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ABSTRACT

This dissertation reports on the lived experieraddsur child psychiatric nurses. The
territory of child psychiatric nursing is exploredthis investigation through the
punctuation of many voices within this field of @ju The methodology of the
investigation is descriptive phenomenology and {2elg’ steps in descriptive
phenomenology (map) are used to discover and desttre different template theories
(the territory) that are unique to each of the fchitd psychiatric nurses who were
interviewed. Following this, a story is punctuatedthjch is referred to as the structural
synthesis. It is the heartbeat of the investigafidre dissertation concludes by reflecting
on the paradox of how the invisibility of the chpdychiatric nurses allowed for the
visibility of the dissertation and encourages tb&der to ask pivotal questions about the
important role of the child psychiatric nurse, wiatkas part of a multidisciplinary team,

in order to improve patient care.
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CHAPTER 1

INTRODUCTION

This is an ecosystemic investigation of the livedeziences of four child psychiatric
nurses. The ecosystemic way of thinking encouragés: challenge the traditional way
of linear thinking through a process of construgtiew realities, by looking at multiple
realities and punctuating these realities throughwareness that the whole is bigger
than the sum of the different parts. Central te fitocess is the acknowledgement that
the individual who conducts the research is as nmachof the context and the process as
the individuals who are being observed. Ecosystéhinking encourages self-referential
observations to facilitate multiple descriptionsr—icher descriptions — of that which is

being observed.

The context of this investigation is a children’ard/in a psychiatric hospital where | did
my internship as part of a six-month rotation i©20In my exposure to the context and
the different role-players within the context, Iselbved the important role of the child
psychiatric nurse in the daily interactions witke tthildren who were admitted. | further
observed that the importance of their roles is sones not acknowledged in the
children’s treatment plans. It became apparentttiestruggle to find a voice was not
only visible in the children that | worked with, thalso in the nurses. Through these
observations, | decided that | wanted to do myettasion on exploring the reasons
behind these silences. My own struggle to find igevas a clinical psychologist was also

mirrored in the years that followed: | became ‘sille’ as an intern psychologist and



never completed my dissertation, until now. Theantgnce of the work that the child
psychiatric nurses do, the sadness of many childtenare suffering from mental
disorders and my own passion for working with ctaldled me to my current reality —

the completion of the investigation.

The aim of this investigation is to describe tived experience of four child psychiatric
nurses. The aim is further to include self-reflectin order to allow new learning and
fresh patterns to emerge and to give an accuratziggon thereof. What follows is a

brief outline of the different chapters of thisshstation.

In Chapter 2, the distinction is drawn to an ecosystemic episiegy; where | construct
and punctuate different ‘lenses’. These lenses baabled me to give meaning to that
what | have observed and have allowed me to ceepsychological frame of reference
for this investigation. These building blocks allesaen as part of my ecosystemic
umbrella and are reflective of ecosystemic thinkinbich encourages different ‘lenses’
through which one can view different realities. Téveses and voices under the
ecosystemic umbrella that will be explored areeamsystemic lens; a post-modern lens;
and a psychodynamic lens. Central to this chaptBateson’s view of epistemology.
Bateson’s (1979) term ‘epistemology’ refers to dlssumptions, philosophies and points
of view that people use to make sense of the warfthenomena, for example, a belief

system used to understand the world.



In Chapter 3, the territory of child psychiatric nursing is eaptd through the different
punctuations of many voices within the field ofdtuA distinction is drawn on the
specific terrain and referred to as a psychiatogpital setting within the field of national
mental health under the national Department of tHeAlnother distinction is drawn on
the in-patient psychiatric hospital setting, whelnddren are admitted and an exploration
of the challenges that nurses are faced with irkingrwithin this field are punctuated.
The territory is investigated by looking at thediteonal role of the nurse, the role of the
psychiatric nurse and the role of the child psyiclwanurse. Aligned with ecosystemic
thinking is the acknowledgement that the wholeggér than the sum of the different
parts, hence the exploration of the different roMs role exists in isolation. The territory
is further explored through the punctuation of witappens when people meet in the
territory. The focus is punctuated from the nurgesspective in relation to the children,
the multidisciplinary team, the families and inatebn to the nurse herself, through the
lens of different voices that have drawn distinasian the past in the form of written text.
The chapter includes a section of self-reflectighich is punctuated through reflective

spaces to allow for double description.

