaction between the two are 

important for the development of suicide prevention strategies (Shea, 2002; U.S. Public 

Health Service, 1999). Yet, with all that is known about risk, predictive, and protective 

factors, adolescent suicide and attempted suicides have continued at rates that remain 

unacceptably high. The results of research have not increased predictive efficacy (Lester, 

1997; Maltsberger, 1997; Range& Leach, 1998; Rogers, 2001). What has been gleaned 

from suicide research is the confirmation that findings are sometimes contradictory, there 

are many degrees of intention to die, and there are relative degrees of risk. There is no 

one formula for treatment because each suicidal person is unique, requiring 

individualized care. Ironically, the study of individual human beings and their 

experiences related to suicide have been almost ignored (Billings, 2003b; Litman, 1996; 

Range & Leach, 1998; Rogers, 2001). 

Nursing Significance 

Psychiatric-mental health nurses, like other nurses, need to demonstrate 

effectiveness and efficiency in practice. This demonstration involves evaluations of 

outcomes, which can be difficult in psychiatric-mental health nursing. The route to 

success in demonstrating effective, efficient practice is a commitment to research in 

practice (Cutcliffe & Goward, 2000). French (1999) indicated evidence-based practice 

could be located within the context of the nurse's experience. It is feasible to think of 

each situation in which the psychiatric-mental health nurse forms a therapeutic 

interpersonal relationship as an opportunity for micro-phenomenological study. 
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It is not likely that psychiatric-mental health nurses engage in a therapeutic 

interpersonal relationship with a patient thinking of the situation as an experience in 

which to conduct a study. Given the micro-phenomenological opportunities and the fact 

that the psychiatric-mental health nurse is not consciously engaged in research, there is a 

rich source of heretofore un-gathered, unanalyzed data that await exploration (Cutcliffe & 

Goward, 2000). Benner (2001) as well as Cutcliffe and Goward (2000) encouraged 

deliberate study of nursing practices to allow for the development of insights that can 

lead to better nursing practice. This would entail researching all different aspects of 

psychiatric-mental health nursing practice, including the meaning of psychiatric-mental 

health nurses' experiences working with suicidal adolescents. Knowledge from this study 

provides evidence on which to base research of and improvements in psychiatric-mental 

health nursing practice. 

The existing gaps in what has been studied about adolescent suicide extend 

beyond methods and topic areas. Specifically, in nursing, there is an overall dearth of 

research relevant to adolescent suicide. In the Psychiatric Mental Health Nurses 

Research Digest, Demi (2002) preformed a comprehensive review of nursing literature 

on the overall topic of suicide. She identified nine research articles she considered 

exemplary of the existing body of literature. Two studies addressed adolescent suicide, 

one of which used a qualitative approach to explore the contents of notes left by 

adolescents who had committed suicide. Demi further indicated that several studies have 

been conducted to address attitudes of nurses in areas of suicide in the elderly and in 

oncology nursing. Yigletu, Tucker, Harris, and Hatlevig (2004) as well as Temkin and 
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Crotty (2004) have focused their research on the process of suicide assessment. Another 

area studied by nurses has been grief in suicide survivors. 

Demi and others have made compelling recommendations regarding the need for 

nursing to move forward in the climate of the persistently high adolescent suicide rates 

and conduct research to address nursing interventions and examine nurses' preparation 

for providing care to suicidal individuals. Studies are needed to explore nurses' behaviors 

and attitudes that impact the provision of care to people who are suicidal but not 

chronically ill, terminally ill or elderly (Billings, 2003a; Breakey, Wolf, & Nicholas, 

2001; Demi, Bakeman, Sowell, Moneyham, & Seals, 1998; Kalischuk & Davis, 2001; 

Talseth, Lendseth, Jacobsson, & Norberg, 1999). Knowledge from this study contributes 

to filling the identified void of information related to the development of optimal nursing 

care for suicidal adolescents and expands the knowledge base for understanding suicidal 

adolescents. 

Additional support for studying the lived experience of psychiatric-mental health 

nurses who work with suicidal adolescents in inpatient psychiatric settings was inferred 

from The Surgeon General's Call to Action To Prevent Suicide (U.S. Public Health 

Service, 1999) In this call to action, suicide was identified as a public health problem; 

one that has been compounded by the complicated, uncomfortable reactions that are 

evoked. The discomfort has lead to isolation and silence, which has resulted in reducing 

the accuracy and amount of information shared among health care professionals. It is that 

unshared information that could help with gaining understanding and insight into 

suicidality and the subsequent development of better assessment tools and interventions 
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that could lead to the prevention of suicides. Knowledge from this study is already being 

shared. A p~esentation of findings from the pilot study was made at the 2003 annual . 

meeting of the American Psychiatric Nurses Association. Information was gathered with 

sensitivity, respect, and in such a way as to protect the anonymity of participants so 

infonnation would not be lost to the silence of participants' discomfort. 

The Surgeon General's Call to Action (U.S. Public Health Service, 1999) 

included key recommendations for immediate action. Even though painful emotional 

reactions to suicide have been acknowledged as compounding factors and subsequent 

detrimental consequences identified, there was no recommendation for action related to 

addressing the aspects of emotional pain. Two of the recommendations that were made 

relevant to nurses were for the use of evidenced-based strategies and the institution of 

training for all health professionals. Both are important and go hand-in-hand. One 

important question has remained and cannot be overlooked: which evidence-based 

intervention strategies are most effective? Once the question about evidence-based 

interventions is answered, the focus for a training program for health professionals, 

including nurses, almost suggests itself. It is feasible that knowledge from this study can 

be used to foster further understanding of nursing interventions that are the most 

beneficial in the provision of nursing care with suicidal adolescents, which then provides 

specific direction for education and training programs. 

Beyond select interventions aimed at the maintenance of safety, there are only a 

relative handful of studies available in the literature that addressed intervention strategies 

in the clinical setting. Rudd (2000) found 25 such studies. The studies were not specific 
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to nursing. There were a number of variables studied; each approach emphasized a 

distinct feature or variable, often at the exclusion of others, making it difficult to draw 

any meaningful conclusions regarding what evidence-based interventions would be best 

to implement (Jobes, 2000, Kovac & Range, 2002; Rudd, 2000). 

The need to be prepared to recognize suicide risk factors and risk predictors is 

essential to the process of conducting focused assessments and making safe, sound 

nursing decisions regarding interventions. At the same time, neither staff development 

opportunities nor nursing literature have been widely available to update nursing practice 

with information about advances in the assessment and treatment of suicidal patients 

(Billings, 2003b ). Knowledge gleaned from this study can be used to develop 

comprehensive staff development programs . 

. , Even though there is an overall abundance of studies related to suicide, there is a 

striking lack of evidence on which to base practice for those nurses who work with 

suicidal adolescents in inpatient settings. It was anticipated that this study would bring to 

consciousness-via phenomenology, the meaning oflived experiences of psychiatric

mental health nurses who work with suicidal adolescents in inpatient psychiatric settings. 

Allen (2001) addressed the need for healthcare providers working in intense situations to 

find ways to sustain themselves in order to continue working effectively. He went so far 

as to say "We must transform the experience so as to find meaning in it" (p. 382). The 

insights that resulted from this study had a presumed impact on each participant, 

influencing their practice of nursing care for suicidal adolescents in inpatient psychiatric 

- mental health care settings. There is potential for reshaping aspects of nursing 
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education as well as possible contributions to the development of more effective 

orientation programs for nurses entering clinical setting where psychiatric-mental health 

care is provided to suicidal adolescents. Specifically, nurses can gain greater insights into 

the use of self in the development of therapeutic relationships, the context in which all 

ongoing assessments are conducted, clinical decisions are made, and interventions are 

implemented. The context of the nurse-patient therapeutic relationship in inpatient 

psychiatric settings occurs within the environment or milieu, which is shaped by 

prevailing social, cultural, and ethical norms as well as economic and technological 

trends. Hagerty and Patusky (2003) expressed concern for the lack of thorough 

examination of assumptions inherent in nursing practice within a contemporary context. 

This study specifically attempted to explore the nurse's experience in the therapeutic 

· milieu. 

Information gained from this study can be used to provide an important 

component to the understanding of adolescent suicidality and expand the knowledge in a 

way quantitative data cannot. The additional component goes beyond redefining how 

nursing care is provided in the inpatient setting. Knowledge from this study extends to 

the reshaping of the foundation on which national adolescent suicide prevention 

programs are being constructed in an effort to reduce the third leading cause of death in 

adolescents, considered a public health problem at the federal level. The experience of 

participating in this study did increase participants' reflections on the therapeutic 

interpersonal relationships they entered and thus allowed for greater insights which, in 

tum, serve to strengthen the participants' practice and sense of professional satisfaction 
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or fulfillment. As a participant in the research process, the researcher also experienced a 

change in insights that has impacted practice and overall job performance and 

satisfaction. 

Researcher's Relationship to the Topic 

As a nurse, certified as a Clinical Specialist in child and adolescent psychiatric

mental health nursing with 28 years of experience, I have worked in four inpatient 

psychiatric settings with countless suicidal adolescents. In a research course in the 

doctoral program in nursing at Texas Woman's University, I began pursuing the study of 

· adolescent suicide. I explored the literature extensively, attended a workshop at the 

National Institute of Health to learn how to better utilize the data in the Adolescent 

Health database, a database with thousands of subjects and over 100 variables. The more 

I work~d with the database, the more convinced I became, convinced that adolescent 

suicide could not be explained with just numbers and scales. There is more to adolescent 

suicide and I felt compelled to explore the issue from a different perspective than I was 

finding in the literature. If, after thousands of studies and the development of prevention 

programs across the country the rates of adolescents committing and attempting suicide 

have not shown a substantial decline, I believed there must to be other dimensions to 

explore. 

Moving onto a qualitative research course, I was involved in a class exercise. As a 

class we conducted a simple qualitative study, interviewing nurses to gain data. My 

classmates and I agreed on a set of questions and each of us interviewed two nurses, and 

then brought together the information from the interviews. One of the nurses interviewed 
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had five months of practice; another had over 40 years of practice. The others who had 

been interviewed fell somewhere between. There were nurses who worked in intensive 

care settings, one worked in labor and delivery, one was an educator, and there were a 

variety of other specialty areas represented by the nurses who had participated in the 

interviews. The ages of the participants spanned several decades, there were male 

participants and females. From this diverse group of nurses, general themes emerged. 

This classroom exercise allowed me to see how a qualitative study could generate 

information that had the potential to influence nursing education, nursing practice, job 

satisfaction, and employment practices. The experience of participating in this exercise as 

a researcher resulted in a new appreciation for the importance ofBenner's (2001) ideas 

about the revelations that can be made through collecting narratives as data and the 

knowledge that could result from interpretive reflection. 

In addition to the practice exercise, I reviewed studies where qualitative methods 

had been used. I found an article by Cutcliffe and Goward (2000) that captured my 

attention. The authors discussed the synchronicity that exists between the practice of 

mental health nursing and qualitative research. Three areas of similarity were speGitkally 

identified, the purposeful use of self, the development of an interpersonal relationship, 

and the ability to tolerate, even embrace, ambiguity. In their discussion, the authors made 

reference to Peplau, Travelbee, and Orlando, three nurse theorists whose work has had a 

longstanding influence on my own practice. 

I fell back on an old stand-by from working as a psychiatric nurse. Begin with 

myself. I am the most important tool I bring to the situation (Peplau, 1952). The 
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responses I experienced while working with suicidal adolescents varied across a spectrum 

of feelings ranging from compassion and empathy to fear, frustration, and aggravation. 

My accompanying thoughts have had an equally broad range. I have acknowledged my 

thoughts and feel in gs regularly and have certainly attempted to be cognizant of my 

behaviors on an ongoing basis. Self-reflection has always been important to me in my 

practice, but it has primarily been from the perspective of whether what I have felt and or 

thought was reflected in behaviors that could interfere with the ongoing development of 

the therapeutic relationship, thus potentially interfere with my ability to assist with the 

patient's progress. Admittedly, in the past I made little effort to understand the essence or 

meaning of my own experiences, and I doubted many other nurses charged with the 

responsibility of working with suicidal adolescents had attempted to gain understanding 

of their own experiences (Benner, 2001). 

I have observed a general collegial acceptance of each other's emotional 

expressions, but I cannot say I have known of nurses attempting to gain personal 

understanding of what it means to work with suicidal adolescents. Instead, the emphasis 

has been on identification of changes that were indicative of an adolescent becoming 

suicidal and ensuring the safety of suicidal adolescents. The process progressed into 

focusing on assisting the adolescent develop alternative strategies to cope other than 

suicide. While none of the traditional practices were wrong or bad, there was still a sense 

that something was missing. But what was that something? 

I believe Benner (2001) was absolutely right when she proposed the need to 

collect narratives and reflect interpretively to uncover new knowledge, to identify 
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impediments to good practice, to reveal aspects of nursing practice that cannot be 

captured in formal descriptions of tasks and procedures. Clinical judgment and 

therapeutic relationships cannot be reduced to rational calculations about subjective 

symptoms and objective signs (Benner, 2001). 

Just as the nurse participants in this study experienced a change in insight that had 

an impact on their practice, as the participant researcher, I experienced changes in insight. 

I have experienced a subsequent impact on my own nursing practice particularly in the 

methods of assessing patients and in communication practices with colleagues. I believe I 

have begun to gain additional effectiveness in my ability to mentor nurses with less 

experience in the care of suicidal adolescents. I have become a better preceptor for 

graduate students, tenaciously helping the students incorporate journaling and self

reflection in their own practices. I am in a position to develop an internship program for 

new nurses. That program will be shaped by findings from this study. 

Theoretical Framework 

The framework for this study involved the use of the philosophy of 

phenomenology and four nursing theories. The integration or synthesis of a philosophy 

and the theories can be thought of as a weaving. The weaving served as a guide for the 

study. The philosophy and each theory provided strands to be woven into the framework 

for the study. The strands represented guiding principles and ideas, not rigid rules. The 

weave was loose to allow for additional strands to be interwoven with the existing ones if 

needed. Strands could be removed from the framework if they had proved to be of little 
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value to the study. The ends of the strands were not permanently anchored or finished 

because the framework will always have the potential to evolve. 

Phenomenology was used to provide the philosophic underpinning for this 

qualitative study along with four nursing theories. The four nursing theories included (a) 

the theory developed by Peplau, Psychodynamic Nursing theory, sometimes referred to 

as the Interpersonal Relationship theory, (b) Orlando's Nursing Process theory, (c) 

Travelbee's Human-to-Human Relationship theory, and (d) Benner's theory, Novice to 

Expert. Phenomenology and each of the four nursing theories are discussed in this 

chapter and addressed again in chapter two. 

Phenomenology 

The word phenomenology is derived from two Greek words, phainomenon and 

logos. Phainomenon, as a noun, translates to mean the manifest. The verb belongs to the 

stem that means to bring into the light. Phenomenon can ultimately be translated to mean 

that which shows itself in itself (Heidegger, 1962; Large, 2002). The second word, logos, 

has been interpreted as positing or judgment; however, Heidegger indicated it-is to be 

understood as letting something be seen (Dreyfus, 1992). Large (2002) further explained 

phenomenology grasps the phenomena in a manner in which the phenomena directly 

show themselves rather than importing an outside theory that claims to understand the 

phenomena in their essence rather than appearance. 

Another way to describe phenomenology is as a descriptive philosophy that 

attempts to make sense of or understand real life experiences by illuminating the various 

ranges of possible human experiences and the context of these experiences (Boeree, 
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1998; Dreyfus, 1992; Large, 2002; Van der Zalm, 2000). Daniels (2002) provided an 

example using survivors of assault to clarify the meaning of phenomenology. Survivors 

of assault may experience fear for months or years after the assault, even when there is no 

apparent danger. What does the fear mean? Where does it come from? How is it 

experienced? Answers to these questions bring one closer to the phenomenon that is 

lived. Important in understanding lived experience is the notion that an event is 

experienced in a way that is unique to each individual experiencing that event. 

Sokolowsi (2000) addressed this idea of unique experiences by using an example 

with the Normandy Invasion. The experience of someone involved in resisting the 

invasion was different from one who was invading, yet both individuals experienced the 

same event. The lived experience can be modified by perception, memories, history, 

imagination, spatial considerations, anticipation, context, temporality, and 

intersubjectivity (Sokolowski, 2000). This list of modifiers or dimensions is not 

exhaustive, but helps demonstrate how complex each lived experience is, even if the 

experience is an everyday experience that is taken for granted. It is generally those every

day experiences that are central to phenomenology. To understand the lived experience, 

attention is given to every possible dimension. Awareness of each part or dimension, and 

how that dimension contributes to the creation of the whole are essential to the 

understanding of the lived experience. 

Heidegger (1962) painstakingly expounded on the meaning of each and every 

word and concept of phenomenology, beginning with word origins. He used examples 

and provided links between concepts. For instance, being-in-the-world was broken down 
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to a comprehensive discussion focused on the meaning of each word: being, in, and 

world. Another example was the meticulous explanation of Dasein, there being, which 

linked to the explanation of being. Dasein was explored in terms of temporality. That 

exploration first included an explication oftemporality. "Who" of Dasein is another 

example of an aspect of consideration necessary to fully understand Dasein. 

Learning the language of phenomenology has been an ongoing process during this 

study. It has been imperative in the process of gaining understanding of and an 

appreciation for phenomenology and the use of phenomenology. Incorporating nursing 

theories that use concepts directly linked to phenomenology contributed to understanding 

and using phenomenology. 

Peplau 's Psychodynamic Nursing Theory 

Peplau (1952) identified the use of therapeutic interpersonal relationships as the 

most significant activity of psychiatric-mental health nurses' practice and self-awareness 

as inherent to the development of the therapeutic relationship. These concepts are the 

cornerstones in the Psychodynamic Nursing Theory, sometimes referred to as The 

Interpersonal Relationship Theory. The Psyphodynamic Nursing Theory was intended to 

provide a body of knowledge that could assist the nurse to observe and assess more 

intelligently and intervene with greater sensitivity to the overall needs of the patient. 

Within the theory of Psychodynamic Nursing, there is a dynamic orientation to 

understanding human problems in living. The context is the whole and is understood as 

being very complex. To understand the dynamics of the whole, with an emphasis on the 

meaning of the immediate experience, Peplau urged psychiatric-mental health nurses to 
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make time daily to study. The act of studying is inextricably bound to clinical practice 

and seen as necessary to understand human experiences. Studying involves making and 

recording observations of the interaction between nurse and patient. The interactions 

included attention to thoughts, feelings, and behaviors. The recorded observations are to 

be organized, analyzed, and formulated. Themes are to be recognized and validated 

(Peplau, 1952, 1991; O'Toole & Welt, 1989). 

The process of using the Psychodynamic Nursing theory is very much like 

conducting a phenomenological study. The researcher in a phenomenological study is 

exquisitely sensitive to detail, recording verbal and nonverbal data. The researcher is a 

participant in the interview process, just as the psychiatric-mental health nurse is a 

participant in the nurse patient relationship. 

Peplau believed study on-the-job was a requirement for each practicing 

psychiatric-mental health nurse. If the nurse did not engage in this daily study, the nurse's 

own needs could go unnoticed and interfere with the ongoing development of 

interpersonal relationships. The nurse would not be able to achieve the maximum 

understanding of the experiential nature of the process involved in the building of the 

therapeutic relationship. The result would be less than optimal patient care (Peplau, 1952, 

1991; O'Toole & Welt, 1989). 

The need for self-awareness is central to phenomenological research. In the 

research process bracketing is used in an ongoing process in which the researcher reflects 

and identifies her personal inclinations and presuppositions about the topic at hand. These 

are acknowledged, bracketed, and as much as possible, set aside (Thomas & Pollio, 
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2002). The idea is not to let the researcher's biases taint the collection, analysis, and 

interpretation of the data. 

An essential ingredient to the development of a therapeutic relationship is an 

attitude of inquiry by the nurse (O'Toole & Welt, 1989). There is to be attention to 

motives, expectations, patterns, and awareness of links or connections that are relevant. 

The nurse is conscious of the language being used and how the nurse and the patient use 

language. 

To develop a therapeutic relationship, the nurse needs to be aware of the complex 

dynamics that are occurring as they occur and takes time later to reflect on what occurred. 

There is a need to talk with others in the reflection process (O'Toole & Welt, 1989). This 

is nearly identical to the need for continuous reflection and use of peer debriefers when 

~onducting a phenomenological study. 

In addition to self-awareness, the success of the psychiatric-mental health nurse 

depends in part on her scope and depth of knowledge. Ongoing study of principles and 

concepts that promote adaptive changes in the lives of patients and the practice of nursing 

is an underlying premise for the successful practice of psychiatric-mental health nursing 

(O'Toole & Welt, 1989). Richters (2002) spoke from the perspective of being a reviewer 

of grant applications for the National Institute of Health. He strongly emphasized the 

need for researchers planning to conduct a qualitative study to be immersed in the 

literature to ensure a well-designed study and to build credibility. 

O'Toole and Welt (1989) described Peplau as a phenomenological researcher. 

The two authors found documentation from the early 1950s in which Peplau had directly 
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encouraged a phenomenological focus in nursing, particularly in psychiatric nursing. 

Peplau used phenomena derived from clinical practice. Peplau directed nurses' attention 

to the need to develop consciousness about what the nurse and the patient do via their 

interaction. Peplau's teaching strategies for developing consciousness, as reported by 

O'Toole and Welt (1989) contributed to the framework that was used to guide this study 

of the lived experiences of psychiatric-mental health nurses who work with suicidal 

adolescents in inpatient psychiatric settings. 

To help students develop consciousness, according to O'Toole and Welt (1989) 

Peplau routinely assigned students to make verbatim written recordings of their 

interactions with patients. Students would make a carbon copy so they could have a copy 

and the other copy was given to Peplau who used them to check for "regularities." Peplau 

rec.orded the identified regularities on 3X5 cards. She would sort, classify, and count. The 

students were to use their copies of the written transcript to heighten their awareness of 

verbal and nonverbal communication in addition to attending to the thoughts and feelings 

they experienced during the interaction, all of which contributed to understanding the 

observed behaviors. Peplau believed students as well as practicing nurses who were 

aware of behaviors could then alter those behaviors as needed in an effort to offer optimal 

help to patients. 

For decades, the use of Interpersonal Process Recordings (IPRs), the written 

recording of the nurse-patient interaction, including thoughts, feelings, and observations, 

has been an accepted standard of practice in psychiatric nursing education. The intent 

was, and I believe still is, to help students gain insight and understand interactions with 
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patients. Peplau conveyed the belief that each nursing student and practicing nurse should 

be assisted with the development of his or her own operationalized concepts, to better 

understand and interpret the unique experiential nature of the interpersonal interaction 

between nurse and patient. The experience was further explained as anything lived or 

undergone and included inner perceptions of events in which an individual had 

participated. In inpatient settings, the nurse and patient experience something day in and 

day out (O'Toole & Welt, 1989). 

Themes were referred to as recurrent threads or regularities, which indicated a 

dominant concern. Peplau used themes to summarize an event. A theme of interaction 

could assist the student or practicing nurse in the formulation of inferences and provide a 

base to compare one situation with another. O'Toole and Welt (1989) devoted an entire 

chapter to Peplau' s work related to interpretation of observations. Because the 

information provided by O'Toole and Welt regarding interpretation was so precise, it 

helped with the process of data interpretation in this study. 

Interpretation was described as a complex, exhausting task. Peplau pointed out the 

potential to formulate a variety of meanings from the data. To prepare to interpret data, 

Peplau recommended practice with proverbs. Practice involved the identification of "key 

symbols," decoding the symbols, followed by restating. One example: 

Proverb: When the cat is away, the mice will play. 

Key symbols: cat, away, mice, play 

Decode: cat= authority away= absent mice = subordinate play = fun 

Restated: When the authority figure is absent subordinates have Jun. 
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The same example was used with imprecise coding and other "errors" to illustrate 

problems that would commonly arise with the interpretation. Peplau used this opportunity 

to emphasize the value of clinical supervision to prevent problems and strengthen clinical 

performance. Part of problem prevention and strengthening clinical performance is 

directly related to the accuracy of interpretation and for issues related to transference and 

counter-transference, both of which can occur in the research process. The overall notion 

of using clinical supervision parallels the use of the peer debriefing process to promote 

accurate interpretation and to identify when the researcher may be allowing personal 

biases to cloud the analysis and interpretation process. Two peer debriefers provided 

consultation in this study. 

O'Toole and Welt (1989) did not directly refer to materials on maintaining an 

a~dit trail. However, when reference was made to "carton 32, volume 1181," (p. 192) 

there is no doubt about the audit trail .and the value of having a trail that is so well 

documented. Even with electronic programs, it is difficult to imagine being able to 

effectively organize and manage even a fraction of the materials generated by Peplau. 

Orlando's Nursing Process Theory 

Using Orlando's (1961, 1972, 1990) Nursing Process theory involved 

understanding meaning of the experience and the importance of perceptions. Orlando 

described the nurse as a patient-observer. She used what was termed field methodology to 

develop her ideas. She found nurses' perceptions, thoughts, and feelings were crucial to 

the process of understanding the meaning of patients' behaviors. Orlando encouraged 

nurses to use their perceptions to make inferences abouf what patients were thinking and 
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feeling. The inferences were to be validated by the nurse returning to the patient. The 

patient's responses would add further to information used to develop plans of care. The 

process of using perceptions, inferring and returning to the patient was intended to be a 

continuous process. The original model or figure drawn to represent the process was 

circular. 

This theory was intended to guide nursing practice and still does (Schmieding, 

2002a). In addition it can provide guidance for phenomenological research. There are 

strong parallels between the process of interviewing during patient assessments and 

conducting dialogical interviews used in phenomenological research. In the study of lived 

experiences of psychiatric-mental health nurses, the researcher interviewed nurses, rather 

than taking care of patients. Just as the patient is a participant in the assessment process, 

providing information that is used as data in the nursing process, the participant in this 

phenomenological study provided information in the interview that was used as data. 

When using the nursing process for providing care, the data are analyzed and 

inferences are made about the needs of the patient. In a phenomenological study, the data 

are analyzed and interpretations are made. The process of using perceptions and making 

reasonable inferences is central to the process of interpretation. The researcher returned 

to the participants to validate findings during member checking, very much like Orlando 

instructed nurses to do when making inferences from the data collected during the course 

of patient assessment. 

Orlando (1961, 1972, 1990) expressed the belief that the Nursing Process theory 

provided a framework from which to work, however never intended it to be the one and 
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only theory used in the provision of patient care. She openly and actively encouraged the 

development of new nursing theories and the use of other theories with Nursing Process. 

While a professor at Yale University, Orlando influenced Travelbee, then a graduate 

student who developed the Human-to-Human Relationship theory. 

Travelbee 's Human-to-Human Relationship Theory 

Travelbee (1971), like Orlando, valued the use of validation and included 

validation in the development of the Human-to-Human Relationship theory. Travelbee 

(1971) also believed that there was knowledge to be gained through experience in the 

care of patients and this knowledge was both necessary and desirable. These two aspects 

along with other aspects of the Human-to-Human Relationship theory are congruent with 

a phenomenological study and contributed to the framework for this study of lived 

experiences of psychiatric-mental health nurses who work with suicidal adolescents in 

inpatient psychiatric settings. 

One of the first aspects of Travelbee' s theory that was relevant for use in this 

phenomenological study was the remarkably strong emphasis on the exploration of · 

meaning in the provision of nursing care. One of her major beliefs was that human beings 

are motivated by a search for meaning in al/ life experiences. Travelbee' s system of 

nursing combined interpersonal and existential theories (Doona, 1979; Travelbee, 1971 ). 

This involves the nurse's ability to use his or her personality consciously and with full 

awareness to establish structure in nursing interventions. That awareness encompasses 

the nurse's doing, thinking, feeling, and experiencing. Becoming "fully aware" takes 

deliberate, continuous effort. As a participant observer, the researcher in this study used 
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the notion of becoming "fully aware" to enhance the use of herself in the research 

process. Being fully aware facilitated the interactions with participants, beginning with 

the initial contact and continuing into the interview itself. Maintaining exquisite 

sensitivity to subtle cues was a priority. Purposeful, focused attention was important in 

the collection, analysis, and interpretation of data. 

Doona (1979) referred to self-awareness as experiencing. Experiencing involves 

the use of all senses to maximize the opportunity to make relevant observations rich in 

detail during the collection and analysis of data. The analyzed data are then synthesized 

to arrive at the whole for interpretation. Interpretation was said to occur at various levels 

within the context of the here-and-now and more than one possible meaning could result 

. in the interpretation process. Travelbee (1971) and Doona (1979) ascribed to the need to 

validate interpretations with the patient, very much akin to the process of member 

checking. Member checking is explicated in chapter three as part of trustworthiness. 

Another connection between the Human-to-Human Relationship theory and 

phenomenology is Travelbee's description of a psychiatric nurse. She described the 

psychiatric nurse as an individual willing to work toward understanding the meaning of 

human existence. This understanding takes place within the context of a meaningful 

relationship. In order for a nurse to be able to form a meaningful relationship in which 

there is understanding, the nurse, like a researcher involved in a study using 

phenomenology, continually examines routine or habitual patterns of interaction. 

Doona (1979) and Travelbee (1971) employed the use oflnterpersonal Process 

Recordings (IPRs) to examine the nurse-patient interactions to increase the nurse's 
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awareness. The increase in awareness can lead to deliberate modification of one's 

reactions to help others more affectively. This process is somewhat similar to the use of 

verbatim transcription of taped interviews in a phenomenological study. 

Travelbee (1971) and then Doona (1979) provided clear, detailed descriptions for 

the development of human-to-human relationships and the progressive development of 

self-awareness. As nurses, they did this with language and examples that were familiar 

and transferred smoothly for use in a phenomenological study of the lived experience of 

psychiatric-mental health nurses. 

· Benner 's Novice to Expert Theory 

Benner first published her theory, Novice to Expert, 19 years ago. Concepts from 

the theory surfaced in the process of data analysis and interpretation of data in this study. 

Recognition of key characteristics of each level of practice was facilitated by having 

gained a better understanding of the characteristics of each level of practice, beginning 

with the novice level. 

There are five levels of practice identified by Benner. These are not necessarily 

linear. The first level is novice. The novice is characterized as rule-governed, limited and 

without experience in the areas in which they are to perform. An advanced beginner is 

aware of individual aspects of a situation and can begin to use abstract principles. The 

competent nurse generally has two to three years of experience and can begin to 

consciously plan. Perception is a key factor for the proficient nurse. This is a nurse who is 

guided by maxims and can see a situation as a whole. The final level is the expert. With 

this level there is an intuitive grasp and a high level of proficiency and perceptual acuity. 
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Recognizing the levels of practice is important. Understanding what occurs at 

each level has direct implications for nursing education, for nursing orientation programs 

in inpatient adolescent psychiatric treatment settings, and for mentoring programs 

designed to assist nurses achieve higher levels of practice at a faster rate. 

In the forward, and in various chapters throughout her book, Benner (2001) 

repeatedly discussed how better description of clinical practice in different 

circumstances; description that incorporates timing, human connectedness, gains and 

losses in understanding across time can improve nursing practice. Benner explained how 

interpretive reflection on narratives could uncover new knowledge. 

Like Peplau, Benner (2001) identified the need for nurses to spend time reflecting. 

Without reflection, she indicated learning and professional growth could be stunted. I 

could almost hear Dr. Benner speak to me, instructing me to revise the interview 

questions to include a question that would explore whether or not participants engaged in 

self-reflection as part of a regular aspect of practice. 

- The choice to make a revision in the interview questions based on Benner (2001) 

illustrates the use of theory. Models or theories can serve as maps or guides to practice 

that otherwise lack expertise. These maps are not intended to provide rules in place of 

judgment. As an inexperienced researcher, I had some ideas about what should be 

addressed, the research committee members certainly provided suggestions and guidance, 

and theory also guided my actions. Neither theory nor committee members dictated 

exactly what l did. If this had happened and I merely followed instructions mindlessly, 

then I might never progress to higher levels in the practice of nursing research. 
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Assumptions 

The following assumptions were foundational to this study: 

1. Nurses' experiences working with suicidal adolescents in inpatient psychiatric 

settings are different from nurses' experiences working with suicidal 

adolescents in other settings (Cutcliffe, & Goward, 2000). 

2. Nurses' experiences working with suicidal adolescents are different from 

experiences working with suicidal individuals in other age ranges 

(Maltsberger, 1997). 

3. An increased understanding of the lived experience of psychiatric-mental 

health nurses working with suicidal adolescents will assist nurses in 

strengthening the therapeutic use of self. 

4. There is knowledge embedded in the experiences of psychiatric-mental health 

nurses working with suicidal adolescents in inpatient psychiatric settings that 

can be used to guide nursing education. 

5. There is knowledge embedded in the experiences of psychiatric-mental health 

nurses working with suicidal adolescents in inpatient psychiatric settings that 

can be used to revise orientation of nurses beginning to work in inpatient 

psychiatric settings. 

6. There is knowledge embedded in the experiences of psychiatric-mental health 

nurses working with suicidal adolescents in inpatient psychiatric settings that 

will contribute to greater understanding of suicidality in adolescents. 
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7. Nurses who participate in this study will feel understood. There is value in 

feeling understood. 

8. There is no absolute truth in the texts. Multiple meanings may emerge. 

Research Questions 

The central research question addressed by this study was: 

"What does it mean to be a psychiatric-mental health nurse working with suicidal 

adolescents in an inpatient psychiatric treatment setting?" Sub-questions to this included: 

1. What are the feelings experienced by psychiatric-mental health nurses who 

work with suicidal adolescents in inpatient psychiatric treatment settings? 

2. What thoughts do psychiatric-mental health nurses who work with suicidal 

adolescents in inpatient psychiatric treatment settings experience? 

3. How does the psychiatric-mental health nurse use herself in relationships with 

suicidal adolescents in inpatient psychiatric treatment settings? 

4. What knowledge would be helpful to psychiatric-mental health nurses 

working with suicidal adolescents in inpatient psychiatric treatment settings? 

5. How does a psychiatric-mental health nurse working with suicidal adolescents 

in an inpatient psychiatric treatment setting make decisions, including the 

decisions related to management of time and setting priorities? 

Definition of Terms 

There have been longstanding problems with ambiguity in the language used 

when discussing suicide (O'Carroll, Berman, Maris, Moscicke, Tanney, & Silverman, 

1996). Terms such as "suicide gesture" for instance, have been interpreted as having a 
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variety of meanings from manipulation to threat. Select terms will be used in this study. 

O'Carroll et al. (1996) conducted a comprehensive review of the literature on the 

nomenclature for suicidology. In an effort to communicate clearly and remain congruent 

with contemporary suicidological research, the definitions developed by O' Carroll et al., 

(1996) will be the ones used in this study with one exception, and that is the definition of 

psychiatric-mental health nurse. 

Psychiatric mental-health nurse as used in this study is a registered nurse who 

identified herself or himself as a psychiatric-mental health nurse based on work 

experience, education, and/or specialty certification. 

Suicide is the deliberate act of self-inflicted annihilation. Suicide is defined in 

terms of three components: death, self-inflicted injury, and the self-inflicted injury is 

inflicted with the intent of self-annihilation. In order for a death to be considered as a 

suicide, there must be evidence of all three components. The terms completed suicide and 

suicide completer are used interchangeably with the term suicide (O'Carroll et al., 1996). 

Suicide act is a potentially self-injurious behavior for which there is evidence of 

intended self-annihilation. A suicide act may result in death, injury, or no injury 

(O'Carroll et al., 1996). 

Suicide attempt is a potentially self-injurious behavior that does not result in 

death. There is evidence of intent for self-annihilation (O'Carroll et al., 1996). 

Suicide threat is any interpersonal verbal or non-verbal action that stops short of a 

self-injurious act. Another person interprets the threat as an implied suicidal act. 

Suicidal is a term that encompasses suicidal acts, attempts, threats, and ideation. 
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Suicidal Ideation is any self-repo~ed thought of engaging in suicide-related 

behavior. 

Suicide Survivor is a family member, friend, or significant other who had a 

relationship with someone who committed suicide. 

Limitations 

Phenomenology seeks to understand the meaning of human experiences via 

analysis and interpretation of narrative materials (Portney & Watkins 2000); findings in 

phenomenological studies are not intended to be generalized. However, it is important to 

have findings that have authenticity and are worthy of attention, or trustworthy. The 

focus of authenticity is outcomes, process and action. Trustworthiness refers to the 

accuracy and merit of the findings. Rigor is addressed in chapter three. Rigor refers to the -

specific strategies for establishing authenticity and trustworthiness in a study. 

Delimitations 

The focus of this study is aimed at understanding the meaning of the lived 

experience of psychiatric-mental health nurses -who work with suicidal adolescents in 

inpatient psychiatric treatment settings. With this in mind, only registered nurses who 

consider themselves psychiatric-mental health nurses can participate. Participation is 

voluntary. All participants had experience working with suicidal adolescents in inpatient 

psychiatric treatment settings. 

Chapter Summary 

The researcher used this first chapter to introduce this study aimed at 

understanding the meaning of the lived experience of psychiatric-mental health nurses 

30 



who work with suicidal adolescents in inpatient psychiatric treatment settings. The 

purpose and rationale were explained. The potential importance of this study to nursing 

was described followed by the researcher's description of her relationship to the topic. An 

overview of the philosophical and theoretical framework was provided along with 

assumptions and the research questions. Definitions of relevant terms were given. Finally, 

limitations and delimitations were addressed. 
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CHAPTER II 

REVIEW OF LITERATURE 

Overview 

This chapter begins by briefly acknowledging two classic works on suicide then 

proceeds to exemplars from the literature concerned with risk factors and protective 

factors. The next topic area addressed in this chapter is a review of studies which used 

large secondary data bases followed by research related to prevention issues, then studies 

focused on survivors of suicide. The nursing literature related to adolescent suicide is the 

next area reviewed. The last section of the review of literature is devoted to the 

philosophical and theoretical context. 

The research methodologies traditionally used in the study of suicide in the 

United States are rooted in logical positivism and structural determinism and provide a 

somewhat disjointed and sometimes contradictory collection of empirical observations 

primarily about risk and protective factors. There is an area of research devoted to the 

exploration of crisis intervention and prevention of adolescent suicide. The experiences 

of individual human beings seem to have been overlooked while the rates of adolescent 

suicide and attempted suicides have escalated at alarming rates (Range & Leach, 1998; 

Rogers, 2001 ). 
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In a comprehensive review of classic and current suicide research specific to 

nursing, Demi (2001) identified only nine substantive studies, one of which was a 

qualitative study exploring messages left by suicidal individuals. No studies were found 

that specifically addressed nurses' ·experiences of working with suicidal adolescents. 

Many researchers (Breakey, Wolf, & Nicholas, 2001; Demi, Bakeman, Sowell, 

Moneyham, &Seals, 1998; Kalischuk, & Davies, 2001; Talseth et al., 1999) have 

recommended examining nurses' preparation for providing care to suicidal individuals 

and exploring nurses' behaviors and attitudes when providing care to suicidal patients. 

Classics 

•✓ 

Suicide has been addressed in the literature for centuries. One classic piece, 

Biathannatos was completed by John Donne in 1608 and published in 1646 (Rudick & 

Battin, 1982). Reproductions of Donne's (1646) first edition are available. Even though 

the text was written in English, it is difficult to read due to the style and spelling used in 

the 1600s. Rudick and Battin (1982) "translated" the work using contemporary English. 

While not as well known as Shakespeare, Donne's (1646) work is studied for the literary 

significance. The text was also the first work published in English that took issue with 

traditional Christian prohibition of suicide (Rudick & Battin, 1982). Donne ( 1646) argued 

"self-homicide" was not always a sin. Description, examples, Socratic questioning, and 

logic were used to support the argument. The argument was in direct opposition to the 

teachings of the church, but drew from the logic of Christian thought to suggest suicide 

was not contrary to the laws of nature, or reason, or of God. He gave examples where 

reason might even recommend suicide. He observed that scripture did not make a clear 
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condemnation of suicide. In his argument, he used Christian doctrine that permitted other 

forms of killing such as martyrdom, capitol punishment, and killing as part of war 

(Rudick & Battin, 1982). 

Donne did not necessarily intend to publish his work on suicide. He was aware of 

the controversy his views could spark. It was not until after his death that one of his sons 

had the text published. The point of reviewing Donne's work was to gain an 

understanding of how long suicide has been the topic for consideration and how ideas 

about suicide may have evolved. 

Durkheim's (1897) seminal work in suicide took an approach that was vastly 

different from Donne. Durkheim's work in suicide research focused on a number of 

independent variables and suicide rates. He studied the geographic distribution of 

suicides in Europe and disputed the accepted notion of the time that there were more 

suicides during cold, foggy seasons. Durkheim used the statistics that were available and 

showed the suicide rate to be higher in spring and summer and offered the idea that 

variations could be explained instead by social causes. 

In general, Durkheim studied the relationship between individuals and the moral 

order of society. Specifically, he linked the economic environment of a society to suicide 

behaviors. He examined variables that included religious confessions, political 

affiliations, and occupational groups. He also addressed the importance of attachment, 

family integration and sense of belonging as they relate to suicide behaviors. 
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Durkheim is still referenced in contemporary suicide research and his work is considered 

among the most influential in contemporary sociology (Hill, 1986; Lester, 2001 ; Pope 

1976; Rudd, 2000; Stack, 2000-Part I). 

Risk Factors 

The independent variables identified by Durkheim carry over as risk factors identified in 

adolescent suicide research. In a two-part meta-analysis of 130 research articles and then 

an additional 84 studies, Stack (2000a, 2000b) identified 14 risk factors: alcohol use, 

social economic status, religion, political climate, media publication of celebrity suicide 

holiday or culturally important temporal factors, sociological perspective, age, gender, 

race~ employment status within the family which linked directly to self-esteem and 

anxiety, gun control issues which can be related fo opportunity factors, and a music 

subculture connection which involved country music and heavy metal. Results from 

additional studies indicated this list of risk factors should be further expanded to include 

depression, hopelessness, anger issues, impulse control problems, problem solving 

difficulties, sexual orientation, cognitive rigidity, being bullied, lack of access to mental 

health services, interpersonal relationship problems, school failure, parental abuse and 

divorce of parents (Dori & Overholser, 1999; Ferdinand, 1999; Lester, 2001; Portner, 

2000; Randell, Eggert, & Pike, 2001; Rigby & Slee, 1998; Rogers, 2001; Rudd, 2000). 

While this is not intended to be an exhaustive list, it does demonstrate the range of risk 

factors or variables which have different meanings and varying importance from 

individual to individual (Rudd, 2000). After a four year study of 104 suicidal adolescents, 

Haliburn (2000) conceptualized adolescent suicidal behavior as a coping behavior, albeit 
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maladaptive coping. Haliburn believed adolescents wanted to die to escape from 

intolerable situations, whatever those happened to be, school failure, feeling depressed, 

being a victim of abuse, etc. 

As evident from all of the possible risk factors, adolescent suicide is complex. 

There are adolescents who experience suicidal ideation and never make an attempt. There 

are adolescents who have suicidal thoughts and make attempts. There are adolescents 

who never experience suicidality, yet have similar life stressors and circumstances or risk 

factors as adolescents who have suicidal ideation, who are attempters, and completers of 

suicide (Yoder, 1999). No group of adolescents is exempt. Suicide does not discriminate 

by race, class, religion, or gender. Upper-class urbanites, poor rural farm kids, middle

class teens crammed into minivans, class presidents and high school drop outs all have 

been victims of suicide (N ovins, Beals, Roberts, & Manson, 1999; Portner, 2001 ; Puskar, 

Tusaie-Mumford, Sereika, & Lamb, 1999; Rew, Thomas, Homer, Resnick, & Beuhring, 

2001). 

Post-mortem reconstructions, also referred to as psychological autopsies have 

been used to learn about adolescents who complete suicide and the risk factors for 

adolescent suicide. Risk factors that were present are identified during the post-mortem 

reconstruction. Much has been learned in these investigations, but the information cannot 

be guaranteed as accurate or complete (Litman, 1996). 

The importance of any one risk factor in contributing to adolescent suicidality has 

been questioned,. In an attempt to better understand how risk factors contribute to 
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adolescent suicidality, McKeown, Garrison, and Cuffe (1998) conducted a longitudinal 

study with 247 subjects from six public middle and high schools in a suburban South 

Carolina school district. Each subject was identified as having suicidal ideations and/or 

having made attempts. Coddington Life Events Scale for Adolescents, The Family 

Adaptability and Cohesion Evaluation Scales were used along with two non-specified 

self-report questionnaires, one for depression, and a six-point scale, which measured 

acting before thinking about consequences. While there were no statistically significant 

findings, clinical implications were important. Findings indicated prediction of suicidality 

is difficult and suicidality is the result of a constellation of risk factors, not generally any 

single factor; once again, confinning the complexity of adolescent suicide. 