In Chapter 4 another distinction is drawn on the specific cahtd four child psychiatric
nurses working in an in-patient hospital settingd & punctuated as a distinction within
a distinction. This distinction forms the contektlee remainder of the investigation and
a cybernetic complementarity is punctuated as naetlogy and analysis of the
dissertationthe if), the epistemology of ecosystemic thinking andliteeature review

(process leading tile if). The methodology of the investigation is desorigpt



phenomenology and can be seen as the map of engpltve territory. This map is
punctuated in an exploration of phenomenology jisilasophy and a methodology.
Central to phenomenology as a philosophy are kegejts of intentionality, universal
essence, transcendental subjectivity, phenomergalbgaduction and free imaginative
variation. These concepts are punctuated to uradetshe map better. The specifics of
the map are punctuated as a distinction is drawth@wulirections on the map that will
allow the reader to understand descriptive phenologg as a methodology. The steps
that are followed to achieve this are as followscketing; analysing; intuiting; and
structural synthesis in the chapter. The four pigndints of the investigation are also

introduced in this chapter.

In Chapter 5, the specific territory of the four child psychiatnurses are visited by
following the map of descriptive phenomenology.uitfier distinction is drawn on
another map of a house. The different rooms ohthese are punctuated as a bracketing
room, four different rooms, a public area — conimgcthe four rooms — and a meditation
room. This map allowed me to discover and desdhbalifferent template theories that
are unique to each of the four rooms. It furthtoveéd me to see the different parts
before interacting with the whole, in the form ddtary that is punctuated within the
chapter and is referred to as the structural sgigh# the investigation. The different
themes that are discovered in the different roormgabulated and form the basis for the
construction of the structural synthesis. The $tmat synthesis is punctuated in a story
within this chapter. The story is about the liveperience of a child psychiatric nurse

and includes self-reflections of the nurse. Ihis heartbeat of the investigation.



Phenomenology refers to the structural synthesisssence’. Through this punctuation, |
believe that I honour Husserl's aim of descripipreenomenology (Kleinman, 2003) in
‘going back to the things themselves’. | hope #eath child psychiatric nurse reading
this story will be able to see himself/herselftin further trust that each person who
interacts with the text and who has been partystill part) of child psychiatry, can
allow themselves space for reflection. This caadi@eved in visiting the meditation
room and being brave enough to ask if the systeates the problem and challenge

themselves to bring about change and better pataat

In the final chapterChapter 6, an integration of the different chapters is puated

when looking at the lived world of the child psyatnic nurse. This is referred to as the
map of the findings or the drawing of a distinctiarwhich the findings are punctuated
(territory). In such a way the findings can creatatext for thinking about the child
psychiatric nurse. The content of this map is puitetd and is explored as: the role of the
child psychiatric nurse; the nurse-patient relahop; a therapeutic environment; the
membership of the nurse in the multidisciplinagnte and the need for supervision or
support groups. This final chapter explores thediworld of the child psychiatric nurse
under the umbrella of an ecosystemic epistemol@iapter 2), through the voices of the
different literature (Chapter 3). It integrates fimelings of the template theories that were
discovered in the house and punctuated in thetatalsynthesis, through the personal
reflective lens of an intern psychologist doingstimvestigation. The chapter ends by
looking at ‘after thoughts’ — thoughts about theubhts — and include some

recommendations for possible future studies.



CHAPTER 2

AN ECOSYSTEMIC UMBRELLA (EPISTEMOLOGY)

INTRODUCTION

Hoffman (1981) defines an epistemology as the saidyow we know our knowing.
Bateson’s (1979) term ‘epistemology’ refers to waey people view and make sense of
the world according to what they have learned ahdtwhey believe. This implies
interaction and recursiveness between what we larewhat we see, which can further
influence what we know. Bateson (1979) often coragapistemology to the process of
living. Anderson and Goolishian (1988) speak dierapist’s epistemology as a tool that
needs to be discovered and that this tool affbetsvay in which we perceive our lives

and act them out recursively in the therapeutieranttions with people.

In the same way that my epistemology affects thg that | interact with people, it also
affects the way that | explore this investigatioand how | interact with it. My
epistemology is an ecosystemic epistemology or netids, as | refer to it in this chapter.
The points of view that | use to make sense ofitleel experience of child psychiatric
nurses are influenced by a number of factors, whlldwed me to discover my way of

knowing, interacting, seeing and understandingabed.

Firstly, how | know my knowing is because of my éemic studies. My psychological
points of view are mostly influenced and affectgchy Masters training in Clinical

Psychology at Unisa, where | explored ecosystemeiwsin great detail in 2001 — 2002.



My Honours training at the University of Pretori®09) — where a big focus of the
training was on psychodynamic concepts — alsoemibed the way in which | make

sense of the world and myself and the way | intenait it.

Secondly, my internship (2003) contributed to knmywvhere my academic training
became ‘real’ to me. The six months that | worketha children’s ward, specifically,
influenced my way of thinking about my thinking whattending many ward rounds,
relating to the different members of the multididiciary team and relating to the
children and their families. What | saw influencag knowing, and is central to this

investigation.

Lastly, | strongly agree with Bateson (1979) tha¢’'s epistemology is discovered in the
process of living. The years after my studies aernship (2004 to current) made me
guestion my being and my knowing, which allowedtmeeflect, inform and reform my
identity. The completion of this investigation msacknowledgement thereof,
re-establishing my being in this world. In the samagy this investigation allows me to
further develop my epistemology, which will aganfiorm and shape my future path in

life.

All of the different concepts that are reviewed amglored in this chapter influence the
way that | see, and affect my way of interpretinig investigation. Similarly, this chapter
aims to enable the reader to achieve a better stagheling of the context in which the

child psychiatric nurse works — allowing reflectjatialogue and further investigation



into the sensitive matter of caring for childrestemad of focusing on curing children.
This can be seen as paradoxical to the nursinggsafn, which is traditionally more a
curing than a caring profession. | fully apprecidie notion that, within this frame of

reference, | am as much an outsider as an insider.

Ecosystemic thinking encourages the use of diftdesrses through which one can view
different realities. These different lenses aftéetinvestigation in allowing even more
layered or rich descriptions of the context. Hofin{a993) uses the conceptdafises
andvoicesinterchangeably in her literature. In this chaptexplore the different voices
and lenses, all of which are building blocks withg epistemology - included under my
ecosystemic umbrella. Firstly, | explore the ectaysc epistemological lens — and the
different voices within this way of thinking — atiten | explore the post-modern lens and
the voices within that school of thought. Lastlgxplore elements of the psychodynamic

lens and some voices within that school of thought.

In my view, an exploration of the different concept this chapter assists the
investigation, and informs the review in later ctesp of the psychiatric nurse’s inter-
personal and intra-personal interactions. Thigin, enables a further understanding and
sensitivity around the different lenses the nuegesusing to punctuate their realities — in
order to facilitate further dialogues and meaniggl bringing about more visibility to

the important work that they do in caring for chéd.

Anderson and Gehart (2007) refer to an authendilespace where people have ample

opportunity for full expression and where people accepted, no matter how small or



cynical their thoughts or needs are. This invesibgahopes to create such an authentic

space for the voices of the psychiatric nursesemedyone else who interacts with it.

AN ECOSYSTEMIC EPISTEMOLOGY (INVESTIGATION) LENS/VO ICE
Introduction

The ecosystemic school of thought advocates a mwaay from the traditional linear
cause-and-effect model. The difference betweeaditional school of thought and an
ecosystemic, post-modern school of thought is thiiin such a paradigm, the
privileged position of observation does not existerefore, the very power hierarchies
existent in traditional schools of thought are dgweed (Becvar & Becvar, 2000,
Doherty, 1999). It is a voice that encourages #modstruction of the traditional (or

accepted) view to make way for multiple realities.