Protective Factors 

In the context of adolescent suicide, Brenner, Krug, and Simon (2000) identified 

the need for further research to understand protective factors, i.e., those factors that seem 

to counter risk factors. The one overall most recognized protective factor is the 

sustainable family, regardless of structure (Demi et al., 1998; Porter, 2000). A sustainable 

family is one that is able to create a safe, positive, and supportive environment and can 

manage the many crises and meet the demands faced by the family as a whole and those 

faced by individuals within the family (Lingren, 1996). There is a consensus as to three 

dimensions of healthy families (Barber & Buehler, 1996; Greeff, 2000; Lingren, 1996): 

(a) family cohesion, (b) family adaptability, and (c) family communication. Each 

dimension has distinct qualities which include positive communication, the level of 
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emotional bonding between family members, commitment to and actually spending time 

together, and the ability to cope with stress and crisis along with spiritual wellbeing. 

Demi et al. (1998) cited four studies in which there were statistically significant 

associations between a decline in family cohesion and an increase in adolescent family 

members' suicidality. As an observation, Portner (2000) noted the adolescent suicide rate 

began to clinib just as the divorce rate in the United States began to climb. Statistically, 

70 % of teens that attempted suicide had parents who are divorced. While the dissolution 

of two-parent families seems to make adolescents more vulnerable to suicidality, 

ultimately it is the quality of parenting, riot the constitution of the family unit that matters 

most (Portner, 2000). Recognizing the correlation between adolescent suicidality and 

family dynamics has implications for suicide prevention interventions. 

Secondary Data Bases 

Two national surveys: the Youth Risk Behavior Surveys (YRBS) and the National 

Longitudinal Study of Adolescent Health (Add Health) measure relevant health risk 

behaviors in adolescents. Suicide is included as a health risk behavior. The Centers for 

Disease Control (CDC) conducted the YRBS. Surveys were given to a nationally 

representative sample of students in grades 9 through 12. It was administered in 1991, 

1993, 1995, and 1997. The sample sizes ranged from 10,904 to 16,296 for the four data 

sets. The YRB has substantial test-retest reliability and the scales used to measure suicide 

behaviors via self-report are considered valid. The overall results indicated an increase in 

rates of injurious suicide attempts (Brener, Krug, & Simon, 2000; Lindberg, Boggers, 

Porter, & Williams, 2000). 
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The Add Health is a school-based longitudinal study conducted in stages. Data 

from the first three stages are now available. The results are widely generalizable to 

adolescents who attend high school however; approximately 5% of 14 to 17 year olds are 

not in school and are generally more likely to engage in risky behaviors. (Resnick, et al., 

1997; Lindberg, Boggers, Porter, Williams, 2000). With the size and generalizability of 

these two data bases, results from the multivariate analysis will help with the 

establishment of national priorities in practices and prevention programs that enhance 

protective factors and reduce suicide risk factors. 

Prevention 

The CDC recommendations noted adolescent suicide prevention strategies have 

typically focused on purported risk factors without evidence for the effectiveness of 

prevention interventions (O'Carroll, Potter, & Mercy, 1994). McKeown, Garrison, and 

Cuffe (1998) expressed the belief that school-based prevention programs, despite 

popularity, showed no evidence of effectiveness. Miller, Eckert, DuPaul, and White 

(1999) explored three widely recommended school-based suicide prevention models and 

found there were no adequate outcome measures to substantiate whether or not the 

programs were effective. 

The Yellow Ribbon Suicide Prevention Program (YRS PP) (Light for Life 

Foundation International, 2001), sometimes referred to as a campaign, further 

exemplified what Miller et al., (1999) referred to. The YRSPP is a specific example of an 

international program widely advertised as an adolescent suicide prevention program 

available to schools and communities. The marketers of the program offered materials 
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and seminars to school counselors and teachers as well as interested people in 

communities. The YRSPP-presented prevention skills and strategies to increase 

awareness of behaviors that could be indicative of suicide (Light for Life Foundation 

International, 2001 ). After reviewing the materials and program descriptions, it became 

clear the YRSPP focused on early recognition of warning signs and existing risk factors 

of adolescent'suicide. A referral process for further assessment was built into this 

program. There was no visible component aimed at the enhancement of the family, a 

known protective factor. As the YRSPP has grown and evolved, an evaluation component 

has been added (Light for Life Foundation International, 2004). 

In addition to the lack of overall outcome measures in prevention programs, 

another common theme in most of the prevention 'programs mentioned in the literature 

was the focus on early identification of suicidal adolescents. In other words, the 

prevention programs provide prevention at a secondary level. Few if any have targeted 

primary prevention. 

Guiterrz, Osman, Kopper, and Barrios (2000) suggested the need for primary 

prevention programs that would address more than the so-called "negative" risk factors. 

If risk data and early referral were enough, a decline in the adolescent suicide rate rather 

than continued escalation would be expected. There has been a growing belief that the 

family is a critical factor in prevention of adolescent suicide. McKeown et al. (1998) and 

the U.S. Public Health Service (1999) recommended studies be conducted to test the 

hypothesis that improving family functioning would result in a decline in adolescent 

suicidality. There have been studies to identify characteristics of healthy, sustainable 
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families. There are other studies addressing prevention programs. Only one study was 

found that included the development of strategies aimed at strengthening characteristics 

of sustainable families with interventions in suicide prevention programs for adolescents 

(Randel, Eggert, & Pike, 2001 ). This seems to be an obvious area of need for further 

study. 

Survivors of Suicide 

Another body of literature deals with survivors of suicide. V anLith ( 1996) 

estimated 750,000 survivors are left behind annually. Grief or bereavement is a 

multidimensional phenomenon. The underlying focus of survivor studies is how the mode 

of death influences the grief process and the person grieving. There are a variety of 

possible outcome measures. Studies have explored a number of variables including 

depression, anxiety, distress, effect of media, somatic effects of grief, and guilt (Callahan, 

2000; Knieper, 1999; Krysinska, 2003; Lohan & Murphy, 2002). Empirical investigations 

have produced mixed results. In general, research findings indicated the grief experienced 

by suicide survivors include elements that are less frequently seen in grief associated with 

non-suicidal deaths (Bailley et al., 1999). Maltsberger (1997) found survivors of suicide 

were at statistically significant higher risk for having mood disorders, but not necessarily 

at an increased risk for suicidality. 

One study was identified (V anLith 1996) that addressed a review of literature on 

the topic of the survivor experiences of psychiatrists and psychologists. The study 

concluded with recommendations for establishing a segment of education programs that 

would address dealing with patient suicides. Professionals need to grieve on both 
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professional and personal levels and are often in a position of having to support others in 

the grief process. 

The only professionals mentioned were psychologists and psychiatrists. Yet, from 

the literature, one can reasonably infer professionals in the education system, clergy, 

nurses, social workers, and others may need support and assistance as a survivor of 

suicide. 

Suicide Contagion 

Historically, there has been concern for the possibility that suicide is socially 

contagious, particularly for adolescents. Public education campaigns have been inspired 

by the fear that others will imitate a widely publicized suicide, and there has been 

empirical evidence on which to base those fears. A recent study sponsored by the Centers 

for Disease Control and Prevention suggested these concerns may no longer be warranted 

(Mercy et al., 2001). A total of 666 individuals participated. Results indicated having an 

experience with knowing someone who committed suicide rendered the survivor less 

likely to be suicidal than those who did not know someone who committed suicide. The 

affect was the same for all races, social classes, and gender. Teenagers were no more 

likely than adults to be infected by a suicidal contagion. Further research is needed to 

gain understanding of the underlying dynamics of the findings. 

Theories and Tools 

In the thousands of empirical studies conducted by psychologists, psychiatrists, 

social workers, sociologists, and educators, it is not surprising that there are a variety of 

theoretical perspectives. A range of theories and frameworks has been used in empirical 
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studies of adolescent suicide. Theories used include, but are not limited to, general 

theoretical areas such as epidemiological, socio-cultural, sociological, psychodynamic, 

biologic, and cognitive-behavioral theories. Sometimes more specific theories and 

frameworks have been used such as attachment theory, life course theory, and the theory 

of self-psychology along public health frameworks (Lyon, Benoit, & O'Donnell, 2000; 

Potter, Rosenberg, Hammond, & Rodney, 1998; Rudd, 2000; Shreve & Kunkel, 1991; 

Yoder, 1999). The end result has been, there is no actual theoretical explanation for 

suicide. 

Along with a variety of theoretical perspectives, a myriad of tools and instruments 

have been used in suicide research. Range and Knott (1997) specifically addressed the 

number of assessment tools being used in studies~ Twenty suicide assessment instruments 

were identified. Shea (2002) along with Stoelb and Chiriboga (1998) recommended the 

use of a process model for assessing adolescents at risk for suicide as an alternative to a 

specific tool or tools. Again, there is no empirical evidence to indicate one tool or 

instrument is superior to another. 

Nursing Research 

Demi (2001) conducted a comprehensive review of classic and current suicide 

research in nursing. She cited nine substantive studies, one of which was a qualitative 

study which explored messages left by suicidal individuals. Demi did not cite any 

research specific to nurses' experiences of working with suicidal adolescents. 

While not cited by Demi, several studies were found that further illustrated the 

state of existing nursing research and working with suicidal adolescents. One 
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phenomenological study conducted in Norway attempted to gain understanding of the 

experience of suicidal psychiatric patients in inpatient treatment settings being cared for 

by mental health nurses. Narrative interviews were conducted. The participants were 

patients who ranged in age from 25 to 63, obviously not adolescents, but the topic and the 

method have relevance. Themes identified by Talseth, et al., (1999) included the sense of 

internal emptiness experienced by patients when nurses avoided the subject of suicide in 

interactions with patients. Nurses were perceived as receptive to basic needs and 

conveyed general interest and communicated realistic hope to patients. Patients 

experienced anxiousness when left alone. Overall, the study resulted in implications for 

strengthening specific areas of nursing education. Areas for additional research related to 

communication and intervention strategies with suicidal patients were identified. In a 

similar study, McLaughlin (1999) examined the opinions of20 psychiatric nurses and 17 

· suicidal patients in an inpatient setting about the nursing care provided. Communication 

was identified as the most important nursing skill, but findings reflected the possibility 

that nurses may be educationally unprepared to communicate effectively with suicidal 

patients. Only about half of the nurses made a conscious effort to use communication as a 

therapeutic tool. 

Nurses were definitely more critical of the nursing care than were the patients. 

Nurses identified feelings of anger, frustration and fear as emotional reactions to suicidal 

patients. There was a risk for these emotions to result in avoidant or other behaviors that 

are counter to the formation of a therapeutic relationship. Patients did not always 

correctly identify their assigned primary nurse, but felt cared for nonetheless. 
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When working with suicidal adolescents, nurses use contracts, sometimes termed 

no-suicide contracts, close monitoring, psycho-education interventions, and other 

intervention strategies. Studies that support the use of these strategies are sparse (Drew, 

1999). Two studies that explored the efficacy of no-suicide contracts were identified. 

Jones and O'Brien (1990) and Jones, O'Brien, and McMahon (1993) examined the use of 

treatment contracts with children. Suicide behavior was included in behaviors addressed 

by contracting, but the studies did not focus exclusively on no-suicide contracts. Due to a 

small sample size (N=39) in the first study and overall incomplete descriptions and 

vague, general explanations, it was difficult to assess the effect of contracting on suicidal 

behavior using the two studies. Drew (1999) used descriptive surveys to explore the issue 

of no-suicide contracts. She surveyed every facility in Ohio that provided inpatient 

psychiatric care (N=l 02). The response rate was 86% (N=72). No-suicide contracts were 

·used in 66 of the responding facilities. Although Drew acknowledged a number of 

limitations in the study, it did provide a descriptive foundation and justification for 

further r-esearch. 

Two additional studies were found that addressed interventions with suicidal 

individuals. The first study was actually a meta-analysis. Rudd (2000) reviewed 25 

studies addressing treatment outcomes with the use of cognitive-behavior strategies. Even 

with 25 studies, the sample size was small. There was a host of methodological problems 

centered on inclusion and exclusion criteria. Assessment instruments were not consistent 

and there was not always clarity regarding the actual interventions used. Findings were 
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inconclusive. Kovac and Range (2002) focused on journaling as an intervention aimed at 

decreasing feelings of suicide. The study began with 186 college age volunteers. Due to 

attrition, only 98 remained in the study. Statistically, writing did not reduce suicidality. 

This finding was a surprising result, counter to the anticipated outcome. 

Demi (2001) and others (Breakey, Wolf, & Nicholas, 2001; Demi, et al., 1998; 

Kalischuk, & Davis, 2001; McLaughlin, 1999; Talseth et al., 1999) recommended the 

examination of nurses' preparation for providing care to suicidal individuals and an 

exploration of nurses' behaviors and attitudes when providing care to suicidal patients. 

Overall, there has been a scarcity of empirical, as well as qualitative studies, in 

psychiatric nursing care offered to suicidal patients. French (1999) expressed the need to 

reduce the gap between theory and practice, indicating that tacit knowledge, knowledge 

that is not in the scientific literature but well known to practitioners via experiences, is 

important. This study tapped nurses' tacit knowledge for others to read and come to 

know. An accumulation of tacit knowledge by different investigators can lead to a meta

analysis and the potential for generalizing findings and determining relevant areas for 

further research. 

Theoretical Context 

For this study aimed at understanding the meaning of the lived experience of 

psychiatric-mental health nurses who work with suicidal adolescents in inpatient 

psychiatric settings, phenomenology, as a philosophy was used with four nursing theories 

to form the underlying framework. Each has been discussed in chapter one. In this 

chapter, references will be made to how the philosophy of phenomenology and each 
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nursing theory has been used in nursing research. Research that has used a similar 

approach combining several nursing theories will be also be addressed. 

Phenomenology 

No study was found that used phenomenology as the framework in the study of 

the experience of psychiatric-mental health nurses working with suicidal adolescents in 

inpatient psychiatric treatment settings. Four studies were found that used 

phenomenology coupled with Colaizzi' s ( 1978) procedural steps for the analysis of the 

data. These studies were selected as part of the literature review because of the 

methodology and the focus of the studies. 

The first study explored the nurses' experience caring for adolescent females with 

anorexia nervosa (King & Turner, 2000). In-depth face-to-face interviews with five 

registered nurses were conducted and audio-taped. Colaizzi' s procedural steps were used 

in the analysis of the data. Six themes were explicated. The themes included the personal 

core values of nurses, core values challenged, emotional tunnoil, frustration, turning 

points, and resolution. When -taken altogether, the themes convey the essence of the 

experiences of registered nurses who cared for adolescent females with anorexia. The 

findings indicated there was a need for the nurses to have extensive preparation and on

going support to enable them to provide the level of care needed by adolescents with 

anorexia. 

The description of the design, the actual data collection and the analysis were rich 

with detail. The researchers described using reflexive writing as a method of clearing 

their minds prior to each interview and between the analyses of each interview text. 
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Multiple exemplars were provided to illustrate the identified themes. The discussion 

clearly described the essence of the nurses' experience caring for anorexic adolescents, 

using the metaphor of a journey. The entire account of the study seemed to capture the 

essence in ways no instrument could. It was written with such rich description the reader 

could step into the treatment setting and experience what the participants were 

experiencing: 

The second study addressed experiences of student nurses the first time they were 

confronted with the need to communicate with a delusional patient (Wolf, 2001 ). The 

purpose was to be able to describe the students' experiences as they communicated for 

the first time with hospitalized mentally ill people. The investigator, who was also a 

nursing educator, intended to gain understanding of the students' experiences so better 

teaching strategies could be derived that could ease students' transition into psychiatric

mental health treatment settings and reduce their anxiety. 

Prior to this study, there had been other studies of undergraduate students' 

experiences, using empiric methods. The results of these studies had been used to 

develop strategies to better prepare students for clinical experiences in psychiatric-mental 

health settings, although there was still a great deal of fear reported by students. Wolf 

(2001), therefore, decided to try a phenomenological approach with Colaizzi's (1978) 

procedural steps for the analysis of the data to further study the issue of students' 

experiences. 

Seven major themes emerged from the journals kept by 35 participants. The 

themes included regressing and avoiding as a means of coping, embracing the therapeutic 

48 



standard, and fear of the patient. Quotes from the journals were used as exemplars and 

presented in a list within a table. Perhaps because the quotes were from journals rather 

than an interview where foliow-up questions could facilitate clarification and foliow-up 

to comments, or maybe because the quotes were presented in a list not used within a 

descriptive text, the impact of the exemplars was minimal from this reader's perspective. 

It has been established in earlier studies that negative undergraduate clinical 

experiences impact choices new graduates make when deciding on areas for clinical 

practice. It is important to determine interventions that can minimize negative 

experiences if new nurses are to be recruited into psychiatric-mental health settings. 

Additionally, students are known to have greater difficulty learning if anxiety levels are 

elevated beyond what is described as mild. The data from which the themes were derived 

provided a route to insights as to what types of strategies might help resolve students' 

fears. 

It would be valuable to have follow-up studies to examine which strategies 

increase students' senses of safety and facilitated the provision of nursing care in a 

psychiatric setting. Other studies with students from different universities would also be 

valuable to broaden the results and to use in a meta-analysis for purposes of being able to 

generalize findings. 

The second study, like the first, was described with clarity. One outstanding 

feature was the findings were congruent with the findings from studies that used 

empirical approaches. Having a topic addressed from both qualitative and quantitative 
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perspectives with results that show such strong agreement, gave the sense of having a 

solid overall understanding of the area. 

A third study dealt with understanding the subjective human experience of the 

illness of bulimia, an illness that shapes self-perception. Leaning about bulimia from the 

patient's perspective can facilitate a deeper, fuller understanding of the illness and the 

individual with the illness, facilitating the development of a more meaningful therapeutic 

relationship (Orbanic, 2001 ). Six volunteer participants were interviewed. The interviews 

were audio-taped, transcribed and analyzed using Colaizzi's (1978) method of data 

analysis. Four of the six used the word "hell" to describe life with bulimia. Quotes used 

as exemplars for each of the identified themes had profound dramatic power, and like 

those used from the King and Turner (2000) study had a captivating quality. 

Findings from this study led to suggestions for assessment strategies, specifically 

ways to ask questions that would allow the individual suffering from bulimia to disclose 

symptoms without feeling judged. Additional suggestions regarding the use of nonverbal 

communication and affective methods for the expression of compassion specific to an 

individual were also provided. The strategies illustrated how, with greater understanding 

of human experiences within a particular context, meaningful interventions could be 

developed. While the strategies for assessment and intervention have not actually been 

tested, from the perspective of a psychiatric nurse with experience working with 

adolescents and adults with eating disorders, the strong sense was the strategies "fit." 

Douglas (2004) studied the lived experience of loss. She used phenomenology 

with Colaizzi's (1978) steps for data analysis. Douglas used tables to provide large 
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amounts of information in clear concise fonnats. One table presented the theoretical 

perspectives used in the study, another displayed the demographic information for the 12 

participants, and the third began with over 100 extracted statements from the interviews 

and illustrated how meaning was formulated and five themes emerged. 

The description in these qualitative studies, particularly King and Turner (2000) 

and Orbanic (2001), had a resonating quality. The studies illustrated why thick, rich 

description is so important in conveying the essence of meanings found in 

phenomenological studies. Following a consistent, systematic approach to data analysis 

aids in the recognition of important ideas that are contained in the data and provides the 

foundation for building detailed description. Douglas (2004) brought the process to life 

by her exemplary use of tables to augment the text. 

Psychodynamic Nursing Theory. 

One qualitative study was found that used psychodynamic nursing theory as part 

of the framework (Danielsson, 1992). That study is acknowledged further near the end of 

this chapter. Over 80 articles were found that referenced Peplau's psychodynamic nursing 

theory, although few were research articles. Forchuk (1986) specifically set out to 

develop a tool for detennining empirically what phase the nurse-patient relationship was 

in at any particular point in time. Forchuk believed when nurses accurately identified the 

relationship phase, they would be better at selecting intervention strategies that facilitated 

the nurse-client relationship as a whole. The nurse-patient relationship is the context in 

which ongoing assessments take place, decisions occur and interventions are made. 

Ultimately, patient outcomes are affected. 
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Forchuk ( 1995) focused on the identification of factors that influenced the 

progression of the development of the therapeutic relationship. She used 124 nurse

patient dyads, with 74 different nurses. There were 119 female nurses and 5 male nurses. 

Because of the numbers, gender was not a variable that was included in the study, 

although years of experience and age were. Two instruments were used to measure the 

therapeutic·relationship. The first was the Working Alliance Inventory used in the 

measurement of the nurses' and the clients' perceptions of the evolving therapeutic 

relationship. This tool was developed in the mid 1980s with known reliability and 

validity. The second tool was the Relationship Form developed by Forchuk (1989). 

Reliability and validity were established and Forchuk used the instrument in studies prior 

to the 1995 study (Forchuk, 1992, 1994; Forchuk, Beaton, Crawford, Ide, Voorberg & 

Bethune, 1989; Forchuk & Brown, 1989). 

Of the variables included in the study, total time spent with patients significantly 

related to progressing to the working phase, as did nurses' experience. It was suggested 

that one 30-minute meeting between the nurse and patient in a psychiatric setting was 

definitely better than three 10-minute meetings. There were implications for nurses' time 

management and priority setting. Another variable that was significant, but not 

surprising, was the experience of the nurse impacted the speed with which the therapeutic 

relationship developed. This finding fits with Benner's novice to expert theory and 

supports the development of staff development programs with mentorships to help nurses 

achieve greater levels of expertise more efficiently. 
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Demographic variables were also addressed. The older the patient, the slower the 

relationship developed. The older the nurse, the quicker the relationship developed. No 

statistical tests were performed to correlate age of the nurse and experience. The number 

of previous hospitalizations was examined. The anticipated outcome was the therapeutic 

relationship would develop faster with a patient who was formerly hospitalized and 

already knew the nurse in the nurse-patient dyad than for a nurse-patient dyad who had 

no previous relationship. No statistical significance was found regarding this anticipated 

outcome. 

While conducting this phenomenological study, I planned to ask questions that 

address nurses' experience. Responses to several of the open-ended questions revealed 

skill and expertise level. 

Nursing Process 

When writing the chapter on Orlando's theory for Marriner-Tomey and 

Alligood's (2002) Nursing Theorists and Their Work, Schmieding (2002a) described 

evidence of the nursing process theory being used in nursing education, practice and 

research. Users of the theory in practice and education were often not aware of their use 

of Orlando's theory. Numerous researchers have used the theory without 

acknowledgement (Schmieding, 2001). This has an impact on finding studies where this 

theory has been used. 

Two studies that used the nursing process theory as a framework were identified. 

Shea, McBride, Gavin, and Bauer (1997) used nursing process theory in a research 

project addressing medication noncompliance issues with 76 patients from the Veterans 
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Administration (VA) system who were diagnosed with bipolar disorder. Results indicated 

there was a reduction in the use of emergency services, decreased lengths of hospital 

stays, and increased patient satisfaction when there was evidence of an alliance between 

patient and nurse prior to discharge that was maintained in the outpatient setting 

following patients' discharge from the hospital. As a result of the successful outcome of 

the study, nursing process theory was selected for use in a multimillion dollar research 

study of patients with a bipolar disorder at 12 sites in the VA system. Results were 

pending (Schmieding 2001 ). 

The second study was a pilot study conducted by Potter and Bockenhauer (2000). 

Using Orlando's theory, positive results were found in the areas of patient-centered 

outcomes, a model for staff to use to approach patients, and foster a decrease in patients' 

immediate distress. All of these outcomes are relevant when addressing the nurse-patient 

interactions in inpatient treatment settings when nurses work with suicidal adolescents. 

The nursing process has undergone testing and has been shown to provide a 

framework for practice (Schmeiding, 2002b ). There are three basic elements in the 

nursing process: behavior of the patient, behavior of the nurse, and nursing actions. There 

is complex, dynamic interaction between all three elements. The use of a deliberate 

process in the provision of care can serve as a guide to enhance the efficacy of nursing 

practice. The four components for practice are observation, report, record, and act. 

Observations can be direct and indirect. Both are to be shared and explored with 

the patient to validate before the nurse acts. It is a way to clarify and ensure 

understanding between the nurse and the patient. Validation helps ensure the nurse's 
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actions are in fact responses to the patient, not to outside influences and biases brought by 

the nurse which would interfere with the nurse-patient interaction (Orlando, 1961 & 

Orlando, 1990). 

For purposes of this proposed study, the idea of observation and the process of 

validation and action were used from more than one perspective. During the actual 

interview, observations were made. I asked questions, using validation with the 

participant to ensure understanding of questions at the time of the interview. Later, during 

data analysis, I was mindful of the nursing process. Validation was embedded in the 

member-checking process. It is important to validate interpretations in phenomenological 

studies, just as it is important to validate with patients in nurse-patient interactions. 

Additionally, during data analysis, noted whether or not there were data that 

reflect nurses' use of nursing process. One of the interview questions addressed decision

making specifically. It was interesting to see what emerged in tenns of how nurses who 

participated in the study incorporated assessment, decision-making, and interventions in 

practice. 

Human-to-Human Relationship 

Documented research using Travelbee's theory is scarce. Travelbee died before 

completing her doctorate (Smith, 2001). Her untimely death at the age of 47 may have 

something to do with the scarcity of research. White-Lange (1999) did use the human-to

human relationship theory in a study linking knowledge of caregiver identity to attaining 

effective nurse-patient relationships. The premise was because so much of patient care is 

delegated, there ·is a decrease in direct nurse-patient contact. The decrease in contact 
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limited the opportunity for nurses to establish quality interpersonal relationships with 

patients and subsequently had a negative affect on patients' satisfaction with their nursing 

care. Hierarchical regression revealed no significant correlations. There arc a number of 

articles in the non-research literature that utilized the human-to-human relationship 

theory (Hutchison, 1997; Limandri, & Boyle, 1978; Peterson, & Nelson, 1987; Swanson, 

1993; Travelbee, 1963, 1964). Two studies were found that used Travelbee's work along 

with other theories. These are addressed later in this chapter. 

Novice to Expert 

Benner' s research supported the need to compare the performance of experts and 

novice nurses as a method of understanding how expertise develops. Understanding the 

development of expertise contributes to the body of nursing knowledge (Taylor, 2002). 

There were a number of relevant studies, which explored aspects of Benner's novice to 

expert theory. For example, Taylor (1997) conducted a qualitative study using 

observation and in-depth interviews to gain insights into the process of problem-solving 

used by nurses while delivering care to patients. The importance of helping novices 

acquire sound clinical problem solving abilities was identified. The data revealed 

differences in internal cues experienced by nurses classified as novices and those cues 

experienced by expert nurses. Different levels of concerns were recognized in the areas of 

self-issues, procedural issues, and managing other duties. In general novices had 

difficulty recognizing cues. Implications for future educational processes stem from 

understanding the difficulty of novices in identifying or recognizing cues. With so many 

changes in health care today, it is important for nurses to be outstanding problem solvers. 
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Taylor concluded by expressing the belief that there is insufficient research into problem 

solving, an essential component of nursing practice. Additionally, the research that has 

been done needs to be made more widely available to the profession. During the data 

analysis and interpretation in this study of lived experiences of psychiatric-mental-health 

nurses working with suicidal adolescents in inpatient psychiatric settings, it was 

important to ·be sensitive to recognizing cues participants relied on and the processes used 

in decision-making and problem-solving. 

Crook (2001) conducted a review of the literature specific to how expert mental 

health nurses make clinical decisions with an emphasis on the relevant work of Benner 

regarding the development of nursing expertise in psychiatric-mental-health nursing. 

Crook concluded the complexity of the human relationships that underlie the experience 

of the patient and psychiatric-mental health nurse is difficult to capture in words. There is 

an abundance of tacit knowledge nurses rely on to inform critical decisions that has not 

been extrapolated. It is important to the practice of psychiatric-mental health nursing to 

take the time to explore, analyze and describe that complex collection of memories, 

experiences, interactions, and relationships in context to better formulate and articulate 

the knowledge that is generated from practice. The study of the lived experiences of 

psychiatric-mental health nurses working with suicidal adolescents in inpatient 

psychiatric settings provided an opportunity to extrapolate tacit nursing knowledge. 

Weaving 

The idea of combining theories is not new. Orlando (1961) referenced and used 

concepts from Peplau's work in the development and use of nursing process theory. 
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Doona ( 1979), in revising Travelbee's theory made reference to Orlando and Peplau. 

Lego ( 1999) used nursing process theory ns the main theoretical framework in n study, 

but incorporated aspects of psychodynamic and human-to-human relationship theories to 

enhance the framework. Forchuk ( 1991 ), who has worked on at least four projects, testing 

Peplau's theory, compared theories developed by Orlando and Peplau and concluded they 

belonged together in an interpersonal paradigm. When writing her dissertation, 

Danielsson (1992) used the theories ofTravelbee, Orlando, and Peplau as well as King's 

theory and the theory or model created by Paterson and Zdcrad ( 1988). Daniclsson 

explained there was no uniform base from which to work, but was able to combine all 

five to create a framework that served to successfully guide her qualitative study which 

explored psycho-social elements of nursing. 

At the onset of this study of the lived experience of psychiatric-mental health 

·nurses who work with suicidal adolescents in inpatient settings it was anticipated that the 

combination of phenomenology, psychodynamic nursing theory, human-to-human 

relationship theory, nursing process theory, and novice to expert would impact my 

perspective in a way that would not bias the analysis, but strengthens the ability to 

recognize factors that were key to nurses' experiences and improve the understanding of 

what it means to be a psychiatric-mental health nurse working with suicidal adolescents 

in an inpatient psychiatric treatment setting. 

Chapter Summary 

Suicide has been addressed in the literature for centuries. The work of Durkheim 

(1897) still influences contemporary studies, particularly those with sociological risk 
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factors as a focus. Even though dozens of suicide risk factors hnve been identified 

specific to adolescent suicide, it is still not possible to predict with any precision who will 

commit suicide or when (Talseth ct al., 1999). 

The vast majority of suicide research focused on identifying and understanding 

risks or negative factors that increased the likelihood of suicide (Gutierrez et nl., 2000). If 

risk data were sufficient, prevention efforts should be lending to fewer teens committing 

suicide, and this has not been the case; the rate of adolescent suicide continues at 

alarming rates. 

There seems to be much that is yet to be understood in the prevention arena. First 

of all, which prevention strategies are the most effective? With suicide as the third 

leading cause of death in the United states for people between the ages of 15 and 19 it is 

interesting to note, only one in ten schools have prevention programs (Portner, 200 l ), yet 

all public schools conduct fire drills for prevention. One wonders how many adolescents 

died in school fires in the past year. · 

It is likely that increasing sustainability in families would decrease adolescent 

suicide rates. Is it feasible to think there could be prevention programs that address ways 

to bolster the qualities of families that make families sustainable? Who would provide 

such programs? What resources would be required? 

Gutierrez et al., (2000) chose a different approach to look at adolescent suicide, 

stemming from the Reasons for Living Inventory (RFL). An adapted version, Reasons for 

Living Inventory for Adolescents (RFL-A) was developed as a self-report measure 

designed specifically to assess adolescents' adaptive reasons for not committing suicide. 
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After reliability was established, the tool was used with 225 adolescents admitted to 

psychiatric inpatient treatment programs who volunteered to participate in the study. The 

researchers in this study articulated a strong appreciation for the dynamic interplay 

between life-threatening and life-affirming forces. It may not always be possible to 

reduce risk factors, but increasing an adolescent's reasons for living may be a reasonable 

treatment goal. This study opened the door to pursuing different perspectives in the study 

of adolescent suicide not previously addressed in the literature. 

One avenue ripe with opportunities for exploration is the use of the large 

secondary data bases. The level of generalizability alone makes these resources a 

treasure. While there have been preliminary studies with YRB and Add Health data, there 

are numerous possibilities for looking at the configuration of risk factors and making 

correlations with protective factors including but not limited to family issues, potential 

protective factors. 

Few would argue the need to provide appropriate care and support to survivors. 

However, reducing the rates of adolescent suicide would ultimately reduce the numbers 

of survivors. Survivors of adolescent suicide need to grieve; and the grief is different 

from that associated with death from other causes. That is not to say there should not be 

further studies in this area. Research with specific populations, testing various 

interventions could be very useful. A group that has been overlooked is healthcare 

providers, educators, and other professionals who invested in the care of the adolescents 

who commit suicide. There can be a profound impact. 
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After looking at a diverse spectrum of needs for research in the area of adolescent 

suicide, there was a compelling attraction to the area of nursing. There was a dearth of 

research overall involving any aspect of nursing and nursing care with suicidal 

adolescents. The qualitative study of King and Turner (2000) exemplified the important 

findings that can emerge. The tacit knowledge that exists within the experiences of nurses 

who work with suicidal adolescents in inpatient psychiatric treatment settings needed to 

be brought to light just as King and Turner (2000) brought to light the meanings of being 

a nurse taking care of patients with anorexia nervosa. Findings can be of immeasurable 

value to nurses in general, as well as to those who participate in the study. There are 

implications for shaping nursing practice and education for the next generation of nurses. 

The occurrence of an inpatient suicide or suicide attempt is undeniably an 

overwhelmingly stressful and devastating event for a psychiatric nursing staff. Because of 

the constant presence in the milieu, nurses are the members of the interdisciplinary 

treatment team who have the best opportunity to assess the ongoing changes in patients' 

states as they occur and have the responsibility for making on-the-spot determinations as 

to whether or not a change in the care is indicated (Billings, 2003a). Yet there has been a 

startling scarcity of literature aimed at preparing nurses to recognize suicide risk factors 

and risk predictors essential for making sound nursing assessments and subsequent 

decisions regarding interventions (Billings, 2003a). This was identified as a gap that 

needed filled. Nurses need to build a foundation of evidence from which to draw ideas to 

formulate safe, effective nursing practice. 
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The proposed study offered the opportunity to explore experiences of nurses 

within the milieu. This included the experiences in nurse-patient interaction. Nurses had 

the opportunity to reflect on their own preparation and make suggestions to enhance 

preparation for nursing practice in the care of suicidal adolescents in an inpatient 

psychiatric-mental health care setting. The knowledge that was gained, contributes to 

filling the identified gaps. 
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CHAPTER III 

PROCEDURE FOR COLLECTION AND TREATMENT OF DATA 

Overview 

The purpose of this phenomenological study was to understand the Jived 

experience of psychiatric-mental health nurses who worked with suicidal adolescents in 

inpatient psychiatric settings. Phenomenology is a descriptive philosophy that attempts to 

make sense of or understand real life experiences by illuminating the various ranges of 

possible human experiences and the context of these experiences as they present 

themselves to consciousness (Boeree, 98; Dreyfus, 92; Large, 2002; Thomas & Pollio, 

2002; Van der Zalm, 2000).Thus, phenomenology provided the philosophic 

underpinning for this qualitative study. 

If phenomenology as a philosophy is about studying and understanding lived 

experience, then phenomenology as a methodology could be considered the "how to" 

study and achieve understanding of lived experience. Phenomenology provided the best 

framework for careful examination of lived experiences. It provided the format for 

discovering the essentials of experiences, and a way to communicate the resulting 

knowledge (Boeree, 1998). Phenomenology was a creative way of investigating actual 

lived human experiences not merely the conceptualization of the experience (Robertson

Malt, 1999). The research design used for this study is further addressed in this chapter 

along with a description of potential participants and the process for recruitment 
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of participants. Appronches for data collection, analysis, and interpretation along with 

rigor arc discussed in addition to consideration for the protection of human participants. 

Lastly, there is a report of the pilot study. 

Research Design 

Phenomenology, a philosophy dedicated to understanding the essence of experiences 

as they present themselves to consciousness (Thomas & Pollio, 2002) was used to study 

the meaning of the lived experience of psychiatric-mental health nurses who work with 

suicidal adolescents. As stated earlier, the word phenomenology is derived from two 

Greek words, phainomenon and logos. Phainomenon, as a noun, translates to mean the 

manifest. The verb belongs to the stem that means to bring to light. Phenomenon can 

ultimately be translated to mean that which shows itself in itself (Heidegger, 1962; Large, 

2002). The second word, logos, has been interpreted as positing or judgment, however, 

. according to Dreyfus (1992), Heidegger indicated it is to be understood as letting 

something be seen. Phenomenology grasps the phenomena that are studied in a manner in 

which the phenomena directly show themselves rather importing an outside theory that 

claims to understand the phenomena in their essence rather than appearance (Large, 

2002). 

Phenomenological research involves a being or person given over to in-depth 

questioning in an effort to grasp the nature and significance of an experience, in a way 

that has not been previously understood. Phenomenological research specifically aims at 

finding meaning in real life experiences by illuminating the various ranges of possible 

human experiences and the context of these experiences (Boeree, 98; Dreyfus, 92; Large, 
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2002; van Manenl 990; Van der Zalm, 2000). Important in understanding lived 

experience is the notion that an event is experienced in a way thnt is unique to each 

individual experiencing that event or situation, but in a way that also reflects common 

human ways of being. 

Lived experience can be modified by perceptions, memories, history, imagination, 

spatial considerations, anticipation, context, temporality, and intersubjectivity 

(Sokolowski, 2000). This list of dimensions is not exhaustive, but helps demonstrate how 

complex each lived experience is, even if the experience is an everyday experience that is 

taken for granted. To understand lived experience, attention is given to every possible 

dimension. Awareness of each part or dimension, and how each dimension contributes to 

the meaning of the whole experience are essential to the understanding of the lived 

experience. Phenomenology is a way to discover the essentials of an experience and then 

to communicate what is discovered with others for the purpose of verification (Boeree, 

1998). 

A phenomenological approach begins, as much as possible, without 

predetennined concepts or suppositions and allows for the evolution of the exploration 

process as meanings or themes begin to emerge in the early analysis of data (Knaack, 

1984 ). Lived experiences are the source as well as the object of research in 

phenomenological studies (van Manen, 1990). To understand the lived experience of 

psychiatric-mental health nurses who work with adolescents in inpatient psychiatric 

settings, a phenomenological approach fits best. 
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Parl/cipcmts 

Purposeful sampling, specifically snowballing, was to be used to recruit 

psychiatric-mental health nurses to participate in this study. Each participant was to be a 

registered nurse who self-identified as being a psychiatric-mental health nurse with 

experience working with suicidal adolescents in an inpatient psychiatric setting. I knew a 

recently retired psychiatric-mental health nurse who had links to nurses in two inpatient 

adolescent psychiatric treatment facilities. This retired nurse confirmed her willingness to 

recommend three potential participants to assist with recruitment. I planned to contact the 

three potential participants. After an initial participant was recruited, that participant and 

each subsequent participant would be asked to recommend at least one other potential 

participant for the study (Creswell, 1998; Morse, 1989). 

In addition to the use of the snowball technique, opportunistic recruitment was 

·considered as an option for possible use. In opportunistic sampling, the researcher 

follows new leads, talcing advantage of unexpected opportunities that arise (Creswell, 

1998). While attending a meeting of the American Psychiatric Nurses Association, two 

nurses identified themselves as possible participants for this study. Each met the criteria 

of being a psychiatric-mental health nurse with experience working with suicidal 

adolescents in inpatient psychiatric settings. Further follow-up would be needed to 

evaluate whether arrangements could be made for face-to-face interviews. 

Setting 

As the researcher, I planned to phone each potential participant and introduce 

myself as a doctoral student in the nursing program at Texas Woman's University (TWU) 
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and explain the purpose of the study. Confidentiality was to be maintained for all 

potential participants and for those who, for any reason, did not participate. The potential 

participants would be informed of how I had obtained their name and telephone number 

if the potential participant was referred by another participant. If the potential participant 

was self-referred, as with opportunistic recruitment, I planned to review the purpose of 

the study with the potential participant. If the potential participant agreed to participate, a 

face-to-face interview would be scheduled at a place that was private and a time that was 

convenient. I planned to present the consent form, approved by the TWU Institutional 

Review Board (IRB to the participants to read, ask questions and sign before any 

participation in the study (see Appendix A for a copy of the IRB letter of approval and 

Appendix B for a copy of the consent form). Ifa participant seemed uncomfortable with 

audio-taping, I planned to make notes during the interview rather than audio-tape. Each 

interview was expected to take one to two hours. 

Data Collection 

The lived experiences are the source as well as the object of research in 

phenomenological studies (van Manen, 1990). Phenomenological research involves a 

being, in this study the participant, given over to in-depth questioning in an effort to 

grasp the nature and significance of an experience, in a way that has not been previously 

understood. Phenomenological research specifically aims at finding meaning in human 

experiences. The richness of the meanings that are expected could not possibly be fully 

expressed by numbers or measures on a scale. Only qualitative or naturalistic inquiry 
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could be considered to adequately capture the holistic nature of the lived experiences 

(Benner, 1985; Cutcliffe & Goward, 2000; van Mancn, 1990). 

I planned to converse with the participants in face-to face interviews, building a 

trusting atmosphere in which previously unexamined aspects of experiences could be 

deliberately explored. The relationship between the each participant and me as the 

participant researcher was expected to go beyond simple inteIJectualization. The aim was 

to iJJuminate the totality of the existential dimensions of the phenomenon being studied in 

the lives of the participants as well as the researcher and then construct an interpretation 

of the experiences. 

The plan was to derive data from individual, face-to-face, dialogical interviews. 

Exploration of shared practices, history (past exp,eriences), and common meanings were 

expected to be at the heart of the dialogical interviews, the strategy recommended by 

· Colaizzi (1978) for collecting data. Interviews were to be conducted in a location of the 

participant's choosing. With participants' consent, each interview was to be audio-taped 

and transcribed verbatim. The only exception would be in the event an actual name was 

mentioned. If that occurred during an interview, identifying information would be deleted 

during the transcription process, without altering the meaning of the text. 

The questions prepared for use in the interviews were generally open-ended, 

"What is it like for you to work in an inpatient psychiatric setting with an adolescent who 

is suicidal?" (See Appendix C for a copy of the scheduled interview questions.) I 

anticipated additional questions might evolve during the course of an interview. 

Additional questions could be added to gain clarity or to foster elaboration by a 
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participant, "Tell me more about what that felt like." As the data collecting interviews 

continued and analysis began, it wns possible that the need to explore a particular topic 

area would emerge and questions would be developed and added to the scheduled 

questions. 

During the interviews, every effort would be made to attend to the nuances of the 

participants' ·overall communication of infonnation, to listen to the totality of the 

participants' expression. As the researcher, I planned to maintain a log of observations 

with care taken to describe what was actually seen during the course of the interview, not 

what was inferred or interpreted from what was actually seen (Colaizzi, 1978). The 

entries into the observation log would be made immediately after the interview ended and 

the participant and I separated. I had decided to use the tape recorder to record 

observations, then transcribe the observations verbatim. 

The time frame that was established for the recruitment of participants was from 

May 2002 until redundancy was reached, or a total of 12 participants had been 

interviewed. There was no way to completely control the time frame for the recruitment 

of participants; however, I hoped to have enough participants by February 2004. Ideally, 

there would be at least several weeks between each interview to allow time to transcribe 

and give undivided attention to the content of each interview before proceeding to the 

next. This is discussed further in the treatment of data. 

Treatment of Data 

I planned to use Colaizzi's (1978) seven procedural steps for data analysis. 

Colaizzi's severi-step process was developed for analyzing phenomenological data and 
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designed to produce a descriptive analysis from dialogical text (Webb, 1999). While the 

method is presented in a step-by-step format, the data analysis is not intended to be a 

linear process. The steps in the analysis process occur in a cyclic pattern and are repeated 

for each transcribed interview, allowing for the emergence of themes common to all 

participants. Data analysis begins and continues throughout the entire process. 

Initially, I planned to organize data into a three column format. The actual 

transcript or text would be typed into the middle column. The margin or column on one 

side was to be used to write memos regarding responses to the data. This would be 

further bracketing activity. Once the interview was transcribed, the analysis process 

would proceed using Colaizzi' s procedural steps. The extracted statements would first be 

written in the third column. 

Colaizzi' s steps: 

· 1. Read each transcript to begin getting a sense for the data contained within the 

transcript overall. 

2. Return to the transcript and extract phrases significant to the investigation. These 

extracted statements will be listed and form a new document, carefully labeled 

and dated. 

3. Formulate meaning of each extracted phrase. The formulations will comprise the 

focus of the next written document. Colaizzi (1978) cautioned that the 

formulation of meaning can be a rather precarious leap and calls for creative 

insights. The researcher is also reminded to remain connected with the original 

transcript as the meaning is illuminated. 
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4. Repent the first three steps for cnch transcribed interview. Organize the aggregates 

formulated meanings into cluster themes. Allow for the emergence of themes 

common to all participants. 

5. Refer cluster themes back to the original transcript to "validate" them. It is 

possible to discover something of importance in a transcript that is not accounted 

for in the cluster themes. This will need to be acknowledged. Additionally, cluster 

themes should not propose anything not implied in the original transcript. To 

ensure themes are taken from what is present in the transcript, there is an ongoing 

re-examination of the original transcripts when reviewing cluster themes, 

discrepancies may be noted among or between clusters. It is possible to have a 

cluster theme seem contradictory to anoth,er cluster theme. One theme may seem 

unrelated. Colaizzi (1978) indicated the researcher must be able to tolerate 

ambiguity. It is important for the researcher to avoid the temptation to ignore data 

or themes that do not seem to·fit. 

6. At this point, use all results to fonnulate the most exhaustive written description 

possible. 

7. Return to each participant with a copy of the written description generated in step 

six. During this process of member checking, each participant will be asked about 

the findings. Specifically, participants will be asked about how the descriptive 

results compare with the participants' experiences. Each participant is given the 

opportunity to provide feedback about the accuracy of the description. Any 
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relevant new data that arc generated during this process arc incorporated into the 

final product of the study. 

This is not a cut-and-dry process. On-going reflection would facilitate depth 

(Sokolowski, 2000; van Manen, 1990). Sokolowski (2000) emphasized the need to reflect 

with a vengeance and to leave out nothing. I planned to use reflexive journaling to keep a 

written record of my reflections. This journal would become part of the auditable field 

notes. The written reflections were intended to capture my attention for theme 

identification without distorting or trivializing the original experience (Benner, 2001, and 

Daniels, 2000). Benner (1994) suggested beginning with five possible themes or sources 

of commonality: situation, embodiment, temporality, concerns, and things that are taken 

for granted. Clear identification of themes is important. Themes are at the heart of 

interpretive analysis which is what leads to discovery of meaning and the achievement of 

understanding. 

The focus of step three of Colaizzi' s procedural steps was to find meaning, to 

begin making interpretations. The researcher needs to documents with each step. I was 

prepared to do just that. To help guide the analysis further and particularly to facilitate 

interpretations, van Manen's (1990) six research activities were going to be used. The six 

research activities include: 

1. Tum to the nature of lived experience to make sense of aspects of human existence. 

2. Investigate experience as it is lived (not as it is conceptualized). "Re-awakening." 

3. Reflect on essential themes; make distinction between appearance and essence. 
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4. The art of writing and rewriting: Reflection involves the researcher. Reflection 

"captures" the researcher's attention. 

5. Maintain a strong and oriented relationship to the original without superficialities, 

without falsities. 

6. Balance a research context by considering parts and whole. 

In addition to the use of van Manen's research activities, I wanted to use a 

compilation of "lenses" during the process of reflection, analysis and interpretation. 

Peplau's Psychodynamic Nursing Theory, Travelbee's Human-to-Human Relationship 

Theory, Novice-to-Expert, Benner's theory, and the Dynamic Nurse-Patient Relationship 

Theory, developed by Orlando were all potentially to be used and could influence the 

interpretation and hopefully contribute to understanding the meaning of the lived 

experiences of the psychiatric-mental health nurses who work with suicidal adolescents 

'in inpatient psychiatric settings. 

The interpretations needed to ·be an accurate representation of participants' 

experience and evaluated for plausibility. To help ensure accuracy and plausibility, 

interpretations would be shared with others for verification (Boeree, 1998). "Others" 

would include the participants, peer debriefers, and the members of the dissertation 

committee. 

I planned to consider revising interpretations after the feedback from member 

checking was collected, the peer debriefers had the opportunity to critique the 

interpretations and provide validation or alternate views and the chair and members of the 

my dissertation committee had a chance to respond. In the event that alternative views for 
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the interpretations were presented, I knew I would need to return to the original transcript 

and review the analysis process lending to the interpretation, including the relevant field 

notes to determine the most valid interpretation. 

Rigor 

To ensure methodological rigor in this study, trustworthiness and authenticity 

criteria would be established. The term trustworthiness is used to mean the findings in the 

study are accurate, have merit, and are worthy of attention (Erlandson, Harris, Skipper, & 

Allen, 1993). To establish trustworthiness, I planned to give attention to credibility, 

transferability, confirmability, and dependability. Each of the criteria for trustworthiness 

are. addressed followed by a discussion of the establishment of onto logic, catalytic, and 

tactical authenticity. 

Trustworthiness 

Credibility is used to contribute to the establishment of trustworthiness. Erlandson 

et al. (1993) compared credibility, also referred to as truth value, to internal validity. 

Credibility was to be achieved through persistent observations, member checking, and 

peer debriefing. Persistent observation in this study would involve the recruitment of 

participants until there was redundancy of information obtained in in-depth face-to-face 

interviews. For purposes of the dissertation, a limit of 12 participants was set in the event 

redundancy or saturation was not reached. 

Member checking was to occur at two different points. First, each participant 

would receive a copy of the typed transcript from his or her interview as soon as the 

interview was transcribed. Each participant was to be asked to review the transcript and 
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offered the opportunity to provide feedback to the researcher and add additional 

information. Sandelowski (personal conversation October 5, 2002) recommended this 

type of timely follow-up contact as part of member checking to enhance the possibility of 

generating additional valuable data. The second follow-up contact or member checking 

was planned to occur when an exhaustive written description of the overall results was 

completed. The overall written results were going to be distributed to each participant. 

Participants would be offered the opportunity to provide feedback about the accuracy of 

the description. New data generated during this process would be incorporated into the 

final product of this study. 

Sandelowski (personal communication, October 5, 2002) expressed concern 

regarding the impact a time laps can have. It is feasible months, sometimes even a year or 

two could have passed from the time of an interview to the point of having the written 

exhaustive description of results available to participants. With the passing of this much 

time, participants evolve, continue to have experiences, and their perspectives may 

change, sometimes dramatically. The changes undergone by individual participants can 

influence responses to the written results. Even with this in mind, I planned to return to 

the participants with the exhaustive description. 

Peer debriefing is a third strategy to strengthen trustworthiness (Lincoln & Guba, 

1985) and was planned for use throughout this study. During the process of peer 

debriefing, peers offer alternative insights for consideration or confirmation of the 

researcher's ideas. Peers may also provide support for defusing emotions that could 
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otherwise cloud the researcher's judgment during the course of data analysis and 

interpretation (Erlandson et al, 1993 ). 

At the onset, two peers agreed to serve as debriefers for this study. One had 

completed all of the course work in the doctoral program in nursing at TWU and had 

been entered into candidacy. She was using a phenomenological approach in a qualitative 

study for dissertation. She was quite familiar with phenomenology as a philosophy and as 

a methodology. Her research expertise, interests, and abilities were at the time, at a 

comparable level with mine. 

The second peer debriefer would contribute an expertise in psychiatric-mental 

health nursing that was similar to that of the researcher's. She was certified as a 

psychiatric clinical nurse specialist in child and adolescent psychiatric nursing. She had 

already earned a doctorate in nursing. She used a combination of qualitative and 

quantitative approaches when doing her dissertation and had a working knowledge of 

phenomenology. Both peer debriefers were considered to have perspectives that would 

yield useful insights into the data analysis and interpretation. 

Both peer debriefers possessed self-confidence and assertiveness along with the 

specific areas of expertise for which each was selected. These characteristics were 

important to the process of debriefing. When the anticipated alternative insights occurred, 

for the sake of credibility, the alternatives must be acknowledged and explored fully no 

matter what convenient temptation arises to simply overlook or discount alternative 

views. Both peers had the self-confidence and assertiveness skills to freely disagree with 

me if a situation called for differences to be expressed. 
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Transferability, the second trustworthiness criterion, is the application of findings 

from one study to another context. Transferability is enhanced by activities that 

contribute to the formation of thick, rich description (Lincoln & Guba, 1985). The 

activities are the ways in which information is gathered and maintained. For instance, the 

interview data were to be collected by tape recording and transcribed verbatim. In 

addition to the interview, I planned to attend to sights, sounds, and anything that could 

contribute to the vivid creation of the scene for the reader. These details would be 

collected and recorded using the tape recorder immediately following contact with 

participants. Timing would be important so details would not be forgotten and could be 

recorded with impeccable accuracy. I thought there might be a possibility I would also 

use handwritten accounts along with the transcribed tape-recorded observations. 

Dependability and confirmability are closely linked and also contribute to the 

establishment of trustworthiness. Dependability relates to the consistency within the 

study. That is, ensuring the research questions, method, and findings are consistent 

(Erlandson, et al., 1993). Dated, detailed, field notes were to be maintained. These notes 

were to include documentation of critical incidents, log of observations for each 

interview, minutes or summaries from peer debriefing meetings; an organized file of all 

correspondence; a reflexive journal with my thoughts, assumptions, reflections, and 

decisions. All of the documentation wquld contribute to the creation of an audit trail. The 

portions of the audit trail that reflect processes support the dependability of the study. In 

this study that would include the audio-tapes, transcription of the tapes, interpretive 

summaries of the transcripts, and summaries of meetings with peer debriefers. 
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Confirmability is supported by the sections of the audit trail that document the 

study's product. Confirmability means ensuring the actual product of the study or 

findings are derived specifically from the data, not based on the researcher's assumptions 

or biases (Erlandson et al., 1993; Lincoln & Guba, 1985). I expected to examine my 

bracketing interview and bracketing comments made on the transcribed interviews, 

assumptions and biases at the beginning and throughout the research process. This would 

be fostered via the use of peer debriefing. 

Authenticity 

Authenticity criteria focus on outcomes, process, and action. The plan for this 

study was to establish ontological, catalytic, and tactical authenticity. Ontological 

authenticity has to do with the participants developing an increase in their own 

understandings and insights of the experience being studied (Erlandson, et al., 1993). In 

this study, evidence of ontological authenticity was anticipated to emerge during the 

interview process or the process of member checking. Participants might increase their 

awareness of what it means to work with suicidal adolescents in inpatient psychiatric 

settings as they answer questions and engage in discussion during the interview. 

Catalytic and tactical authenticity relate to talcing action. Both, if present, are 

evident by participants' responses during the process of member checking. Catalytic 

authenticity is represented by changes in decisions and actions facilitated by participants' 

learning in the research process (Erlandson et al., 1993). The participants are to identify 

having expanded insights or increased awareness as a result of participating in this 

research process. Erlandson~ al., (1993) described tactical authenticity as the degree to 
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which participants are empowered to take action. Hopefully, pnrticipnnts would describe 

taking action as a result of being apart of the research process. 

The researcher in a phenomenological study is also a participant. As a participant, 

I planned to share findings through educational presentations and publication. Findings 

were expected to potentially include new insights and the identification of actions that 

nurses have chosen to take as a result of participating in the study 

Human Subjects 

Approval for the study was obtained from the TWU Institutional Review Board 

(IRB). Generally, the psychiatric-mental health nurses participating in this study were not 

considered a vulnerable population. Nevertheless, full and open information is important. 

Participants were expected to sign an informed consent prior to voluntary participation in 

this study. Confidentiality would be maintained to protect each participant's identity. 

This would extend to safeguards in terms of name use and identification of the 

psychiatric settings that may be referenced by participants during interviews. Any 

potentially incriminating information would be identified and deleted or used in such a 

way that accuracy would be maintained, but the risk of harm or embarrassment to the 

participant would be eliminated (Denzin & Lincoln, 2000). 

I had to anticipate the possible risk of emotional discomfort to participants as a 

result of questions that were to be asked. If the discomfort was such that the participant 

wanted to discuss the issue with a professional, I had a list of mental health care 

professionals and phone numbers that could be provided to the participant. At any poin~ 
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a participant would be allowed to decline to answer n specific question or tcnninntc the 

interview altogether without penalty. 

There were expected to be potential benefit to the participants. When 

understanding is gained in the research process, the nurse being interviewed may feel 

understood. This can be a rare and enriching experience in and of itself (Thomas & 

Pollio, 2002). I hoped participants would perceive they had each been understood. 

Pilot Study 

In a phenomenological study, the process and data from the initial interviews in 

what might be labeled a pilot study are incorporated into the overall study. To begin data 

collection in this study, March 2002, a bracketing interview was conducted (Thomas & 

Pollio, 2002). One of the peer debriefers intervie-..ved me, using the questions intended for 

use in this study. The experience provided an opportunity to practice with the equipment, 

· experiment with the fonnat to use when transcribing interviews, and to test the interview 

questions first-hand. More importantly, the experience also allowed me to actually 

answer the interview questions as a means to record initial thoughts, feelings, and biases. 

The plan was to "bracket" the interview or set aside the ideas and attitudes as much as 

possible. The peer debriefer was able to make recommendations for revisions to the 

questions, based on her experience using the questions in the interview process. 

Following the transcription, the interview was analyzed, using Colaizzi's (1978) data 

analysis method and van Manen's (1990) six research activities facilitated the 

interpretation. 
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From May 13, 2002 to August 28, 2002, three participants were recruited. 

Information was presented and participants signed the consent immediately prior to the 

interview. Interviews were conducted in a private, safe location of the participants' 

choice. Each participant indicated a willingness to review the transcribed interview as 

soon ns it was ready and gave the address to which they wanted the transcript mailed. The 

interviews were audio-taped and transcribed verbatim. As soon as each transcript was 

ready, a copy free of any analysis, interpretation, or bracketing comments was mailed 

directly to the participant. Participants received only a transcript of their interview. 

Two of the three participants contacted the researcher within two weeks of 

receiving a copy of the transcript and updated the researcher specifically about job 

changes each had made. The contacts were carefully documented in detail. There was no 

word from the third participant. 

After each of the three interviews, minor revisions were made to the interview 

questions. These revisions were made to improve the effectiveness of the questions, to 

increase the likelihood of getting to the issues most central to the proposed study. When a 

participant offered information about something of importance that had not been 

addressed by the questions, and it seemed relevant to incorporate into subsequent 

interviews, additional questions were added. At the candidacy meeting with the members 

of the dissertation committee in June 2002, recommendations for revisions to the wording 

of select questions were made and there was a suggestion to add a question as to whether 

or not the participant had ever been suicidal. The recommendations were incorporated 

into the schedule of questions that were used for the remainder of the study. A copy of 

81 



each revised set of questions hns been maintained in order to dcmonstrntc the evolution of 

the interview questions. 

Both peer debriefers were involved in the analysis of the dntn from the first three 

interviews, using the first three procedural steps from Colaizzi ( 1978) for each 

transcribed interview. Specific, color-coded comments were made on copies of each 

transcribed interview nnd notes of each meeting have been documented. 

After the first three interviews, there were five common themes. The first had to 

do with sadness. The sadness seemed to originate with the notion that no matter how 

much an adolescent is helped and achieved during hospitalization; he or she often has a 

less than optimal discharge disposition. An exemplar came from Carla; she looked off to 

the side, tears in her eyes, as she said in a soft vo{ce, "You think about where the kiddo is 

coming from and what they are going back to ... " Carla's voice trailed off as she slowly 

shook her head. 

A second theme that was somewhat related to the first, but seemed to be distinct 

from the first theme was the absence of finding rewards in the work done with 

adolescents. "I struggle now to find the rewards. The frustration is so intertwined with the 

family's unwillingness to change," is a quote from Betty's interview. (Two participants 

changed jobs within a month following their respective interviews. Neither of the new 

jobs involved working with adolescents in inpatient psychiatric settings. It was not 

known whether this was a coincidence or what specifically was considered when making 

the job changes. Neither had mentioned changingjobs during the interview process.) 
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Intuition was a third theme that has been recognized to some degree in the 

literature. All three participants indicated valuing their own intuition. "If I hnd to do 

psych without that gut instinct, I don't think I'd be very good," was Betty's comment. In 

each interview, there were brief discussions about the origin of intuition and whether or 

not it could be taught and how to best enhance intuition since it seemed to be so 

important to ·nursing practice. It is too early to see specific patterns emerging regarding 

that aspect of intuition. 

The use of self was evident throughout the interviews. Adam indicated, "I 

purposely dress like this." Betty stated, "I Intentionally keep eye contact and use a real 

soft kind of tone." While each participant described self-awareness and intentional use of 

self, unsolicited general comments were made about other nurses. Carla smiled and gave 

a little chuckle as she stated, "I sure don't think other nurses get it though - I just don't 

see them as having a clue sometimes about how they come across. I wish I had a mirror 

for them." 

The fifth emerging theme had to do with the ability of the nurse to convey a 

nonjudgmental attitude. Adam expressed this very clearly, "If they (adolescents) feel 

you're judging them in any way that really sabotages your chances at a relationship with 

them." Comments were made in two of the three interviews about how judgmental other 

nurses could be and about the lack of insight demonstrated by other nurses, particularly 

those nurses who did not work with adolescents regularly. While it was premature to 

begin making recommendations, ideas about staff development topics and nursing 

education were beginning to surface as a result of what was emerging in the pilot. 
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At the annual national meeting of the American Psychiatric Nurses Association, 

October 2002, the pilot study was presented in a poster format as a work in progress. Two 

nurses made specific interpretive comments about the exemplars provided for the use of 

self and nonjudgmental attitude. Both nurses presented a similar view. They each 

expressed the notion that the comments made about other nurses seemed angry. One 

elaborated by saying she believed the quotes were examples of "Nurses eating their 

young, only now nurses just eat other nurses." The idea of anger was an alternative to 

what had been conceptualized to this point. The comments from each nurse were noted, 

dated, and added to field notes along with their business cards indicating their credentials. 

The feedback would be considered further in the analysis of data. The ideas expressed by 

the two nurses were shared with both peer debriefers. 

There seemed to be an emerging theme related to inadequate education and 

preparation for working in inpatient psychiatric settings with suicidal adolescents. There 

was an overall expression of feeling inadequately prepared, but no specific indication as 

to what was missing or what preparation or support could help. More data are needed to 

identify a specific theme and then move on to possible interpretation. 

In March, 2003 I received a renewed approval from the IRB and updated the 

consent form to reflect an extension in the time frame originally set. I also was relocating 

about that time. The participants from the pilot were contacted and notified of the change 

in dates from what had been stated in the consent fonns each had signed. Additionally, 

each was infonned of my new location. During the contacts, I learned all three 

84 



participants were enrolled in graduate education programs to become psychiatric mental 

health nurse practitioners. · 

This phenomenological study is a work in progress. The data that were generated 

in the pilot were to be integrated with subsequent dntn for further analysis. However, in 

the pilot study, it did appear as though the data were useful and overall the interview 

questions were helpful for stimulating dialogue that was useful for the issues at hand. 

Minor revisions to the questions were still anticipated throughout the process. 

Chapter Summary 

In this chapter, the procedure for data collection and the treatment of data was 

described. This included a description of participant recruitment and the plans for 

protecting participants. An overview of the planned process for data analysis and 

interpretation followed. The chapter concluded with a discussion of rigor, and a report of 

the pilot study. 
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CHAPTER IV 

RESEARCH PROCESS 

Overview 

The purpose of this phenomenological study was to understand the lived 

experience of psychiatric-mental health nurses who work with suicidal adolescents in 

inpatient psychiatric settings. Phenomenology is a descriptive philosophy that attempts to 

make sense of or understand real life experiences by illuminating the various ranges of 

possible human experiences and the context of these experiences as they present 

themselves to consciousness (Boeree, 98; Dreyfus, 92; Large, 2002; Thomas & Pollio, 

2002; Van der Zalm, 2000). 

The implementation of the research design used for this study is presented 

followed by a description of the actual recruitment of participants. Data generation and 

analysis of data are discussed. The chapter concludes with an account of how 

methodological rigor was ensured in addition to consideration for the protection of 

human participants. Throughout the chapter, references are made to deviations that were 

made from the original plan presented in chapter three. 

Research Design 

Phenomenology, a philosophy dedicated to understanding the essence of 

experiences as they present themselves to consciousness (Thomas & Pollio, 2002) was 

used to study the meaning of the lived experience of psychiatric-mental health nurses 
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who work with suicidal adolescents. Phenomenological research specifically aims at 

finding meaning in real life experiences by illuminating the various ranges of possible 

human experiences and the context of the experiences (Boeree, 98; Dreyfus, 92; Large, 

2002; van Manen, 1990; Van der Zalm, 2000). Important in understanding lived 

experience is the notion that an event is experienced in a way that is unique to each 

individual experiencing the event or situation, and in a way that also reflects common 

human ways of being. 

Lived experience can be modified by perceptions, memories, history, imagination, 

spatial considerations, anticipation, context, temporality, and intersubjectivity 

(Sokolowski, 2000). To understand lived experience, attention is given to every possible 

dimension. Awareness of each part or dimension, and how each dimension contributes to 

the meaning of the whole experience is essential to understanding the lived experience. 

Lived experiences are the source as well as the object of research in phenomenological 

studies (van Manen, 1990). 

Participants 

Each participant was a registered nurse who self-identified as being a psychiatric

mental health nurse with experience working with suicidal adolescents in an inpatient 

psychiatric setting. Purposeful sampling, specifically snowballing, was used to recruit 

psychiatric-mental health nurses to participate in this study. Opportunistic recruitment 

strategies were also used. 

A recently retired psychiatric-mental health nurse volunteered to begin the snowball 

process by recommending three potential participants. I contacted the three potential 

87 



participants. Each agreed to participate. The next step was to ask the first three 

participants for referrals and subsequent participants would be asked to recommend at 

least one other potential participant for the study (Creswell, 1998). 

The three participants were willing to make referrals, but I held off on taking 

referrals from them. I realized participants were going to have experience working in a 

limited numoer of facilities. I wanted to ensure findings were not a factor of working in 

one particular facility or one limited geographic area. 

In addition to the use of the snowball technique, I decided to use opportunistic 

recruitment. In opportunistic sampling, the researcher follows new leads, taking 

advantage of unexpected opportunities that arise (Creswell, 1998). For example, while I 

was attending a meeting of the American Psychiatric Nurses Association, two nurses 

identified themselves as possible participants for this study. Each met the criteria of being 

a psychiatric-mental health nurse with experience working with suicidal adolescents in 

inpatient psychiatric settings. It took months of coordinating, but one was able to 

participate. I also contacted a nurse who taught psychiatric nursing at a university about 

150 miles from where I lived. She was willing to make a referral to help with the 

diversification of the geographic location from which I was initially drawing. 

After the initial three interviews were done as a pilot, I relocated. My new 

location was in a metropolitan area and snowballing was used with opportunistic 

recruitment to recruit the remaining participants. I deliberately sought out one participant 

because of her unique work setting and her longevity in that setting. 
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Nurses were quite receptive when approached with the idea of being a participant. 

Even before I asked for referrals participants would comment "Oh, you need to 

interview ... " and they would suggest a colleague. It was easy in my new location to make 

contact with nurses from a variety of inpatient psychiatric treatment settings. 

Setting 

If I had not had previous contact with a potential participant I phoned the 

potential participant and introduced myself as a doctoral student in the nursing program 

at Texas Woman's University (TWU). I infonned the potential participant of the referral 

process and I explained the purpose of the study, with a special emphasis on how 

confidentiality was to be maintained for all potential participants and for those who, for 

any reason, did not participate. The potential participant was infonned of how I had 

obtained his/her name and telephone number if the potential participant was referred by 

an actual participant. If the potential participant was contacted via opportunistic 

recruitment, I reviewed the purpose of the study at the time of contact with the potential 

participant. With either recruitment strategy, when the potential participate agreed, a 

face-to-face interview was scheduled at a place that was private and at a time that was 

convenient. Due to the flow of referrals at the end, I found myself doing more than one 

interview in a week, which had not been my intent originally. I did not want to delay an 

interview and risk the loss of interest from the potential participant. By that point in data 

collection, I was comfortable being flexible with the projected plan. 

The consent form, approved by the TWU Institutional Review Board (IRB) was 

presented to each participant to read, an opportunity to ask questions was given and 
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participants signed before there was any participation in the study. There was one 

exception that was Inez, the ninth participant to be interviewed. Arrangements for a facc

to-face interview were problematic. Due to distance and time, she agreed to a phone 

interview. I mailed her a consent form; she signed and returned it prior to the interview. 

At the opening of the interview, I reviewed all of the consent form and she made a verbal 

agreement on tape as a means to ensure her understanding of the process. 

Data Collection 

Initially, one of the peer debriefers interviewed me. She used the open-ended 

questions I developed. The interview was audio-taped and transcribed verbatim. The 

interview served as a bracketing interview. Bracketing is done to put one's own ideas and 

attitudes in brackets, to use a mathematical metaphor, in order to place the ideas and 

attitudes temporarily out of the way (Priest, 2002). The intent was to suspend 

presuppositions as much as possible. I was able to capture my own initial biases and 

return to the original transcript on numerous occasions to verify the themes that were 

emerging were not emerging out of my views, but genuinely from the participants' 

experience. 

Other than the one exception with one phone interview, I spoke with each of the 

other eleven participants in face-to face interviews, building a trusting atmosphere in 

which previously unexamined aspects of experiences could be deliberately explored. The 

relationship between each participant and me went beyond simple intellectualization. The 

aim was to illuminate the totality of the existential dimensions of the phenomenon being 
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studied in the lives of the participants and me and then construct an interpretation of the 

experiences. 

Data were derived from individual, face-to-face, dialogical interviews and one 

phone interview. Exploring the shared practices, history (past experiences), and common 

meanings were at the heart of the dialogical interview, the strategy recommended by 

Colaizzi (1978) for collecting data. Interviews were conducted in a location of the 

participant's choosing. Most participants chose my office however, two of the 

participants selected alternative locations that are described in chapter five. As 

mentioned, the ninth interview was a phone interview. I used a speakerphone to allow for 

audiotaping of the interview. With participants' consent, each interview was audio-taped 

and I transcribed the interviews verbatim. The only exception to verbatim transcription 

was when an actual name was mentioned. One participant mentioned a specific hospital 

name for instance. The name of the hospital was deleted when the tape was transcribed. 

At other times during interviews, there was identifying information given, this was 

deleted during the transcription process, without altering the meaning of the text. 

The questions used in the interview were generally open-ended, "What is it like 

for you to work in an inpatient psychiatric setting with an adolescent who is suicidal?" 

(See Appendix C for a copy of the scheduled interview questions.) Questions evolved 

during the course of an interview. Additional probing questions were added to gain 

clarity or to foster elaboration by a participant, "Could you give me an example to clarify 

what you mean?" As the data collecting interviews continued and analysis began, the 

need to explore a particular topic area emerged and questions were revised and developed 
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accordingly. The scheduled interview questions remained the same after the fourth 

interview. 

During the interviews, every effort was made to attend to the nuances of the 

participants' overall communication of information, to listen to the totality of the 

participants' expressions. I maintained a record of observations made during the 

interviews. Immediately after the interview, I recorded a description of the participant 

and noted characteristics the participant displayed and my own responses to the 

participant. I was mindful to record what was observed during the course of the 

interview, not what was inferred or interpreted from what was actually seen (Colaizzi, 

1978). I used the tape recorder to record observations so I could transcribe my description 

and comments verbatim. 

Participants were recruited from May 2002 through January 2004. The original 

plan called for interviewing until redundancy was reached, or a total of 12 participants 

had been interviewed. After the transcript from the ninth interview was sent to the peer 

debriefers, one peer debriefers phoned saying "I hope you know you have reached 

redundancy." At that point I had already interviewed the tenth participant, scheduled 

Ken, the participant for the eleventh interview and made the decision to interview 12. I 

decided to interview 12 because I was having no difficulty recruiting participants, and 

each seemed to have a different perspective from which to share even if what was shared 

was redundant. I was not necessarily hearing new information, but each participant had a 

unique way of expressing the information and I found that helpful in capturing the 
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essence of the experienc~ of psychiatric-mental health nurses who worked with suicidal 

adolescence in inpatient psychiatric treatment settings. 

I had hoped to have enough participants to complete interviews by February 2004. 

I reached that benchmark. I had planned to have interviews spaced so there would be at 

least several weeks between each interview to allow time to transcribe and give 

undivided a~ention to the content of each interview before proceeding to the next. That 

did not happen. Several times during the process there were longer stretches and near the 

end the interviews were conducted much close together. I found it best to schedule 

shortly after the initial contact with a participant to maintain the participant's motivation 

and interest. Early in the process, when delays occurred, it was considerably more 

difficult to get a time for the participant to be interviewed. There was a gap of one year 

between the third and fourth interviews, in large part due to my relocation and job 

change. 

Names were assigned to each participant to maintain confidentiality. I chose 

names in alphabetical order to assist with organization. The first participant was named 

Adam, the second was Betty and so forth. Participants were informed of measures that 

were planned to maintain confidentiality and anonymity. 

Treatment of Data 

Colaizzi's (1978) seven procedural steps for data analysis were used. Colaizzi's 

seven-step process was developed for analyzing phenomenological data and designed to 

produce a descriptive analysis from dialogical text (Webb, 1999). While the method was 

presented in a step-by-step format, the data analysis was not at all a linear process. The 
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steps in the analysis process occurred in a cyclic pattern and were repeated for each 

transcribed interview, allowing for the emergence of themes common to all participants. 

Data analysis began and continued throughout the entire process. 

Initially, data were transcribed and organized into a three-column format. The 

observations that were made about the participants' appearances and general 

characteristics were inserted at the beginning of the transcript to serve as an introduction 

of sorts to the peer debriefers. The actual transcript was typed into the middle column. 

Comments describing voice inflection, gestures, pauses, and other nonverbal 

communication were inserted as the text was transcribed. The margin or column on one 

side was used to hand-write bracketing-type memos regarding my responses and biases to 

the data. Important words or phrases were extracted and handwritten in the other column 

after the transcription. I did' investigate an electronic program that was developed to 

facilitate management of data, but opted not to use it. I wanted to be able to literally 

dwell with the data, to hold the wri_tten words in my hand and to surround myself with the 

data, which I did at times, sitting on the floor with over 300 index cards, each with an 

extracted phrase, organized in clusters and placed in a semi-circle. 

Before any comments were written or phrases extracted a copy of the transcribed 

interview was sent to the participant for review. This allowed the participants to respond 

to the initial transcription, add to the information or recommend changes. The first two 

participants each received their copies of the transcribed interview about two weeks after 

the interview. Each stopped by my office to let me know they had nothing further to add 

to the interview, but had changed jobs. Adam, the first participant was leaving psychiatric 
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nursing, at least temporarily to work in an emergency department. He had enrolled in 

graduate school. Betty was leaving the program where she had been working with 

children and adolescents to work with adults. She too had enrolled in graduate school. 

Other participants received copies of their transcribed interviews two weeks to two 

months after the interviews took place. Jill returned hers with brief comments intended to 

clarify and expand on comments she had made. No other participant responded. All were 

given my e.;.mail address, phone number, and address. 

Each peer debriefer was sent a copy of the transcribed interviews one-by-one as 

the interviews were transcribed, before any of my handwritten comments were entered. I 

did not want to bias either peer debriefer. The peer debriefers used the two columns in the 

same manner as me. The notes and extracted phrases were used during peer debriefing 

meetings. Once I transcribed an interview, the analysis process preceded, using Colaizzi' s 

procedural steps. 

Colaizzi's steps: 

I . Each transcript was read to begin getting an overall sense for the data contained 

within the transcript. I think hearing the tape as I transcribed was also very helpful 

for getting a sense for the data. It was particularly helpful to hear the tone of voice 

and note pauses and where there was an emphasis on a particular word. 

2. I returned to the transcript and extracted phrases significant to the study. The 

extracted phrases were first hand written on one column of the transcript. Each 

transcript was reviewed at least three times for this step. The date of each review 

was noted and different color inks were used with each review to clearly indicate 
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when the phrase was extracted. Each individual extracted phrase was written on 

an index card with the participants name and the page number from which the 

phrase was extracted for easy reference back to the original text. 

3. Formulate meaning of each extracted phrase was accomplished by arranging the 

cards in clusters of similar topic. The cards were arranged, and rearranged 

repeatedly with time in between to reflect. After each interview was transcribed, 

reviewed three times, and index cards written, the new index cards were added 

into the clusters, often resulting in a change of which cards clustered under which 

topic area. Sometimes there was a change in the topic, based on the themes that 

seemed to be clustering. I was mindful in this step to remain connected with the 

original transcript as the meaning was illuminated. I did refer back to the original 

transcripts to verify what I was seeing. On several occasions, I consulted with 

peer debriefers to ensure I was not making assumptions or reading something into 

the transcript that really was not there. I also referred back to my bracketing 

interview to see if my own biases might be directing what I was seeing. 

4. The first three steps were repeated for each transcribed interview. As mentioned, I 

continued to organize the aggregates of formulated meanings into cluster themes. 

This helped allow for the emergence of themes common to all participants. This 

step was facilitated as described above through the use of index cards that could 

be physically moved from one space to another. By having the participant's 

number and name on each card, I could readily see if the extracted phrases in a 

particular cluster were coming from all participants, or only a few. There were 
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two or three occasions where there were many cards with extracted phrases in one 

cluster, but most were from only one or two participants. That did not mean I 

ignored the cluster, but I had to recognize, the topic was not common to all, or 

even most participants. 

5. Once I had gone through all twelve interviews repeatedly, gone back repeatedly to 

the cards with extracted phrases and clustered and reviewed repeatedly, I was able 

to reduced the number of clusters as the themes emerged, and then sometimes 

merged. I referred cluster themes back to the original transcript to "validate" 

them. Additionally, cluster themes should not propose anything not implied in the 

original transcript. To ensure themes were taken from what was present in the 

transcript, there was an ongoing re-examination of the original transcripts when 

reviewing cluster themes, discrepancies were noted between clusters. It is possible 

to have a cluster theme seem contradictory to another cluster theme. One theme 

may seem unrelated. Colaizzi (1978) indicated the researcher must be able to 

tolerate ambiguity. It is important for the researcher to avoid the temptation to 

ignore data or themes that do not seem to fit. Several of the cards with the 

miscellaneous phrases really did not fit anywhere and were put aside into one 

cluster labeled "miscellaneous" in which none of the extracted phrases seemed to 

relate to any other cluster, the extracted phrases did not necessarily relate to each 

other, but had captured my attention. One of these, technology is discussed in 

chapter six. Weeks were spent with the extracted themes, returning to the original 

texts, and "shuflling" the index cards into clusters. This was the time of dwelling 
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with the data. This was the time when van Manen' s research activities were 

helpful, in part because they are less prescriptive and fostered dwelling, not 

rushing or limiting the time needed for the process. 

6. Findings were used to formulate the most exhaustive written description possible. 

There was much writing and rewriting. Writing was not just an act of 

externalizing internal knowledge. It really was the act of making contact with the 

meaning. Van Manen (2002) indicated human insights depend on choosing the 

right words and phrases. The figures of speech or metaphors help the text 

"speak." The longer I spent with the extracted themes and writing, the clearer 

meanings became. 

7. I returned to each participant with a copy of the written description generated in 

step six. During this process of member checking, each participant was asked to 

provide feedback about the accuracy of the description. Any relevant new data 

that were generated during this process were incorporated into the final product of 

the study. Participants could give feedback via phone contact, e-mail, in person, 

or by U.S. mail. There is a discussion of that data in chapters five and six. I was 

also able to give a copy of the exhaustive description to one of the peer debriefers. 

This was beyond the role that had been planned at the beginning of the study. 

This was not a cut-and-dry process. On-going reflection was used to facilitate 

depth (Sokolowski, 2000; . van Manen, 1990). Sokolowski (2000) emphasized the need to 

reflect with a vengeance and to leave out nothing. I found myself keeping a stenographer 

spiral notebook with me at all times in the event an idea or response occurred to me, 
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much like an artist might keep a sketch pad handy in the event of coming across an 

interesting subject for drawing. Reflections were written in a format referred to as 

reflexive journaling and became part of the auditable field notes, always timed, dated, 

and context noted. The written reflections were intended to capture the researcher's 

attention for theme identification without distorting or trivializing the original experience 

(Benner, 2001, and Daniels, 2000). Benner (1994) suggested beginning with five possible 

themes or sources of commonality: situation, embodiment, temporality, concerns, and 

things that are taken for granted. It was helpful to think in the five topic areas Benner 

suggested, particularly what all participants shared or the commonality. It was a 

suggested starting point, not an edict. I did not stick rigidly with the five topics 

Clear identification of themes was important. Themes are at the heart of 

interpretive analysis, which is what leads to discovery of meaning and the achievement of 

understanding. The focus of step three of Colaizzi' s procedural steps is to find meaning, 

to begin making interpretations. The researcher is to document with each step. I did 

document diligently. 

To help guide the analysis further and particularly to facilitate interpretations, van 

Manen's (1990) six research activities were used. The six research activities included: 

1. Tum to the nature of lived experience to make sense of aspects of human 

existence. 

2. Investigate experience as it is lived (not as it is conceptualized). "Re-awakening." 

3. Reflect on essential themes-make distinction between appearance and essence. 
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4. The art of writing and rewriting: Reflection involves the researcher. Reflection 

"captures" the researcher's attention. 

5. Maintain a strong and oriented relationship to the original without superficialities, 

without falsities. As indicated with the steps above, there were repeated referrals 

back to the original transcripts. 

6. Balance a research context by considering parts and whole. 

These six activities were very compatible with Colaizzi's steps. The fourth and fifth 

activities were particularly useful in augmenting the process guided by Colaizzi's steps. 

Writing and rewriting was imperative to gain meaning. 

In addition to the use of van Manen's research activities, a variety of perspectives 

or "lenses" were used during the process of reflection and interpreting the meanings of 

themes, which emerged. Peplau's Psychodynamic Nursing Theory, Travelbee's Human

to-Human Relationship Theory, Novice-to-Expert, Benner's theory, and the Nursing 

Process Theory, developed by Orlando all influenced the process of interpretation and 

contributed to the understanding of the meaning of the lived experiences of the 

psychiatric-mental health nurses who work with suicidal adolescents in inpatient 

psychiatric settings. 

The interpretations needed to be an accurate representation of participants' 

experience and evaluated for plausibility. To help ensure accuracy and plausibility, 

interpretations are to be communicated to others for verification (Boeree, 1998). "Others" 

in this study included the participants, and peer debriefers. 
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The plan was to send a copy of the exhaustive description to each of the 

participants, as mentioned with Colaizzi's seventh step. At the time when this occurred, 

Ed, the fifth participant was out of the country. He had notified me of plans to travel 

around Europe for a year or so and come to a decision about where he wanted to take his 

career. He left his job about a month prior to my sending the exhaustive descriptions. 

Two participants responded with specific feedback. Jill commented about one 

theme resonating with her as she read it and wanted to confirm how strong that was for 

her. Inez responded with a three-page letter focused specifically on one subtheme, 

imploring me to rethink'how I was presenting the information. She believed I was 

misleading readers by the way in which an exemplar was used. I did go back to the 

original transcripts, to the extracted phrases, and to my bracketing interview, additionally 

I discussed the feedback with one peer debriefer. After a time to reflect on what I had 

written in the description and what I had reviewed, I concluded she was right. I rewrote 

the description of the family subtheme. 

• Only one of the peer debriefers was available to critique the interpretations and 

provide validation or alternate views. She raised a question about the interpretation of one 

subtheme, specifically Barriers under the theme Fulfillment. She had assumed because of 

how the interview question was asked, I would be using burdens as a subtheme. I talked 

with her about how the theme fulfillment had emerged. It was not a term that had been 

specifically used in the interviews. I had asked participants about burdens in practice. The 

responses were really not about burdens as much as they were about barriers to feeling 

fulfilled in a professional capacity. After discussing how the barrier subtheme emerged, 
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reviewing the original transcripts, she was in agreement. Otherwise, she validated the 

views presented. The chair and members of my dissertation committee had a chance to 

respond. In the event that alternative views for the interpretations had been presented, I 

would once again return to the original transcript and review the analysis process leading 

to the interpretation, including relevant field notes to detennine the most valid 

interpretation. 

Rigor 

To ensure methodological rigor in this study, trustworthiness and authenticity 

criteria were established. The term trustworthiness means the findings in this study are 

accurate, have merit, and are worthy of attention (Erlandson, Harris, Skipper, & Allen, 

I 993). Attention to credibility, transferability, confinnability, and dependability were 

used to establish trustworthiness. Each of the criteria for trustworthiness are addressed 

followed by a discussion of the establishment of onto logic, catalytic, and tactical 

authenticity. 

Trushvorthiness 

Credibility 

Credibility was used to contribute to the establishment of trustworthiness. 

Credibi1ity was achieved through persistent observations, member checking, and peer 

debriefing. Persistent observation in this study involved the recruitment of participants 

until there was no doubt redundancy of information was obtained in in-depth face-to-face 

interviews. For purposes of the dissertation, a limit of 12 participants was set in the event 

redundancy or saturation was not reached. One of the peer debriefers contacted me after 
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she received the transcript from the interview with Inez, the ninth participant, and asked 

if I recognized I had reached saturation. I knew I had, but had already interviewed, but 

not transcribed the tenth interview, and scheduled the eleventh. Still, the validation was 

helpful. Due to the richness of the interviews, the unique ways participants conveyed 

experiences, and the value to nurses to have the opportunity to be heard, I chose to 

interview 12. 

Member checking occurred at two different points. First, each participant was 

given a copy of the typed transcript from his or her interview as soon as the interview 

was transcribed. Each participant was asked to review the transcript and offered the 

opportunity to provide feedback or additional information. Sandelowski (personal 

conversation, October 5, 2002) recommended this type of timely follow-up contact as 

part of member checking to enhance the possibility of generating additional valuable 

data. The second follow-up contact or member checking occurred when an exhaustive 

written description of the overall results was completed. The overall written results were 

sent to each participant. Participants were encouraged to provide feedback about the 

accuracy of the description. New data generated during this process were incorporated 

into the final product of the study. 

One additional member checking occurred with four participants. When I was in 

the process of relocating, I contacted the first three participants to notify them of my 

move and to provide information about where I would be located. Adam, the first 

participant who had left his job in a psychiatric inpatient setting just weeks after his 

interview was contacted to notify about my move. He had actually returned to a 
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leadership position in an inpatient psychiatric treatment setting for adolescents and was in 

graduate school. The fifth participant, Ed, contacted me prior to the second member 

check to let me know he would be traveling and unavailable for the second member 

check. He was in the process of making decisions regarding how he wanted to proceed 

with f urthcr education and his career. 

Sandelowski (personal communication, October 5, 2002) expressed concern 

regarding the impact a time laps can have. It is feasible months, sometimes even a year or 

two could have passed from the time of an interview to the point of having the written 

exhaustive description of results available to participants. With the passing of this much 

time, participants evolve, continue to have experiences, and their perspectives may 

change, sometimes dramatically. The changes undergone by individual participants can 

influence responses to the written results. It had been about two years between the time of 

the first three interviews and when they received the exhaustive description. I did not 

hear back from any of the first three participants. I do not know how the passing of time 

may have impacted those participants. 

Peer debriefing, a third strategy to strengthen trustworthiness (Lincoln & Guba, 

1985) was used throughout this study. Two peers agreed to serve as debriefers for this 

study as described in chapter three. During the process of peer debriefing, peers offered 

alternative insights for consideration or confinnation of my ideas and interpretations. 

Both peer debriefers had perspectives that yielded useful insights into the data analysis 

and interpretation. Peer debriefers also provided support for continuing the arduous 

process of completing this study. One of the peer debriefers maintained ongoing contact 
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to offer encouragement and helpful hints to make the final process smooth. Her ongoing 

support was much more than anticipated when the agreement was made for her to be a 

peer debriefer. 

Transferability 

Transferability, the second trustworthiness criteria used in this study, refers to the 

application of findings from one study to another context. Transferability was enhanced 

by activities that contributed to the formation of thick, rich description (Lincoln & Guba, 

1985). The activities were the ways in which information was gathered and maintained. 

For instance, the interview data were collected by tape recording and transcribed 

verbatim. In addition to the dialogue during the interviews, I attended to sights, sounds, 

and anything that contributed to the vivid creation of the scene for the reader. These 

details were collected and recorded using detailed field notes, notes made by tape

recording immediately following contact with participants. Timing was important so 

details were not forgotten and could be recorded with impeccable accuracy. Originally I 

had planned to make handwritten notes following the interviews, but I found myself 

being more thorough when I recorded my thoughts and observations and then captured 

these thoughts and observations when the interviews were transcribed. 

I happened to see one participant, Hanna, after the description was sent to each 

participant. She was able to take the experiences regarding contracting and use it in her 

current work setting with adults, an indication of transferability. 