Within this epistemology is an acknowledgementhefimportance of the human ecology
surrounding a particular system — of which the oleseis a part. The term ‘ecosystemic’
is derived from a combination of the words ‘ecologyd ‘systems’ (Carruthers, 2007).
According to an ecosystemic epistemology, a rebearcan only fully understand an
individual's experience by observing how his/herigbcontext is punctuated (Keeney,
1993). It further acknowledges that within this kamecology, context is the most
important where relationships and interactionsnapee important than the sum of

individual parts (Hoffman, 1993).



This investigation explores the lived reality ofldipsychiatric nurses. The
ecosystem/context of these nurses is pivotal, lagid perceptions of their reality cannot
be viewed in isolation from their context. Simijgriny own constructions cannot be seen
in isolation from my ecology/context. The importaraf the relationships that the nurses
have with each other, the children, the membeteeMultidisciplinary team and with

me (while doing the investigation) is thus morengfigant than an isolated focus on the
individual realities as constructed by each of th&he importance of the meta-context is
also kept in mind, as this investigation is donthimithe context of a psychiatric hospital
where the emphasis is placed on curing ratherdhasaring. Within this frame of
reference, understanding does not happen in isaldbut in a process of shared meaning
and involvement, where the context informs the pssand the process enables me to
draw new distinctions and punctuations. The purp®gieerefore to develop an

understanding of our knowing.

Central to an ecosystemic epistemology is the teeeflect. According to Carruthers
(2007), this school of thought recognises that n&raracteristics of life are reflections
of reality. This stance accepts and encouragegralipy of voices and multiple realities.
This reflective space is further characterised bycas on holism rather than on dualism
(Keeney, 1993): it is not about either/or, but abehere either/or becomes one side of

the same coin.

The different voices within my ecosystemic lensi@hihcan also be referred to as the

fundamentals of my ecosystemic view) are exploreti@ntextualised further in this

10



investigation. These different voices have helpedonunderstand and make sense of the
world that I live in. In this sense, | am complgtal agreement with Keeney (1993), who
stipulates that, within this frame of references @mphasis is on connection, co-creation

and relationships through language, which leadstwledge.

| invite you, the reader, to connect to this téxtchallenge what you read and to form a
meaningful interaction with not only the text, lalgo with the people behind the text,

including the author.

Dualism versus holism

Ecosystemic thinking challenges dualities. Accagdim Kelly (as cited in Terre Blanche
& Durrheim, 1999), dualistic language and thinkaan easily lead to the splitting up of
‘reality’, which disrupts the mutual interactiondaoonnectivity of the context and the
system, blurring relevant patterns. Ecosystemiguage, for example, language that
avoids dualities and attempts to preserve conneets] requires maintaining and

preserving an awareness of these complete intersctHoffman, 1981; Keeney, 1993).

Within the field of study of this specific investitjon, where | need to be sensitive to the
bigger context, this aspect of holism is challeggirhen interpreting the interview data.
Hoffman (1993) speaks about taking a position iatstep removed from the operation
(investigation) itself so that one can perceivedperation in a more holistic way —
forming views about views. When thinking about toatext of the psychiatric nurse, |

need to be sensitive for terms such as patholaggrakrs, anxiety and depression, and

11



constantly remind myself that these concepts ned&e tseen in relation to the
system/context with which they are connected. Kedh893) and Hoffman (1993)
advocate such a holistic view by saying one musktbf the system creating the

problem, not the problem creating the system.

This brings me to the next concept of an ecosystemiv that needs to be explored in
order to create context for the other lenses/voia#sn this epistemology, namely the
drawing of distinction. One must, however, beamind that all of these concepts are
related and one cannot view or understand thesoiation; rather, they need to be seen

in relation to each other.

Drawing distinctions and the lens of punctuation

The importance of ecology, interaction and holisithin this frame of reference has
been outlined. These concepts create the conteanfecosystemic epistemology.
Within this epistemology there needs to be a wayhicth | can communicate what | see.
Through my interactions with the different voiceshin this paradigm, the importance of
drawing distinctions and punctuating observatiogsds to be outlined. Keeney (1993)
says that this exact aspect assists an individuabristruct a reality. This not only
enables me, but will also enable everyone who rdadsnvestigation, to draw some new

distinctions from the co-created reality.