In addition, I had been reading well-written novels and taking note of narratives 

that were written with thick description. Those narratives that seemed to come alive were 
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of pnrticulnr interest. I kept n file of words thnt helped strengthen the description to use 

when writing the exhaustive description. 

lkp<mdahility and Cm!firmahilily 

Dependability nnd confirmnbility nrc closely linked nnd nlso contributed to the 

cstahlishmcnt of trustworthiness. Dcpcndubility rclntcs to the consistency within the 

study. That is. ensuring the research questions, method, nnd findings nre consistent 

(Erlandson, ct al., 1993). Dated, detailed, field notes were maintained. TI1csc notes 

included documentation of critical incidents. for instance, every time the interview 

questions were revised, a copy was made for the record to show a progression of the 

question development. A copy of the interview questions was used in every interview to 

help ensure the same questions were asked in each interview, with the variations being 

made in terms of probing questions to facilitate participant's elaboration. Calendars were 

used to track when each interview was transcribed and reviewed. Minutes or summaries 

from peer debriefing meetings were maintained along with an organized file of all 

correspondence. The use of e-mail facilitated this. A copy of each correspondence was 

printed and a hard copy of the communication provided a record of date, person, and the 

communication that had taken place. A reflexive journal with the researcher's thoughts, 

assumptions, reflections, and decisions has been maintained since the beginning of the 

process in January, 2002. All of the documentation contributed to the creation of an audit 

trail. Portions of the audit trail that reflect processes support the dependability of the 

study. This includes the audio-tapes, transcription of the tapes, interpretive summaries of 

the transcripts, and summaries of meetings with peer debriefers. The tapes and the 
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original transcriptions remain in n locked, fireproof cnsc nlong with the originnl consents 

signed by each individual participant. Copies of the signed consent were sent to the IRB . 

Confirmability was supported by the sections of the audit trnil that documented 

the study's product. Confirmability means ensuring the nctunl product of the study or 

findings arc derived specifically from the data, not based on the researcher's assumptions 

or biases (Erlandson ct al., 1993; Lincoln & Gubn, 1985). There wns a continuous process 

of self-examination, using the bracketing interview thnt was completed at the onset of the 

study and by handwritten recordings made throughout the analysis and interpretation 

process. 

A11the11tic:ity 

01110/ogic 

Authenticity criteria focus on outcomes, process, and action. The plan for this 

study was to establish ontological, catalytic, and tactical authenticity. Ontological 

authenticity has to do with the participants developing an increase in their own 

understandings and insights of the experience being studied (Erlandson, et al., 1993). In 

this study, evidence of ontological authenticity emerged during the interview process and 

the process of member checking. As participants responded to questions and engaged in 

discussion with me, their awareness of what it meant to work with suicidal adolescents in 

inpatient psychiatric settings increased. Betty commented at the end of the interview 

"This was validating." Hanna asked for time to think about a particular question and then 

came back to it. Near the end of the interview Adam indicated it had just occurred to him 

he had experience with suicide before he ever became a nurse and those experiences 
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influenced the wny in which he intcrncted nnd assessed udolcsccnts. Ed hmghcd nt 

himself nt one point in his interview, nnd commented nhout suddenly becoming very 

uwnrc of how he wus dcmonstrnting through communication exnctly what he did with 

patients. I know I wns keenly nwurc of my own nonvcrhnl responses to participants, not 

wanting to ngree or disagree, but encourage their clnhorution. 

Catalytic and Tactical Authenticity 

Catalytic and Tactical authenticity relate to taking action. Doth were evident by 

participants' responses during the process of member checking. Catalytic authenticity is 

represented by changes in decisions nnd actions facilitated by participants' learning in the 

research process (Erlandson ct al., 1993). The participants were to identify having 

expanded insights and increased awareness as a result of participating in this research 

process. Hanna, for example, commented at one point in the interview, "I never thought 

of it ( assessment) that way before." She was referring to a comment she had made. 

Erlandson et al., ( 1993) describe tactical authenticity as the degree to which participants 

arc empowered to take action. 

I believe part of the job changes that were reported may actually have related to 

being a participant and reflecting on experiences and practice issues. I cannot validate my 

belief. When Jill reported back in the second member checking, she had experienced a 

resonating of the experience of other participants and expressed insight about her own 

practice of delegation she had not been consciously aware of. Inez had a similar 

experience. She had a strong emotional response to the description of the family 

subtheme and let me know when she read the description based on the complication of all 
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participants, she hud not been as cmphntic ns she needed to be, hut took the member 

check opportunity to revisit the topic with grcutcr clarity nhout the dcvnstntion thnt occurs 

within families. 

The researcher in n phenomenological study is nlso n participant. As u participant, 

I have been affected by this study. I was recently nssigncd to be the clinical supervisor for 

a graduate student. I suggested she begin n written joumnl. We discussed the purpose. 

Aficr two weeks or so when she did not make reference to her journaling. I asked nbout 

what she was noticing. Somewhat embarrassed, she pulled her joumnl out of her book 

bag. She did not actually open it, just holding it seemed to trigger her thoughts and 

feelings about what she was experiencing as a graduate student doing her practicum. She 

was not happy with feeling ill-at-ease, feeling less than an expert which she typically 

experienced as a staff nurse. She had worked hard as a psychiatric nurse and was very 

competent in that role. The new challenges were awkward. Her journal sparked a level of 

discussion following her initial comments that would not have happened without the 

journal. It was a discussion that allowed her to explore the impact the role transition was 

having on her decision-making and even on her self-esteem. It allowed me a better 

opportunity to support her in this learning transition. 

It has been a number of years since I "required" journaling. Students have 

complained of the time drain and the need to focus on written assignments. I gave in to 

the requests to forego journaling. After bringing into my own awareness the invaluable 

gains fromjournaling via this study, I will always include journaling in clinical 

supervision. Journaling will be part of the process for those I supervise and for my use in 
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my clinical supervision. I have experienced how insights can emerge vin the writing 

process. 

There arc numerous other examples of how this study hns impacted my choices 

and my clinical practice. I am currently involved in re-evaluating the theoretical 

framework used to guide nursing practice where I work. Theory of llumnn Relatedness 

discovered in the process of literature review is being incorporated in the re-evaluation 

process. The use of multiple theories in this study also helps with the process. I have 

experience with the use of several interwoven theories. I am able to lead a committee in 

the re-evaluation process more effectively because of the knowledge and experience 

gained in this study. 

Other examples extend to my role in the development of an internship program, 

seeking funding for the internship program through endowments, I am finding the 

confidence to speak up and speak out for nursing in a new, more effective manner. 

Additionally, participants' identification of topics new nurses need to learn about will 

help in the development of the curriculum for the internship and there is no doubt about 

the importance of using mentors based on the dialogue with participants. This will be 

further expounded in chapters five and six. 

Human Subjects 

Approval for the study was obtained from the TWU Institutional Review Board 

(IRB). Generally, the psychiatric-mental health nurses participating in this study were not 

considered a vulnerable population. Nevertheless, full and open information is important. 

Each participant signed an infonncd consent prior to voluntary participation in this study. 
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Confidentiality was maintained to protect each participant's identity. This included 

safeguards in terms of name use and identification of the psychiatric settings that may be 

referenced by participants during interviews. Any potentially incriminating information 

was deleted or used in such a way that accuracy was maintained, but the risk of harm or 

embarrassment to the participant is eliminated (Denzin & Lincoln, 2000). 

Select demographic information was presented as aggregate information rather 

than specific to an individual participant. This was necessary to ensure no one could 

identify any participant. The decision to make the separation of descriptive demographic 

data from the individual participant was made after one peer debriefer, while reading a 

transcribed interview complete with the description of a participant, identified the 

participant. . 

There was a risk of possible emotional discomfort to participants as a result of 

questions that were asked. I provided a list of mental health care professionals and phone 

numbers to the participants in the event discomfort was such that the participant wanted 

to discuss the issue with a professional. At any point, a participant could have declined to 

answer a specific question or terminate the interview altogether without penalty. During 

the course of at least two interviews, due to participants' high level of affect, crying as 

sad events were recalled, an offer to take a break and or terminated the interview was 

offered. The participants in these instances opted to continue. No participant asked to 

stop. 

There were potential benefits to the participants. When understanding is gained in 

the research process, the nurse being interviewed may feel understood. This can be a rare 
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and enriching experience in and of itself (Thomas & Pollio, 2002). Betty and Libby were 

two participants who acknowledged the importance of the interview in allowing them to 

each feel validated. A number of participants used the opportunity to express 

longstanding emotions related to their own grief over an adolescent who had committed 

suicide. 

Bracketing 

To begin data collection in this study, March 2002, a bracketing interview was 

conducted (Thomas & Pollio, 2002). One of the peer debriefers interviewed the 

researcher, using the questions intended for use in this study. The experience provided an 

opportunity to practice with the equipment, experiment with the format to use when 

transcribing interviews, and to test the interview questions first-hand. More importantly, 

the experience also allowed me to actually answer the interview questions as a means to 

record initial thoughts, feelings, and biases. These were "bracketed" or set aside as much 

as possible. Bracketing is a dynamic process, not just a one time event. Bracketing 

occurred as the transcripts from the interviews were reviewed and important phrases 

extracted. I referred back to the bracketing interview and notes during the steps of 

analysis and interpretation and as I spent time literally dwelling with the data, the 

extracted phrases on the index cards. 

Pilot Study 

In a phenomenological study, the process and data from the initial interviews in 

what might be labeled a pilot study are incorporated into the overall study. From May 13 
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to August 28, 2002, three participants were recruited. More complete information about 

the pilot study can be found in chapter three. 

Both peer debriefers were involved in the analysis of the data from the first three 

interviews, using the first three procedural steps from Colaizzi ( 1978) for each 

transcribed interview. Specific, color-coded comments were made on copies of each 

transcribed interview and notes of each meeting with peer debriefers have been 

documented. 

At the annual national meeting of the American Psychiatric Nurses Association, 

October 2002, the pilot study was presented in poster format as a work in progress. Two 

nurses made specific interpretive comments about the exemplars provided for the use of 

self and nonjudgmental attitude. Both nurses presented a similar view. They each 

expressed the notion that the comments made about other nurses seemed angry. One 

elaborated by saying she believed these quotes were examples of "nurses eating their 

young" only now "nurses just eat other nurses." The idea of anger emerging was an 

alternative to what had been conceptualized to this point. The comments from each nurse 

were noted, dated, and added to field notes along with their business cards indicating 

their credentials. The feedback was considered further in the analysis of data. The ideas 

expressed by the two nurses have been shared with both peer debriefers. Anger did not 

emerge as a theme or subtheme during the continuation of this study. 

In March, 2003 I received a renewed approval from the IRB and updated the 

consent form to reflect an extension in the time frame originally set. I also was relocating. 

The participants from the pilot were contacted and notified of the change in dates from 
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what had been stated in the consent forms each had signed. During the contacts, the 

researcher learned all three participants were enrolled in graduate education programs, to 

become psychiatric mental health nurse practitioners. 

This phenomenological study is a work in progress. The data that were generated 

in the pilot study were integrated with subsequent data for further analysis. However, in 

the pilot study, it did appear as though the data were useful and overall the interview 

questions were helpful for stimulating dialogue that was useful for this study. 

Chapter Summary 

In this chapter, the procedures for data collection and the treatment of data were 

described. This included a description of participant recruitment and how participants 

were protected. The steps used for data analysis and interpretation were reviewed along 

with the activities that enhanced the use of the procedural steps. There was a discussion 

of rigor, and brief reference to the pilot study. 
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CHAPTER V 

ANALYSIS OF DAT A 

Overview 

The purpose of this phenomenological study was to understand the lived 

experience of psychiatric-mental health nurses who work in inpatient psychiatric settings. 

with suicidal adolescents. An overview of group demographics is provided, followed by 

more specific descriptions of each participant. The descriptions include quotations 

selected from each participant's interview that capture the essence of their individual 

participants. Specific identifying information that could link a participant to his or her 

work setting or clearly lead to identification of the participant is not provided. As 

explained in chapter four, pseudonyms were assigned to each participant for reasons of 

confidentiality. 

In this chapter, there will be a brief review of the central question of this study 

and the sub-questions. An outline of the themes and subthemes is provided followed by 

an exhaustive description of the lived experiences of psychiatric nurses who work with 

adolescents in inpatient psychiatric treatment settings. Actual excerpts are used from the 

transcripts of interviews with participants. These exemplars were used to maximize the 

depth, breadth, and richness of the description of the experience of the participants to 

allow the reader a greater understanding of the experience. 
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Participants 

Twelve registered nurses volunteered to participate in this study. All twelve 

identified themselves as psychiatric mental-health nurses. Education levels varied. One 

participant had an associate degree in nursing, two were graduates of diploma programs, 

six had baccalaureate degrees in nursing, two had Masters of Science degrees in nursing, 

and one a Masters of Science degree in psychology. Four participants were enrolled in 

graduate programs, pursuing advanced degrees in nursing. Years of overall experience as 

a registered nurse ranged from 2 ½ years to 38 years. Years of experience specifically 

working with adolescents in inpatient psychiatric treatment settings spanned from 2 ½ to 

more than 20 years. 

All participants had experience working in inpatient psychiatric treatment 

settings, however, the settings varied. The treatment settings participants had worked in 

included facilities that were private for-profit, private non-profit, university based, and 

those funded by the state. Facilities were categorized as acute care, specialty care, 

residential, and forensic. 

Eleven of the 12 participants were living in Texas at the time of the interviews. 

One lived in Ohio. Eight had worked in at least one other state. The other states included 

California, Kansas, Ohio, Oklahoma, Louisiana, North Carolina, and New York. 

The ages of the participants ranged from 33 to 60 with an average age of 45.5 

years. Five were married, three were divorced, three were single (never married), and one 

was widowed. Nine participants had children, three of those nine had grandchildren. 

Three participants were male and nine were female. The ethnicity of the participants was 
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primarily described as Caucasian with two exceptions. One male participant was 

Hispanic, and one female participant was African American. 

Adam 

The first participant to be interviewed was Adam, a 33 year-old married, male. He 

was the father of four children. Initially Adam hesitated to volunteer on the premise he 

only had 2 ½ years of experience as a psychiatric nurse working with adolescents and 

feared he might not be able to contribute useful information due to his limited experience. 

Assurance was offered to Adam that having participants with a varied range of 

experience was not only important, but desired. His reservations seemed to dissipate, and 

he agreed to participate. 

Adam opted to come to my office in the university setting where I was teaching. 

He arrived a few minutes after the scheduled time of 10:00 a.m., drinking a bottled soft 

drink. His approach was friendly; he smiled, made eye contact and conversed readily. He 

wore a starched, long-sleeved, button down western-style khaki shirt with camouflage 

print trim on the front yoke, the shirt was tucked into his jeans that had sharply pressed 

creases. His attire included a plain dark leather belt with an unremarkable buckle and 

highly polished tan cowboy boots. Adam's head was shaved. He had a neatly trimmed 

mustache and wore gold wire-rimmed glasses. Small blue oriental characters were 

tattooed on the outer aspect of each finger. The only jewelry was a black sports watch. 

Adam took a seat facing me, and pulled a near-by table over in front of him, 

resting his forearms on the table. I closed the door for privacy since there were other 

faculty members in their offices, which were located in the same area. We reviewed the 
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consent form and discussed it briefly before Adam signed. Adam responded to questions 

with ease, elaborating with little or no prompting, at times clarifying or spontaneously 

adding additional information he thought would be helpful. During the interview, he 

shared an incident regarding a family member who had been suicidal in addition to two 

other situations where acquaintances had completed suicide. He talked about the impact 

all three experiences had on him and how these situations had influenced his attitude 

about suicide and his nursing practice. He had a particular sensitivity to the threat of 

suicide via hanging because of his experiences. Anything that might be somehow 

fashioned into a noose caught his attention. The interview ended just short of two hours. 

Betty 

Betty was interviewed about one month after Adam. On several occasions I had 

been introduced to this 3 7 year-old married, mother of two preadolescent daughters, but 

had not had the chance to get acquainted with her. We met in my office at the university. 

It was summer semester and no other faculty were around. Betty and I walked to the soda 

machine, which allowed a little time for "small talk" and general establishment of rapport 

before beginning the actual interview. 

Betty had come from work, late in the afternoon, wearing a casual dress and 

short-sleeved jacket with sandals. She was neatly groomed; her blond hair worn at chin 

length in a becoming style. She had a very wholesome appearance with a sprinkling of 

freckles on her face, and appeared younger than her age. She sat in a chair next to my 

desk; we were at a slight angle to one another, which allowed for easy eye contact. There 
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was a comfortable conversation distance. Before the interview began, Betty was given a 

copy of the consent to read and sign, which she did rather quickly with a giggle. 

I lcr style of engaging was pleasant. She spoke in a son, expressive tone, and 

smiled oflen. She described her awareness of herself in interactions with hospitalized 

adolescents. She indicated she used humor and eye contact. As she spoke, she displayed 

great sensitivity to the struggles adolescents she encountered. The interview lasted just 

over an hour. During that time, she shared a concern she had about the blurring of her 

roles as mother and psychiatric-mental health nurse with adolescents. "Sometimes, I am 

too hard on my girls. I forget they aren't the same as the kids I work with. I have to give 

my own daughters a little more lea-way than the kids at work." 

Carla 

Like the first two interviews, the third interview with Carla took place in my 

office at the university. She greeted facu1ty with whom she was acquainted as she 

approached my office. This interview was about one month following the second, also 

late in the afternoon. Carla, a bespectacled woman of 50, married and divorced twice, 

mother of three adult sons, came dressed in an attractive, pastel colored summer dress 

accessorized with small gold earrings. Her blond hair was attractively styled. She was 

outgoing and exuded friendliness. Carla and I had mutual acquaintances and I had talked 

with her briefly at local conferences, making it easy to begin the interview after the 

consent was reviewed and signed. She sat in the chair next to my desk, sipping iced tea. 

She had a wide range of affect, congruent with the emotional content of the interview. 
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The interview went on for nearly an hour and a halt: hut seemed considerably shorter to 

me due to the interesting perspectives Carla offered and her captivating presence. 

Carla spoke with confidence and expressed her beliefs with conviction. She 

described an incident where a hospitalized adolescent nearly completed suicide by 

placing a plastic bag over his head. She wiped a tear from her eye as she described the 

intense emotional reaction she experienced upon initial discovery of the patient. She was 

quite animated as she recounted additional details associated with the event. 

Carla initiated talking about her use of touch and the importance of personal 

contact with adolescents. She addressed the controversy associated with touching and 

explained why she thought she was effective in her use of touch. Carla indicated she 

capitalized on her maternal qualities and nurtured the adolescents, at the same time she 

was cognizant of and maintained the necessary boundaries. "It is a fine line!" 

Dana 

As mentioned in chapter four, it was almost one year between the third and fourth 

interviews. The fourth interview with Dana took place in my office at the Menninger 

Clinic late in the afternoon, about 5:00 p.m. and lasted an hour and twenty minutes. Dana 

and I first met at a conference several months prior to the interview and had two phone 

conversations subsequent to our initial meeting. We planned to meet for the interview 

when our schedules could be coordinated. Dana arrived at my office dressed in dark 

slacks and a matching knit shirt with a sheer long-sleeved yelJow blouse as an outer layer. 

Her outfit was professional and at the same time functional for the physical activity 

associated with working with adolescents. Her brown, slightly curly hair was cut in an 
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easy to manage style. She appeared her stated age of 58, but looked tired. Dana 

acknowledged her emotional and physical fatigue at the end of the workday, but assured 

me she wanted to go ahead with the interview. The consent form was discussed briefly 

before Dana signed. 

Early in the interview, in response to questions about family, Dana began to cry 

quietly as she described her family that included eight grown children, three of her own 

and five stepchildren. She then smiled, shook her head, "That (her response to questions 

about family) took me by surprise." She went on to explain how much she missed her 

family since making a major move to relocate several months earlier. 

I asked Dana if she wanted to continue, she replied she absolutely wanted to and 

proceeded to teH the heartwarming story of how she and her now deceased husband had 

gotten together and raised their family. Later it was apparent that she drew from her 

family experiences in her work with adolescents and their parents. She had an exquisite 

sense of responsibility for the children of other parents that could be seen throughout her 

interview as she portrayed her practice of nursing. 

Dana recalled an incident that had occurred more than a decade ago. A 

hospitalized adolescent completed suicide. She provided a vivid description of the sights, 

sounds and even the smells that were triggered by the memory of the incident. She 

realized at one point in the midst of resuscitation efforts, she felt her focus shift. She 

sensed the teen was not going to be revived. Dana knew she needed to concentrate on 

supporting other staff in coping with the situation so they in tum, could work with the 

other patients. 
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Much of Dana's focus, no matter what the questions, tended to be aimed at 

helping other staff in their roles as caregivers. She communicated a genuine sense of 

fulfillment from seeing other nurses grow. She conveyed a passion for mentoring other 

nurses and actually outlined a structure by which she would want lo formally mentor 

other nurses if given the opportunity. Dana had a dignified yet warm and uknowing" 

presence about her that served as an open invitation lo learn from her. 

Ed 

Ed was the fifth participant. He was single, never married and had no children. 

The interview took place six weeks after the fourth interview. He, like several others, 

arrived for the interview at the end of his work day. This interview barely lasted an hour, 

including the time to read and sign the consent. The brevity was at least partly because 

Ed spoke so rapidly. He could say a lot in a very short time, and he had a Jot he wanted to 

say. Ed was wearing a dark blue knit shirt and tan corduroy pants. He was of medium 

height, stocky build, and had a closely trimmed beard. His brown hair was thinning 

which made him appear a bit older than 34. He smiled readily, and when he smiled, his 

whole face smiled. He had a teasing manner and his dark brown eyes showed just a hint 

of mischief. His voice could be remarkably dramatic, ranging from a soft nearly inaudible 

whisper to loud and booming. He gestured freely to add emphasis in conversation. He 

used his entire being to communicate. 

Ed's personable outgoing manner shifted as he talked of two different scenarios 

involving suicidal adolescents, one adolescent who completed suicide and one who 

nearly completed suicide. He had given both incidents a great deal of thoughtful 
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consideration. He had reflected on the various dynamics involved. particularly his 

responses and was still working to gain better understanding. Ed seemed lo use the 

interview as an opportunity to reflect further fr>r his own gain in addition to wanting lo 

provide useful material for the study and said as much. 

Fay 

Fay. an energetic, youthful, petite, freckle-faced 46 year-old red-head was 

interviewed early one cool, crisp December Saturday morning al a quaint, out of the way 

bakery. Fay had chosen the time and place. We sat al a small table in a quiet corner. 

drinking coffee as we talked. The aroma of baking pastries created a cozy ambiance. An 

occasional customer happened in, but without distraction to our conversation. 

Fay had three children, and spoke with fondness of her spouse. She and her 

husband had each been married previously. Fay was articulate, quick-witted and spoke 

with a charming southern drawl, a product of her Carolina roots. She spoke of her own 

troubled adolescent years, which seemed to have given her unique insights for patients 

and their families. She had a playful style, adding a wink here and there to punctuate her 

statements. Every now and then, she would look away briefly with just a hint of a tear, 

revealing the deep compassion for others she experienced in her nursing practice. There 

was never a doubt that under her almost elf-like persona was a nurse who would practice 

with utmost respect for the lives in her care. 

Fay talked at length about what she valued in nursing practice and what had 

contributed to her professional growth. She attributed much of her success to the 

mentoring she had received along her career path. Unsolicited. she brought up the nursing 
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process. It was as if I was having a tutorial as I listened to her as she described her 

appreciation for and utilization of nursing process in all aspects of life. I found myself 

imagining her surrounded by a group of nursing students. Experiencing Fay's infectious 

enthusiasm for nursing, specifically for psychiatric mental-health nursing, I hoped one 

day she would be a nurse educator. 

Gina 

I first met Gina, the participant who was interviewed seventh, when I was making 

hospital rounds one Sunday morning. She was working as the charge nurse on an 

inpatient psychiatric adolescent unit. Prior to our meeting, her name had been mentioned 

to me as a potential participant. She was described by another nurse as knowledgeable, 

well organized, sensitive, and able to take charge of an adolescent unit. It was clear that 

the referring nurse had great respect for Gina. After interviewing Gina, I could see why. 

The interview with Gina took place about two weeks after the interview with Fay. 

Gina requested that I meet with her in her home which was decorated for the 

Christmas holidays. I entered through the kitchen-door. Children's artwork was proudly 

displayed on the refrigerator. The atmosphere was pleasantly relaxed, very welcoming, 

and "family-friendly." Gina talked about how she and her husband have set priorities 

around issues of work and family, achieving a balance they believed in. Gina offered me 

coffee, and we sat together in her living room during the interview. Just off the living 

room through a sliding glass door squirrels were playing on the patio in the morning sun. 

The interview lasted just under one hour. I found myself regretting I had no more 

questions to ask. I enjoyed hearing Gina share her expertise. 
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Gina was a 41 year-old, with a slim build and medium height. She wore khaki 

slacks and a holiday turtleneck. She had dark eyes and dark hair, fashionably styled. Her 

use of her hands was remarkable. They were small, her fingers slender with nicely shaped 

nails. Her gestures had a soothing quality. The conversation flowed smoothly; I almost 

did not need to ask questions. Gina was articulate, and displayed a pleasant, quiet 

confidence. She described herself as being very calm, something that was easily 

perceived just being with her. 

Gina's self- awareness was clear. She was able to describe in great detail, using a 

specific example, how she had used that awareness in her everyday practice with 

adolescents. Additionally, she described how she had worked to assist others in the 

development of their own awareness and explained why she believed this awareness was 

crucial in the provision of care to adolescents in inpatient psychiatric settings. She 

mentioned a particular interest in assisting in the development of the knowledge base for 

non-licensed staff since they are often the people with the most direct contact with 

adolescents in inpatient settings. "Non-licensed people are a-real key. They are the ones 

with direct contact, but not the knowledge." She elaborated on the need for helping with 

the development of an overall sense or gestalt. "It cannot just be a checklist of things to 

do." With earnestness, she described herself wanting to instill understanding in others 

without them having to experience tragedy in order to learn the realities of caring for 

suicidal adolescents. "They (adolescents) do die. I don't want everyone to have to 

experience an adolescent's death to understand that." 
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Hanna 

Hanna, a divorced woman with four grown children and seven grandchildren was 

the next participant to be interviewed. I interviewed her in my office on a Saturday 

evening about 7 :30 p.m. She requested that time for convenience with her work schedule. 

She came to the interview wearing an attractive outfit with a long flowing skirt, a vest 

and blouse in various shades of purple and fabrics with different textures. She had 

extensions in her hair, which she then pulled back and fastened in a simple style. She 

presented as a tall statuesque, graceful woman who seemed considerably younger than 

her stated age of 60. There was an aura of peacefulness about her. 

Before I was able to tum the recorder on, Hanna began talking about a former 

patient's suicide. I quickly turned the switch on and put the recorder in place as 

unobtrusively as possible. She had tears in her eyes as she spoke of her two-year 

relationship with this adolescent teen. "I just think," Hanna paused and sat with her eyes 

downcast for a long 10 seconds, then in a very soft voice spoke, "Is there something I 

could have said?" Hanna went on to describe her two-year relationship with this teen who 

had been in an inpatient residential treatment center. She recounted a particular patient 

outing with this girl that had been very special. Hanna also described the complexities 

that had to be considered in the care of this patient. 

Hanna recounted an incident where she had encountered an adolescent boy 

hanging from the door. As she described screaming for help and grabbing him by the legs 

and holding him up to relieve the tension on his neck her voice became loud, her rate of 

speech was rapid and she gestured with her arms as though she were encircling the legs 
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and rose from her chair slightly to illustrate the action she took that resulted in saving the 

teen's life. It was an example of using implicit knowledge. She took life-saving action, 

not because she had rehearsed or practiced it as with some skills in nursing, but because 

somewhere, imbedded inside, she knew the right action to take. 

As soon as there was a reasonable break in the dialogue, I interrupted to ensure 

Hanna knew the interview was being taped and presented the consent form for her to read 

and sign. I reiterated that the recorder had been turned on almost as soon as she began 

speaking to clearly indicate I had captured her account of the suicide and near suicide. 

She assured me that she was fine with me recording the conversation. 

Hanna was forthright in her discussion about her own deliberate efforts to remain 

centered and positive. There was a determined effort to avoid negative influences 

including television and select individuals. She described the use of deep breathing and 

meditation-type exercises to enhance her sense of well being, necessary for her work with 

adolescents. Hanna emphasized her efforts to always be in tune with the "atmosphere" at 

any given time. "I feel that, well you know if someone is stressed out or someone-has had 

a bad time, I want to know. I will talk to each one (adolescent patient), I go to each one 

individually. I just want to see where they are for that day. She smiled as she spoke of her 

usual routine. They (adolescent patients) usually enjoy that (her initial checking in with 

each individual) and there is something special that happens in that process. If something 

has happened to them, positive or negative, they'll usually tell me. It's the equivalent 

taking each patient's pulse. In a medical-surgical setting, a nurse would make rounds and 

check vital signs. In psychiatric-mental health nursing, the signs that are vital to know 
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have to do with the whole person. She leaned forward, took in a deep breath, slowly 

shrugged her shoulders as she inhaled and then let the breath out long and slow, sinking 

back on her chair. She smiled, and appeared relaxed, and waited until I posed the next 

question. 

Hanna elaborated on the use of her personal values in the work she has done with 

adolescents in inpatient treatment. "I think it is personal. I think how it would feel if this 

were one of my grandkids. I know how I would feel!" She emphasized the word my, 

conveying the personal quality even further. By using her own family relationships, she 

was able to convey how much of herself she put into her work with adolescents. 

Like others who were interviewed, Hanna spoke to her concerns for how to 

prepare nurses to work in inpatient psychiatric treatment settings. 

Innately, they (new nurses) have to first love humanity. It seems kind of broad, 

but you'd be surprised sometimes. You have to have a feeling for kids, wanting to 

be able to foster them in some way, even before you get to the point of wanting to 

be a nurse. 

Hanna continued to express her ideas about mentoring new nurses, and how to help 

nurses grow into their responsibilities in their nursing role. 

Inez 

The ninth interview was with Inez. The original plan had been to meet with Inez 

during an out of state conference. These plans did not work out, but due to her depth of 

experience, I did not want to forgo t_he interview with her. She was willing to be 
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interviewed by phone, a departure from the face-to-face interview process used in this 

study. Details of this process were explained in chapter four. 

I have known Inez for 28 years. We worked together when I began my first job as 

a nurse. She was outspoken when I first met her, and that characteristic has not changed. 

She described herself as "No nonsense." At 52, she has been married for nearly 30 years, 

with three adult sons and a granddaughter. During the interview, since I did not have 

visual cues to rely on, I did allow two or three extra seconds after her responses to 

questions to ensure I did not prematurely interrupt her. 

Inez repeatedly emphasized issues related to maintaining safety and the impact of 

family within the context of adolescent treatment. Inez also talked about how important it 

was for new staff to comprehend "normal" development. "You have to know the 

difference between this is normal limit testing that they (adolescents) are supposed to do 

and the over the top stuff." 

Even after working with adolescents for over a quarter of a century, Inez indicated 

it was still possible to miss something important. "It was terrible!" Inez exclaimed as she 

described an incident where she and another staff member went to check on an adolescent 

girl. "We went into the bathroom and she had just cut little chunks of herself. She was cut 

all over." Each word in the last sentence was pronounced with exaggerated clarity. "It 

was horrific! None ofus expected anything like that!" Even though the patient survived 

her self-mutilation, staff felt traumatized. 

Inez talked about the staffs reaction to the cutting incident. The disbelief, the 

guilt, and the sense of failure were profound. The system where Inez was working at that 
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time did not provide any organized means of support to the staff to debrief or process the 

event. However, she and several other senior staff did attempt to provide support to their 

co-workers. One inexperienced mental health technician left. "He just didn't do well at 

all. It was hard on all of us." 

Inez struggled to find a response to the question about what she viewed as the 

rewards. She reminisced about how things used to be when patients were able to receive 

care with few limitations imposed by external forces such as Health Maintenance 

Organizations. Inez spoke of her longing to return to the times when inpatient acute care 

was not limited to crisis stabilization. 

Even with her discouragement, Inez expressed a clear sense of what nursing 

offers in the inpatient setting that no other discipline does. "At least we (nurses) are 

constant if nothing else." She also added, "You know, I'm not real sure why I don't 

transfer to another department, but basically, as long as the place is open, I want to stay." 

Jill 

The tenth nurse to be interviewed was Jill, a 46 year-old divorced mother of two 

adult children. She was a petite, woman with an effervescent personality. She wore her 

short auburn hair in a flattering style. She was dressed in a brown striped sweater, brown 

slacks, and dress boots. Her ensemble gave a casual yet professional appearance. Jill 

came to my office for the interview in the early afternoon. The interview lasted nearly 

two hours. 

Jill was referred by two different nurses who described her as an exemplary nurse 

who was great with adolescents, fun to work with, and one who had always held herself 
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and others to impeccable standards. She was considered a great role model for nurses. I 

found Jill easy to engage in the interview process. 

Jill had an experience with an adolescent patient who completed suicide in the 

inpatient setting. Although the experience had been at least two years prior to the 

interview, there were still unanswered questions that seemed to haunt her. She also had 

ongoing concerns for other staff with whom she had worked during the time of the 

suicide. She seemed glad for the opportunity to tell the story of the suicide to someone 

who knew nothing about it. She described the confounding factors and explained about 

the various agencies that were involved in the subsequent investigation. Perhaps most 

importantly, she had the opportunity to verbalize how the entire situation had affected 

her. She spoke in a quiet tone as she looked out the window. 

It was a very horrible experience that, ah, on a personal level led me to being 

depressed for a period of time and it, it, well, I think the work stress of the 

investigation that ensued and the responsibility that I think I felt, ah, if someone 

were to ask me what was the most significant event in my nursing career, I think 

that always stands out. 

After a pause of about three seconds, the interview continued. 

In other responses to questions, Jill seemed to have a keen appreciation for what 

is sometimes referred to as "meta-communication," the part of communication that is 

implied, not the actual spoken words, the part of communication embedded in the 

situation. She tenaciously looked for the underlying messages. She applied this sensitivity 

to what was being communicated with patients as well as colleagues. She invested in 
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making sure communication was clear at a variety of levels including communication 

with patients, between team members, and shift-to-shift communication. 

Much like Inez, she emphasized how imperative it was for nursing staff working 

with adolescents to have an understanding of developmental issues and family dynamics. 

She giggled as she recalled her own start in nursing. "Back then, it was baptism by fire! 

Oh, the blunders, big blunders with parents. You know, say wrong things. It is so easy to 

be mad at parents, not see their side." Jill took the initiative to combat her sense of 

inadequacy in dealing with patients and the parents of patients and began to read, 

attended seminars and took advantage of any opportunity she could find to learn. 

Jill used the interview as an opportunity to ask what I have seen as important in 

dealing with suicidal adolescents. Her question generated further discussion between the 

two of us about our own philosophies about interventions to prevent suicide. She 

indicated she was eager to read the findings from this study and committed to providing 

input in follow-up as part of the member-checking process. 

After the recorder was turned off, we continued to talk. When she returned to the 

topic of the adolescent who had committed suicide, I requested permission to tum the 

tape back on. She willingly agreed. She shared her bewilderment, "It was the most 

bizarre thing. There was just no rhyme or reason to it. He was going home the next day! 

The whole staff did the 'Should have, could have, wished I would have,' thing." Jill let 

out a long sigh. 

Jill then added she had just then remembered the suicide of a mentor. "I really 

looked up to her. Here is this person who taught me so much. That was sad. Very sad." 
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There was a pause then Jill spoke, almost as if to herself, "Why do we do this?" (She was 

referring to being a psychiatric-mental health nurse.) She let out a little chuckle. "Why do 

we? I do think about it!" 

Ken 

Three days after the interview with Jill I had the opportunity to interview Ken, a 

single, 40 year-old male with no children. He came to my office, the location was chosen 

by mutual agreement. Ken laughed in response to my startled reaction when he gave his 

age as 40. He appeared considerably younger. Ken stood about six feet two inches and 

had the build of a football player. He had short, curly brown hair cut, and wore a dark 

plaid long-sleeved buttoned down shirt with dark slacks, all neatly pressed. It was mid

aftemoon. He sat on one side of a small table and I was on the other side of the table. The 

recorder placed on the table between us. He gave brief, thoughtful responses in a soft

spoken voice. We were at least a third of the way through the interview when I realized 

Ken's tendency to hesitate with each response was partially due to his efforts to control 

stuttering. Once I realized he was managing a speech impediment, I paid special attention 

to the deliberate energy he channeled into speaking without the stutter. The interview 

took barely an hour. As it drew to a close, I had to wonder if I had at some level, taken 

shortcuts to rescue Ken from what I perceived as his being put on the spot with a taped 

interview. I reminded myself, when the interview was arranged, I had let him know of the 

audio-tape. In the process of reviewing the consent, the opportunity to decline 

participation was again presented. Ken valued the opportunity. I needed to respect that. 

Before taking a chance that I might end the interview prematurely, I did a mental check 
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to see if there was a need to clarify, have Ken elaborate, or otherwise address anything 

further. 

Ken talked about a patient who completed suicide following hospitalization. He 

talked about how talented and bright the adolescent had been. "It was easily the most 

difficult thing I have had to deal with. When you see someone like this kill themselves, 

it's very demoralizing. It raises a lot of feelings about how effective am I?" Ken shook 

his head as he talked about how the treatment had gone precisely as it should "Everything 

fell into place a lot better than it does for most people, so when the best attempts fail..." 

Ken's voice trailed off at the end of the sentence. 

During the interview, Ken addressed how crucial it had been for the staff to 

receive the ongoing support for coping with this tragedy. Ken also talked about how 

ultimately it has made him a better nurse. He gained a strong appreciation for the role of 

the whole team in the provision of inpatient care and the differences made through the 

use of clinical supervision. 

Ken focused on his use of therapeutic relationships and the types of interventions 

that proved to be therapeutic. He was unwavering in his ideas about priorities when it 

came to dealing with suicidal adolescents and who should be assigned to their care. 

If it is someone that I have a strong alliance with and they are struggling at the 

point of needing extra precautions, then they are likely to feel abandoned if I 

don't give a certain amount of time and try to understand and try to help them 

through. I think I have to make the time to give to that relationship. There are 

other responsibilities, but you have to make the time. 
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There was a subtle change in Ken's voice; the emphasis on the last statement was 

unmistakable. 

Libby 

The final interview, interview number 12, was with Libby. This interview lasted 

one hour and forty minutes. Libby came to my office late one afternoon at a time that was 

convenient for each of us. She was known in psychiatric nursing circles as being very 

good at what she does and like Jill, came highly recommended as a professional role 

model. I phoned her in follow-up to the referral that a nurse had made and was very 

pleased when she wanted to meet. Because of various commitments Libby had, the 

meeting needed to take place the very next day. 

Libby appeared much younger than her stated age of 49. In fact, she could easily 

have been mistaken for being in her mid-thirties. Libby wore her shiny dark hair long and 

straight, all one length, parted down the center. She had on a scant amount of make-up 

and her attire was simple, but becoming. She was dressed in a cream colored sweater and 

a black skirt with dainty earrings. She spoke with a distinct Texas accent, using plain, 

direct language. She openly displayed a range of emotion congruent with the context of 

the interview. 

Libby was single, never married with no children of her own. She acknowledged 

she had made the choice to devote herself to the children she works with. Because of that 

devotion, there was a risk for crossing professional boundaries. She described how she 

consciously and conscientiously maintained boundaries. There was a distinct 

understanding for the deleterious consequences for her and for the patients if she did not. 
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Libby told of how she ended up working as a psychiatric-mental health nurse as a 

new graduate, more by accident than design. It turned out to be a good fit, and she stayed. 

Throughout the interview, her passion for providing the best care possible was evident. 

She gave examples of searching the literature to find answers to her questions and 

support for ideas about managing a milieu. "Sometimes, I look and look, and there are no 

answers. I am back in school now, I have to learn more." 

Libby shared one story, related to the milieu, and how she redesigned the layout 

and decorated the unit, sensitive to the importance of the environment. She wanted the 

setting to be more compatible with adolescent tastes, yet conducive to safety. She 

described how she had involved other staff as well as the patients. There was excitement 

in her voice; she smiled, knowing she had brought about a good change for the patients .. 

Libby's excitement dissipated quickly when she was asked about whether or not 

she had direct experience working with someone who was suicidal. Her voice tone 

softened and her expression became very solemn. "With this particular kid, it was 

strange. No one in their wildest dreams would ever think this would happen." Libby 

recalled step-by-step what happened one evening at change of shift. "Never did I think 

that particular thing would be a danger to someone. You walk into the room and you 

think in terms of safety. You see this room with nothing in it but a bed, nothing!" 

Libby was not actually at work at the time of the above-mentioned incident but , ' 

due to her position, was called into the hospital. She and others attempted to understand 

the sequence of events and how the end result was suicide. She described her role in 

working with the staff who had been "traumatized" by the suicide and with the other 
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patients on the unit. Libby also talked about the Employee Assistance Program (EAP) 

and the support received by the therapist from EAP who worked with the staff as a group. 

Tears streamed down Libby's cheeks as she described the incident and the 

adolescent who had committed suicide. "He was 13 and very small." She emphasized the 

last two words in a whispered voice, shaking her head and wiping her eyes with a tissue. 

"You read his history and see all of the risk factors, but all of the kids have that history." 

She had searched the Internet, called other hospitals, and looked in the literature, 

desperate to find an incident similar to the one that had occurred. "I couldn't find 

anything like it. It was just so bizarre." 

Due to her leadership position, Libby had focused on supporting the other 

members of the treatment team with special attention to the nursing staff. She also had to 

deal with outside authorities due to the type of funding the facility received. I questioned 

how much support she had received for herself. She let out a little laugh, and then the 

tears came to her eyes. She was silent for several seconds, managed a weak smile, and 

softly spoke, "I guess not so much." 

Following several seconds of silence, Libby talked candidly, with intermittent 

moments of crying. "I know this is your interview, not therapy. It has just been hard. I 

believe you have to keep really good boundaries." She continued speaking for several 

minutes and gradually seemed to regain her composure. I offered the opportunity to stop 

and resume at a later time, or just stop. She indicated she wanted to move on with the 

interview. 
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Libby articulated her beliefs about therapeutic communication. She described how 

she listens and conveys genuine sensitivity, careful never to discount what an adolescent 

says. 

When I have a kid who tells me their parents don't care about them, I don't say, 

"Now I'm sure they love you." I really don't know that! To me part of the 

therapeutic thing is going with what the kid is saying, so I might respond "That 

must be really difficult." And I mean it. I think that would be really difficult if 

you don't have your parents supporting you. 

Using other examples from her past experiences, she described how she had used 

reframing and explained how that strategy had worked well for her. 

Findings 

Research Question 

The central research question and sub-questions in this study guided the 

development of the open-ended questions used in each interview. What does it mean to 

· be a psychiatric-mental health nurse working with suicidal adolescents in an inpatient 

psychiatric treatment setting? This was the central question in this study. It was a 

question that was asked directly. There were also sub-questions that were aimed at 

gleaning insights that would contribute to the understanding of the experience of 

psychiatric-mental health nurses. 

The first sub-question was: What are the feelings experienced by psychiatric

mental health nurses who work with suicidal adolescents in inpatient psychiatric 

treatment settings? This question was never specifically posed as such, but the emotional 
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responses were prevalent throughout the interviews and reflected in the exhaustive 

description. Nurses' emotions actually emerged as a subtheme to the theme self 

What thoughts are experienced by psychiatric-mental health nurses who work 

with suicidal adolescents in inpatient psychiatric treatment settings? This was the second 

sub-question. All 12 participants shared their ideas, values, beliefs, and raised questions 

indicative of their thoughts. The thoughts are subsumed in virtually every theme and 

subtheme. 

The third sub-question was: How does the psychiatric-mental health nurse use 

himself or herself in relationships with suicidal adolescents in inpatient psychiatric 

treatment settings? It was a question that was asked directly during the interview, with a 

slight variation. Participants were asked if they used themselves and all 12 answered in 

the affirmative. This was then followed by a question of "How"? The use of self is 

addressed in the discussion of the themes self and therapeutic relationships and in various 

subthemes. 

During the interviews, at least two open-ended questions were usually raised to 

address the fourth sub-question: What knowledge would be helpful to psychiatric-mental 

health nurses who work with suicidal adolescents in inpatient psychiatric treatment 

settings? The professional development for psychiatric nurses theme addressed that 

question. However, the issue of knowledge deficits was alluded to in other areas. This 

particular sub-question may be only partially addressed. For instance, Jill identified more 

questions than answers around the subtheme of interventions. The theme interdisciplinary 
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team opened at least doubt in terms of what it takes, from a nursing perspective, for the 

interdisciplinary team to function at optimal levels. 

The last sub-question in this study was: How does a psychiatric-mental health 

nurse working with suicidal adolescents in an inpatient psychiatric treatment setting make 

decisions, including the decisions related to management of time and setting priorities? 

This was a question raised directly in the interview, but few participants responded 

directly. There may not be concrete responses to this question given the experience level 

of most participants. Drawing from Benner' s Novice to Expert, many of the participants 

may no longer go through a deliberate linear process. What was raised to consciousness 

was the degree to which there was an incorporation of intuition, use of holistic 

assessment data gathered via multiple senses, and then action planned and taken 

accordingly. 

Themes and Subthemes 

Seven themes and two to six subthemes for each theme emerged in the analysis of 

the text derived from-the interviews. Themes and subthemes are presented in a linear 

outline and then presented in an exhaustive description, the focus of which was to find 

meaning in the lived experience of psychiatric-mental health nurses who work with 

suicidal adolescents in inpatient psychiatric treatment settings. 

As explained in chapter four, the analysis was a continual cyclic process, based on 

Colaizzi's (1978) seven procedural steps. The steps were designed for use with 

phenomenological studies. Phenomenology was an integral part of the framework that 

guided this study, interwoven with four nursing theories (a) Psycho Dynamic Nursing 
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Theory, (b) Nursing Process Theory, (c) Human-to-Human Relationship Theory, and (d) 

Novice to Expert Theory. The interpretation of the findings was enhanced by 

van Manen's six research activities (1990). 

Outline 

Theme: Self 
Subthemes: 

Theme: Safety 
Subthemes: 

Intuition 
Nurses' Emotions 
Self-awareness 
Reflection 
Nonjudgmental Attitude 
Authenticity 

Assessment 
Interventions 
Milieu 
Delegation 

Theme: Therapeutic Relationships 
Subthemes: Connection 

Theme: Why Stay? 
Subthemes: 

Communication 
Boundaries 

Rewards 
Barriers 

Theme: Professional Development for Psychiatric Nurses 
Subthemes: Learning 

Mentoring 

Theme: Interdisciplinary Team 
Subthemes: Nursing as the Constant 

Foggy Perceptions 

Theme: Patient Factors 
Subthemes: The Enigma of Suicide 

Family 
Development 
Patients' Emotions 
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Theme: Sell 

In psychiatric nursing, the idea that self is perhaps a nurse's most valuable tool is 

not a new concept. To make the best use of the tool, one must be intimately familiar with 

one·s self. Thus, questions were posed with the intent of accessing the participants' 

experience of using self. With a number of participants, there was an abundance of 

evidence of their use of self and no further inquiry was needed. With other participants, 

more exploration was indicated. 

Each participant shared aspects of his or her own persona or self used in working 

with suicidal adolescents. These aspects are woven together to make up the whole self. 

The parts or aspects that were commonly experienced by each participant as necessary to 

their daily work emerged as the subthemes of (a) intuition, (b) emotions, (c) self

awarencss, (d) reflection, (e) nonjudgmental attitude, and (f) authenticity. 

Suhtheme: Intuition. Intuition was a strong subtheme. It was not always referred 

to as intuition. Adam referred his ability to "sense" when something was changing or not 

quite right. Hanna described herself in terms of "Having come equipped with some innate 

ability." As she elaborated, it became clear she was referring to the same abilities others 

labeled as intuition or instinct. 

For the few participants who did not make reference to having intuition or the 

equivalent, the question was raised. The responses were generally in one of two 

directions. The first was intuition was considered so natural to the participant, he or she 

did not even think about it until the question was raised. Those participants conveyed 
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surprise at having to even mention intuition. Intuition was such a given for them, much 

like breathing. It was taken-for-granted as part of nursing practice. 

The second type of response was a bit more sheepish in nature, almost as though 

the individual had been caught with a hand in the proverbial cookie jar. The participants 

in this category believed in their own intuition, used it, but were reluctant to address it, 

uncertain of how it would sound during an interview between two professionals. There 

was a secretive quality to the conversation as they admitted to their intuitive skills. 

Betty had no qualms about expressing her beliefs about her intuition. "If you 

don't have gut instinct driving you, then you're likely to miss a huge piece. If I had to do 

psych without that internal push, well I don't think that I'd be a very good psych nurse." 

Her self-assured tone left no doubt about the value she placed on her intuition. 

Participants varied somewhat in the extent to which they valued and relied on 

intuition. No participant conveyed the idea that a nurse could operate only on instincts. 

Ken referred to his intuition as a "skill" never to be used in isolation, but to be coupled 

with other skills. 

Subtheme: Nurses' Emotions. The subject of intuition, whether initiated by the 

participant of the interviewer, was generally a fun topic for discussion. Participants 

almost seemed relieved to have the opportunity to openly discuss their intuition and use 

of intuition in practice. By contrast, verbal expressions of emotional experiences were 

generally shared with more reserve. Several participants cried, others were animated as 

they emphasized points for which they were impassioned, but few actually offered to put 

words to their feelings without encouragement or coaxing. 
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With almost total certainty, the parsimony of verbalized emotions was not due to 

an absence of feelings. Most participants barely knew the interviewer and took time to 

"warm up" to share emotions with a near stranger. As professionals who are used to 

maintaining personal boundaries during day-to-day work experiences, participants, as 

psychiatric-mental health nurses are not used to displaying emotions out in the open in 

professional work settings. As a participant, the individuals were not in their work 

settings, but were participating as a professional about professional practices. Ultimately, 

participants were able to share a spectrum of feelings that had been percolating within. 

The emotions expressed most commonly when talking about the experiences working 

with suicidal adolescents were sadness, guilt, self-doubt, frustration, concern, worry, and 

fearfulness. As illustrated in the introduction of individual participants, the nonverbal 

expression of emotion was at least as pronounced as the verbal expression. Adam 

demonstrated this when he said, "I really believe I block 'em as part of my own 

defense ... Well, it's painful, especially when you see somebody who could have been so 

successful in whatever she put her mind to. It's painful to feel that loss!" His eyes and 

voice tone reiterated the hurt he experienced. 

Subtheme: Self-awareness. Adam's comments linked to the next subtheme, self

awareness. He was aware of feelings and at least at one level, to cope, suppressed them. It 

took very little for the feelings to resurface. The subtheme of self-awareness came to light 

in a number of ways as participants described the deliberate use of their own unique 

characteristics and personal qualities to build rapport and otherwise relate to adolescents. 

For one, it was as simple as the manner of dress. Fay and Dana focused on how they stay 
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"in the moment" and each elaborated on how they purposefully gave undivided attention 

to patients. Each stressed the importance of this practice when working with adolescents, 

particularly those who had the potential to be suicidal. "I stay centered so when I sit 

down with a patient, I have the rest of the world put away. I don't want to miss 

something," was how Dana described "Staying in the moment." 

Subtheme: Reflection. Gina shared an example of what she termed self-awareness, 

but her example went beyond awareness and helped bring to light what the next subtheme 

needed to be; the subtheme reflection. 

I have a lot of experience. I process things quicker now. I have an awareness 

about those things I need to think about as I go about my work and I can process 

as I go. As I work and there's an interaction with a patient, I think, maybe I 

should have done that differently. For example, there was a patient the other day 

who has a lot of issues with being very dominating and controlling. I just 

remember seeing her in the cafeteria and waving at her and I thought "HA!" What 

is my reaction to her? It was a minor thing that a lot of people wouldn't have 

thought about, but I did. How does this (wave) relate to issues of control for her? 

How am I being? What does that mean? Being aware of how I am behaving in 

relation to that patient and the different issues she has is important. 

Other participants also acknowledged the importance of reflection. Participants 

identified how useful regular clinical supervision is. It is a system-supported reflection, if 

the system or organization has made provisions for clinical supervision. Several settings 

provided for clinical supervision regularly on an individual basis; others made it available 
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using a group format. Clinical supervision was not available in most of the settings where 

participants worked which means nurses then have to practice the discipline of reflection 

on their own. While each participant agreed reflection was important for maintaining 

optimal nursing practice as a psychiatric-mental health nurse, unless there was a systemic 

provision of some sort for clinical supervision, participants generally struggled to find 

time to practice reflection with any regularity. Several participants lamented about how 

they regretted not being more diligent in keeping a journal, a tangible method for 

reflecting. 

Dana elaborated on the importance of her active journaling, particularly when she 

had children at home. She disciplined herself to reflect and write daily after work so 

when she arrived home to her family, her family would receive her full attention. Dana 

wanted to be certain she was not distracted by unfinished business left over from work. 

When sentinel events occurred or critical incidents, participants unanimously 

supported the idea of group supervision or debriefings to address the impact of the 

occurrence. In situations where debriefings weren't customary, participants had taken it 

upon themselves to make an effort to facilitate some sort of debriefing. They recognized 

how vital it was to their own wellbeing and to the wellbeing of co-workers. Individual 

staff members and entire treatment teams can suffer damage as a result of a traumatic 

event such as a suicide attempt or completed suicide of a patient. In the introduction of 

Inez as a participant, an excerpt from her interview was shared with an example of a staff 

member leaving, unable to cope with a tragedy involving an episode where a patient was 

involved in an extreme form of self-inflicted harm. Even when there is support and time 
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is made for reflection, the trauma can be painfully overwhelming. The pain can be to the 

degree it is impossible to continue working with the threat that a patient, another human 

being, an adolescent, someone's child, could commit suicide. 

Ken described having participated in a series of well-organized group debriefings 

following an adolescent's suicide. He commented: 

I think that had people not had the opportunity to process this, I think we would 

have lost a number of people, myself included. I don't know. I do think as a team, 

as an organization, it was handled quite well. 

From Ken's perspective it was important for the team in this circumstance to receive 

support to process the adolescent's death, it was also important to feel supported by the 

organization. 

Along the same vein, Carla spoke emphatically, "Oh, I think we must reflect on 

what happens or we will never get better!" She clarified by stating she was referring to 

individual nurses and she also meant for nursing as a discipline. Carla, like many other 

participants expressed a belief in reflection, but fell short in terms of practicing reflection 

on a consistent basis. "I know it is important, I know I need to, but I don't do it as much 

as I should, yet I always try to instill the value of it (reflection) when I work with 

students." 

Subtheme: Nonjudgmental Attitude. Early in the very first interview Adam talked 

about judgmental attitudes and how deleterious that kind of attitude could be. "If you're 

judging them (adolescent patients) it sabotages your future with them." Carla stated, "It 

may sound corny, but so much goes back to just being non-judgmental." More than half 
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of the participants spoke to the detriment brought on specifically by having a judgmental 

attitude. Nonjudgmental attitude was not just one of several examples of injurious 

attitudes, it was the exemplar. Participants addressed no other type of attitude. 

Subtheme: Authenticity. Authenticity emerged as the final subtheme of self. Ken 

indicated, "As you approach an adolescent, you have to be authentic." Participants used 

other terms, such as sincere, honest, straight, or upfront. Jill, Libby, and Adam used the 

term genuine. The concept was captured in Dana's statement, "It's what you bring to the 

table. It has to be the real thing." She was deliberate in the enunciation of the last two 

words. As she spoke, it was apparent that she modeled the exact realness of which she 

spoke. 

The six subthemes do overlap somewhat; yet have distinct differences that can be 

seen when participants shared in the context of their own experiences working with 

suicidal adolescents. When the subthemes combine, self, unique to each participant takes 

shape. The self is not static. As illustrated when Gina disclosed what she experienced 

with a wave across the cafeteria. She might not have even noticed or questioned the wave 

at the beginning of her career. Self evolves and is colored by every-day experience and 

events, not just catastrophic or big events. 

Theme: Safety 

As a theme, self can be considered somewhat esoteric, particularly when 

compared to safety as a theme. Safety is an expected part of the experience of a nurse 

working with suicidal adolescents in an inpatient treatment setting. Safety is a driving 

force intertwined with nursing practice. 
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The participants emphasized the importance of safety in assessing as well as in 

the development and implementation of interventions. Safety was discussed as an 

important factor in the shaping of the milieu and as a strong consideration in the process 

of delegation. The following emerged as subthemes: (a) assessment, (b) interventions, 

( c) milieu, and ( d) delegation. In the discussion of these subthemes, the theme of safety 

becomes understood with greater depth and breadth. 

Subtheme: Assessment. Inez explained at the time an adolescent is admitted, "You 

have to ask, what is so bad on the outside ( outside of the inpatient setting) that they 

(adolescent) say they are suicidal?" Participants listed specific factors that are taken into 

account during the ongoing process of assessment. The list included current stressors, 

perceived loss, the level of apparent suicide intent; for example, distinguishing between 

wishes to be dead or actual intent to bring about one's own death. Is there a viable means 

to commit suicide? 

When asked about what she took into account in her everyday nursing practice 

with teens who could be suicidal, Betty answered immediately, "Oh my gosh, of course 

your first thing is safety!" When the same question was posed to Libby she responded, "I 

ask if anyone has been to visit or phoned." Because of the population she had worked 

with, Libby explained she tended to be very sensitive to issues related to abandonment. 

Libby and Gina both elaborated on their ideas and practices of assessment, 

explaining in detail how much more occurs than could be identified by merely watching 

the nurse in action. Gina explained, "You assess differently than just how you might 

think. You ask questions, but you need to use other skills. You have to be really aware." 
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Libby addressed the awareness or sensitivity also, "They won't tell you everything, you 

have to see what they are doing, you have to see the subtle changes." You listen to the 

tone of voice, the subtle nuances, you have to be present, truly "there" with the 

adolescent to catch all that is there for you to catch. The spoken and not spoken. 

Jill expressed confidence in her assessment skills but raised this question, "We 

(nurses) have the ability to assess well, we (nurses) have a good assessment list to work 

from, but then what?" Drawing from real-life examples, she indicated further what she 

was getting at. "OK, so the patient appeared withdrawn. Did anybody do anything? Who 

addressed it? How was.it addressed? How did the patient respond? We have to do more 

than make observations!" Jill was passionate in the expression of her belief that nurses 

must move beyond observations, but she had been in situations where that was the point 

at which the process became less clear-cut. 

Subtheme: Interventions. Fay and other participants talked about approaches and 

interventions they have successfully used. "I support their (the adolescent's) use of 

coping mechanisms." Adam and Hanna described the need to make individual, direct 

contact by seeking out the adolescent and talking with them to give direct attention and 

convey the nurse's availability. Inez gave details about written safety plans she 

sometimes helped adolescents develop. "I don't really feel like they (adolescent) take 

them (safety plan) seriously, but we work with the kids and try to get them to 

understand." 

The notion that interventions are made, knowing the intervention may be of 

limited value was not unique to Inez. The question that generally led to participants 
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talking about interventions had to do with decisions they faced when working with 

suicidal adolescents. There was angst about how to even make decisions. There is little 

evidence on which to base decisions for practice when it comes to interventions with 

suicidal patients. Hanna commented to me at the end of her interview, "I hope you can 

find something that helps us (nurses)." 

Safety contracts are mentioned in the literature but there is controversy regarding 

their use. Adam, Betty, Dana, Gina, Jill, and Libby all bristled at the mention of safety 

contracts. Jill indicated she found them to be "annoying." Dana explained her belief that a 

safety contract would only work if there was an incredibly strong relationship between 

the nurse and patient. Several participants shared the idea that the contract is to "help the 

nurse." That is, the nurse feels as though he or she has "done" something and has 

something that can be documented in the chart, even though the contract may be useless. 

Ken shared his views regarding interventions to be used with adolescents. He clearly 

would not settle for an intervention just to have an intervention that could be 

docwnented. 

The types of precautions you use when dealing with suicidal patients vary. When 

you have to increase the precautions or level of watchfulness, I think you have to 

use that as an opportunity to get down to the heart of the matter, to use it as an 

opportunity for therapeutic interventions. 

Ken indicated he had seen times when, with particular patients, contracts were helpful. 

He seemed comfortable with not having a prescribed or set response, but would decide on 

how to individualize the care based on the needs and circumstances at the time. 
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Ed looked at me with a stone-faced expression as he stated his views with 

conviction. 

I think sometimes when people are operating on a basis of 'we just have to keep 

things safe,' ah you are coming at it from a fear perspective. I don't respond out 

of just fear. I work really hard at promoting a container (milieu) that is tight; a 

place for kids to be patients. If the container is tight, then safety is a given. Kids 

can't express emotions freely if they are not safe. 

The safety Ed referred to encompassed physical as well as emotional safety. 

Ken and Ed seemed to be coming closer to illuminating what other participants 

were grappling with articulating, the notion that interventions have to be made within a 

context. Interventions are not predetermined or prescribed like a procedure for a dressing 

change. At the same time, there are general approaches nurses have been using, contracts, 

and precautions involving the prevention of suicide by maintaining physical proximity to 

allow literally for a nurse to physically stop the action of a patient. How do nurses 

intervene within a context to do more than merely provide a contract or concrete physical 

limits? 

Subtheme: Milieu. There was an overall sense that the milieu was the key, much 

as Ed had indicated. Participants each had their own way of saying it, but it was said. 

Examples of comments about overall awareness included being in tune with the 

atmosphere, taking the environment into account, and sensing the surroundings. In 

addition to being aware of the surroundings, participants talked about the need for 

consistency, stability, and structure. Part of this involved making sure there were no 
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obvious means for self-harm readily available and making safety observation checks at 

staggered times so adolescents who might be at risk would not be able to predict time 

spans to allow for a span in which suicide could be completed. Dana commented about 

the challenging work involved in creating and maintaining a milieu that was safe as well 

as therapeutic, "It's a constant process and the most important part is keeping everybody 

on the same page with a reason." 

Libby had gone so far as to have adolescents and staff engage in rearranging the 

common space available to make the environment more conducive to adolescent 

activities and interactions. She encouraged the use of furniture groupings that would 

foster communication. Paint was selected and new artwork for the walls so appearance of 

the environment was inviting specifically to adolescents and did not scream, "You are in 

an institution!" 

Subtheme: Delegation. Keeping everybody on the same page with a reason segues 

into the delegation subtheme alluded to earlier in Jill's question about who intervened. 

She expressed concern for the patient care duties and responsibilities given to the 

unlicensed nursing staff (UNS). Gina was direct in communicating her similar concerns. 

She was quite serious about proposing a formalized mentorship or extensive training 

program for UNS. Dana, in a caring, pragmatic way candidly stated, "I will assign them 

( suicidal adolescents) to the ones (UNS) who are relentlessly conscientious." 

Adam's tone was not remarkably different from the other participants when he 

initiated acknowledgement ofUNS. He had a gentle, almost nurturing attitude when he 

described working with UNS to increase the level of vigilance with select adolescents 
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who were at a point of being at higher risk for suicidal behaviors. His own background as 

having been an UNS may have contributed. Even with his somewhat limited experience 

in the registered nurse role his perspective was quite similar to the perspective of other 

participants. The difference was, he spoke with more detail, wanting to ensure the proper 

recognition was made for UNS. 

Dana, Ed, and Ken, as well as others, wanted to differentiate between nursing care 

that provided for safety and nursing care that was therapeutic. Ed summed it up best 

when he said "Safety is an underlying assumption. Without safety, you won't have 

therapeutic." Safety alone does not achieve the therapeutic potential possible in a well

managed milieu. No one suggested safety alone was adequate care for suicidal 

adolescents, but certainly safety is necessary for there to be therapeutic interventions. 

In acute psychiatric care settings where the major aim is often crisis stabilization, 

there are limitations in what can be provided beyond safety. Part of the limit is simply 

due to time, not motivation. Since a number of participants worked in acute care settings, 

their experiences were reflected in the aspects of safety they tended to be most cognizant 

of. This same factor surfaced later in the analysis of the Why stay? Theme and Barriers 

subtheme. 

Theme: Therapeutic Relationship 

The experience of therapeutic relationship has many dimensions. Three came to 

light as subthemes, (a) connection, (b) communication, (c) boundaries. In essence, 

therapeutic relationship is also dependent on self and the associated subthemes of self. 

Peplau (1952) identified self-awareness as inherent to the development of the therapeutic 
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relationship. What emerged in the analysis of the data was the importance of having a 

sense of self and that self can then be utilized in the deliberate efforts to create a 

therapeutic relationship. Assessments and interventions are made within the context of 

the therapeutic relationship. It is important to bear in mind the therapeutic relationship 

develops in progressive phases, and there are implications for assessment and 

interventions, which are dependent on where the nurse and patient are at in the 

development of the therapeutic relationship. This is addressed in chapter six. 

Peplau (1952) declared the therapeutic relationship to be the most significant 

activity in psychiatric nursing. The participants in this study had a myriad of ideas about 

the activity of relating to suicidal adolescents. It was obvious in the data; all participants 

placed enormous value on the therapeutic relationship and understood it to be a complex, 

ever-changing process. 

Ed talked about the type of energy he created to fuel the difficult work that took 

place in the therapeutic relationship. Gina characterized the therapeutic relationship as 

beginning with "little things." When Gina and Ed talked about the therapeutic 

relationship it was apparent that each took a calculated or planned approach, based on 

their own unique self and what that self brought to the situation. Both took care to 

establish and build trust every step of the way. 

Subtheme: Connection. There was something almost sacred in the participants' 

descriptions of the therapeutic relationship; much like the description of the maternal

infant bond. Instead of bond, the participants repeatedly used the term "connection." 

"Nurses who work with adolescents had an ability to connect with those kids," was 
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Betty's way of describing it. She was not referring literally to touching, but rather the 

adolescent's sense of the nurse. Hanna stated, "They feel you." Again, she was not 

referring to physical touch. 

All participants gave the distinct impression they were immeasurably serious 

about the responsibility of having a suicidal adolescent in their care and connection was 

vital to the process of working with adolescents in the psychiatric-mental health 

treatment setting. Dana and Hanna were the most verbal about the concept of connection. 

They expressed strong feelings about the obligations they faced, caring for the child of 

another person. Dana exclaimed, "This is someone's child!" She spoke of the tremendous 

respect she had for what it meant to provide care for someone else's child. To be so 

trusted by a parent, that parent would give charge of their child over to you, the nurse. 

What could be of higher value than life itself, especially when that life was that of a 

child? 

There was a huge risk associated with a failure to make a connection. If no one 

connected with a particular adolescent, that adolescent was seen as being at a higher risk 

for self-harm or otherwise undesired outcome. Hanna's determination to connect was 

vividly displayed in her voice and seen in her posture as she sat erect, leaned forward and 

stated with certainty, "I know how I would feel if that was one of my grandchildren." 

The connection was seen by all of the participants as a necessity for building a 

therapeutic relationship. Participants had a variety of strategies to foster connection. 

Whether the strategy was using humor, as Betty, Dana, and Libby described, or joining in 

an activity in the dayroom, such as putting together a puzzle or playing a board game, 
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each participant had ways they made deliberate attempts to connect, ways that a 

bystander might not comprehend. 

Subtheme: Communication. The intangible quality of the subtheme connection 

was balanced by the more tangible subtheme communication. Without hesitation, Ed 

described and dramatically demonstrated his use of eye contact, voice tone, hand 

gestures, and posture to accentuate the verbal message he wanted to communicate. Hanna 

explained and demonstrated active listening as being an important facet of the 

communication process. She used a subtle nod as she raised an eyebrow. In fact, as she 

explained, she naturally fell into the demonstration, not necessarily intending to. Active 

listening had become a part of her. She was aware of it, and had allowed active listening 

to become an ingrained part of her communication, just as much as speaking words. 

Other participants also addressed the listening part in communication, or being the 

receiver of a message. "Pay attention!" Carla said. "Not just to the words, but to the 

whole." Just as Ed considered his nonverbal communication important in giving a 

message, the adolescents' nonverbal communication is also important to the 

understanding or accurate perception of what they are communicating. There are also 

strong messages communicated in silence, an important element in communication that 

was identified by a number of participants. 

Adam voiced special concern about his sensitivity to having a conversation 

between he and an adolescent interrupted. There would always be a struggle to pick back 

up again. Sometimes it doesn't happen. The kid shuts down, and for good reason. 

Adolescents have to know they are important to the nurse in order to confide about their 
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thoughts and feelings. Allowing a conversation to be interrupted speaks volumes about 

the value the nurse has placed on the conversation. There are innumerable dimensions to 

be considered, to be aware of when the nurse is focused on the work that takes place 

within the therapeutic relationship. 

Gina made a distinction between "talking to" and "talking with" the adolescent. 

She used an example of the inexperienced nurse who will say they just had a good talk 

with a patient. More than likely, that translated into the nurse just talked at or to the 

patient, not actually with them. Repeatedly participants brought to mind the many 

nuances that occurred in communication patterns that facilitate or serve as barriers to the 

development of a therapeutic relationship. 

Subtheme: Boundaries. The participants were not specifically asked about 

boundaries, but throughout the interviews, there were discourses related to boundaries, 

limit-setting, drawing the line, etc. There was no waivering. All twelve participants 

expressed a core value of appropriate boundaries, boundaries that were clear, consistent, 

and not too-rigid. Boundaries were established and maintained in the context of the 

therapeutic relationship. Having boundaries was a necessity for the therapeutic 

relationship to progress appropriately. Some of the most therapeutic activities that 

participants described focused on the testing of limits or boundaries by the adolescent and 

the maintenance of those boundaries by the nurse. 

Boundaries as a subtheme links to other themes and subthemes. Communication 

was interwoven in the process of testing and keeping boundaries. The nurses' emotions as 

well as the adolescents' emotions can be triggered in the struggle over managing 
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boundaries. The triggered emotions generate a focus for the nurses' reflection. The nurse 

may have to impose very strict boundaries in the process of ensuring safety for a suicidal 

adolescent. Staff may have to be assigned to remain at no more than an arm's length from 

the patient and the patient may be restricted to select areas. The boundaries may involve 

physical limitations as just described, but they also can be emotional such as determining 

how much of one's own life and experiences is appropriate to reveal to an adolescent. 

Theme: Why stay? 

"Why do we do this?" Jill asked what seemed to be a rhetorical question. She was 

questioning why nurses continue working with suicidal adolescents in inpatient 

psychiatric settings. Inez's comment almost seemed a response to the question raised by 

Jill, "You know, I'm not real sure why I don't transfer to another department, but 

basically, as long as the place is open, I want to stay." 

Each participant was asked during the interview what it meant to work with 

suicidal adolescents in an inpatient psychiatric treatment setting. The comment by Inez 

exemplified what was-implied if not directly stated by all but one of the participants. 

Participants wanted to continue the work with suicidal adolescents, even when a specific 

reason or motivation was difficult to specifically identify. 

At a point in the interview after participants were asked about what it meant to 

work with suicidal adolescents, participants were asked what they experienced as rewards 

when working with suicidal adolescents in inpatient psychiatric treatment settings and 

what was experienced as burdens. All but one participant identified a reward. 
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Subtheme: Rewards. Occasionally, as described by Hanna in the introduction of 

individual participants, there are "near misses." The near misses were those times when a 

nurse or other staff member intervened just in time to prevent an actively suicidal 

adolescent from completing suicide. While one could celebrate that moment, the risk at 

that time remains high, and the focus has to be on heightened safety and resolving the 

heightened suicidality. Six participants replied to the question about rewards by 

indicating that it was gratifying to know you contributed to helping a kid. The rewards 

certainly were not from the appreciation expressed by patients. That rarely occurred, even 

in the best of outcomes. 

Most seemed to be able to recognize the incremental progress that was made in 

working with suicidal adolescents and experienced a sense of fulfillment or internal 

reward, knowing they had contributed to that progress. No one who participated in the 

study had grandiose ideas or beliefs that they had somehow single handedly cured a 

patient. Most reiterated the satisfaction gained in knowing one could contribute to 

making a little bit of a difference· in the life of another human being. "I appreciate the 

small stuff." Ed said. He went on to make an analogy about the work with adolescents. 

He described the work much like gardening. It is nice to have the harvest, but along the 

way the process is what feels good. It is rewarding to prepare the soil, plant the seeds, see 

the sprouts and so forth. 

When the question was raised about rewards, it was open-ended and intentionally 

vague. Not one participant interpreted the question to be about external rewards. No one 

spoke of money or other forms of external gratification. There was one participant, Betty, 
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who, at the time of the interview, with tears in her eyes acknowledged her struggle to find 

rewards. She spoke figuratively, "The mental health system is set up now so you aren't 

even able to put a band aid on very well," Her voice was soft as she wiped a tear quickly 

with a tissue. She was the only participant who, at the time of the interview was not able 

to identify something rewarding. 

Subtheme: Barriers. Six additional participants stated similar sentiments to 

Betty's when asked about their burdens. Three talked about how difficult it was to work 

with adolescents who, for various reasons, were unresponsive to the overall care that was 

provided. Participants became frustrated when the failure of the patient to engage was 

perceived as resistance, saddened when it was due to the pathology, as in the situation 

where a patient experienced a psychotic break with other emerging evidence of 

schizophrenia. "Things don't always go the way you'd like," was Ken's remark. Having 

to accept limitations to what work can be done when working with adolescents was a 

barrier to providing the care the participants knew adolescent patients needed and 

participants wanted to provide. The barriers experienced by participants were generally 

seen as out of the participants' control. The barriers prevented participants from 

providing what they wanted to be able to provide for the adolescents. 

Theme: Professional Development for Psychiatric Nurses 

Participants were asked about what had prepared them for becoming psychiatric

mental health nurses. They were also asked about what they would now recommend for 

the preparation of psychiatric-mental health nurses. .Based on what she experienced as a 

student, Fay talked about the attitudes of nursing faculty, "That's where the real change 
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has to happen." She described how nursing faculty devalued students with interests in 

psychiatric-mental health nursing and discouraged students from wanting to pursue 

psychiatric-mental health nursing. It was almost as if psychiatric-mental health nursing 

was second rate. Responses by other participants were vaguer than Fay's. Several 

indicated they had innate qualities or natural inclinations that fit with being a psychiatric

mental health nurse, others cited their experiences in service oriented activities. One 

participant indicated that in his undergraduate program, he'd become familiar with the 

terminology and the importance of understanding one's self. "Hmmm," Hanna paused, 

"I can't really think of anything specifically." 

Each participant had very definite ideas and suggestions about what they had used 

for their own development subsequent to entering the specialty work area of psychiatric

mental health nursing. Participants were just as definite about what they needed for 

ongoing development from the point of the interview on and what they would do to help 

inexperienced nurses entering psychiatric-mental health nursing. Ultimately two 

subthemes emerged, (a) learning and (b) mentoring. -

Subtheme: Learning. The two most common methods of continuing the process of 

learning that were mentioned were continued education in the form ofpursing an 

advanced degree or participating in programs that awarded continuing education credit. 

The Internet was used and several participants worked in hospital settings where 

in-services for staff development were available. Reading nursing journals was 

mentioned by several participants, although Libby found this to be a discouraging 

endeavor, "I search for answers that just aren't there." 
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Inez admitted that she purposefully liked serving on committees. Committee work 

had forced her to seek out focused infonnation to contribute to the work of the 

committee. The result had been, she had continued to update her knowledge base, at least 

in select areas. 

Fay was something of an entrepreneur. She was in the process of developing a 

consultation business for which she found herself initiating self-studies to strengthen her 

knowledge base to better meet the demands of the market. She used a variety of resources 

to enhance her learning including textbooks. Fay described how she had benefited from 

mentoring throughout her career. "I put myself in the face of who I want to learn things 

from! They don't have much choice." A wide grin spread across her face as she talked of 

seeking out learning opportunities. She continued, "One psychiatrist took me under his 

wing, I learned so much!" There was a brief pause and Fay continued in a soft voice, her 

expression was solemn. "I learned an incredible amount." 

Participants identified their own unique learning needs, needs which varied based 

on work settings, the populations being worked with, and prior experience. For instance, 

one facility tended to admit adolescents who had dual diagnoses and the average length 

of stay was close to five weeks, while another focused exclusively on crisis stabilization 

and the hospital stay was rarely longer than seven days. One participant was pursuing 

treatment strategies that included 12-step work for adolescents while the other was 

focused on crisis stabilization and short-term treatment goals. 

Subtheme: Mentoring. Mentoring, a subtheme to Professional Development for 

psychiatric nurses, was mentioned time and time again. Participants had a vested interest 
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in wanting to assist other nurses new to psychiatric-mental health nursing. The method all 

participants believed to be the most helpful was mentoring. The idea that an experienced 

nurse would help a new nurse understand in the context of practice was considered the 

most helpful way to learn when a nurse entered the specialty area of psychiatric-mental 

health nursing. 

Specific topics for mentors to focus on were suggested. Betty mentioned the need 

for nurses to understand the "why" behind the actions, or in other words, application of 

theory. Others included specific topics, such as family dynamics, normal growth and 

development, therapeutic communication with an emphasis on rapport building followed 

by interviewing and assessing, development of intuition, patience and tolerance for 

ambiguity, preventing and managing power struggles, lastly how to become and use self-

awareness. 

Several participants had been mentored or had been a mentor. Faye described the 

great satisfaction she experienced when she had the opportunity to mentor a young nurse. 

"I loved it!" There was palpable excitement when participants talked about the prospect 

of mentoring a student or a nurse new to psychiatric-mental health nursing. All twelve 

declared their belief that mentoring was crucial to the psychiatric-mental health nursing 

specialty and of even greater importance mentoring the sub-specialty of the psychiatric

mental health nurses who worked with adolescents. Gina articulated the sentiments 

expressed by all participants when she talked about not wanting new nursing staff to have 

to learn everything through experience, particularly if it meant learning via tragedies. It 

also takes a great amount of time to gain the experience needed to become an expert. If 
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there was a way to reduce the time while a nurse gained expertise, mentoring would be 

that way. It was the only method identified. 

Numerous participants were enthusiastic as they presented their ideas about how 

they would mentor if given the opportunity. "Psych nurses need to be nurtured and 

tended. They are hungry, looking to learn," exclaimed Ed. He believed the mentoring 

relationship would be mutually beneficial. He had gained new insights for himself when 

he had worked with less experienced nurses. 

Dana and Hanna shared stories of how they intervened with patients, modeling for 

new nurses, then were able to process with the new nurses exactly what had occurred and 

why and explore alternatives. Both participants described similar styles approaching 

mentoring, whether it was a formalized relationship or an impromptu opportunity. They 

each raised gentle questions, mindful not to put a new nurse, a novice on the defensive. 

Dana shared a story about a time when a young patient claimed to be 

hallucinating and told Dana, there were flames on Dana's desk. During the interaction, 

Dana sat her coffee mug right where the patient had just minutes earlier indicated there 

were flames. She described the patient's response or almost lack of response regarding 

the flames and then Dana's reaching into the designated area of the flames. Dana 

explained how she had talked with the new nurse about what she was assessing and 

together she and the new nurse identified the data. "Ifwe (the new nurse and Dana) had 

not talked, I really don't think she would have understood. We cannot think having a new 

nurse simply follow an experienced nurse is enough. It would take forever that way." 
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Participants clearly believed mentoring is an active process involving the mentor 

and the person being mentored. The process was one that seemed to pose an interesting 

challenge and opportunity for all participants. Not one even hinted at not wanting to 

mentor, although one participant acknowledged having seen experienced nurses who 

have the belief that a nurse has to pay his or her dues and it is not the experienced nurse's 

job to teach. A good nurse does not necessarily make a good mentor. A mediocre or 

worse nurse certainly does not make a good mentor. Mentors need to be carefully chosen 

and need to be willing to fulfill the obligations a mentor has to the person being 

mentored. 

Theme: Interdisciplinary Team 

The participants were quite animated and interested when addressing ideas about 

helping other nurses develop professionally, and about the possibility of assuming the 

role of mentor. There was a dramatic shift in the overall demeanor of participants when 

questions were raised about their experiences with the interdisciplinary team. Two 

questions solicited data having to do with the theme interdisciplinary team. 

Participants were somewhat hesitant in their responses, and responses tended to 

be brief. With two exceptions, it was difficult to even generate interest to the questions 

that were raised. Participants were courteous and made a superficial attempt to reply. 

Even with the parsimonious polite responses, two subthemes were identified, (a) nursing 

as the constant and (b) broadening perspectives. 

Subtheme: Nursing as a constant. Nursing as a discipline in an inpatient 

psychiatric setting was generally seen as the constant. Nursing is the one discipline in 
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inpatient psychiatric settings that is present 24 hours a day, 7 days a week. Hanna carried 

this a bit further as she explained that because nursing is always present, nurses have 

more opportunities than people in other disciplines to spend time with the patients. The 

result of having more time puts nurses in the role of providing continuity and milieu 

management. It also allows for the development of a strong relationship and the 

opportunity to see the patients in a multitude of situations and their repertoire of 

responses. 

Ed's response was a bit more colorful than most and captured the essence of what 

most participants generally seemed to be saying. He talked about each discipline as 

having a specialized role, psychology can explain the pathology, thus they see the trunk, 

social workers provide family therapy and they know a leg, the psychiatrist focused most 

on the medication and is very well versed about the tail. The nurse sees the whole and 

knows - it is an elephant. 

There was unmistakable sarcasm in Carla's voice as she described what happened 

when adolescents became suicidal in the treatment setting where she worked. "Our team 

pulls back and lets nursing handle it." She explained that nurses were left to take care of 

the patient until the crisis resolved, then the team would step back in. 

There was a hint of cynicism in Gina's typically calm voice when she responded 

to the questions about the interdisciplinary team. 

Nursing is the key. In every case of suicide, it was the nurse who was there. It 

didn't happen in the therapist's office. Assessments, interventions, all that falls to 

nursing. A therapist may participate, but to carry out the care? (A two second 
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pause.) It is almost always the nurse! If a therapist comes and spends ten minutes, 

they're not going to get a sense for all that's going on. 

Carla and Gina did not work in the same place. The settings were very different 

in a number of respects, yet in crisis, nurses were perceived in each setting to be isolated 

in carrying out the responsibilities associated with the care of suicidal adolescents. 

Neither participant indicated directly that there might be another option. Neither seemed 

to convey the current arrangement was the best arrangement. There was a definite 

dissatisfaction with the role of the nurse in the examples provided by Carla and Gina, but 

it stopped at that point, at the point of experiencing dissatisfaction. There was no 

indication either was going to work to make a change in the situation. There was an air of 

disgruntled acceptance. 

Subtheme: Foggy Perceptions. When participants were asked what they gained 

from being part of an interdisciplinary team, the responses were somewhat generic. Each 

participant vaguely acknowledged the importance of the other disciplines, most gave 

brief responses about the benefits of learning from other disciplines. One participant 

indicated a benefit of being in psych was the opportunity to work with an 

interdisciplinary team. Adam spoke in complimentary terms about what he learned about 

pathology from the psychologist and said he "Couldn't say enough about the work of the 

social worker," but did not elaborate further as to what that work was. One other 

participant mentioned appreciation for the social worker's investment. Ken spoke to the 

importance of the team in terms of debriefing and coping with the suicide of a former 
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patient. No one denied the importance of being part of an interdisciplinary team, but 

overall, little was actually said. 

Some of the participants seemed to have had limited experience with 

interdisciplinary teams that worked effectively as teams. Several others may have been so 

well integrated, and took-it-for-granted that this was how care was provided and did not 

think about separating the process of teamwork into parts. 

A piece of data emerged from a source other than the participants who were 

interviewed. In response to my giving a preliminary presentation of my study about a 

year ago, a psychologist in the audience responded on the request cards referred to in 

chapter four. The psychologist wrote, "How would participants (nurses) see rewards and 

not just frustrations in working with suicidal inpatients? What rewards have they (nurses) 

experienced, even if small?" At that point, the subtheme rewards was not specifically 

identified. The topic of rewards was addressed in the interview questions, and a copy of 

the questions was given to each member of the audience at the presentation. All audience 

members worked in an inpatient psychiatric treatment setting on one interdisciplinary 

team or another. The psychologist, a working member of the interdisciplinary team 

seemed surprised that I would even ask about rewards. 

Theme: Patient Factors 

In this study, focused on the lived experiences of the psychiatric-mental health 

nurse who worked with suicidal adolescents in inpatient psychiatric treatment settings, it 

was not surprising that the participants tal].<ed at length about the adolescents. References 

were made to specific patients as well as references to the overall adolescent patient 
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population. The only specific question that was raised regarding the adolescents had to do 

with the participants' views about suicide risk factors. Other stories and accounts were 

provided as participants responded to questions about their experiences. Much of the 

actual transcripts related directly to descriptions of the adolescents and the interactions 

with the adolescents, the relationships participants had, the challenges posed by the 

adolescents, and stories that captured the tender moments. This particular brief vignette is 

one of the many accounts of participants' encounters with adolescents. The vignette was 

shared by Hanna. 

I was off for two or three days, she (an adolescent patient) came running up to me 

when she saw me walk onto the unit. She threw her arms around me and told me 

and half shouted, "Oh, I am so glad you are back!" She was so excited. I hadn't 

realized that I meant that much to her. We (nurses) do sometimes underestimate 

how important we are to them ( adolescent patients). 

As participants answered questions in the interviews and meanings were brought 

to light, factors about suicidal adolescents emerged. Four factors were particularly 

important in regards to participants' experience with suicidal adolescents and what 

contributed to suicidality. These included ( a) the enigma of suicide, (b) family, ( c) 

development, and ( d) patients' emotions. 

Subtheme: The enigma of suicide. In the context of having read hundreds of 

studies that addressed suicide risk factors in preparation for conducting the study, I asked 

each participant whether or not he or she thought there were specific, identifiable risk 

factors that contributed to adolescent suicide. I did not indicate any specific findings from 

170 



the literature. The question evoked thoughtful comments. "I think you consider all the 

literature regarding risks, but I don't think they're (the risk factors in the literature) 

always the definitive identifiers of suicidality in patients." Ken had experienced times 

when adolescents were admitted to the hospital without identified risk factors, and 

became suicidal. Other adolescents with risk factors were not suicidal. "I just don't think 

you can always predict (suicidality) based on risk factors." 

Seven other participants related examples they had experienced where adolescents 

completed or nearly completed suicide without warning. No one could account for how 

this happened, and nearly all who had experienced this phenomenon were still trying to 

understand what had occurred. The experience left an unsettling mark. The participants 

who had experienced the unanticipated suicide of an adolescent admitted subsequent to 

that experience, a greater diligence in assessing, safety precautions tended to be 

implemented more readily, but the most prominent issue, these participants have lived 

with the enigma of suicidality. 

Every participant, no matter what their experience, referred to attempts made 

every day in practice, to recognize risks that could result in deadly behaviors. The risk 

factors that emerged most frequently had to do with family dynamics, developmental 

issues, and emotions. 

Subtheme: Family. All of the participants discussed the importance of family 

dynamics. Family support was considered a basic necessity for treatment success. 

Problems arose when, as was often the case, the family system was in some way 

"fractured," a term used by Betty. 

171 



Fay had a great deal of family systems education and training. "Peer relationships 

are important, you know, being part of a group ... the family not meeting the needs of that 

child though ... " She shared several scenarios where families with severe pathology 

struggled, unable to meet the needs of the hospitalized adolescent. Family emerged time 

and time again in Fay's interview, as it did in many of the interviews. Loss, rejection, and 

a family history with suicide were all mentioned in the discussions about family 

dynamics. 

Participants talked about all too many times when the parents were a major 

contributor to the adolescent's pathology. Eight participants recounted at least one or 

more stories of trauma and tragedy experienced by adolescents at the hands of one or 

both parents pre-hospitalization. Sometimes the trauma was so great, participants 

expressed concern as to the extent any recovery was feasible. 

Inez told of a hospitalized adolescent girl. She was 17 years old. The girl's mother 

had a known mental illness and drug addiction. The girl's father was in prison for raping 

the girl. The rape was so violent the girl's pelvic bone was fractured. She has been 

tormented with flashbacks, nightmares, and guilt. Inez concluded the story by raising 

questions. "Where does this girl go after hospitalization? What choices does she have? 

Come on! What resources are available to provide the intensive treatment she so 

desperately needed?" She continued on with another story of an 11 year old girl was 

admitted to the adolescent treatment program. The 11 year old was the mother of a 3 ½ 

month old baby. Immediately prior to hospitalization, the 11 year old was living in the 
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same foster home as her baby. The patient's mother was described as a "crack head" who 

prostituted the 11 year old for drug money. 

Betty offered an account of a 12 year-old boy who was admitted to an inpatient 

psychiatric treatment facility. His mother had a diagnosed mood disorder and personality 

disorder. She (the boy's mother) had a number of men in her life and consequently, the 

home. The biological father reportedly had an untreated mood disorder. The 12 year old 

patient had raped his sister and there was strong evidence that he had suffered sexual 

abuse. "Are the other adolescents safe on the same unit with a known sex offender?" 

Betty raised additional questions regarding the appropriate disposition of the patient. 

Jill recounted a situation of an adolescent female who had been hospitalized for 

treatment of severe depression. There were numerous trauma issues, including having 

had a baby as the result of being sexually molested by her own father. The adolescent 

reportedly did well in the treatment setting. Plans were made to discharge the girl back to 

her family where the baby she had given birth to was being raised as her sibling rather 

than as her child. Try as they might to find alternative living arrangements for the 

adolescent, the resources were limited and circumstances were such that the girl did 

return to her home. Jill indicated a month or so later she (Jill) and others learned of the 

girl's suicide. 