Varela (as cited in Keeney, 1993) points out tliatwihg distinctions enables us to create

“physical boundaries, functional groupings, conaaptategorisations, and so on, in an

12



infinitely variegated museum of possible distinngd (p. 20). The drawing of

distinctions enables me to describe and comparé Mtgve seen in my interactions with
what | have distinguished. In this investigatiaor, éxample, | choose to draw the
following distinctions that form the platform fdne context of investigation. | decided to
investigate the lived experience of child psychtaturses; this is the categorisation
(grouping/ boundary) for this study. In line witbosystemic thinking, another part of

this distinction is the acknowledgement that thedidction needs to be studied in relation
to the bigger context with which it interacts. Kegr{1993)further states that the observer

first distinguishes and then describes.

The description of that which has been distingudsten be seen as the punctuation.
Punctuation is thus the next logical step withiosgstemic thinking. Keeney (1993) also
speaks of indications. Again, there are so manppgtn punctuating realities, seeing
that this too is influenced by the individual's &y context. What | choose to punctuate
within any specific context might be completelyfeient to what another person
punctuates when observing the same group of pebbis supports the fundamentals of
this frame of reference, namely that the observgart of that which is being observed.
In this investigation, | choose to punctuate fréma perspective of four psychiatric nurses
who all work within the parameters of child psyd¢h@nursing within a psychiatric
hospital. At this point it is important to not ormgmind myself, but the reader as well,

that punctuation is not an isolated/ fixed actimum, it is ongoing.

13



Neither punctuations nor the drawing of distincti@re fixed. Keeney (1993) speaks of
three different ways in which therapists draw distions that can assist them in
understanding their knowing. Firstly, primary distiions inform the parameters for the
investigations, as outlined above. Secondly, ierlahapters | need to draw distinctions
that will organise the raw data (phenomenologicalhmdology). This entails the
drawing of patterns that connect what has beentpatex. Finally, Keeney (1993) refers
to the stepping back action (reflection) of therdéipest, where he/she examines what
he/she has done. The therapist/ researcher siraolialy acknowledges that there are
other ways of interacting with the same data, wich lead to different distinctions and
punctuations. | follow this model in the proposeddstigation; the last step happens in
the final chapter, where | reflect on the thinkatgput the assumptions (distinctions and

punctuations) that | have made.

Keeney (1993), Bateson (1979) and Von Foersterl(jlaB investigated the concept of
logical typing where one has an appreciation for including paxas when doing
research and in drawing distinctions. Keeney (19@®)ts out that “self-referential
paradoxes can be used as conceptual building bfocle alternative view of the world”
(p. 30). In this way | am as much a participanthe&sother participants who | am
observing in doing this investigation. Thus, afitetnents that | make are self-referential.
Logical typing can, in itself, be seen as a wagrafving further distinctions, punctuating

a fuller awareness of my own patterns of knowing.
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In the drawing of distinctions and in the punctoatof that which is being constructed, it
is important to acknowledge thecursion of realitiesand thedormitive principle Both
these concepts are integral to my own epistemadoglyshape the way that the
distinctions are drawn in this investigation. KegfE993) says that, when an observer
allows his own observations to be included in whdieing observed, it points to
recursiveness and allows for richer descriptiomasl the researcher allows his/her own
views to interact with that which is being observieddoing this investigation | allow my
own thoughts and experiences of interacting/workmthpe children’s ward, in Keeney'’s
(1993) words, to “point to the same snake, whithaating the order of recycling”

(p. 32). The recursive matter of this investigatioriher includes my own struggle to
find words for that which | have interacted withdavbserved, allowing for more

interaction and new reflections.

Bateson (1979) explainsdmrmitive principleas a more abstract description of what one
is trying to explain and says it can sometimes bapphen one is using the lens of
recursion. This happens when one uses an abstoadtfar what you are seeing. In the
context of a psychiatric institution, this can §abkappen when, for example, a
psychiatrist, psychiatric nurse, psychologist, my member of the multidisciplinary

team, mentions in a ward round that a child is ésged, because he/she saw the child
crying during one of the group sessions. What hapjpe such an example is that the
individual is including his/her own views in thahigh is being observed. Keeney (1993)
says that when an action is reframed into a cayegfathe action (like the example

above) by an authority figure, it can easily mamtar escalate such a context — often
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leading to unfortunate consequences. | believettigis a valid tool in interacting with

the text and definitely contributes to my ‘makirense’ in later chapters.