These are just four of the stories that were shared by participants .. These stories 

are not the exceptions. These are all too often the "norm." With that in mind, it was really 

quite remarkable that Betty was the only nurse unable to find rewards in her work. 
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A comment made by Inez exemplified her incredulity as well as that of other 

participants. "'The families are so incredibly dysfunctional, it's really hard to separate, 

you know? Where does one person's illness begins and the other's stop? I don't even 

understand how they pick who they're going to hospitalize!" In spite of her astonishment, 

Inez was empathetic for the patients and their families. She could read the stark fear that 

was so apparent on the faces of parents when they were facing the untimely discharge of 

their child from the hospital, experiencing unthinkable panic, knowing little had changed 

in the few days of stabilization the hospital had offered, and then terminated due to 

limited resources. "What can you do?" She mirrored the helplessness she experienced in 

the interactions with parents of the adolescents she worked with. 

In contrast to Inez and virtually all of the other participants, a note of optimism 

was detected in Adam's voice. "We (nurses) have the opportunity to show 'em 

(adolescents) a different direction, other options." He continued, "I'll use myself as an 

example, this is a lived experience." He pointed to the top of the consent form that was on 

the small table in front of him. 

I think there's always a question of genetic predisposition, but I also think that 

just because one is predisposed to be a bad apple does not mean they are going to 

be a bad apple. Ah, I grew up in a dysfunctional home with just a mother. I saw a 

step-dad come through. My dad's always walked on the other side of the law, and 

still does to this day. When I go and visit him, ah, he still smokes weed. At least 

he does me the courtesy of going to the garage. I watched him share it with my 

two half-sisters when they were 14 and 15. I didn't grow up in that, I grew up 
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with my mother. But my dad was a bad apple, hard worker, construction worker. 

A lot of my family members on my dad's side are hard workers when they're not 

in trouble with the law. On my mom's side there're a lot of anger problems. 

There's a lot of dysfunction. I'd say I'm as genetically predisposed as the next, 

but for one reason or another, I have chosen not to walk that side of the line. I've 

made good choices along the way. I don't know what it is, I think anybody has the 

potential to be successful. You have to channel the energy in a positive direction. 

Kids that come in as conduct disorders that maybe come from majorly 

dysfunctional families, well it doesn't mean that they (the adolescent) have to be 

dysfunctional. 

An image of Adam, instilling hope to adolescents and their families was conjured up as 

he shared his own story. "It's not straight forward and when you start putting all the 

pieces in, it gets complicated!" Adam was able to recognize his family for what it was, 

and managed to gleam what good he could. Adam may very well be the exception, not 

the rule in terms of surviving a sick family system. 

It is understandable that nurses sometimes are angry with parents of hospitalized 

adolescents. At other times empathy is evoked, knowing what the family has 

experienced. During the process of member checking, Inez reiterated her enormous 

concern for adolescents in regard to their family dysfunction. She wrote a three-page 

response to the integrated description she received. Inez wanted to be absolutely certain 

there was no mistake about the struggles faced by adolescents when the families have 

been so outrageously brutal. She concluded with a statement about how the options for 
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the adolescent are few and resources are all-too-often non-existent. This was more than a 

factual statement. It was laddened with her ongoing frustration in response to the limited 

options and resources. 

Dana's devotion to assisting parents when their child is hospitalized demonstrated 

that even when there could be justified animosity for parents, the importance of the 

parents to the adolescent was not overlooked. Nurses make great efforts to engage the 

parents in the adolescent's treatment. Sometimes that is done via phone contact, 

sometimes in person. To refer to an earlier description made by Ed, parents and other 

family members are part of the whole elephant. Sometimes the family or parts of the 

family turn out to be a toxic part. 

Subtheme: Development. Psychosocial development was described as an 

important factor that contributed to the suicidality of adolescents. Adolescence was 

described by one participant as a time when the stressors out number the coping skills; 

add that to adolescent impulsivity and you can end up with a formula for suicide. 

Inadequate coping skills, impulsivity, immature reasoning ability and other generalized 

developmental issues associated with adolescents were mentioned repeatedly. 

At the annual meeting for the American Psychiatric Nurses Association, a nurse 

in the audience came to me after I presented the findings from the pilot study. She handed 

me her input .card, which read: "But I just wanted to be dead for a few minutes to see 

what it would be like." This quote from an adolescent who had completed suicide 

exemplified the level of thinking that occurs with the developmental level experienced by 

176 



adolescents. The teen was unrealistic and did not have an understanding of the finality of 

death. 

The woman who handed me the card identified herself on the card as a school 

nurse from Nebraska. As I read the card, she told me with a soft voice, holding back 

tears, "That always stuck with me, twenty years later I carry it. She (the adolescent who 

was quoted on the card) just couldn't understand and I couldn't help her understand." She 

took a deep breath and continued by asking me to please continue the study and to 

expand it to include school nurses. 

Subtheme: Patients' Emotions. Emotions emerged sluggishly as a subtheme. From 

the literature, depression was expected to be prominent. Depression was certainly 

identified by participants as a contributing factor to adolescent suicide, but sometimes in 

adolescents, depression is manifested as anger, even rage. There was a host of emotions 

that were commonly mentioned by the participants in their descriptions of suicidal 

adolescents including frustration, disappointment, and grief associated with loss of 

various types. Other references to emotions were made . using terms such as hurt or pain. 

When the intensity of the emotions exceeds the ability to cope, participants found 

the adolescents would describe themselves as "numb" and tended to detach as a means of 

coping. When detaching was no longer effective, suicide became the next strategy for 

coping with the unbearable pain faced by adolescents who perceived themselves as 

unequipped to manage otherwise. One might never know when an adolescent, suffering 

in silence, had reached the point of suicide. The state of numbness is not generally 

communicated clearly by the adolescent nor always perceived as such by nurses. The 
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adolescent, in numbness, may present as being distress free or at least in minimal distress. 

The point at which numbness occurs varies from adolescent to adolescent and minute-to

minute with any given adolescent. This explanation of adolescents' detachment from 

feelings by participants may begin to explain how an adolescent can commit suicide in an 

inpatient setting with staff completely unsuspecting. 

The fact that suicide occurred in several settings with staff closely involved, yet 

unsuspecting, leaves the door open for more questioning and exploration to gain further 

understanding. Participants lived with the knowledge that it is possible to work in an 

inpatient psychiatric treatment setting with suicidal adolescents and have an adolescent 

commit suicide, in spite of the best efforts to prevent such a tragedy. 

Chapter Summary 

This chapter began with an overview of demographics for the group of 12 

participants followed by a description of individual participants. Excerpts from 

participants' interviews were used in the description to communicate the essence of that 

participant. An exhaustive description resulting from the analysis of the text with the 

interpretation of themes and subthemes was presented. The focus of the analysis and 

interpretation was the meaning of the lived experience of psychiatric-mental health 

nurses who work with suicidal adolescents in inpatient psychiatric treatment settings, the 

central question examined in this study. 
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CHAPTER VI 

CONCLUSIONS AND RECOMMENDATIONS 

Overview 

The purpose of this study was to understand the lived experience of psychiatric

mental health nurses who work with suicidal adolescents in inpatient psychiatric settings. 

The goal was to use phenomenology to bring meaning to consciousness. The meanings 

were intended to lead to greater insights into nurses' use of self in the development of the 

therapeutic relationship, the context in which ongoing assessments are conducted, clinical 

decisions are made, and interventions are implemented. The central research question 

raised was: What does it mean to be a psychiatric-mental health nurse working with 

suicidal adolescents in an inpatient psychiatric treatment settings? 

Phenomenology was used to provide the philosophical framework for this 

qualitative study along with four nursing theories, (a) Psychodynamic Nursing theory, (b) 

Nursing Process theory, (c) Human-to-Human Relationship theory, and (d) Novice to 

Expert. To ensure methodological rigor in this study, strategies were established and 

followed for trustworthiness and authenticity. 

Twelve registered nurses described as psychiatric-mental health nurses 

volunteered to participate in the study. All twelve had experience working with suicidal 

adolescents in inpatient psychiatric treatment settings. Each participant was interviewed 

in depth. Interviews were audio-taped and transcribed verbatim. 
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The transcriptions were analyzed using Colaizzi' s ( 1978) seven procedural steps 

for analyzing and interpreting data in phenomenological studies and the process of 

interpretation was enhanced by the incorporation of van Manen's (1990) six research 

activities. Seven themes emerged with two to six subthemes each. The themes and 

subthemes were organized into an exhaustive description of the experience of the 

psychiatric-mental health nurse working with suicidal adolescents in inpatient psychiatric 

treatment settings. 

In this chapter, chapter six, I review the demographics, present findings in the 

forms that took shape and present conclusions, which have resulted from the findings. 

Incl~ded is a discussion comparing and contrasting information found in the literature. 

The underlying assumptions that were made at the onset of this study are addressed, 

followed by recommendations for nursing practice, nursing education and development, 

research, as well as recommendations for nursing involvement in the reformation of 

mental health care and adolescent suicide prevention programs. 

Participants 

There were 12 participants in all, each participant accounted for 8.3 % of the total. 

I referred to the percentages so there can be comparison to the demographics of nurses 

overall, even though the findings from this study are not intended to be generalizable. 

Since 11 of the 12 participants were in Texas at the time of the study, I compared 

demographics primarily to those in Texas. Three participants were male (25 % ) and nine 

were female (75 %). Overall 8.9 % of nurses in Texas are male according to the Board of 

Nurse Examiners (BNE) for the state of Texas (2003). My sense was a larger proportion 
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of nurses in psychiatric-mental health nursing are male than in general areas of nursing. 

The ratio of male to female nurses in psychiatric-mental health was not available through 

the BNE or the American Psychiatric Nurses Association (2003). Contact was made with 

representatives from three facilities in Texas that provide inpatient psychiatric care. The 

percent of male registered nurses working in one Texas state hospital was reported to be 

1.8 % (L. Gullette, personal communication, August 24, 2004). The percent of male 

registered nurses employed at a private non-profit psychiatric hospital was reported to be 

approximately 25% (S. Dabney, personal communication, August 26, 2004). Another 

private non-profit psychiatric hospital estimated the percent of male registered nurses 

e~ployed at that facility fluctuated between 16 and 18 % (B. Schiavone, personal 

communication, August. 28, 2004). From this information, it is difficult to say what the 

actual ratio is of males to females working in psychiatric-mental health nursing. 

The ethnicity of the participants was primarily described as Caucasian, 

representing 83% of the participants. In Texas, according to the BNE (2003) 77% of 

nurses are Caucasian. One male participant was Hispanic, and one female participant was 

African American, each representing about 8.6% of the total. Statistics provided by the 

BNE for the state of Texas (2003) indicated 1.2 % of all nurses in Texas are Hispanic 

males and 6.6 % of all nurses in Texas are African American females. 

Conclusions 

Phenomenology orients the reader reflectively to the region of lived experience 

where the phenomenon dwells in recognizable form (van Manen, 2002). The 
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phenomenon in this study has taken various degrees of form. Some findings are quite 

clear and precise. Others remain nebulous, but all have meaning. 

Themes and Subthemes 

Theme: Self 

From my data, I concluded that participants had difficulty describing self as a 

whole, yet self was very important in each participant's work with suicidal adolescents in 

inpatient psychiatric settings. Specific open-ended questions in the interview were 

directed at having the participants bring to consciousness and verbalize their experience 

of self. When participants were asked about self and use of self, they all eagerly 

idep.tified various parts and confidently described how those parts were used in their 

work with suicidal adolescents. Speaking to each part facilitated the description of the 

whole self. Self was uniquely different for each participant. By describing the parts, an 

overall impression of the whole was conveyed, but no participant actually integrated the 

parts for a description of the self. 

From the literature, it would seem describing the parts of self rather than the self 

as a whole has been the tendency for more than thirty years. Travel bee ( 1971) identified 

important components of self such as intellect and personality. Travelbee recognized the 

need to be conscious of the use of each component but emphasized the need to synthesize 

the parts into one. 

Based on the data, it was clear; each participant saw multiple components as 

making up the self. The compilation of a variety of different components or parts was 

uniquely different for each participant. Components of self were a mix of what was 
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internal with the psychiatric-mental health nurse as with self-awareness and intuition and 

the external or what was displayed. Six components were common among nearly all of 

the participants and emerged as the subthemes for self. These components included: (a) 

intuition, (b) emotions, ( c) self-awareness, ( d) reflection, ( e) nonjudgmental attitude, and 

(f) authenticity. 

Subtheme: Intuition. It was interesting to discover all 12 participants indicated 

having intuition, but the way in which participants expressed this varied. The indication 

came as either intuition was a "given" and there was an implication that there really was 

no need to ask about intuition, or there was hesitancy that seemed to stem from 

skepticism about me, the researcher. The participants in the latter group conveyed 

concern that I might, in the role of researcher, somehow disregard or devalue their 

acknowledgement of having and using intuition. Even with those who were hesitant in 

discussing intuition there was no hint of doubt about the importance of intuition. 

Participants needed their intuition and used their intuition in their work with 

suicidal adolescents. Intuition was woven specifically into the process of assessment, 

which is addressed later in this chapter. No participant suggested clinical decisions be 

based solely on intuition. Intuition was recognized as a skill, to integrate with other skills. 

Generally, intuition is understood, acknowledged, but not clearly articulated or 

adequately theorized in nursing. Nurses instinctively know what intuition is, and there is 

evidence to suggest intuition can change outcomes for patients (Billings, 2003c; 

McCutcheon & Pincombe, 2001 ). 
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Thompson (1999) examined two distinct approaches to problem-solving in 

nursing: the systematic-positivistic approach to problem solving where intuition is 

excluded as well as Benner' s intuitive-humanistic approach. Thompson arrived at a 

middle-ground approach and termed it a cognitive continuum. The middle-ground 

parallels what the participants discussed during the interviews, once they overcame the 

concern that I might not approve of their identification and use of intuition. 

Trenoweth (2003) conducted an empirical study on the use of intuition in 

assessment and decision-making. The results of the study allowed for the initial 

establishment of evidence on which to base practice. Welsh and Lyons (2001) also 

stu4ied the use of intuition in clinical decision-making using a qualitative approach. Both 

studies of intuition and clinical decision-making were specifically in the context of 

psychiatric-mental health nursing practices. Welsh and Lyons (2001) concluded tacit 

knowledge, based on formal knowledge informed the nurse's intuition. This is congruent 

with participants' ideas about being able to increase intuition with experience. Intuition 

was not a central focus of this study, but certainly the findings in the study support those 

ofTrenoweth (2003), and Welsh and Lyons (2001). 

Sub theme: Nurses' emotions. The experience of working with suicidal adolescents 

in inpatient psychiatric settings triggered a vast array of emotions for the participants. 

Participants struggled with understanding the suicidal adolescent. Participants struggled 

with ambivalent feelings regarding the family of suicidal adolescents, sometimes the 

familys evoked anger, other times empathy. Some participants identified fear they might 
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miss something in assessing the adolescent and that "miss" could result in the 

adolescent's suicide. Guilt was expressed as were frustration and disappointment. 

It is understandable, even expected to have emotions as a prominent component 

of self-study based on the literature. Participants discussed adolescents who had 

committed suicide. Those adolescents were the participants' patients. The suicide of a 

patient is often experienced as a therapeutic failure and may have a profound impact on 

the nurse according to Collins (2003). From the data in my study, it can be said that the 

suicide of a patient had a profound emotional impact on the participants. There was no 

maybe about it. There was no question the participants who had experience with patients 

who committed suicide experienced a strong, lasting emotional impact. 

The emotional responses of each individual participant contributed to making the 

unique self of that participant. Part of the uniqueness stemmed from the participant's 

unique emotional responses. No two participants experienced the exact same emotional 

responses to situations. Most often, there was an expressed mix of emotions, and the mix 

was unique to each participant. This is consistent with what Paterson and Zderad ( 1988) 

described. They addressed 18 examples of emotions they considered constituents of 

nursing. The 18 emotions were not intended to be an all-inclusive list, just as the 

emotions identified by participants was not thought of as an exhaustive list. 

Subtheme: Self-awareness. Psychiatric mental-health nurses work at fostering 

self-awareness. The findings revealed self-awareness was used to enhance participants' 

work with suicidal adolescents in inpatient psychiatric treatment settings. 
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Self-awareness was experienced by each participant as part of self. Self

awareness has to do with recognition of one's own behaviors, thoughts and/or emotions. 

Participants were aware of their appearance, deliberate use of eye contact, posture, and 

the deliberate positioning of themselves in the milieu. Participants described their 

feelings and thoughts as they went about their work with suicidal adolescents in inpatient 

psychiatric treatment settings. Examples were clear and part of the discourse with each 

participant. 

The participants' beliefs about the importance of self-awareness in this study were 

congruent with the description of the importance of self-awareness in the nursing 

literature. Peplau (1951), Orlando( 1961, 1972, 1990), and Travelbee (1971) addressed 

self-awareness in the practice of nursing. The general consensus from these theorists was 

in order for a nurse to help a patient meet his or her own needs; nurses had to first be 

aware of themselves, their personal needs and reactions. Becoming conscious or self

aware facilitates the nurse's insights into dynamics in the nurse-patient relationship such 

as countertransference and ultimately impacts the quality of care, which a patient receives 

(O'Kelly, 1998). 

Without self-awareness or with limited self-awareness on the part of nurses, 

patient care will suffer. Participants recognized and valued self-awareness. Each 

participant, as mentioned, readily offered examples. Ed provided an impromptu 

demonstration and explanation of how he taught self-awareness when he oriented and 

mentored new staff. 
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Subtheme: Reflection. Reflection was unequivocally important in the practice of 

psychiatric-mental health nursing. There was agreement among all participants as to the 

benefit and importance of reflection. Yet, in practice few participants reflected . 

consistently. 

Reflection involves the use of careful consideration or contemplation. Reflection 

is where self-awareness gets put to optimal use. It is possible to be self-aware and not 

reflect but reflection is impossible without self-awareness. Using the example provided 

by Gina in chapter five, to further elaborate, Gina waved at a patient in the cafeteria. Gina 

was aware of her behavior. If asked, she could probably have recalled her thoughts. She 

took the gesture of waving further - she used her self-awareness, awareness of her wave, 

to reflect. She asked herself, "When I waved at the patient in the cafeteria - how was I 

being? What did the patient think in terms of her (the patient's) issues? What can I (Gina) 

do to be more effective?" 

The participants were able to depict the value of reflection via stories. Dana told 

of stopping on her way home to journal, to reflect on the events of the day, to examine 

her thoughts and feelings and consider what she would do the following day. This was 

motivated by her desire to go home and give her family full attention and not be 

distracted by unfinished business from work. By the same token, she described "Putting 

the world away," so she could be "In the moment," with an individual patient. 

Reflection has been a staple in psychodynamic nursing and has had resurgence in 

the psychiatric-mental health nursing and nursing leadership literature (Freshwater, 2004; 

Johns, 2004; Taylor, 2004). Krumwiede and Meiers (2004) posited how reflection 
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actually has the potential to accelerate evidence-based practice. Reflective inquiry i.e. 

"how can I improve?" can lead to new ways of understanding and possibly better ways 

of providing care and leadership. 

Participants understood reflection and how important it can be. Their views were 

consistent with what was indicated in classic and contemporary literature. With the 

participants, there was a gap between knowing and doing. A resurgence of interest in 

reflection is encouraging, but there has to be a way of implementing reflection with not 

only the participants, but other nurses as well. 

There are a variety of ways to reflect. Reflection can take various forms. 

Reflective journaling, individual disciplined reflection by thinking back on an event, 

reflection can occur through the use of clinical supervision and either one-to-one or in a 

group debriefing process. All were forms mentioned by participants. 

Reflection in the form of debriefing was pivotal to the determination of the 

outcome for staff when there were sentinel events according to the participants in this 

study. There were remarkable differences in the experiences for those participants who 

had debriefing opportunities and those who did not when there were suicides or near 

suicides. When there were no system-supported debriefings, participants initiated the 

process themselves. Participants recognized the necessity of debriefings to process after 

tragic events. Although the impact of suicide on nurses is rarely discussed in the 

literature, coping with a patient's suicide or near suicide may be one of the most difficult 

tasks for nurses. The suicide of a patient can be so psychologically traumatizing, it can be 

a career-ending event (Collins, 2003). Without the type of support garnered by the 
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debriefing process, nurses can feel isolated, guilty, ashamed, fearful, and even 

abandoned, leading to an inability to function as a psychiatric-mental health nurse (Shea, 

2002). The potential risk to the quality of care psychiatric-mental health nurses provide 

for suicidal adolescents in inpatient psychiatric settings when the nurse does not enter 

into a reflective process of one kind or another is too great to ignore or leave to chance. 

In this study, the opportunity to share accounts of tragic suicides or near suicides 

in the interview process, gave at least three participants what seemed to be much-needed 

chance to reflect in the form of debriefing. Hopefully, by participating and experiencing 

the relief gained in the reflective process during the interview, those participants will 

have renewed interest in practicing regular forms of reflecting. 

In nursing, there has been a long-standing emphasis on being a life-long learner. 

There is no argument to that. Being a life-long reflector needs to be equally emphasized. 

Both foster the ability of the nurse to gain progressive expertise and contribute to 

professional strength (Collins, 2003; Shea, 2002). 

Sub theme: Nonjudgmental attitude. The necessity of a nonjudgmental attitude by 

psychiatric-mental health nurses who work with suicidal adolescents in psychiatric

mental health settings emerged in the analysis of the texts. Display of a nonjudgmental 

attitude was universally expected by all participants. Carla said, it was almost corny to 

even bring it (the importance of a nonjudgmental attitude) up it was such a "given" as an 

expectation. 

Participants experienced the expectation that psychiatric-mental health nurses 

have nonjudgmental attitudes. This expectation was solidly supported in the literature. 
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Results of a study by Wiklander, Samuelsson, and As berg (2003) highlighted the need for 

psychiatric-mental health nurses to be nonjudgmental specifically with suicidal patients 

in inpatient psychiatric treatment settings. Findings from their study indicated nurses' 

judgmental attitudes served as barriers to patients' engagement in treatment and 

reinforced patients' perceptions of being failures. At times, the judgmental attitudes 

exacerbated patients' experiences of shame. The importance of maintaining a 

nonjudgmental attitude is not to be dismissed as a given (Shea, 2002). It is a concept to 

be revisited by nurses. It is a concept to be aware of and reflect on. It is a quality to 

cultivate and enhance. 

In order for a nurse to work successfully with suicidal adolescents, a core attribute 

of that nurse has to be a nonjudgmental attitude. This attribute does not exist in a vacuum. 

The nurse consciously makes the effort to be aware of behaviors and what he or she 

conveys. It is important to consider whether anything could be perceived by an 

adolescent as judgmental. If the answer is yes, then, in reflecting, the nurse would 

explore what his or her judgmental attitude is about. Where did it come from? What 

needs to be done? It is about understanding how a judgmental attitude would impact the 

self, the most valuable tool a psychiatric-mental health nurse has. Reflection would 

extend to the impact on the therapeutic relationship, a theme that was identified in 

chapter five and discussed later in this chapter. 

Subtheme: Authenticity. The sixth subtheme that emerged from findings in this 

study as part of self was authenticity. Participants used the term authentic as well as 

genuine, and real interchangeably. With remarkable intensity, Hanna exclaimed, "They 
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feel you!" She was referring to the adolescent patients. Adolescents can be exquisitely 

sensitive to subtleties in interactions, astutely aware of even a hint of a disingenuous 

attitude. 

The importance of authenticity has been documented in the nursing literature. 

Findings from this study contribute to the further substantiation of the importance of 

authenticity specifically for psychiatric-mental health nurses working with suicidal 

adolescents in inpatient psychiatric settings. Patterson & Zderad, (1988) in Humanistic 

Nursing Practice Theory, described authenticity and addressed the importance of 

authenticity. Billings (2004) expressed concern for barriers to authenticity. Examples she 

used were the nurse's use of detailed forms at the exclusion of eye contact or genuine 

conversation. Patients need to perceive the nurse's authenticity to feel cared for. 

Theme: Safety 

From my data, I concluded that keeping suicidal adolescents safe in inpatient 

psychiatric treatment settings is a multifaceted endeavor. Safety is a basic requirement 

before other aspects of care can occur. In psychiatric-mental health care today, the 

emphasis is on using the least restrictive environment necessary to provide the care 

patients need. Suicidal patients are not uncommonly managed in outpatient settings. 

When the determination is made that inpatient care is needed to ensure a patient's safety, 

the determination is not to be taken lightly. In the context of the healthcare environment 

today, it is no wonder safety emerged as a theme, even though it was not directly 

addressed in the interview questions. 
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Billings (2003c) reported the Joint Commission on Accreditation of Healthcare 

Organizations (JCAHO) identified patient suicide as the number one sentinel event 

occurring in hospitals. A root cause analysis process resulted in identification of 

problems with ongoing patient assessment, inadequate staff orientation, and training, 

problems with surveillance methods, deficiencies in communication, and issues with the 

environment. 

These problems do not rest exclusively with nursing, but they do fall within the 

domain of nursing practice. Nurses can, and do make a tremendous difference in the 

prevention of suicide in inpatient psychiatric treatment settings (Chesley & Loring

McNulty, 200~). The safety subthemes (a) assessment, (b) intervention, (c) milieu, and 

(d) delegation represent the participants' awareness of their importance in the role of 

safety and suicide prevention. 

Subtheme: Assessment. Participants were keenly aware of the vital importance of 

the suicide assessments they perform repeatedly in day-to-day work with suicidal 

adolescents. During the interviews, there were no questions that targeted assessment, but 

all participants initiated a discussion of their own assessment practices. In one setting, the 

nurses used a standardized format, but not a standardized screening tool. Most 

participants described their use of a combination of direct questioning, observations, 

intuition, and perceptions to assess for suicidality. Participant's individual approaches to 

suicide assessment had evolved over time, primarily based on experience. There were 

only limited indications that participants sought out new information and evidence on 
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which to update their suicide assessment practices. No participant made reference to 

specific assessment tools, although there are a number of tools available. 

Based on the findings in this study, participants used generally accepted measures 

by which to assess for suicidality. That is, participants made reference to assessing for the 

specificity of a plan, whether or not there were available means and other typical suicide 

assessment criteria. Much attention focused on the use of the therapeutic relationship for 

the ongoing process of suicide assessment. Each participant might have knowledge to 

offer from their experience with assessments of suicidal adolescents that would benefit 

other participants, other nurses, and perhaps other healthcare professional. 

Brown. (2001), Frieison, Melikian, and Waman (2002), and Shea (2002) reviewed 

dozens of suicide assessment tools. No one tool was deemed better than another. The 

tools were never to stand alone as the total assessment. Shea (2002) further recognized 

how suicide could engender intense emotional reactions in the healthcare provider. Shea 

identified the process of understanding and embracing the reactions as a cornerstone for 

effective assessment and subsequent management of patients' suicidality. 

The nurse's assessment of suicide risk is an important element of patient care in 

inpatient psychiatric-mental health settings. Because nurses are present in inpatient 

settings 24 hours a day, 7 days a week, they are frequently responsible for ongoing 

assessments of patients. Assessments save lives. The degree to which the assessment is 

thorough will influence the nurse's clinical judgment and decision-making (Billings, 

2003a). 

193 



Ongoing learning can further enhance assessment skills necessary for providing 

the best care possible. There is a large reservoir of literature pertaining to assessment 

tools, but the empirical evidence for assessment tools is, at best ambiguous. There are 

other aspects of suicide assessment in the literature that could be useful to psychiatric

mental health nurses and worth considering. 

Sub theme: Interventions. Jill and Libby articulated the experience of most of the 

participants when they described being at a loss for intervention ideas beyond special 

precautions where physical presence was used to limit patients' self-inflicted harm and 

no-harm contracts. Based on findings, physical presence emerged as a subtheme for the 

theme Safety. Physical presence as well as interventions are addressed in this discussion 

of the subtheme Interventions. 

The physical presence or use of self in a physical sense linked to the theme Self 

Physical_.presence was, on the surface, used as a barrier to a suicidal adolescent's 
-:.-~. ·.:·.· ,. . . 

inflicting of self-harm. That is, the participants referred to the actual application of 

physical restraint if needed to prevent an adolescent from self-harm. There was one 

exception, and that was Ken. He experienced physical presence in an expanded way. 

Ken expounded on the importance of how to be physically present. He articulated 

the need for the nurse to be present at levels beyond the physical implications to provide 

for direct safety. He saw the need for physical presence as an opportunity to literally 

demonstrate interest to the suicidal adolescent and to interact with the suicidal adolescent. 

Interactions were aimed at gaining understanding to whatever the adolescent was 
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Participants, even participants who had experience with successful use of 

contracts, overwhelmingly disapproved of suicide contracts. The disapproval was 

supported by the literature. Kelly and Knudson (2000) did an extensive search of the 

literature and found 32 studies to review. No empirical evidence supported the 

effectiveness of no harm contracts. That is not to totally discourage the use of contracts, 

but like all interventions, they cannot be used automatically and as the only intervention. 

Therefore, it is feasible to use no-harm contracts as one component of planned 

interventions. Like most situations, there is not one intervention that is all encompassing. 

All too often use of a no-harm contract has had that connotation. Providing physical 

presence should also not be the only intervention used. 

Libby and Jill made reference to lack of evidence in the literature on which to 

base practice. They were specifically referring to ideas for interventions with suicidal 

adolescents. Nurses need to go beyond the nursing literature. The literature on Dialectical 

Behavior Therapy (DBT), for instance, does offer specific ideas for interventions with 

suicidal people. DBT is built around a set of concrete skills that are congruent for use 

with the developmental level of adolescents. 

Subtheme: Milieu. Findings revealed that participants were hesitant to articulate 

their experiences in the milieu. When participants were asked probing questions about 

how they contributed to the milieu, again, there were no quick responses. This response 

overall was consistent with what Munich and Allen (2004) presented in a paper in which 

the milieu was acknowledged to be the nurses' realm. They observed nurses' abilities to 
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create and maintain the therapeutic milieu, but noticed the process was neither talked 

about nor written of in contemporary literature. 

Given time and follow-up questions, each participant was able to elaborate on 

their experience of the milieu. Most began by addressing the environment. Participants 

"sensed" the surroundings, indicating an emersion of sorts in experiencing the space in 

w~ch therapeutic relationships occur. As participants talked about the milieu, more and 

more information came to the surface. Libby was concerned with the physical esthetics. 

Dana focused on consistency and continuity with staff interventions. Ed elaborated on the 

use of other patients to make the structure a reality. The milieu was not just a place, like a 

dayroom. 

Gina expressed her belief that the milieu had to be thought of in terms of the 

gestalt and not just individual components. By analyzing the texts, a description of the 

milieu emerged as the space where the psychiatric-mental health nurse works. It is a 

tangible space with walls and furniture as well as an esoteric space, a space in time, an 

atmosphere that cannot be seen, but sensed or perceived by the nurse and the patient. 

There will be a multitude of ways in which the milieu is experienced. The milieu changes 

as different people travel through it and as individuals change within it. 

After hearing Ed, Gina and other participants speak about the milieu, the space 

tended with expertise by psychiatric-mental health nurses, a haven where the work of 

resolving emotional pain can be accomplished, the description of the milieu found in the 

literature seemed inadequate by comparison. The milieu was described in the 

contemporary literature as the place interventions are implemented in the context of the 
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therapeutic relationship (Thomas, Shattell, & Martin, 2002). Thomas, Shattell, and 

Martin further referred to the milieu as a safe refuge. Historically, the therapeutic milieu 

has been objectified and said to consist of five components: containment, structure, 

support, involvement, and validation (Lawson, 1998). 

One aspect of the milieu not mentioned by the participants had to do with the 

impact of staff-to-staff relationships on the dynamics seen in patient-to-patient 

relationships, referred to as a parallel process. Often, the focus is on the patients and their 

behaviors. It is also important to consider the relationship of the staff, nursing staff as · 

well as staff from other disciplines (Munich & Allen, 2003). Munich and Allen continued 

by explaining a critical element in the overall tone of the milieu has to do with the 

relationship between the nursing staff and the staff from the other disciplines. If there is 

tension between the nursing staff and the psychiatrist, for instance, there is likely to be 

tension in the milieu. The parallel process is ever present. To have a therapeutic milieu, 

attention must be given to that parallel process. 

The findings based on the participants' experiences in the milieu resulted in a 

multidimensional description superior to any found in the literature even if as indicated 

participants did not make reference to the parallel process. I concluded this one aspect 

could easily be woven into the description developed from the findings, conveying the 

essence of a milieu in a way that should be shared with other psychiatric-mental health 

professionals. This is addressed in the recommendations section, later in this chapter. 

Subtheme: Delegation. The value participants placed on unlicensed nursing staff 

(UNS) was unmistakable. The issues with the subtheme delegation had mostly to do with 
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the participants' experience of feeling very responsible for the UNS and did not want to 

put the UNS in positions they were not adequately prepared to deal with. That would be a 

situation that was unfair for the UNS and potentially dangerous for the patient. 

Within the milieu, Dana addressed the constant process of keeping everybody ( all 

nursing staff) on the same page. She described selecting and assigning the most diligent 

UNS to provide close monitoring when a patient was suicidal. In the process of member 

checking, Jill returned the descriptive text where she indicated how Dana's comment had 

resonated very strongly with her. The comment could just as easily come from Jill as 

Dana. 

Nurses do not work with suicidal adolescents in a vacuum. An important part of 

nursing care is provided by licensed vocational or licensed practical nurses and UNS. The 

participants took a protective stance around the issues related to UNS. Participants 

expounded on how the UNS were often the least educated but were assigned some of the 

most crucial work associated with keeping suicidal adolescents safe. Gina crusaded for 

the need to mentor and educate UNS. 

The findings in this study strongly support what is said in the literature about 

delegation. Due to the ongoing direct contact with patients, the UNS are in the ideal 

position to gather relevant data for the ongoing assessment. The UNS are typically 

assigned to monitor or meet the surveillance needs of the suicidal patient (Billings, 

2003b ). There must be a close working partnership between the UNS and nurses to 

ensure successful treatment outcomes in inpatient psychiatric treatment settings. 
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Theme: Therapeutic Relationship 

Therapeutic Relationship emerged as a theme from the data in this study. Self was 

an underlying component used in the development of the therapeutic relationship. 

Participants described how they used the unique self as a whole and the individual parts 

of the self to engage with suicidal adolescents. Participants described how they would 

have to "read" or assess the adolescent and attempt to find a way to begin to establish an 

alliance that could evolve into a relationship. Participants shared stories of sometimes 

"connecting" immediately with an adolescent, other times it was difficult for any staff 

member to relate to a suicidal adolescent because of the adolescent's defenses and 

extreme guardedness. Participants were challenged to findways to figuratively reach 

through the defenses to form a relationship with the adolescents with whom the 

participants worked in inpatient psychiatric treatment settings. 

Thomas, Shattell, and Martin (2002) called for a renewed emphasis on the nurse

patient relationship and the therapeutic alliance. The implications were that the nurse

patient relationship apd therapeutic alliance are not as important to nurses as they once 

were. I did not see that in the findings of this study~ The findings confirmed the 

importance of the therapeutic relationship and participants consistently expressed value 

for the therapeutic alliance when working with suicidal adolescents. The participants in 

this study gave great attention to how to build the nurse-patient relationship and foster a 

therapeutic alliance. 

Participants addressed their use of self in the formation of therapeutic 

relationships, as mentioned. The participants also talked about the specific aspects of 
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Participants addressed their use of self in the formation of therapeutic 

relationships, as mentioned. The participants also talked about the specific aspects of 

what was important in the therapeutic relationship. From the interview data, three 

subthemes emerged: (a) Connection, (b) Communication, and (c) Boundaries. 

Subtheme: Connection. Connection was somewhat difficult for participants to 

describe. Participants used the term connection and seemed to expect others, in this case 

me as the participant researcher, to understand the meaning. When pushed for a more 

clear description or definition, Hanna was able to express it best, for all participants, 

when she described connection as something like what occurs between a newborn infant 

and mother. Hanna further explained connection cannot be seen directly, but it is felt and 

the evidence of the connection can be seen. Hanna used the example of when she (Hanna) 

had been off work for several days and then returned. One patient ran to her and hugged 

her, expressing how she ( the adolescent patient) had missed Hanna. That same adolescent 

patient would confide in Hanna more readily than she confided in other staff There was 

something between Hanna and that patient that was not there between the patient and 

other staff. 

The findings in this study revealed that participants experienced and relied on 

connecting with patients. Connection was considered imperative in the development of 

the therapeutic relationship. Connection was crucial for optimizing the process of 

assessing, decision-making, and implementing interventions, all of which occur within 

the context of the therapeutic relationship. If the connection was not made, then the 
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participants knew they would experience grave difficulties with nearly every aspect of 

providing care. 

In a study conducted by Thomas, Shatell, and Martin (2002), patients reportedly 

expressed a compelling need for a deeper connection with nursing staff in inpatient 

psychiatric treatment facilities. In this study, participants expressed a strong need for 

connection with patients. Travelbee (1971) stated the power of connection must not be 

underestimated. Taking into account the findings shared by Thomas, Shatell, and Martin 

(2002) and the findings in this study, the power of connection still must not be 

underestimated as Travel bee indicated ( 1971) decades ago. 

Subtheme: Communication. In the analysis of the texts, the findings showed each 

participant, in his or her own way, enjoyed talking about talking; their own unique brand 

of talking with patients. Participants distinguished between talking to a patient and 

talking with. 

This is an example of a subtheme for which Self is an underlying component. 

Communication was clearly influenced by each participant's unique Self Participants 

used their personality traits with their own individual style of communicating. Several 

participants, like Ed, were quite animated as they talked. Ed was as animated in his 

listening as he was in his speaking. Hanna, Gina, and Betty were each surrounded with an 

aura of serenity. Carla and Inez were clear and direct, but not too abrupt. All participants 

were aware of their own way of communicating, linking to the subtheme self-awareness. 

Each participant was able to use his or her own unique qualities to foster effective 

communication. Just as a medical-surgical nurse might hone his or her venipuncture 
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skills, these participants strived to communicate with the greatest expertise possible. The 

ultimate focus of communication was on forming and strengthening the therapeutic 

relationship where so much of the work in psychiatric treatment settings takes place, in 

the overall context of the milieu. 

The text written by Townsend (2000) exemplified how psychiatric-mental health 

nursing texts provide a starting point for understanding the communication process. A 

general overview of communication concepts were presented with a thorough list of 

therapeutic and non-therapeutic communication strategies. Verbal and non-verbal 

communication is addressed. The participants in this study were clearly beyond what was 

provided in basic nursing texts. They have honed their communication skills through 

observation of others and experience. 

At this point, even for the least experienced of the participants, it was difficult to 

find anything in contemporary literature that was useful for enhancing communication 

skills. That is not to say participants conveyed themselves as "all knowing." The 

literature provided a framework for beginners and perhaps advanced beginners, and then 

there is a gap unless the participant wanted to progress into the role of advanced practice. 

Subtheme: Bounda.ries. Simply put, a boundary in the nurse-patient 

relationship is the point at which the relationship changes from professional and 

therapeutic to nonprofessional and personal (College of Nurses of Ontario, Practice 

Standards, 2004). Findings from this study revealed participants experienced respect for 

boundaries and viewed boundaries as important in the therapeutic relationship. 
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Participants spoke of lines that had to be drawn and limits that had to be set. Self

awareness and the use of reflective practice were considered helpful in the ongoing 

management of boundaries. Consistency in treatment setting and maintaining boundaries 

were frequently mentioned by participants. Communicating clearly what the boundaries 

were was also seen as important. The communication and consistency involved staff to 

staff clarity and consistency as well as with patients. A general example would be 

whatever was set as a boundary with one staff needed to be set as a boundary for all staff. 

Carla was the only participant who spoke of her use of touch. She saw touch as 

important in her relationship with adolescents and acknowledged today's healthcare 

climate in psychiatric-mental health care, which strongly discourages use of touch. In her 

setting touch was actually forbidden. She indicated she had just decided at her age, she 

could and would use touch. She believed the potential risk for misinterpretation or 

triggering an adolescent's post-traumatic stress reaction was far outweighed by the 

benefits. She described using "maternal-type" touch, which meant she patted the backs 

and shoulders of adolescents, or offered hugs. She might touch the arm of an adolescent· 

who was sharing a distressing incident with her. Hanna was the only other participant 

who made reference to touch, other than what was addressed previously in the discussion 

of interventions using physical presence for safety. Hanna mentioned a patient hugged 

her, she did not mention whether or not she returned the gesture. 

Boundaries emerged as a subtheme in response to the one general open-ended 

question in the interview, which addressed the therapeutic relationship. Boundaries as a 

subtheme did not result from probing or follow-up questions. This seemed to represent 
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how much participants saw boundaries as a consideration in the therapeutic relationship 

since essentially every participant spoke of boundaries. 

In the literature, Allenbach and Steinmiller (2002) spoke of the need for 

consistency and structure with teens. They also identified the therapeutic relationship as 

being "boundaried" as well as professional and caring. The views expressed by 

Allenback and Steinmiller were consistent with the views of the participants. 

Stickley and Freshwater (2002) linked the use of self-awareness and reflection to 

the ability of nurses to maintain safe and professional boundaries. None of the 

participants talked specifically about the connections between self-awareness and 

reflection with boundaries however, the connections made by Stickley and Freshwater 

were congruent with the overall sense of the findings in this study. 

Even though the issue of touch and boundaries was addressed only by one 

participant, and she mentioned touch as being "forbidden," I decided to look into the 

situation a bit further and found an article that provided a qualitative review of literature 

that addressed touch and boundaries. Bowers (2000) reviewed the ancient roots of using 

touch to modem uses of touch. There was acknowledgement for judgment, respect, 

context and content as well as risks in the overall discussion of the importance of touch. 

Everything Bowers presented supported the use of touch as a powerful clinical tool. As 

with any clinical tool, in order for the tool to be effective, it must be used appropriately. 

Further investigation is needed to confirm the degree to which touch in psychiatric- . 

mental health treatment settings is being discouraged, or even forbidden. If that is the 
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case, it is time to revisit the premise behind the shift away from a known therapeutic 

intervention. 

Theme: Why Stay? 

Working with suicidal adolescents is emotionally draining and intellectually 

challenging. A question about rewards was asked in each interview as well as a question 

about burdens. Jill ended her interview with a rhetorical question, "Why do we do this?" 

She was referring to work with suicidal adolescents in inpatient psychiatric treatment 

settings. Inez made a number of disparaging remarks after which she commented her plan 

was to stay (working in an inpatient adolescent psychiatric treatment setting) as long as it 

( the setting where she worked) remained open. Betty was tearful as she admitted she was 

unable to identify a reward. Thus the theme 1¥hy Stay? emerged as the participants 

expressed some degree of general frustration and disappointment resulting from their 

work with suicidal adolescents in inpatient psychiatric-mental health treatment settings. 

Subtheme: Rewards. As participants identified struggles and burdens working 

with suicidal adolescents, all but one participant recounted rewarding experiences. The 

majority of participants experienced the gratification of knowing they had made 

contributions to the well being of adolescents. Rarely, if ever, was appreciation expressed 

by the patient or their family. The participants did not need that type of recognition to 

know the work they had been doing was beneficial. No participant was totally motivated 

by money or extrinsic rewards. There was a powerful underlying quality of altruism as 

participants smiled quietly. The rewards were experienced at the core of each 

participant's being, which linked to self. The ability to finding meaning in the work with 
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suicidal adolescents was part of what contributed to Self for the participants. That ability 

extended beyond logic or reason. 

Betty was the exception. Her inability to identify a reward was striking. She had 

spoken with such affect in her responses. She had described being "called" to work with 

adolescents in psychiatric settings. I had the sense I was sitting with someone in the midst 

of her own professional burn out and I did not have an extinguisher. 

Even though the work with suicidal adolescents was experienced as demanding, 

frustrating and disappointing, it was feasible for most of the participants to find enough 

of a reward, enough meaning in their work to somehow continue. Based on the data, it is 

difficult to draw specific conclusions regarding Betty's inability to find rewards other 

than to assume the demands, frustrations, and disappointments surpassed her tolerance or 

ability to be resilient. 

Theis, Biordi, Coeling, Nalepka, and Miller (2003) conducted a qualitative 

descriptive study in caregiving and found "finding meaning" in providing care was 

equated to rewards. Those who found meaning, or found their work to be rewarding were 

more resilient. Resilience in the study had to do with the caregivers' abilities to continue 

providing care. The findings in this study are consistent with those of Theis et al. (2003). 

Subtheme: Barriers. During the analysis it became clear, when participants 

responded to the interview question about burden, the overriding subtheme was the 

experience of having a barrier to finding rewards in their work. The barriers were things 

participants perceived as having no control over. 
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The most other frequently addressed barrier had to do with the perception by 

participants that managed care or insurance companies prematurely disrupted treatment. 

The disruption occurred before the therapeutic gains that were feasible for a suicidal 

adolescent could be attained. Participants experienced feelings of anger at the injustice. 

, Halting the work with suicidal adolescents in inpatient psychiatric treatment 

settings due to insufficient resources was counter to what participants believed in. 

Participants experienced cognitive dissonance and emotional distress in response to the 

all-to-common situations of the insurance companies limiting patients' access to care. 

When work was interrupted before the reasonable, realistic treatment goals could be 

attained, it was essentially impossible for participants to feel fulfilled or find rewards in 

the practice of nursing. Inez raised the question, "What is the point of admitting them (the 

adolescent) if you're just going to turn around and discharge them. It is a revolving 

door!" (The revolving door referred to the recidivism she perceived as being due to the 

premature discharges from treatment based on insurance limitations.) 

McAllister and Walsh (2003) proposed a framework for mental health nursing 

practice. In their proposal, they identified how nurses see health bureaucracies, including 

managed care companies and insurance companies as alienating and dehumanizing. They 

elaborated on how nurses are not well prepared to confront these realities or practice. The 

description is very similar to how participants in my study have described themselves in · 

relation to the bureaucracies. 
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Theme: Professional Development for Psychiatric Nurses 

Findings from this study revealed three things. The first was participants had not 

been well prepared for working as psychiatric-mental health nurses. Secondly, 

participants held the belief that entry into the specialty area of psychiatric-mental health 

nursing should not be a gauntlet. And thirdly, there was widespread agreement mentoring 

should be involved in helping a nurse orient into the specialty area of psychiatric-mental 

health nursing, especially when the work was to be with adolescents. 

Generally, orientation into the specific work setting was inadequate when 

participants began their careers in psychiatric-mental health nursing, working with 

suicidal adolescents. All participants were asked what had prepared them to work with 

suicidal adolescents as a psychiatric-mental health nurse in an inpatient treatment setting. 

Most responses were vague; participants hesitated, searching for a reasonable response. 

Jill's candid comment, said with a snicker, captured the essence of what the majority of 

participants experienced, "It was baptism by fire," 

There were exceptions. Libby had an extensive, well-planned orientation. Fay 

sought out mentors and opportunities to learn. Whether participants experienced baptism 

by fire or a more learner friendly entrance to the specialty area, all recognized the "norm" 

was not typically adequate or friendly. 

Participants had very specific ideas about how a new nurse should enter into 

psychiatric-mental health nursing. It clearly involved mentoring. This became a 

subtheme, subsequent to the subtheme, learning. 
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Subtheme: Learning. Learning emerged as a subtheme as participants described 

how they found ways to continually add to their existing knowledge base, but it was not 

easy. The data revealed that participants recognized their own responsibility for 

continued learning and keeping updated. Four of the twelve participants were graduate 

students, actively pursuing a formalized route to gaining more knowledge. An additional 

participant was in the process of making application to begin a graduate program in 

nursmg. 

One common problem among participants was accessing relevant information. 

One participant used committee work to help meet her ongoing learning needs. Other 

participants used continuing education programs and reading. Unless the participant was 

enrolled in a formal education program, they had little access to information other than 

the journals they subscribed to personally or could retrieve from the World Wide Web. 

Libby voiced her desperation and discouragement about turning to the literature, 

searching to find evidence or even suggestions for clinical issues related to the care of 

suicidal adolescents in inpatient and repeatedly coming up short. 

More than half of the participants identified a drastic reduction in the in-service 

education programs offered in the facilities where they were employed. Funding for 

continuing education has, in many facilities been cut or completely lost. Most facilities 

offered only the required safety and infection control training or updated staff when there 

were changes in a particular piece of equipment. 

In-services and continuing education opportunities to update practice about 

assessment and treatment of suicidal adolescents are not always readily available. The 
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literature does not provide much evidence on which to base nursing interventions with 

suicidal adolescents (Billings, 2003b). Billings (2003a) made a commitment to review the 

literature and has published regularly (Billings 2003a, 2003b, 2003c, 2004) to make 

updates available to nurses in practice. Billings' statement about the lack of evidence on 

which to base practice is consistent with the findings revealed in this study. Her attempts 

to review literature and publish regularly to date have been helpful, and are admirable. 

Subtheme: Mentoring. The findings revealed how participants spoke in one voice 

about the method of teaching others. No probing was needed during the interview 

process. Participants readily offered their ideas about how mentoring connected theory 

with practice. Participants wanted to help others make that connection. Their ideas were 

remarkably clear with forethought to specific topics. Stories exemplified the effectiveness 

of the mentoring strategies being proposed. 

This whole attitude of wanting to mentor counters the suggestion made by two 

nurses at the annual meeting of the APNA, 2002, referred to in the pilot study in chapter 

three. The two nurses suggested that participants seemed angry and rather than "Nurses 

eating their young, nurses were just eating nurses." The data did not show the participants 

to be angry with other nurses. There was not a sense of"nurses eating their young" nor 

was there as sense of "nurses eating other nurses" as had been suggested by the two 

nurses. 

The literature substantiated the views of the participants. Waite (2004) studied the 

experience of new graduate nurses transitioning into their first job as professional nurses. 

Hand (2003), Lorentzon and Brown (2003) argued for using mentors not just as a method 
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of supporting new nurses into the psychiatric-mental health nursing specialty, but as the 

method. 

Waite (2004) went on to say new graduates who were mentored, found mentors 

were particularly helpful with learning to manage the workload and with the development 

of early practice patterns. Transition from student to professional nurse is an arduous 

process marked by significant differences in expectations by the new graduate and the 

realities of what is encountered in the work setting. Mentors contributed to the new 

graduates' self-confidence and professional competence within the multidimensional 

treatment setting. The findings from Waite's (2004) study were totally congruent with 

what all of the participants proposed. 

· Theme: Interdisciplinary Team 

Findings revealed unidentifiable barriers to participants experiencing themselves 

as integral members of interdisciplinary health care teams. All 12 participants identified 

themselves as part of an interdisciplinary team, but many had difficulty articulating what 

their role was and how nursing provided a unique contribution. Ed and Ken seemed·to 

have the clearest conceptualization of how they interfaced with other disciplines in the 

provision of care to suicidal adolescents in inpatient psychiatric treatment settings. Ed 

conveyed the idea that if one discipline was the most important, it would be nursing. The 

holistic perspective held by nurses, as he saw it, gave nurses the strongest position from 

which to work with any given patient. Ultimately Nursing as a Constant and Foggy 

Perceptions emerged as subthemes. 

211 



There has been an emphasis on the use of interdisciplinary teams in healthcare 

organizations as organizations retool for more flexibility and efficiency (Wenckus, 2003). 

Leadership of the team may rotate or be shared. The Magnet recognition award 

developed via the American Nurses Credentialing Center (ANCC), associated with the 

American Nurses Association has identified 14 criteria by which nursing and nursing care 

is evaluated in organizations (Magnet Recognition Program 2005, 2004). One of the 14 

criteria focuses specifically on nurses as members of interdisciplinary teams. This is one 

way interdisciplinary teamwork is emphasized in healthcare organizations. W enckus 

(2003) developed a continuing education program aimed at facilitating nurses with 

becoming more productive members of interdisciplinary teams, recognizing there are 

many problems with interdisciplinary teamwork when roles are not clearly understood 

and goals are not well defined. 

More data would be needed to state conclusively the degree to which the program 

developed by Wenckus (2003) is congruent with the experiences of the participants. It is 

feasible that participants have struggled with roles and goals and that could account for 

the difficulty they had identifying their contributions to the interdisciplinary team and 

what was contributed to them as team members. 

Subtheme: Nursing as a Constant. Nursing as a Constant emerged as the 

participants spoke about nursing as the only discipline present with the patient 24/7. That 

was an important factor in seeing suicidal adolescents as whole people. Participants 

identified the holistic perspective as a feature unique to nursing. Other disciplines on the 

interdisciplinary team typically focused on select aspects of patients' care. Due to the 
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very nature of being the constant 24/7, nursing carries a primary responsibility for 

ongoing assessments, safety, and management of the milieu. Participants saw nursing as 

the discipline primarily tasked with implementing the overall plans of the whole team. If, 

for instance, there was a system for various levels of activity or privileges associated with 

degrees of autonomy, nursing "enforced" or implemented the plan. Depending on the 

setting, participants sometimes found nursing became the primary care giver as long as 

there was a threat to safety. 

Subtheme: Foggy Perceptions. What emerged as a subtheme related to the 

interdisciplinary treatment team was a lack of a pronounced idea about what is gained 

from being a member of an interdisciplinary team, thus foggy perceptions. It seemed 

unlikely that all twelve participants, all of whom are experienced professionals, would 

fail to recognize the multitude of opportunities that arise when working with 

interdisciplinary teams. 

Wenckus (2003) presented a self-study education program aimed at enhancing 

nurses' abilities to work with an interdisciplinary team. The program helped illuminate 

possible experiences participants may have had with interdisciplinary teams. These 

experiences may have resulted in the participants' inabilities to clearly articulate their 

recognition of what their contribution was to the team and the benefits from working on 

an interdisciplinary team. 

Wenckus (2003) differentiated between a multidisciplinary team and 

interdisciplinary team. On a multidisciplinary team, members from each discipline 

function independently, reporting to a team leader who processes the information and 
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makes decisions regarding patient care. The emphasis is on individual contributions. On 

an interdisciplinary team, the members pool information and arrive at consensus. The 

focus is on the collective results. 

There were other issues discussed in the program Wenckus (2003) developed that 

provided insights as to the participants' difficulties. The participants may have 

participated on an interdisciplinary team that functioned poorly for any number of 

reasons. Had I reviewed the continuing education program by W enckus prior to 

interviewing participants, I may have had a better base from which to probe and could 

have elicited more data for analysis. 

Theme: Patient Factors 

Woven throughout the texts were references to suicidal adolescents the 

participants had worked with. From the findings, I concluded the participants had the 

same perspective as found in the literature, and that was: "There is no such thing as a 

typical suicidal patient," (Shea, 2002, p.19). That statement was illustrated in the 

accounts shared by the participants. Many had experiences with patients and former 

patients who left the participants totally bewildered by the unanticipated completion of 

suicide. In every situation where a patient or former patient committed suicide, 

participants reflected in earnest to see what may have been overlooked, to understand 

what triggered the tragic, avoidable death of an adolescent. 

Participants examined every aspect of the adolescents' lives they could recall. 

Participants reviewed events, family histories, behaviors and changes in behaviors that 

could provide insight into possible emotional changes, and the list of the factors reviewed 
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by the participants continued. Four subthemes emerged: (a) The Enigma of Suicide, (b) 

Family, (c) Development, and (d) Patients' Emotions. 

Subtheme: The Enigma of Suicide. Participants were mystified by a number of 

suicides and near-suicides. The experiences left the participants with slow to resolve 

emotional distress and unresolved questions. 

It is always difficult to know exactly how many suicides have been prevented by 

careful assessment and effective intervention. Participants knew of some suicides that 

were prevented, for instance the one described by Hanna when she literally interrupted an 

adolescent who was near death by hanging himself. Participants were sensitive to a vast 

· array of suicide risk factors. Some consistent with the literature, others based purely on 

their own experience working with suicidal adolescents. 

It does not matter how many risk factors an adolescent has. The adolescent does 

not kill himself or herself because statistics suggest they should. The call to suicide does 

not come from statistic-based protocols, but from excruciating psychological pain (Laux, 

2002; Shea, 2002). The sentiments of Laux and Shea are heard repeatedly in the words of 

Ken, Jill and all the participants. 

Subtheme: Family. The experience of working with suicidal adolescents in 

inpatient psychiatric treatment settings seemed to make the participants very passionate 

about the importance of families. The passion was a mix of positive and negative 

emotions and resulted in a variety of behavioral responses by the participants. Libby 

incorporated inquiries as to contact with family on at least a daily basis with her 

assessments. She found it important to the understanding of the adolescent's well being. 
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Dana phoned the parents of adolescents she worked with on a regular basis to keep the 

parents informed and to invite involvement. Carla admitted she got furious when she was 

unable to reach parents of hospitalized adolescents for days on end. 

All participants found it useful to gain understanding of family systems. Parents 

are vitally important to the formation of the child as well as to the preservation of the 

child (van Manen, 2002). At times, it was the formation component that resulted in 

immeasurable disturbances in the adolescents as exemplified by stories of rape and incest 

shared in chapter five. Participants struggled with incredibly strong ambivalent feelings 

toward parents. On one hand, parents were acknowledged as vitally important, even to 

' the point Libby included family contact as part of her daily assessment and Dana went 

out of her way to keep in contact with parents while adolescents were in the inpatient 

setting. Participants gave examples of parents who were supportive and involved in the 

treatment of the adolescent. On the other hand, some parents had abused and neglected 

the adolescents prior to treatment in ways that were unthinkable. 

Participants were particularly outraged when an adolescent was expected at 

discharge from inpatient treatment to return to a home environment that could only be 

described as toxic. Expressions of concerns for adolescents returning to abusive home 

environments and the tragic limitations of options and resources for adolescents emerged 

repeatedly in the data. No literature addressed what one participant referred to as the 

shameful lack of resources. 

Attachment theory provides a framework for understanding specific dynamics in 

interpersonal relationships, affect regulation, and information processing. Attachment 
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theory also provides a conceptualization of the nature and quality of the dynamic between 

attachment process and other processes in family life such as the approach to discipline 

(Hill, Fonagy, Safier, & Sargent, 2003). It is a theory that is not yet widely addressed in 

the nursing literature, but may offer insights for guiding the practice of psychiatric

mental health nursing in the future. 

Subtheme: Development. An understanding of adolescent development and an 

appreciation for the associated vulnerability for suicide emerged as the participants 

expressed what they had learned working with suicidal adolescents. In adolescence when 

the stressors out number the coping skills, combined with the impulsivity typical of 

adolescent development, in addition to varying abilities with abstract reasoning, suicide 

can and does result. 

The issue of impulsivity tended to be managed via removing the means for self

harm and close behavior monitoring. It was not that internal impulse control could not be 

fostered with an adolescent, but the likelihood of this was not great at the very moment 

the adolescent was suicidal. 

The participants described ways to bolster and expand the adolescent's repertoire 

of coping skills. Participants saw this as one of the most feasible areas to target for 

effective results after assessments were initiated and immediate safety needs attended to. 

The subtheme development links to interventions even though participants did not 

initially describe the building of coping skills as an intervention. 

Participants did not think it was realistic to believe there could be substantive 

changes in adolescents' abstract reasoning ability. Any changes in the ability to abstract 
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would be over a period of time, a period no longer available for most inpatient psychiatric 

treatment and usually more immediate symptom relief is indicated. The level of abstract 

reasoning was still considered important when assessing and interacting with adolescents. 

Assessing the adolescent's ability to reason can give clues as to the level of risk that 

might be present, as in the example provided by the nurse from Nebraska referred to in 

chapter five. That nurse understood that the limited comprehension about the reality and 

finality of death on the part of the young adolescent increased the risk for an adolescent's 

suicidality. 

Chesley and Loring-McNulty (2003) studied the experiences of suicide 

attempters. This was a ground-breaking study since so few studies focus on 

understanding the experience of the suicidal individual first-hand. The findings in the 

Chesley and Loring-McNulty (2003) study were consistent with what the participants 

expressed. 

Sub theme: Patients' Emotions. Participants indicated when the intensity of the 

adolescent's emotions exceeded the adolescent's ability to cope, the adolescent would 

detach from the feelings or become "numb." If the detachment was not successful, 

suicide could become the next strategy for managing the intolerable emotional intensity. 

Participants knew the detachment could present as the adolescent seeming to be 

euthymic. The therapeutic relationship was the key to the participants making accurate 

assessments of the true status of the adolescent's emotions. Within the relationship, 

participants were more likely to determine accurately if the adolescent was experiencing 

extreme emotions, detached from the emotions, or was genuinely euthymic. 
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Participants identified depression as a factor in adolescent suicide as expected 

from the literature. However participants maintained sensitivity to a wide range of 

emotions with adolescents that could contribute to an adolescent's suicide. Anger, fear, 

shame, and sense of failure were identified by Chesley and Loring-McNaulty (2003) and 

paralleled those identified by participants. The participants expanded the list further to 

include disappointment, frustration, and grief Shea (2002) did not focus so much on 

specific emotions although he acknowledged depression as a risk factor. Instead, Shea 

concentrated on the experience of excruciating emotional pain. This is also congruent 

with the findings in this study. Participants did identify specific emotions, but also 

attended to the intensity of the emotions. 

Data indicated participants were sensitive to mood changes in the adolescents. An 

apparent improvement in mood can warrant close assessment just as a downward turn in 

the mood can signal the need to assess further. This was supported in the literature. 

There were times when an adolescent made the decision to commit suicide and 

was then at peace, having made the decision (Shea, 2002). The emotional struggle was 

over. The mood change accompanying the decision might manifest as abatement in the 

depression. Shea (2002) recalled the excepted idea about risk associated with slight 

improvement in depression. In severe depression, concentration is impaired to the point 

planning suicide may not be possible and the energy level is too limited to act. When 

severe depression begins to abate, that may be the time when an adolescent has just 

enough concentration ability and energy to commit suicide. 
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All participants had an appreciation for the fact that there was no method by 

which to know with complete certainty what the adolescent patient would do. The 

participants never ceased trying to understand the adolescents' experiences. 

The conclusions drawn from the findings in this study demonstrate the value of 

the tacit knowledge the participants posses. There is information from this study that goes 

beyond the empirical facts found in the compilation of quantitative studies. The 

knowledge relates to assessment and intervention strategies used in the care of suicidal 

adolescents and broadens the understanding of suicidal adolescents. There is new 

information from this study to utilize in the development of nursing education and 

orientation programs as well as for use in prevention programs. The information from this 

study also supported the underlying assumptions made at the onset of this study. 

Assumptions 

The assumptions of this study were supported in varying degrees. The 

assumptions included: 

1. Nurses' experiences working with suicidal adolescents in inpatient 

psychiatric settings are different from nurses' experiences working with suicidal 

adolescents in other settings. This assumption was supported by the findings in the 

literature during the process of the literature review (Cutcliffe, & Goward, 2000). The 

assumption did not change during this study, but was not directly supported by the study 

since the focus was specifically on the experience of psychiatric-mental health nurses 

working in inpatient psychiatric settings. No comparison was made with other settings. 

220 



2. Nurses' experiences working with suicidal adolescents are different from 

experiences working with suicidal individuals in other age ranges (Maltsberger, 1997). 

This assumption was supported indirectly during the process of this study, but not by the 

findings. An in-depth meta-analysis of the literature related to suicide in the context of 

development was found after the data analysis (Portes, Sandhu, & Longwell-Grice, 

2002). The article focused specifically on understanding adolescent suicide in the context 

of Erikson's framework for development. The triggers for suicide in a 16 year old are 

much different than those for a 60 year old. 

3. An increased understanding of the lived experience of psychiatric-mental 

health nurses working with suicidal adolescents will assist nurses in strengthening the 

therapeutic use of self. I believed this to be true at the onset of the study, and my beliefs 

were strengthened exponentially as I listened to the accounts of other psychiatric-mental 

health nurses, listened again as I transcribed the interviews, and listened further while 

extracting themes, analyzing the data, and checking back with the participants. I am much 

more cognizant of my actions, my tone, the position of the chair I sit in when I sit down 

with a patient, and the list goes on. I am not alone in that experience. Participants who 

reported back in the process of member checking indicated an increased awareness of 

how they are "coming across." The principals of communication, especially non-verbal 

communication, have been brought back to consciousness. Participants have shifted out 

of automatic drive in their interactions, making optimal use of opportunities. The 

participants are making each interaction "count." I believe it is now my responsibility to 

convey the findings from this study in such as way as to motivate other psychiatric-
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mental health nurses to renew their own awareness and practices of reflection and 

strengthen their use of self in the therapeutic relationship. 

4. There is knowledge embedded in the experiences of psychiatric-mental health 

nurses working with suicidal adolescents in inpatient psychiatric settings that can be used 

to guide nursing education. The fourth assumption has been reinforced by this study. 

When participants listed specific topics that needed to be addressed in nursing education, 

I was surprised, not by the fact they had ideas, but by the amount of thought that had 

already gone into the ideas. Participants recognized how vital the initial experiences with 

nursing faculty are in influencing how nursing students perceive psychiatric-mental 

health nursing and the nurse-patient relationship. The suggestion to have all nursing 

faculty evaluate their attitudes and what they convey to students was one I had not 

anticipated, but certainly recognize as valuable. 

5. There is knowledge embedded in the experiences of psychiatric-mental health 

nurses working with suicidal adolescents in inpatient psychiatric settings that can be 

used to revise orientation of nurses beginning to work in inpatient psychiatric settings. 

This assumption was supported by the findings in this study. The participants' degree of 

clarity about and interest in mentoring to connect theory to practice was amazing to me. I 

had underestimated the passion nurses had for nurturing their young after so many years 

of hearing about, and sometimes witnessing, nurses eating their young. 

6. There is knowledge embedded in the experiences of psychiatric-mental health 

nurses working with suicidal adolescents in inpatient psychiatric settings that will 

contribute to greater understanding of suicidality in adolescents. This assumption was 
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supported. Part of the knowledge has to do with the need for tenacity and directness in 

conducting ongoing assessments of suicidal adolescents or adolescents who could be 

suicidal. Assessments do save lives. Nurses are the ones in the inpatient setting who are 

most consistently involved with the patients and have the most access to them. Nurses 

are in the position to recognize subtle changes. In addition to assessments, findings in 

this study reflect the complexity of suicidality in adolescents. The findings help 

emphasize the need to continue working to gain even more knowledge and insights into 

suicidality in adolescents. 

7. Nurses who participate in this study will feel understood. There is value in 

feeling understood. This assumption was supported over and over during the interviews. 

Betty, who struggled to find any reward in working with suicidal adolescents closed the 

interview by commenting about how participating in the interview had validated her. 

Libby undoubtedly used the interview for a much needed and overdue catharsis. Hanna 

stated her hope for knowledge to come forward from the study. She recognized the value 

in the process of the collective accounts from nurses. Dana was adamant about wanting to 

proceed with the interview in spite of being unexpectedly swept by a wave of emotion. It 

was important to her. 

8. There is no absolute truth in the texts. Multiple meanings may emerge. I 

originally included this assumption because I knew I should. It was, after all, what 

phenomenology as a philosophy and phenomenology as a methodology indicated. I 

experienced the emergence of multiple meaning often when I returned to the original 

texts to see what phrase or words came to light that had not seemed important in earlier 
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reviews. As extracted phrases clustered, I also found returning to the cluster would bring 

about new or different ways to view what would fit in a particular cluster with a specific 

theme. As the clusters changed, sometimes the themes evolved. I deliberately outlined the 

concepts of each theory, and one-by-one, read the interviews from the perspective of each 

individual theory. That allowed additional data to emerge. I am certain in the future if or 

when I use a different lens and return to the original texts, I would again find meanings 

that I might not have seen previously, particularly if a different lens or perspective is 

used. I would change one word in the last assumption. My assumption was: There is no 

absolute truth in the texts. Multiple texts may emerge. I would change the last sentence to 

read: Multiple meanings will emerge. 

In reflecting on my own practice as a novice researcher, I believe I made at least 

one faulty assumption at ·an unconscious level. The assumption came to consciousness 

via the process of the study. It was an assumption that was not revealed in the bracketing 

interview, nor was it included in the listing of assumptions in chapter one. The 

assumption I had was that all participants would recognize some contribution made to the 

interdisciplinary team. I did not think the question would be about whether or not there 

was a contribution. This assumption stems from my own experience as a member of 

interdisciplinary teams in several different treatment settings. I never doubted how 

nursing contributed and I consistently learned from others on the team and enjoyed the 

opportunity to collaborate in the development of individualized treatment plans for 

patients. 
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Research Questions 

The central research question addressed by this study was: "What does it mean to 

be a psychiatric-mental health nurse working with suicidal adolescents in an inpatient 

psychiatric treatment setting?" The answer to this question emerged in all of the themes 

and subthemes with the exception of the theme Patient Factors and the three associated 

subthemes for that theme. 

Sub-questions included: 

1. What are the feelings experienced by psychiatric-mental health nurses who 

work with suicidal adolescents in inpatient psychiatric treatment settings? This question 

was most directly answered in the subtheme Nurses' Emotions. Participants shared a 

range of emotions including frustration, anger, and disappointment. 

2. What thoughts do psychiatric-mental health nurses who work with suicidal 

adolescents in inpatient psychiatric treatment settings experience? Thoughts were shared 

throughout. There was no specific theme or subtheme "Thoughts." The ideas, opinions, 

and beliefs of the participants were woven throughout the findings in this study. 

3. How does the psychiatric-mental health nurse use herself in relationships with 

suicidal adolescents in inpatient psychiatric treatment settings? This question was 

answered most directly in the themes · Self and Therapeutic Relationship. There was 

evidence of use of self in the theme safety, particularly in the subthemes of assessment 

and intervention. Participants described how intuition was used and how they used their 

own physical presence. 
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4. What knowledge would be helpful to psychiatric-mental health nurses 

working with suicidal adolescents in inpatient psychiatric treatment settings? The theme 

Professional Development is where this question was most directly answered. 

Participants discussed orientation practices, their own knowledge base at the beginning of 

their experience working with suicidal adolescents, and described what would be 

recommended for nurses entering the specialty area of psychiatric-mental health nursing 

practice with a special focus on adolescents. The need for a strong knowledge base 

related to development and family systems was specifically identified. 

5. How does a psychiatric-mental health nurse working with suicidal adolescents 

in an inpatient psychiatric treatment setting make decisions, including the decisions 

related to management of time and setting priorities? The top priority was safety. The 

process of decision making was not clearly articulated, even when focused questions 

were asked in an effort to elicit that information. One explanation for this may be that 

most of the participants in this study had enough experience, they no longer processed 

decision-making in a step-by-step manner, but functioned more as an expert, synthesizing 

information and formulating and implementing plans at several different levels 

simultaneously. 

Recommendations 

The strengths of this study lie in the methodology and purpose of the study. This 

study goes beyond fact exploration. Essentially, there have been no qualitative studies of 

suicide here-to-fore and few studies of suicide overall involving nurses or nursing. 

Having a study, which incorporates qualitative methodology with nursing truly expands 
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the existing knowledge and opens the door for innumerable future possibilities. A number 

of these possibilities are addressed in the recommendations. 

The findings from this study serve as a springboard for a host of 

recommendations for nursing practice, nursing education, research, and societal 

consideration. A number of the recommendations are interrelated. This occurs, for 

instance, when evidence or research is suggested on which to base practice. 

Nursing Practice 

Peplau (1952), Travelbee (1971), and Benner (2001) believed nurses must put 

experience into words and then examine, analyze, clarify the meaning in order to gain 

understanding. When the nurse reflects on practice, patients are the ultimate beneficiaries. 

Johns (2004), Taylor (2004), and Freshwater (2004) all spoke to the relevance of 

reflection. Taylor actually supplied step-by-step instructions aimed at getting the most out 

of reflections, with a specific focus on communication patterns of nurses. Reflection 

requires self-awareness and self-discipline. 

Participants unanimously supported the principles of self-reflection, as do I, yet 

many did not practice self-reflection in a conscious, disciplined manner. To be of optimal 

use, the process of self-reflection needs to be regular and ongoing. The interviews in a 

sense served as an avenue for self-reflection. Participants did express appreciation for the 

opportunity to have their experiences heard. 

I recommend all psychiatric-mental health nurses re-commit to the ongoing, 

regular practice of self-reflection, specifically in the form of journaling. With hectic 

schedules and the demands of everyday life, it is too easy to have a fleeting consideration 
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of an event that occurred and allow that to suffice as self-reflection. Actual writing can 

foster regularity in reflection. Additionally, writing can actually cultivate insights in a 

way thinking or discussion cannot (van Manen, 2002). 

Self-reflection is pivotal for maximizing clinical supervision. I recommend a 
. . . . 

dialogical process be instituted in all settings where nurses are providing direct 

psychiatric-mental health care. There are now quantitative studies which demonstrate 

long term benefit of clinical supervision (Freshwater, 2004). Additionally, I would 

reiterate my recommendation for journaling to enhance self-reflection. Journaling also 

enhances the process of clinical supervision. Journal entries create a resource to work 

from when examining what the nurse is doing, how, and the associated thoughts and 

feelings. Clinical supervision also allows nurses to identify their own practice needs and 

translate those needs into actions (Freshwater, 2004). Clinical supervision is intended to 

be a protected, almost sacred time, for reflection on practice, not the managerial 

supervision with which nurses are more familiar. 

In addition to facilitating the nurse's own practice improvements, self-reflective 

journaling can be a vehicle by which the nurse finds his or her own voice to articulate 

what is done in practice. The work of psychiatric-mental health nurses is complex and 

challenging. If nurses can fully appreciate their knowledge, not only will patients benefit, 

but it will become possible to transform the healthcare systems. The transformation of the 

healthcare system is addressed in greater depth in the society section of recommendations 

later in this chapter. 
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I recommend every facility that provides psychiatric-mental health care have a 

provision for the process of debriefing. Suicide of a patient is often experienced as a 

therapeutic failure and may have a tremendous impact on even the most experienced 

nurse. The impact of a patient's suicide on nurses and their bereavement are rarely 

mentioned in the literature. Nurses experience the crisis of suicide at personal and 

professional levels. The nurse feels the pain with the loss oflife, shock, and may have to 

deal with the fear of being held responsible. Self-confidence may diminish with doubts 

about one's professional competence. It is not unusual for nurses to feel inadequate. 

Nurses may feel lonely and depressed, somatic complaints tend to increase (Collins, 

2003). Participants in this study were haunted by thoughts they may have overlooked a 

key piece of assessment information that could have prevented an adolescent's suicide, 

even in situations where the adolescent had already been discharged from the hospital. 

Debriefings should be provided with ongoing support. It is crucial to have empathetic, 

non-critical listeners from outside the immediate work environment. There were 

remarkable differences in the experiences for those participants who had debriefing 

opportunities and those who did not when there were suicides or near suicides. In 

addition to debriefings for nurses and other members of the interdisciplinary teams, there 

needs to be a similar process for the patients within the milieu. 

Nursing Education and Development 

I recommend all faculty in nursing education programs honestly explore their 

underlying philosophy of nursing and the nurse-patient relationship and assess for 

judgmental attitudes that could be conveyed to students. This applies to psychiatric-
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mental health nursing as well as other specialty areas. Faculty who are responsible for 

teaching psychiatric-mental health nursing need to continually evaluate the effectiveness 

of helping students connect theory to practice and ensure teaching methods which foster 

that connection. 

By the year 2020 depression is expected to be the number one illness worldwide. 

It is interesting with that prediction for the future the licensing exam given to all nurses to 

become registered nurses is being revised to decrease the number of questions on the 

exam that address psychiatric-mental health issues. The decrease in questions sends a 

message and will impact curriculum development in the preparation of registered nurses 

unless action is taken to prevent the planned decrease in the psychiatric-mental health 

content on the licensing exams. Therefore, I recommend nursing faculty contact the 

national board responsible for content on the licensing exam and demand the decrease not 

occur. 

In the work setting, I recommend a reformation in orientation practices. 

Orientation programs for newly hired nurses have been scaled back when the exact 

opposite is needed. Many newly licensed nurses do not possess the overall preparation to 

provide care in specialty areas. Waite (2004) found 40 % of all new nurses left their first 

job and left nursing. The importance of appropriate support and mentoring during the 

transition process from student to professional cannot be underestimated. 

I recommend comprehensive, well-organized orientation programs that 

incorporate the use of mentors and clinical supervision with self-reflective journaling. I 

strongly recommend the reinstitution of psychiatric-mental health nurse internship 
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programs as the format for orientation with formalized instruction and ongoing mentoring 

with nurses who are experienced, good role models, and motivated to be mentors. 

Just as orientation programs have been cut back, so have staff development 

programs. The complexity of nursing has never been greater than at the current time. The 

changes in health care have never occurred more rapidly. It is the very time when 

continuing education and staff development programs are critical for nurses. Nurses must 

be life-long learners. Participants in this study took that responsibility seriously. Whether 

through committee work or an advanced degree program, all participants had routes by 

which they strengthened their knowledge bases. I recommend facilities provide assistance 

and support to make continuing education opportunities available. 

With technology today, there are innumerable ways in which facilities can 

provide learning opportunities. Part of being an adult learner is to take responsibility for 

identifying learning needs. I recommend nurses lead the way in developing programs 

which best meet nurses' learning needs, not merely meet the standards for annual 

training. Nurses comprise the largest cohort of healthcare providers. Nurses need to 

continue to develop their knowledge base on suicide risk factors, predictive factors, 

protective factors, assessment, and intervention. Patients' lives depend on it. 

One limitation for mental health professionals interested in increasing their 

knowledge of suicide has been that the literature on the topic is spread across so many 

disciplines (Laux, 2002). Nurses need to look beyond nursing literature when studying 

suicide. I recommend institutions recruit a nurse or nurses to do literature reviews 

regularly with other members of the interdisciplinary treatment teams to ensure all 
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interdisciplinary team members in that institution are keeping current regarding latest 

strategies in assessing and managing suicide. Collaboration between disciplines can also 

facilitate better relationships within the interdisciplinary team. 

Research 

The themes that emerged in this study from the process of data analysis and 

interpretation were influenced by the four theories that were selected to guide this study. 

It is possible by using perspectives or lenses to examine the data, different themes would 

emerge. I believe there could be value in using Paterson and Zderad' s ( 1988) Humanistic 

Nursing theory as yet another perspective from which to view the data. I also recommend 

following up on the work of Hagerty and Patusky (2003) and the theory they proposed, 

The Theory of Human Relatedness. Hagerty and Patusky take into account the theories 

by which the nurse-patient relationship has been viewed for over a half-century and offer 

a re-conceptualization of the nurse-patient relationship. The Theory ofHuman 

Relatedness offers a framework for nurse-patient interaction that is congruent with 

current healthcare environments. 

Hagerty and Patusky (2003) believed questioning long-standing perspectives 

about the nurse-patient relationship allows nurses to build knowledge for practice in a 

tumultuous health care environment. Patients in the hospital setting are more acutely ill, 

staffing patterns are remarkably different from what they were even 15 years ago with 

flexible shifts and float pools. Nurses often have only brief encounters with patients. 

Through the Theory of Human Relatedness lens, I believe there is potential for new 

insights particularly in the areas of suicide assessment and interventions. Successful 
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suicide assessments hinge on the relationship between the nurse and the patient. The 

same can be said for interventions. Reconceptualizing the therapeutic relationship may 

provide opportunities for advancements in psychiatric-mental health nursing practice that 

can incorporate contemporary knowledge of the impact of neurobiology along with other 

theories that serve to broaden the understanding of psychopathology such as attachment 

theory. 

There have been a number of studies that examined suicide assessment tools. 

Some tools assess certain aspects of suicide risk and probability while others address 

different risk factors and probability. There is no definitive empirical evidence to support 

the use of one tool over another. I recommend nurses select tools, use sound clinical 

judgment, and explore the efficacy of various tools coupled with their own assessment 

practices to gain better insight into what works best. I recommend a phenomenological 

study with a focus specifically on nursing assessment of suicide. I believe there are 

aspects of nursing assessment of suicide that will emerge with in depth exploration; 

aspects that did not emerge in this study and would not emerge with a study focused on 

empirical outcomes. 

I recommend nurses study their own specific interactions and interventions used 

with suicidal adolescents. I believe there is knowledge embedded in nursing practice that 

has yet to be articulated. There are indicators of that in the findings of this study. Through 

diligent self-reflection and journaling, I believe the expert nurses will be able to explicate 

even more clearly what it is they do and could then share this knowledge with other 

nurses to expand the understanding of successful interactions and interventions with 
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suicidal adolescents. Ken talked about getting to the issues underlying the suicidality. I 

believe he went about this in a particular way within the context of his relationship with 

the patient. How does he use his senses? What does he do? I do not believe his method or 

approach is just happenstance. 

The controversy associated with the use of touch in work with adolescents in 

inpatient settings needs to be re-visited. There are identified concerns and risks with 

touch, however there are tremendous potential healing benefits and enhancements to 

communication that can be realized. Decisions regarding the use of touch need to be 

made based on evidence. 

Participants mentioned a thorough understanding of development was important 

when working with adolescents. Interruptions and disruptions in development can 

certainly contribute to difficulties in adolescence. However, one extensive study of 

suicide and development (Portes, Sandhu, & Longwell, 2002) found the accomplishments 

of developmental tasks required a sense of connectedness. In suicidal adolescents, the 

family may have failed to provide the necessary conditions for sound development. The 

failure generally was a sign of interference in the bonding or attachment process. Key 

elements in attachment theory relate to affect regulation, interpersonal understanding, 

information processing, and the provision of comfort. The family provides the venue for 

understanding self and others. In healthy families, that is done accurately without too 

many misperceptions. 

Four distinct relationship strategies or ways of relating have been identified as a 

result of experiences living in a family. The four run along a continuum from healthy to 
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complete dysfunction: (1) secure attachment, (2) insecure attachment, (3) disengaged, 

and (4) disorganized. Hill, Fonagy, Safier, and Sargent (2003) are expanding the work of 

Bowlby for use in the inpatient psychiatric treatment setting, where the need to 

understand principles of attachment theory is growing. Understanding each of the four 

strategies provides a framework from which to base interactions in order to provide 

corrective experiences for the patient with their substitute hospital family. 

Because nurses are the constant in inpatient psychiatric treatment settings, nurses 

have the most ongoing opportunities for interactions with patients. There is much still to 

be learned about attachment theory and the application of attachment theory. I 

recommend nurses take an active role in the study of attachment theory and the 

application of attachment theory, particularly with suicide assessments and interventions. 

I believe concepts of attachment theory are compatible with the proposed Theory of 

Human Relatedness. Realistically, a nurse may only have one shift to interact with a 

patient. I do not believe the interactions that take place during the time the nurse is 

working with a patient, even for one shift, can be critical. Understanding the adolescent · 

from the perspective of one of the four relationship strategies can facilitate the nurse's 

use of self in approaching the patient to optimize the interactions the nurse does have 

with the patient and the understanding of relationship strategies can influence how 

staffing assignments are made. Together, the two theories may provide a framework on 

which nurses can further improve the use of self in therapeutic relationships and facilitate 

the connectedness participants referred to as so crucial in the therapeutic relationship with 

adolescents. 
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This recommendation is not made lightly. It would be an ambitious undertaking. 

Ideally, nurses would collaborate with members of other disciplines already working on 

issues with attachment theory and with those researching the theory of human 

relatedness. 

I recommend nurses join forces with other disciplines whenever possible. The 

diverse perspectives offered from an interdisciplinary approach can be quite powerful and 

prevent unnecessary duplication of studies. At the same time, nursing as a discipline does 

need to conduct studies to understand the implications specific for nursing. 

I recommend research be conducted to examine the nurse's role on the 

interdisciplinary team. Interdisciplinary team is referred to in the literature, but in real 

day-to-day practice, there is not clear understanding of what this actually means. The lack 

of clarity does not rest entirely with nurses. Nurses are the members of the 

interdisciplinary team who are present 24/7 and have a unique perspective to share. 

Nurses are the ones who have a large share of the responsibility for shaping the 

therapeutic milieu. How is it nurses had so little so say in this study when asked about 

their contributions to the interdisciplinary team and the gains from being on an 

interdisciplinary team? The nurse has meaningful, potentially fulfilling contributions to 

make. There were indications of the potential rewards when Ken described being a 

member of the interdisciplinary team as rewarding. What does Ken see that other 

participants didn't? I recommend research be conducted to examine the nurse's role on 

the interdisciplinary team to explicate more clearly what it is nurses do and what it is 

nurses receive as team members. This will allow optimal team involvement by nurses. 
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The findings from this study resulted in a rich description of the therapeutic 

milieu, a description that is superior those in contemporary literature. I believe it is time 

to review past research that aided in the understanding of the therapeutic milieu and 

examine the therapeutic milieu in the context of the current healthcare climate. What is 

the impact of shortened lengths of stay? What is the impact of having more acutely ill 

patients in the milieu? What impact do different staffing patterns have on the ongoing 

development of the milieu? 

In Libby's interview she cautioned about the use of technology in adolescent 

psychiatric treatment programs. Her experience with computerized documentation made 

her less available to patients. She was the only participant who mentioned this, but I 

believe it is important to take note of her comment. 

As more technology is introduced into the psychiatric-mental health treatment 

settings, nurses do need to be aware of its impact. I recommend nurses give careful 

consideration to even the most basic aspects of technology such as computer placement. 

Decisions are based on confidentiality concerns and convenience to the power source in 

terms of computer placement. Nurses need to clearly identify how the technology will 

enhance their work and not accept technology just for the sake of technology. 

Society 

I have recommendations for two general areas. The first set of recommendations 

has to do with adolescent suicide prevention programs. The second set of 

recommendations relates to the role of psychiatric-mental health nurses in the reform of 

mental health care. 
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Adolescent Suicide Prevention Programs 

Reducing the overall suicide rate and the numbers of suicide attempts by 

adolescents.are among the 2010 national health objectives (CDC, 2004). Integrated 

prevention strategies that address multiple associated factors are expected to be more 

effective in reducing suicide behavior than programs that focus on a single risk factor. 

Very few suicide prevention programs have any method in place by which to evaluate 

interventions and outcomes (Eggert, Thompson,Randell, & Pike, 2002). The Yellow 

Ribbon International program has initiated an evaluation program. It is too soon to draw 

any conclusions, but this is a fast-growing, comprehensive, community based adolescent 

suicide prevention program. Yellow Ribbon offers a multidimensional approach that can 

be tailored to individual communities. Various components of Yell ow Ribbon are 

specifically intended for use in the school setting. 

I recommend psychiatric-mental-health nurses become involved in adolescent 

suicide prevention programs. Additionally, I recommend psychiatric-mental health nurses 

partner with school nurse colleagues, using resources such as Yellow Ribbon to develop 

and implement adolescent suicide prevention programs where none exist and contribute 

time and expertise in those areas where prevention programs already exist. I recommend 

the nurses working in prevention programs make a concerted effort to reinforce the need 

to evaluate the outcomes of the programs in which they are involved. 

The school nurse role is evolving. The role is becoming more multidimensional 

with a progressively greater emphasis on mental health concerns. Hootman, Houck, and 

King (2003) found 67% of school nurses surveyed (n=477) counseled depressed or 
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suicidal adolescent students on a regular basis. The needs of the students served by 

school nurses require sophisticated assessment skills and call for creative intervention 

strategies beyond what even the best suicide prevention programs provide. 

Based on personal experience providing in-service education to a group of 33 

school nurses, and the first-hand exposure to the knowledge base of psychiatric-mental 

health nurses who work with suicidal adolescents in inpatient settings, I recommend a 

collaborative partnership be formed between psychiatric-mental health nurses and school 

nurses. From different perspectives, both groups of nurses have experience working with 

suicidal adolescents. Prevention interventions that foster the development of coping skills 

and provide positive social support are considered practical and effective (Jacobs, 2003; 

Puskar, Sereika, Tusaie-Mumford, 2003). I recommend psychiatric-mental health nurses 

collaborate with school nurses to share knowledge of facilitating positive support groups 

and psycho-educational groups for teaching coping strategies when working with suicidal 

adolescents. 

I recommend the collaborative efforts extend to teaching teachers cues and clues 

to be aware of Teachers are first-line contact with students and may be in a position to 

recognize changing moods and behavior patterns that could warrant further evaluation 

(Laux, 2002). 

I recommend the two groups of nurses work together to develop a postvention 

plan. Postvention refers to the actions that are implemented after a suicide occurs (Laux, 

2002). Postvention plans need to be enacted in a very timely manner. Having a plan in 

place with known resources ready to be activated is crucial for the efficacy of postvention 
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actions. The plan includes assessment, intervention, and support for school personnel and 

students. Interventions are to address grief and possible guilt issues as well as decrease 

the likelihood of a contagion affect. 

Within the pool of experienced psychiatric-mental health nurses and school 

nurses, there is a wealth of knowledge that can be shared. Both groups benefit. It can be 

empowering to both groups of nurses to have their expertise valued and it can be 

beneficial to both groups of nurses to expand their knowledge base. Through the process 

of mutual support and working for a common goal to decrease adolescent suicide, nurses 

have the opportunity to experience the synergistic impact of their combined efforts. 

Reformation of Mental Health Care 

I recommend psychiatric-mental health nurses find a collective voice and speak to 

the issues of the ailing mental healthcare system. Participants in this study anguished over 

situations they perceived as having no control over, such as insurance limitations and 

managed care. As a lone nurse, it is difficult to see a way to make a difference. I believe 

in the power that can be found in the sheer number of nurses and in the power that is 

embedded in the compassion nurses posses and demonstrated during the course of the 

interview process in this study. This power can be channeled for good use to influence 

changes in public policy regarding the resource allocations for the prevention of 

adolescent suicide and the care of people with mental illnesses. 

Buresh and Gordon (2000) pointed out the unacknowledged conditioning that 

goes with nursing and inhibits public communication. A starting point to overcome 

inhibitions is to help nurses fully appreciate the relevance of their knowledge, followed 
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by opportunities to communicate that knowledge. To gain further appreciation of the 

relevance of knowledge, I recommend more phenomenological studies of nursing 

practice. We, as nurses, cannot afford to legitimize only what we learn from quantitative 

studies; studies which cannot always capture the scope and complexity of nursing 

practice and the power of excellence in the practice of nursing (Benner 2001). 