What | have identified thus far as beacons in nosgstemic epistemology enable me to
move to a more practical level now, where | explehat happens when people meet and
realities are constructed in an ecosystemic wag @uast, however, bear in mind that as
outlined in the introduction section, the empha&sisn relationships and interactions.
This will allow the reader to understand the wayvirich the raw data (which is also

very alive) will be described and interpreted witkhe relational domain, later in this

investigation.

The meeting place — lens for understanding intera@ns and interpreting voices
Before looking at the way in which interactions fois investigation are interpreted, it is
important to acknowledge the role that the ecosystepistemology views the
interpreter as occupying in the interpretation. dxding to this view, the interpreter is as
much part of the observed system as any of theighails who are observed (Keeney,
1993). In such a frame of reference there is nargdiEson in the meeting, but everyone
meets each other on the same level. By readingnestigation, the reader also forms
part of the meeting, and is an equal member. Bveungh the overt agenda is agreed
upon, it is also important to keep in mind thatreaember attends the meeting with a
different agenda. Thus, my agenda is differenhts¢ of the nurses with whom | spoke.
The inclusion of the different agendas allows f@lwrality of realities and

understandings. Hoffman (1993) says: “as we mokautfh the world, we build up our
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ideas about it in conversation with other peopfe”88). | am not the same person as |
was at the time of studying or at the time of daimginternship; similarly, I will not be
the same person after the completion of this ingagbn. This is an investigation into

my current reality and how it interacts with thalrges of the child psychiatric nurses.

This forms the basis of the way in which we meet.

The luxury of working in an ecosystemic frame derence is that it provides space for
double description when trying to understand orcdbs that which is being observed.
According to Bateson (1979), a double descriptakes$ place within any relationship
when both views about the same phenomenon arellgegand referred to. He adds that
any relationship is the product of a double desicnip Bateson (1979) points out the

following:

It is correct (and a great improvement) to beginhimk of the two parties
to the interaction of two eyes, each giving a matercview of what goes

on and, together, giving a binocular view in depithis double view is the
relationship.(p. 146)

According to Keeney (1993), this allows a therapostiew the whole of a relationship
when bringing these different punctuations togetaeabling the therapist to organise
patterns in different ways. In identifying the @ifént patterns of relating, one cannot
exclude the relationship style. In other words, needs to characterise the ways in
which the different members interact with each gtteeallow for a further double
description. As a researcher, | include myself tagdways in which | interact in the

investigation. These interactional styles form aseatial part of ecosystemic thinking,
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which assists me in analysing the ‘minutes’ ofteeting. According to Becvar and
Becvar (2000), there are three relationship stylascan be identified. The first
relationship style is complementary relationshthsy have a high frequency of opposite
kinds of behaviour. The second is symmetrical i@aships, known for a high frequency
of similar behaviour. The third relationship styéecording to Becvar and Becvar (2000)
is parallel relationships, where both individualsonnteract are flexible and accept

shared responsibilities.

Cybernetic complementarities — the contact lense$ my ecosystemic knowing

Many people know the difference between wearingsgla and wearing contact lenses.
For me, both allow me to see, but contact lendew/ahe to view the exact outside world
a little bit more clearly and almost bring it closk short, my seeing became a lot easier
after | started wearing contact lenses. In the saa the concept of cybernetic
complementarities assists me in viewing the ecesyistworld a little bit more easily. It
helps me to understand many of the concepts anmaiteégf assists me in the
interpretation of the data in later chapters is thvestigation in a holistic manner.
Ecosystemic thinking proposes an appreciation édn sides of any distinction that is
drawn. Keeney (1993) refers to this aspect as ogbiercomplementarities, and states
that it provides an alternative framework for désiag distinctions. Varela (as cited in

Keeney, 1993, p.32) refers to this as the “thhetfirocess leading to the it".

In line with this, | name and explore some of thegeernetic complementarities, which

contribute fundamentally to my thinking about theastigation, and which assist me
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further in the completion of this investigation wheteracting with the voices of the
psychiatric nurses. This allows for each interactmbring to the fore some new
opportunity of knowing about the knowing. Integrhieto these complementarities are
the ecosystemic concepts of holism and double ghétser. The punctuation of these
relationships is also recursive in nature, whictisisne continuously in completing this

investigation.

Distinctions orterritory/map

Several voices within this school of thought has@soned about these concepts and the
importance of both (Bateson, 1979; Hoffman, 1998eikey, 1993). Bateson (1979)
states that the map is not the territory, whilefhhain (1993) contends that the map is the
territory. The way that | draw the distinction asgay that the map leads you to the
territory. For the purpose of this investigatidme territory represents the views of the
psychiatric nurses about their roles, and theirustdnding of their experience in
working at the children’s unit. The map is the exption and my attempt to understand
which factors contributed towards this punctuatemd assisted the nurses in arriving at
the territory. On a personal level, it is for med¢ad and understand more fully the map
that has led me to this point in time (territorpdao see if there is a link between these
maps and the territories. If so, this can conteliotthe punctuation of proposed new and
different territories to develop a new understagdihthe work of the child psychiatric

nurse.

19



Distinctions orbeing/becoming

Firstly, | am aware that the completion of thisestigation contributes to my own being,
in becoming a clinical psychologist. | also invgate the way that the nurses are
punctuating their roles to develop an understandfrtheir own being and process in

becoming a child psychiatric nurse.

Distinctions orstability/change

As with most cybernetic complementarities, thesecepts are interrelated. Keeney
(1993) says that both are complementary sidessgémic coin. “Cybernetics proposes
that change cannot be found without a roof of fitglmver its head. Similarly, stability
will always be rooted to underlying processes @e” (p. 70). Becvar and Becvar
(2000) refer to these aspectaarphostasiga system’s tendency towards stability) and
morphogenesiga system’s tendency towards change). In thisstigation, | explore
these concepts when interacting with the intervidwsee if the psychiatric nurses view
their lived experience as one that is charactetigechange or stability. This can also be
kept in mind when caring for children, as what reeedbe assessed is whether the
medical professionals (myself included) offer ertostability when working (facilitating
change) with these often severely traumatised bodeal children. In this regard | need
to acknowledge that one of my biggest motivationsridertaking this investigation was
an acknowledgement of the stability that the psytciui nurses create. | believe that it is
their stabilising effect that needs to be integtatmre holistically into the treatment

plans of the children.
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Distinctions onvoice/voicelessness

The drawing of this distinction can also be seea astivation for this investigation in
that, in my observed interactions with multidisoipry teams, | did not hear the voice of
the nurses whom | had observed to be playing aalgudrt in the treatment of the
children. In merely completing this investigatidmope that it contributes to the
acknowledgement of the voice of the child psycieaturse. | am also aware of the
challenges within myself to be able to voice thhtcl has been voiceless for many
years. Again, | am also of the belief that thedr&ih’s unit is a unique space of creating
opportunities for children (with the help of all wire involved) to find their voices and

to be heard.

Distinctions omattachment/detachment

The drawing of this distinction and reviewing itasybernetic complementary is also
extremely important in working with the children avare admitted to the unit. Apart
from the interplay of my own interaction betweeadé two concepts, it is also kept in
mind when analysing the data of this investigatidat is also important within this
complementary is to reflect on the causes of etltteachment or detachment, and the
need for creating alternative realities. This cgui@an also be linked to construction,

deconstruction and the co-creation of new real{fieeney, 1993).
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Distinctions oncontext/system
This distinction is kept in mind throughout the @éstigation and includes orders of
recursion, patterns of relationships and strivingards holism in describing and

interpreting observations.

The above distinctions/ cybernetic complementaritiee not exclusive in my
investigation, but are inclusive in my formulatiohideas and knowing about knowing.
These ideas are further developed and revisitéaten chapters, which allow for the
generation of more realities that can be linkedgain further the already formulated

understandings in the field of study.

A POST-MODERN VOICE — DISCOVERING OF SUNGLASSES

Introduction

The knowing about the knowing of many of the funéatal assumptions of the
ecosystemic epistemology (in which | was traines)dme even more alive to me after |
discovered and connected with some of the textiseopost-modern theorists. These
viewpoints definitely form a part of my epistemojognd | incorporate them under my
ecosystemic umbrella. | could compare this protesise discovering of sunglasses, in

that it protects my eyes while making that whigierceive look a little different.