The public holds nurses in high regard, but has little idea of what nurses actually 

do. There is a profound ambivalence in nursing was to whether or not it is even 

acceptable to be more visible, more vocal, or to have a role on the public stage. (Buresh 

& Gordon, 2000). By informing the public of the nurses' role in the care of suicidal 

adolescents, we can capture the attention needed to make reforms in the provision of 

mental health care as well as prevention programs. There are audiences who are ready to 

welcome psychiatric-mental health nurses. I recommend nurses volunteer with the 

National Alliance for the Mentally Ill (NAMI) or the Mental Health Association (MHA). 

Both groups work for the betterment of mental health care and would welcome nurses' 

involvement. 

To prepare for taking to the public stage, I recommend nurses make a conscious 

effort to learn more about writing and public speaking. I recommend nurses seek 

opportunities to practice both, beginning wherever and whenever opportunities arise. 

Publishing an article in a hospital newsletter or giving an in-service education program 

can be excellent practice for starters. Writing and speaking skills need developed and 

honed so nurses are prepared to speak out on behalf of those adolescents who are 
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discharged prematurely because resources have been cut and are sent back to situations 

where the trauma will continue. 

I recommend nurses become politically active. Buresh and Gordon (2000) 

challenged nurses to shed the legacy of women's socialization and take action. At first, 

this may sound quite grandiose. Becoming politically active can be accomplished step-by 

step. For some nurses, the first step may be participating in an annual fund raising 

campaign for NAMI. For other nurses it may begin with reading the political 

commentaries in the newspaper or serving on the legislative issues committee in a 

professional organization. An important step in political activity is making informed 

decisions when voting for representatives in the state and federal government. 

I recommend nurses take responsibility to know who is on the legislative 

committees at the state and federal levels that are responsible for making decisions that 

impact mental health care and prevention programs including the allocation of resources. 

I recommend nurses become known to the legislators involved in the decision-making 

and provide those elected representatives with information directly from the mental 

health care environment. Electronic communication has shortened the distance between 

an individual, in this case an individual nurse, and the elected representative. 

Chapter Summary 

In this chapter, the literature was used in a discussion of the findings. The 

discussion was organized according to the themes and subthemes. There were themes and 

subthemes that reflected what was in the literature. Since much of the literature on 
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suicide does not come from the nursing discipline, the findings contribute to the 

extension of the body of knowledge to include nursing. 

Phenomenology does not present with conclusive arguments. The phenomenon in 

this study has taken various degrees of form. Some findings are quite clear and precise. 

Others remain nebulous. Whether clear or nebulous, the findings led to recommendations 

for nursing practice, nursing education and development, research, and to 

recommendations for nursing involvement in the reformation of mental health care and 

adolescent suicide prevention programs. 

243 



REFERENCES 

Allen, J. G. (2004, September). Hope in trauma education. Grand Rounds for Baylor 

College of Medicine and Menninger Clinic. Houston, TX. 

Allen, J.G. (2001). Traumatic relationships and serious mental disorders. New York: 

John Wiley & Sons. 

American Psychiatric Nurses Association (APNA). (2003). APNA Member Profile. 

Retrieved August 6, 2004 from http:/ /www.apna.org/membership/profile.html 

Allenbach, A., Steinmiller, E.A. Waiting together: Translating the principles of 

therapeutic relationships one step further. Journal of Psychosocial Nursing, 9(1), 

24-31. 

Bailley, S.E., Kral, M.J., & Dunham, K. (1999). Survivors of suicide do grieve 

differently: Empirical support for a common sense proposition. Suicide and Life

Threatening Behavior, 29(3), 256-263. 

Benner, P. (1985). Quality oflife: A phenomenological perspective on explanation, 

prediction, and understanding in nursing science. Advances in Nursing Science, 

8(1), 1-14. 

Benner, P. (Ed.). (1994). Interpretive phenomenology: Embodiment, caring, and ethics in 

health and illness. Thousand Oaks: Sage. 

Benner, P. (2001). From novice to expert: Excellence and power in nursing practice 

( commemorative ed.). Upper Saddle River, NJ: Prentice Hall. 

244 



Billings, C.V. (2003a). Psychiatric inpatient suicide: Assessment strategies. Journal of 

the American Psychiatric Nurses Association, 9(5), 176-177. 

Billings, C.V. (2003b ). Psychiatric inpatient suicide: Risk factors and risk predictors. 

Journal of the American Psychiatric Nurses Association, 9(3), 105-106. 

Billings, C.V. (2003c). Reflections on psychiatric inpatient suicide. Journal of the 

American Psychiatric Nurses Association, 9(2), 66-67. 

Billings, C.V. (2004). Psychiatric inpatient suicide: Focus on Intervention. Journal of the 

American Psychiatric Nurses Association, 10(4), 190-192. 

Board of Nurse Examiners for the state of Texas (2003). Retrieved August 20, 2004, 

from http://www. bne.state. tx. us 

Boeree, G.C. (1998). Teaching, learning, and the phenomenology of meaning. Retrieved 

May 17, 2002, from http:/ /www.ship.edu/~cgboeree/meaning.html 

Bowers, L.J. (2000). Intimate strangers: Issues of touch. Topics in Clinical Chiropractic, 

7(3), 11-18. 

Breakey, S., Wolf, K.A., & Nicholas, P.K. (2001). Adolescent violence: Assessment of 

nurses' attitudes and education needs. Journal of Holistic Nursing, 19(2), 143-

162. 

Brenner, N.D., Krug, E.G., & Simon, T.R. (2000). Trends in suicide ideation and suicidal 

behavior among high school students in the United States 1991-1997. Suicide and 

Life-Threatening Behavior, 30(4), 304-311. 

Brown, G.K. (2001 ). A review of suicide assessment measures for intervention and 

research with adults and older adults. University of Pennsylvania. 

245 



Buresh, B., & Gordon, S. (2000). From silence to voice; What nurse know and must 

communicate to the public. Ithaca, NY: Cornell University Press. 

Callahan, J. (2000). Predicotrs and correlates of bereavement in suicide support group 

participation. Suicide and Life-Threatening Behavior, 30(2), I 04-122. 

Chesley, K., & Loring-McNulty, N.E. (2003). Process of suicide: Perspective of the 

suicide attempter. Journal of the American Psychiatric Nurses Association, 9(2), 

41-45. 

Colaizzi, P.F. (1978). Psychological research as the phenomenologist views it. In R.S. 

Valle & M. King (Eds.), Existential phenomeological alternatives for psychology 

(pp. 48-71 ). New York: Oxford University Press. 

College of Nurses of Ontario (2004). Therapeutic Nurse-Client Relationship: Practice 

standard. Ontario, Canada: College of Ontario. 

Collins, J.M. (2003). Impact of patient suicide on clinicians. Journal of American 

Psychiatric Nurses Association, 9(5), 159-162. 

Committee on Adolescence, (2000). Suicide and suicide attempt in adolescents. 

Pediatrics, 105(4), 871-874. 

Creswell, J.W. (1998). Qualitative inquiry and research design: Choosing amongfive 

traditions. Thousand Oaks: Sage. 

Crook, J.A.(2001 ). How do expert mental health nurses make on-the-spot clinical 

decisions? A review of the literature. Journal of Psychiatric and Mental Health 

Nursing, 8, 1-5. 

246 



Cutcliffe, J.R. (1997). The nature of expert psychiatric nurse practice: A grounded theory 

study. Journal of Clinical Nursing, 6(4), 325-332. 

Cutcliffe, J .R. & Goward, P. (2000). Mental health nurses and qualitative research 

methods; a mutual attraction? Journal of Advanced Nursing, 31 (3), 590-598. 

Daniels, V. (2000). Lecture on Phenomenology. Retrieved July 26, 2002, from 

http://www.sonooma.edu/users/ d/ daniels/phenomlect.html 

Danielsson, E. (1992). Nursing and its psychosocial elements - nursing students' 

perception of central terminology and reactions in relation to a nursing situation. 

Unpublished doctoral dissertation, University of Gothoburgensis, Sweden. 

Demi, A.S. (2001). Suicide. In J.J. Fitzpatrick & P.A. Wilke (Eds.), Psychiatric mental 

health nursing research digest (pp. 227-230). New York: Springer. 

Cutcliffe, J.R. & Goward, P. (2000). Mental health nurses and qualitative research 

methods; a mutual attraction? Journal of Advanced Nursing, 31 (3), 590-598. 

Daniels, V. (2000). Lecture on Phenomenology. Retrieved July 26, 2002, from 

http:/ /www.sonooma.edu/users/ d/daniels/phenomlect.html 

Danielsson, E. (1992). Nursing and its psychosocial elements - nursing students' 

perception of central terminology and reactions in relation to a nursing situation. 

Unpublished doctoral dissertation, University of Gothoburgensis, Sweden. 

Demi, A.S. (2001). Suicide. In J.J. Fitzpatrick & P.A. Wilke (Eds.), Psychiatric mental 

health nursing research digest (pp. 227-230). New York: Springer. 

247 



Demi, A.S, Bakeman, R., Sowell, R., Moneyham, L., & Seals, B. (1998). Suicide 

thoughts of women with HIV infection: Effects of stressors and moderating 

effects of family cohesion. Journal of Family Psychology, 12(3), 344-353. 

Denzin, N.K. & Lincoln, Y.S. (Eds.). (2000). Handbook of qualitative research (2nd ed.). 

Thousand Oaks: Sage. 

Doona, M.E. (1979). Travelbee 's intervention in psychiatric nursing (2nd ed.). 

Philadelphia: F .A. Davis. 

Donne, J. (1646). Biathannatos. In M. Rudick, & M.P. Battin (Eds), Biathannatos, (1982 

Modem spelling edition). New York: Garland Publishing 

Dori, G.A., & Overholser, J.C. (1999). Depression, hopelessness, and self-esteem: 

Accounting for suicidality in adolescent psychiatric inpatients. Suicide and Life

Threatening Behavior, 29(4), 309-318. 

Douglas, D.H. (2004). The lived experience of loss: A phenomenological study. Journal 

of the American Psychiatric Nurses Association, 10(1), 24-32. 

Drew, B.L. (1999). No-suicide contracts to prevent suicidal behavior in inpatient 

psychiatric settings. Journal of the American Psychiatric Nurses Association, 

23(28), 23-28. 

Dreyfus, H.L. (1992). Being-in-the.;.world: A commentary on Heidegger's being and 

time(division one). Cambridge: MIT Press 

Durkheim,E. (1897) le suicide. In Pope, W (1976) Durkheim's Suicide: A classic 

analyzed. Chicago, University of Chicago Press. 

248 



Eggert, L.L., Thompson, E.A., Randell, B.P., & Pike, K.C. (2002). Preliminary effects of 

brief school-based prevention approaches for reducing youth suicide risk 

behaviors, depression, and drug involvement. Journal of Child and Adolescent 

Psychiatric Nursing, 15(2), 48-64. 

Erlandson, D.A., Harris, E.L., Skipper, B.L., & Allen, S.D. (1993). Doing naturalistic 

inquiry: A guide to methods. Newbury Park, CA: Sage. 

Ferdinand, R. (1999). Psychosocial Nursing. In Bulechek, G.M. & McCloskey, J.C. 

(Eds.), Nursing interventions: Effective nursing treatments (3rd ed., pp.579-591). 

Philadelphia: W.B. Saunders. 

Freshwater, D. (2004). Tool for developing clinical leadership. Reflecions on Nursing 

Leadershi, 36(2), 20-21 & 26. 

Forchuk, C. (1991). A comparison of the works of Peplau and Orlando. Archives of 

Psychiatric Nursing, 5(1), 38-45. 

Forchuk, C. (1992). The orientation phase of the nurse-client relationship: How long does 

it take? Perspectives in Psychiatric Care, 28( 4), 7-10. 

Forchuk, C. (1994). The orientation phase of the nurse-client relationship: Testing 

Peplau's theory. Journal of Advanced Nursing, 20, 532-537. 

Forchuk, C.(1995). Development of nurse-client relationships: What helps? Journal of 

the American Psychiatric Nurses Association, 1(5), 146-151. 

Forchuk, C. (1995) Uniqueness within the nurse-client relationship. Archives of 

psychiatric nursing, 9(1), 34-39. 

249 



Forchuk, C., Beaton, S., Crawford, L., Ide, L., Voorberg, N., & Bethune, J. (1989). 

Incorporating Peplau's theory and case management. Journal of Psychosocial 

Nursing, 27(2), 35-38. 

Forchuk, C. & Brown, B. (1989). Establishing a nurse-client relationship. Journal of 

Psychosocial Nursing, 27(2), 30-34. 

French, P. (1999). The development of evidence-based nursing. Journal of Advanced 

Nursing, 29(1), 72-78. 

Frierson, R.L., Melikian, M., & Wadman, P.C. (2002). Principles of suicide risk 

assessment: How to interview depressed patients and tailor treatment. 

Postgraduate Medicine, 112(3), (September). 

Greeff. A.P. (2000). Characteristics of families that function well. Journal of Family 

Issues, 21 (8), 948-962. 

Greenberg, N. (2003). Therapeutic play: Developing humor in the nurse-patient 

relationship. Journal of the New York State Nurses Association, Spring/Summer, 

25-31. 

Gutierrez, P.M., Osman, A., Kopper, B.A., & Barrios, F.X. (2000). Why young people do 

not kill themselves: The reasons for living inventory for adolescents. Journal of 

Clinical Child Psychology, 29(2), 177-187. 

Hagerty, B.M., & Patusky, K.L. (2003). Reconceptualizing the nurse-patient relationship. 

Journal of Nursing Scholarship, 35(2), 145-150 .. 

Haliburn,J. (2000). Reasons for adolescent suicide attempts. Journal of the American 

Academy of Child and Adolescent Psychiatry, 39(1 ), 13-14. 

250 



Hand, H. (2003). The mentor's tale: A reflexive account of semi-structured interviews. 

Researcher, 10(3), 1351-1359. 

Heidegger, M. (1962). Being and time (J. Macquarrie & Ed. Robinson, Trans.). New 

York: Harper & Row. 

Hill, J., Fonagy, P., Safier,M., & Sargent, J. (2003). The ecology of attachment in the 

family. Family Process, 42(2), 205-221. 

Hootman, J., Houck, G.M., & King, M.K. (2003). Increased mental health needs and 

new roles in school communities. Journal of Child & Adolescent Psychiatric 

Nursing, 16(3) 93-101. 

Hutchison, M.G. (1997). Healing the whole person: The spiritual dimension of holistic 

care. Retrieved June 15, 2000, from 

http:/ !members. tripod.com~marg Hutchison/nurse-4html 

Jacobs, D. (2003). Suicide prevention is complicated by difficulties in detection. 

American Medicatl Association Science News, (April). 

Jobes, D.A. (2000). Collaborating to prevent suicide: A clinical research perspective. 

Suicide and Life-Threatening Behavior, 30(1), 8-16. 

Johns, C. (2004). Becoming a transformational lead through reflection. Reflections on 

Nursing Leadership, 32(2), 24-25 & 38. 

Jones, R. A.(1986). Emile Durkheim: An introduction to four major works. Beverly Hills: 

Sage. 

Jones, R. J. & O'Brien, P. (1990). Unique interventions for child inpatient psychiatry. 

Journal of Psychosocial Nursing, 28(7), 29-31. 

251 



Jones, R.N., O'Brien, P. & McMahon, W.M. (1993). Contracting to lower precaution 

status for child psychiatric inpatients. Journal of Psychosocial Nursing, 31 ( 1 ), 7-

10. 

Jones, J., Ward, M., Wellman, N., Hall, J., & Lowe, T. (2000). Psychiatric inpatients' 

experience of nursing observation. Journal of Psychosocial Nursing, 38(12), 10-

20. 

Kalischuk, R.G. & Davies, B. (2001). A theory of healing in the aftermath of youth 

suicide: Implications for holistic nursing practice. Journal of Holistic Nursing, 

19(2), 163-186. 

Kelly, K.T., & Knudson, M.P. (2000). Are no-suicide contracts effective in preventing 

suicide in suicidal patients seen by primary care physicians? Archives of Family 

Medicine, 9(Nov/Dec ). 1119-1121. 

King, S.J., & Turner, D. (2000). Caring for adolescent females with anorexia nervosa: 

registered nurses' perspective. Journal of Advanced Nursing, 32(1), 139-147. 

Knaack, P. (1984). Phenomenological research. Western Journal of Nursing Research, 

6(1 ), 107-114. 

Knieper, A.J. (1999). The suicide survivor's grief and recovery. Suicide and Life

Threatening Behavior, 29(4), 353-356. 

Kovac, S.H.,& Range, L.M. (2002). Does writing about suicidal thought and feelings 

reduce them? Suicide and Life-Threatening Behavior, 32(4), 428-440. 

Krumwiede, N. & Meiers, S.J. (2004). Worth a thousand words. Reflections on Nursing 

Leadership, (Summer), 30-31. 

252 



Krysinska, K. (2003). Loss by suicide: A risk factor for suicidal behavior. Journal of 

Psychosocial Nursing, 41 (7), 34-41. 

Large, W. (2002). What is phenomenology? Retrieved July 6, 2002, from 

http://www.arasite.org/wlphenl.html 

Laux, J.M. (2002). A primer on Suicidology: Implications for counselors. Journal of 

Counseling & Development, 80(summer), 380-383. 

Lawson, L. (1998). Milieu management of traumatized youngsters. Journal of Child & 

Adolescent Psychiatric Nursing, 11 (3), 99-107. 

Lego, S. (1999). The one-to-one nurse-patient relationship. Perspectives in Psychiatric 

Care, 35( 4), 4-23. 

Lester, B.Y. (2001). Leanings from Durkheim and beyond: The economy and suicide. 

Suicide and Life-Threatening Behavior, 31(1), 15-30. 

Lester, D. (1997). The effectiveness of suicide prevention centers: A review. The 

Suicidology Web (2001 ). USA childhood and adolescent suicide data. Retrieved 

January 18, 2003, from 

http://www.suicdieparasuicide.rumos.com/en/articles/statistics/stat00004.htm 

Light for Life Foundation International. (2001). Yellow ribbon suicide prevention 

program. Retrieved April 19,2001, from http://www.yellowribbon.org/ 

Light for Life Foundation International. (2004). Yellow ribbon suicide prevention 

program. RetrievedJune 17,2004, from http://www.yellowribbon.org/ 

Limandri, B.J., & Boyle, D.W. (1978). Instilling hope. The American Journal of Nursing, 

78 (1 ), 79-80. 

253 



Lincoln, Y.S., and Guba, E.G. (1985). Naturalistic inquiry. Beverly Hills: Sage. 

Lindberg, L.D., Boggess, S., Porter, L., & William, S. (2000). Teen risk-taking: A 

statistical portrait. Retrieved February 3, 2001, 

http://www.urbaninstitute.org/family/TeenRiskTaking.html 

Lingren, H.G. (1996). Creating Sustainable families. Family Life. Retrieved February 27, 

2001, from http://ianrwww.unl.edu/pubs/family/gl269.htm 

Litman, R. E. (1996). Suicidology: A look backward and ahead. Suicide and Life

Threatening Behavior, 26(1), 1-7. 

Lohan, J.A. & Murphy, S.A. (2002). Family functioning and family typology after an 

adolescent of young adult's sudden violent death. Journal of Family Nursing, 

8(1), 32-49. 

Lorentzon, M., & Brown, K. (2003). Florence Nightingale as 'mentor of mantrons': 

Correspondence with Rachel Williams at St. Mary's Hospital. Journal of Nursing 

Management, 11, 266-27 4. 

Lyon, M.E. Benoit, M., & O'Donnell, R.M. (2000). Assessing African American 

adolescents' risk for suicide attempts: Attachment theory. Adolescence, 35(137), 

121-134. 

Magnet Recognition Program 2005. (2004). MD.: American Nurses Credentialing Center 

Maltsberger, J.T. (1997). Case consultation: Ted, suicide in an adolescent storm. Suicide 

and Life-Threatening Behavior, 27(2), 225-230. 

Marriner-Tomey, A. & Alligood, M.R. (Eds.). (2002). Nursing theorists and their work 

(5 th ed.). St Louis: Mosby. 

254 



McAllister, M., & Walsh, K. (2003) CARE: A framework for mental health practice. 

Jouranl of Psychiatric and Mental Health Nursing, 10, 3 9-48. 

McCutcheon, H.H. & Pincombe, J. (2001). Intuition: An important tool in the practice of 

nursing. Journal of Advanced Nursing, 35(5), 342-348. 

McKeown, R.E., Garrison, C.Z., Cuffe, S.P., Waller, J.L., Jackson, K.L., & Addy, C.L. 

(1998). Incidence and predictors of suicidal behaviors in a longitudinal sample of 

young adolescents. Journal of the American Academy of Child and Adolescent 

Psychiatry, 37(6), 612-620. 

McLaughlin (1999). An exploration of psychiatric nurses' and patients' opinions 

regarding inpatient care for suicidal patients. Journal of Advanced Nursing, 29(5), 

1042-1051. 

Mercy, J.A., Kresnow, M., O'Carroll, P.W., Lee, R.K., Powell, K.E., & Potter, L.B. 

(2001 ). Is suicide contagious? A study of the relation between exposure to the 

suicide behavior of others and nearly lethal suicide attempts. American Journal of 

Epidemiology, 154(2), 120-127. 

Miller, D.N., Eckert, T.L., DuPaul, G.J., & White, G.P. (1999). Adolescent suicide 

prevention: Acceptability of school-based programs among secondary school 

principals. Suicide and Life-Threatening Behavior, 29(1), 72-85. 

Munich, R.L., & Allen, J.G. (2003). Psychiatric and sociotherpeutic perspectives on the 

difficult-to-treat patient. Psychiatry, 66(4), 346-355. 

255 



Munich, R.L., & Allen, J.G. (2004, June). Renovating psychotherapy's Tower of Babel: 

Moving toward common ground and an agency based treatment alliance. Paper 

presented at the meeting of the National Alliance for the Mentally Ill (NAMI) in 

Houston, TX. 

National Center for Injury Prevention and Control (CDC), (2004). Suicide in the United 

States. Retrieved July 10, 2004, from 

http://www.cdc.gov/ncipc/factsheets/suifacts.htm 

Novins, D.K., Beals, J., Roberst, R.E., & Manson, S.M. (1999). Factors associated with 

suicidal ideation among American Indian adolescents: Does culture matter? 

Suicide and Life-Threatening Behavior,29(4), 332-344. 

O'Carroll, P.W., Berman, A.L., Maris, R.W., Moscicki, E.K., Tanney, B.L., & 

Silverman, M.M. (1996). Beyond the Tower of Babel: A nomenclature for 

suicidology. Suicide and Life-Threatening Behavior, 26(3), 237-252. 

O'Carroll, P.W., Potter, L.B., & Mercy, J.A. (1994, April 22). Programs for the 

prevention of suicide among adolescents and young adults. Morbidity and 

mortality weekly report. Retrieved December 20, 2002, from 

http:/ /www.cdc.gov/mmwrhtml 

O'Kelly, G. (1998). Countertransference in the nurse-patient relationship: A review of the 

literature. Journal of Advanced Nursing, 28(2), 391-397. 

Orbanic, S. (2001). Understanding bulimia: Signs, symptoms, and the human experience. 

American Journal of Nursing, 101(3), 35-42. 

256 



Orlando, I.J. (1961). The dynamic nurse-patient relationship: Function, process, and 

principles of professional nursing practice. New York: G.P. Putnam's Sons. 

Orlando, I.J. (1972). The discipline and teaching of nursing process: An evaluative study. 

New York: G.P. Putnam's Sons. 

Orlando, I.J. (1990). The dynamic nurse-patient relationship: Function, process, and 

principles of professional nursing practice (2nd ed.). New York: G.P. Putnam's 

Sons. 

O'Toole, A.W., & Welt, S.R. (Eds.). (1989). Interpersonal theory in nursing practice: 

Selected works of Hildegard E. Peplau. New York: Springer 

Paterson, J.G., & Zderad, L.T.(1988). Humanistic nursing. New York: National League 

for Nursing. 

Peplau, H.E. (1952). Interpersonal relations in nursing. New York: G.P. Putnam. 

Peplau, H.E. ( 1991 ). Interpersonal relations in nursing: A conceptural frame of reference 

for psychodynamic nursing. New York: Springer 

Peterson, E. A., & Nelson, K. (1987). How to meet your clients' spiritual needs. Journal 

of Psychosocial Nursing, 25(5), 34-39. 

Popenhagen, M.P., & Qualley, R.M. (1998). Adolescent suicide: Detection, intervention, 

and prevention. Professional School Counseling, 1(4), 30-35. 

Portes, P.R., Sandhu, D.S., Longwell-Grice, R. (2002). Understanding adolescent suicide: 

A psychological interpretation of developmental and contextual factors. 

Adolescentce, 37(Issue 148). 

257 



Portner, J. (2000, April 12). Complex set of ills spurs rising teen suicide rate. Education 

Week on the Web. Retrieved March 1, 2001, from 

http:/ /www.edweek.com/ew/ewstory.cfm?slug=31 problems.ht 9 

Portner, J. (2001). One in Thirteen: The silent epidemic of teen suicide. Beltsville, MD: 

Robins Lane Press. 

Portney, L.G., & Watkins, M.P. (2000). Foundations of clinical research: Applications to 

practice (2nd ed.). Upper Saddle River, N.J.: Prentice Hall. 

Potter, L.B., Rosenberg, M.L.,& Hammond, R. W. (1998). Suicide in youth: A public 

health framework. Journal of the American Academy of Child and Adolescent 

Psychiatry, 37(5), 484-487. 

Potter, M.L. & Bockenhauer, B.J. (2000). Implementing Orlando's nursing theory: A 

pilot study. Journal of Psychosocial Nursing, 38(3), 15-21. 

Priest, H. (2002). An approach to the phenomenological analysis of data. Nurse 

Researcher, I 0(2), 50-64. 

Puskar, K., Sereika, S., & Tusaie-Mumford, K. (2003). Effect of the teaching kids to cope 

(TKC) program on outcomes of depression and coping among rural adolescents. 

Journal of Child and Adolescent Psychiatric Nursing, 16(2), 71-80. 

Puskar, K.R., Tusaie-Mumford, K., Sereika, S., & Lanb, J. (1999). Health concerns and 

risk behaviors of rural adolescents. Journal of Community Health Nursing, 16(2), 

109-119. 

258 



Randell, B.P., Eggert, L.L., & Pike, K.C. (2001). Immediate Post Intervention effects of 

brief your suicide prevention interventions. Suicide and Life-Threatening 

Behavior, 31 ( 1 ), 41-61. 

Range, L.M. & Knott, E.C. (1997). Twenty suicide assessment instruments: Evaluation 

and recommendations. Death Studies, 21(1), 25-39. 

Range, L.M. & Leach, M.M. (1998). Gender, culture, and suicide behavior: A feminist 

critique of theories and research. Suicide and Life-Threatening Behavior, 28(1), 

24-36. 

Resnick, M.D., Bearman, P.S., Blum, R.W., Bauman, K.E., Harris, K.M., & Jones, J. et 

al., (1997). Protecting adolescents from harm. Journal of the American Medical 

Association, 278(10), 823-832. 

Rew, L. Thomas,N., Horner, S.D., Resnick, M.D., & Beuhring,T. (2001). Correlates of 

recent suicide attempts in a triethnic group of adolescents. Journal of Nursing 

Scholarship, 33( 4), 361-367. 

Richters, J. (2002, October). The process of advancing your research career. In Nursing 

Research Preconference. Symposium conducted at the meeting of the American 

Pscyhiatric Nurses Association, Dallas, Tx. 

Robertson-Malt, S. (1999) Listening to them and reading me: a hermeneutic approach to 

understanding the experience of illness. Journal of Advanced Nursing, 29(2), 290-

297. 

Rogers, J.R. (2001). Theoretical grounding: The "missing link" in suicide research. 

Journal of Counseling & Development, 79, 16-25. 

259 



Rudd, M.D. (2000). The suicidal mode: A cognitive-behavioral model of suicidality. 

Suicide and Life-Threatening Behavior, 30(1 ), 18-32. 

Schmieding, M.J. (2001). Ida J. Orlando's Nursing Process Theory. Retrieved July 3, 

2002, from http://www.uri.edu/nurisng/schmieding/orlando/ 

Schmieding, M.J. (2002a). Ida Jean Orlando (Pelletier): Nursing process theory. In 

A.Marriner-Tomey & M.R. Alligood (Eds), Nursing theorists and their work (pp. 

399-417. St. Louis: Mosby. 

Schmieding, M.J. (2002b). Use of Theory. Retrieved July 3, 2002, from 

http://www.uri.edu/nursing/schmieding/ orlando/uses/uses.htm 

Shea, N.M., McBride, L., Gavin, C., & Bauer, M. S., (1997). The effects of an 

ambulatory collaborative practice model on process and outcome of care for 

bipolar disorder. Journal of the American Psychiatric Nurses Association, 3(2), 

49-57. 

Shea, S.C. (2002). The practical art of suicide assessment: A guide for mental health 

professionals and substance abuse counselors. Hoboken, NJ: John Wiley & Sons. 

Shreve, B.W. & Kunkel, M.A. (1991). Self-psychology, shame, and adolescent suicide: 

Theoretical and practical considerations. Journal of Counseling & Development, 

69, 305-311. 

Smith, M. (2001). Human-to-human relationship model. Lecture notes. Retrieved July 3, 

2002, from 

http:/ /web.odu.edu/webroot/orgs/hs/nurs/nursing.nsf/pages/61 Otravelbee _faOO 

Sokolowski, R. (2000). Introduction to phenomenology. Cambridge: University Press. 

260 



Stack, S. (2000a). Suicide: A 15-year review of the sociological literature. Part I: 

Cultural and economic factors. Suicide and Life-Threatening Behavior, 3 9(2), 

145-159. 

Stack, S (2000b). Suicide: A 15-year review of the sociological literature. Part II: 

Modernization and social integration perspectives. Suicide and Life-Threatening 

Behavior,30(2), 163-176. 

Stickley, T. & Freshwater, D. (2002). The art of loving and the therapeutic relationship. 

Nursing Inquiry, 9( 4), 250-256. 

Stoelb, M., & Chiriboga, J. (1998). A process model for assessing adolescent risk for 

suicide. Journal of Adolescence, 21(4), 359-371. 

Swanson, K.M. (1993). Nursing as informed caring for the well-being of others. IMAGE: 

Journal ofNurisng Scholarship, 25(4), 352-357 

Talseth, A.G., Lindseth, A., Jacobsson, L. & Norberg, A. (1999). The meaning of suicidal 

inpatients' experiences of being cared for by mental health nurses. Journal of 

Advanced Nursing, 29(5), 1034-1041. 

Taylor, BJ. (2004). Improving communication through practical reflection. Reflections of 

Nursing Leadership, 36(2), 28-29 & 38. 

Taylor, C. (1997). Problem solving in clinical nursing practice. Journal of Advanced 

Nursing, 26, 329-336. 

Taylor, C. (2002). Assessing patients' needs: Does the same information guide expert and 

novice nurses? International Nursing Review, 49(1), 11-20. 

261 



Temkin, T. M. & Crotty, M. (2004). Suicide and other risk monitoring in inpatient 

psychiatry. Journal of the American Psychiatric Nurses Association, 10(2), 73-80. 

The Suicidology Web (2001 ). USA childhood and adolescent suicide data. Retrieved 

January 18, 2003, from 

http://www.suicdieparasuicide.rumos.com/en/articles/statistics/stat00004.htm 

Theis, S.L., Biordi, D.L., Coeling, H., Nalepka, C., & Miller, B. Spirituality in 

caregiving and care receiving. Holistic Nursing Practice, 17(1), 48-55. 

Thomas, S.P., & Pollio, H.R. (2002). Listening to patients: A phenomenological 

approach to nursing research and practice. New York: Springer. 

Thomas, S.P., Shattell, M., & Martin, T. (2002). What's Therapeutic about the 

therapeutic milieu? Archives of Psychiatric Nursing, XVI (3 ), 99-107. 

Thompson, C. (1999). A conceptual treadmill: The need for 'middle ground' in clinical 

decision making. Journal of Advanced Nursing, 30(5), 1222-1300. 

Townsend, M.C. (2000). Psychiatric mental health nursing: Concepts of care (3 rd ed.) 

Philadelphia: F.A. Davis. 

Travelbee, J. (1963). What do we mean by rapport? The American Journal of Nursing, 

63(2), 70-73. 

Travelbee, J. (1964). What's wrong with sympathy? The American Journal of Nursing, 

64(1), 68-71. 

Travel bee, J. ( 1971 ). Interpersonal aspects of nursing (2nd ed.). Philadelphia: F .A. Davis. 

Trenoweth, S. (2003). Perceiving risk in dangerous situations: Risk of violence among 

mental health patients. Journal of Advanced Nursing, 42(3), 278-288. 

262 



U.S. Public Health Service (1999). The Surgeon General's call to action to prevent 

suicide. Washington, D.C.: 1999. Retrieved January, 18, 2003, from 

http://www.surgeongeneral.gov/library/calltoaction/calltoaction.htm 

VanLith, C.D. (1996). Psychotherapists as patient suicide survivors: A review of the 

literature on psychiatrists and psychologist, including those in training. 

Unpublished doctoral dissertation, Biola University, Illinois. 

Van der Zalm, J.E., & Bergum, V. (2000). Hermeneutic-phenomenology: Providing 

living knowledge for nursing practice. Journal of Advanced Nursing, 31(1), 211-

218. 

van Manen, M. (1990). Researching lived experience: Human science for an action 

sensitive pedagogy. State University of New York Press. 

van Manen, M. (2002). Writing in the dark: Phenomenological Studies in Interpretive 

Inquiry. The Althouse Press. 

Waite, R. (2004). Psychiatric nurses: Transitioning from student to advance beginner RN. 

Journal of the American Psychiatric Nurses Association, 10(4), 173-180. 

Webb, C. (1999). Information point: Colaizzi's framework for analyzing qualitative data. 

Journal of Clinical Nursing, 8(5), 576. 

Wenkus, E. (2003). Working with an interdisciplinary team. Nursing Spectrum. 

Retrieved September 9, 2004 from 

http://nsweb.nursingspectrum.com/ce/ce90.htm 

263 



Welsh, I., & Lyons, M. (2001). Evidence-based care and the case for intuition and tacit 

knowledge in clinical assessment and decision making in mental health nursing 

practice: An empirical contribution to the debate. Journal of Psychiatric and 

Mental Health Nursing, 8, 299-305. 

White-Lange, C. ( 1999). Hospitalized patients' ability to identify licensed nurse versus 

unlicensed assistive personnel and prediction of patient satisfaction. Unpublished 

doctoral dissertation, University of Connecticut. 

Wiklander, M., Samuelsson, M., & Asberg, M. (2003). Same reactions after suicide 

attempt. Scandinavian Journal of Caring Science, 17(3), 293-300. 

Wolf, Z.R. (2001 ). Communicating for the first time with delusional patients. Journal of 

American Psychiatric Nurses Association, 7(5), 155-162. 

Yigletu, H., Tucker, S., Harris, & M., Hatlevig, J. (2004). Assessing suicide ideation: 

Comparing self -report versus clinician report. Journal of the American 

Psychiatric Nurses Association, 10(1 ), 9-15. 

Yoder, K.A. (1999). Comparing suicide attempters, suicide ideators, and nonsuicidal 

homeless and runaway adolescents. Suicide and Life-Threatening Behavior, 

29(1), 25-36. 

Zuckerman, D. (2002). Research on teen suicide. National Center for Policy Research 

(CPR)for Women & Families. Retrieved January 18, 2003 from 

http://www.cpr4womenandfamilies.org/suicide/html 

264 



APPENDIX A 

IRB Approval Letter 

265 



DENTON DALLAS HOUSTON 

Ms. Pamela Greene 

Dear Ms. Greene: 

· · Institutional Review Board 
· office ·of Research and Sponsored Programs 

P.O. Box 425619, Denton, TX. 76204-5619 
9.40-898-3375 fax 940-898-3416 
e-mail: IRB@twu.edu 

Social Security # 

Re: The Lived Experience of Psychiatric/Mental Health Nurses Who Work with Suicidal Adolescents 
in Inpatient Settings 

The request for an extension of your IRB approval for the above referenced study has been reviewed 
by the TWU Institutional Review Board (IRB) and appears to meet our requirements for the 
protection of individuals' rights. 

• If applicable, agency approval letters must be submitted to the IRB upon receipt PRIOR to any data 
collection at that agency. A copy of all signed consent forms and an annual/final report must be filed 
with the Institutional Review Board at the completion of the study.· A copy of the approved consent 
form with the IRB approval-stamp is enclosed. Please use a copy of this stamped consent form when 
obtaining consent from your participants. 

This extension is valid one year from March 29, 2003. According·to regulations from the Department 
of Health and Human Services, another-review by the IRB is required if your project changes in any 
way. If you ~ve any questions, feel free to call the TWU Institutional Review Board. 

cc. Dr. Carolyn Gunning, College ofNursing 
Dr. Tommie Nelms, College ofNUISing 
Graduate School 

266 

Sincerely, 

~&;:--
Institutional Review Board - Denton 



APPENDIXB 

Consent Form 

267 



TEXAS WOMANS UNlVERSTIY 
SUBJECT CONSENT TO PARTICIPAm IN RESEARCH 

Title: The Lived Experience of P~hiatridMental Health Nurses Who Work with 
Suicidal Adolescents in Inpatient Psychiatric Settings · 

In.vestigator: Pamela K. ~ .•..•..••.•............••... 
Advisor. TommieNelms, RN,Ph.D ................. . 

You are being asked to participate in a research study for Ms. Greene's-~on at 
Texas Woman's Univasity. The pmpose of1his research is to gain understanding of 
nurses' experience woddng with suicidal adolescents. The researcher will interview and 
collect first-hand reports ftt>m various self~identified psychiatric~~ with . 
experience woddngwith saicidal adolescents in inpatient psychiatric settings. For this 
study you will be interviewed regarding your experience worldng with suicidal . 
adolescents in inpatient psychiatric settings. This interview will be a :face.to-face 
interview with the reseanm.er at a private location of your choice. The interview will last . 
appiog i111arely one 1o ~ hours and will be audiotaped for transcription pmposes only.· 
At the end of data analysis, you will bo given the WJ>Ortunity to review the written results · 
and provide furthec feedbaclc regarding the accuracy and thoroughness of the results. This· 
is referred 1o as member checking. Member checking is an optional activity and could 
take up to two hours. -'The maximum time C9mmitmeut will be fotir·hours if you complete 
the interview and participate in the membec checking activity. 

. .. 

. · The investigation ~Ives the risks of rel~ of confidential innmnatio~ improper 
rel~ of data, and tos.. of privacy. Confidentiality~ be protected to the extent that is 
allowed by law. The intemewwill ~place in a private location agreed upon by you 
and the iesearoher. Codes, rather than name9» will :t,e used on the audiotapes, transcripts . 
and in the final report. Only~ teSeatChet will-have access to the audiotapes.· You 
~d·notstateyourname, <>! anyotJierindivjdual's name ~the inte:£view. If you 
inadvertently do state a name, this name will not be transcribed. .You should not state the 
specific p~ of your emplo~ during the intemew. If you do state the~ of the 

· place where you are or were employed during the interview, this information will not be 
transcribed, nor will any job related infbrmation you may share. The tapes will be stored: 
in a locked file cabinet until the interviews have been transcribed and then tho tapes will 
be destroyed. The transcriptioi1s will also be stored in a locked file cabinet for a 
maximum of five years {no later than April 19, 2008) and will then be shredded. · It is 
anficip~ tm¢ the data will be published for the dissertation, books, and/or)oumals. 
However, names or other identifying inibrmation will not be inc~ in any publication. 

Another risk is that of possible-discomfort as a result of the questions being asked. · If 
discomfort is experienced during the interview, you may stop answering questions at any 
time. If you feel as though you need 1o discuss your.discomfort with a professional, the 
researcher will provide you with a list of names and phone·numbers that you may-use. 
Any ~st incurred as a result of participation in this study will be your responsibility. · 

Participant's Initials 
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Other possible risks would be loss of time and boredom. The interview will take 
approximately one to two hours and you may take a break ( or breaks) during the 
interview as needed. You may also discontinue your participation in the study at any 
time without penalty. 

The only direct benefit of this study to you is that at the completion of the study, a 
summary of the results will be mailed to you upon request. 

If you have any questions about the research study you should ask the researcher. Phone 
IJlllllbers are at the top of this form. If you have questions about your rights as a 
participant in this research or the way this study has been-conducted, you may contact 
Ms. Tracy Lindsay in the Office ofResearch & Gnmts .Adn$listration at 940-898-3377 
·or e-mail< IRB@TWU,EDU ?>· 

The researchers will try to prevent any problem that could happen~ of tliis 
research. . You should let the researcher know at once if there is ~problem and she will 
help you. However, -:,.WU does not provide medical services or financial assistance for 
injuries that might happen because you.are ta1dng part~ this research. 

Participation in this study is completely voluntary and you may withdraw at any time 
· without penalty. If you have any~ please contact the investigators at the above 
phone numbers. You will be given a copy of this dated and signed consent form to keep; 

Signature of Participant Date . 

The above consent form was read, discussed, and signed in my ~ce. In my opinion, 
the person signing said consent form did so freely and with full knowledge of its 
contents. 

Signature ofI.nvestigator Date 

□ Check here if JIOU would like to receive a summary of the results of this study and list 
below the address to which this summary should be sent 

□ Check here If you do not wish to receive a copy of dte results of dze study. · 

Participant's Initials 
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Interview Questions 

The interviews are considered open-ended and exploratory however the following 
questions will guide each interview. 

1. What does it mean to you to work in an inpatient psychiatric setting with an 
adolescent who is suicidal? 

2. When you work with suicidal adolescents in an inpatient psychiatric setting, what are 
your considerations? (Thoughts/feelings/possible interventions, others [ staff & 
patients] )? 

3. In the literature, there are dozens of identified risk factors that contribute to 
adolescent suicide. What do you think is the biggest risk factor(s) that trigger 
suicidality for adolescents? 

4. Given your experience working with suicidal adolescents in inpatient psychiatric 
settings, please describe a particular situation that stands out. 

5. Has there been an adolescent with whom you worked who committed suicide? 
If yes: Was it during "your watch?" What was that like for you? (Thoughts /feelings 
then & now. Was there support offered to staff? If so, what was that like?) 

, 6. I'd like you to describe your reactions to the following statement: "All nurses 
communicate - but not all nurses are aware of what she is communicating or 
underlying reasons or rationale for what is communicated. 

7. In nursing- especially in psych nursing - we talk about the therapeutic relationship 
( and therapeutic communication). What does that mean to you? 

8. What kind of attention do you find given to the development of the milieu? What 
kind of a role do you play within the milieu? 

9. There are those who believe we, as nurses, need time to truly reflect on our practice 
of nursing. What are your thoughts on that? (Do you take time to reflect? If so - about 
how often? Is this "routine" or only under special circumstances?) 

10. When you are working with a suicidal adolescent in an inpatient psychiatric setting, 
do you think you use yourself in the development of a therapeutic relationship? If so, 
would you describe how you do this, your characteristics that most facilitate the 
development of the Therapeutic Relationship with an adolescent? 
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11. Can you cite examples of decisions you have made while working with suicidal 
adolescents in an inpatient psychiatric setting? What was involved for you in making 
those decisions? (Thoughts, feelings, actions, consulting with others, etc.) 

12. Have you ever been suicidal? 

13. What kind of preparation did you have for working with suicidal adolescents in an 
inpatient psychiatric setting? 

14. How do you think nurses should be prepared for working with suicidal adolescents in 
inpatient psychiatric settings? 

15. What, if anything, do you think nursing offers to suicidal adolescents in inpatient 
settings that is not offered by any other group of health care workers? 

16. Have members of the interdisciplinary treatment team played a part in your work with 
suicidal adolescents in inpatient psychiatric settings? (If so, how?) 

17. Where is (was) the job satisfaction or rewards for you? 

18. What are (were) the burdens? 

19. What would you like to add? 

Demographics questions: 

Gender: Ethnicity: _______ Age: __ _ 

1. Do you have children? (If so, what are their ages?) 
2. Do you consider yourself a psychiatric nurse? (Verify RN) 
3. What is your education background? 
4. Do you have any professional certifications? If yes: What certifications? 
5. How long have you worked with adolescents in an inpatient psychiatric setting? 
6. Are you currently working in an inpatient adolescent psychiatric setting? If not, are 

you working in a different area of nursing? If so, what is that area? 
7. Has anyone close to you ever been suicidal? 
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