The essence of post-modernism is to allow somethévgto evolve, rather than

predetermining the rules for what is real and vadithe world. This requires resilience

on the part of the researcher (Doherty, 1999). Asuteand Gehart (2007) state that,
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within this perspective, the notion of knowledgel ¥anguage as generative and
relational is central. In other words, knowledgeasveyed through language and
language can correctly represent knowledge. Foptingose of this study, it means that
the spoken and unspoken language of the psychratrges in relation to me (in the
interview) and in their interactions with otherastthe potential to generate new

understandings and meanings.

The two lenses/voices that are further exploreceutids section are those of
constructivism and social constructionism. Theiseatnds with a description of
collaborative thinking, which highlights the impamnice of being with someone, listening
and not-knowing. This assists me in the drawindistinctions, punctuations and
interpretations of the process in this investigatit the core of the post-modern
voice/lens is the importance of reflection. Thisqass entails me sitting back to re-view
all that | have viewed and all that needs to bevek— the realities of the past, present
and future. Hoffman (1993) says that there is &ipdiy for something new at each

point of interaction and reflection about interanti

The voice of constructivism

Maturana and Varela (1980) — who can be seen asftite big voices within this voice
— say that the lens through which anyone obseheawvbrld is always the ‘self’. They
also acknowledge the importance of language andripesdictability of life. The
concept of objectivity has also been questioneddmstructivists. Von Glasersfeld

(1984) says that it is not possible to achievelgaative view of the world, because
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observations will always be influenced by the obeeand the way he/she perceives.
Von Glasersfeld (1984) further states that one lshoot look for truth in our attempts to
understand the world, but rather for fit. Hoffma®93) argues that with constructivism,
the emphasis is on meaning and discovering theltdenfheories of people — what they
believe about the world — because they will acbetiag to these templates. Varela
(1979) further states that there is a mind in ewery that people interact with. The
importance of this lens, to me, is highlighted bg voice of Braten (as cited in Hoffman,
1993), where he speaks about a space individualg log their sides for the virtual other.
“By this he does not mean merely space for therqgitbeson, but a space for another

view” (p. 43).

In doing this investigation, a number of aspectskapt in mind, which have already
guided me to a constructivist point of view. | sedijvely felt that, through my
perceptions, there is a similarity between whaivuénobserved, and what | need to
discover or say in my interactions with the chifyghiatric nurses. In doing this
investigation, the emphasis is on formulating #imsilarity in a language that enables
people who interact with this study to get a batteterstanding of the template theories
of the child psychiatric nurse, as viewed througheyes of another — in order to create a
space for the construction of more views and diffierealities. Hoffman (1993) states
that with constructivism, there is no ‘Gods-eyew/ierather, the emphasis is on allowing

yourself to understand the private realities ofgteo
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The voice of social constructionism

Gergen (as cited in Hoffman, 1993) defines so@aktructionism by saying that what
we know evolves not primarily within the individua¢rvous system but in the
interactions and language that is spoken betweepl@eHow we get to know what we
see is thus a direct result of the ideas that vile p in conversation with other people.
This entails a shift from constructivism. In thiarhe of reference, the emphasis is on
listening to people instead of changing them (Haffim1993). This aspect of social
constructionism is important in this investigatiddy hope is that through it | am able to
identify what | have observed in my interactionshwthe nurses, namely their skills to
listen to the children that they interact with dhéir ability to create a space where the

children feel safe to interact and voice their $feries.

My concern was that this important knowledge somes did not get included in the
treatment of the children. In my view, the emphasisiany ward rounds was as a direct
result of constructivism, as punctuated by the memnbf the multidisciplinary team,

excluding the voice of the person who is discussed.

Social constructionism attempts to articulate pesptommon, shared forms of
understanding the world (Carruthers, 2007). Andeestd Gehart (2007) further state
that “social constructionism concerns itself witle tvay that people arrive at their
descriptions, explanations and understandingseshdielves and their worlds” (p. 12).
This is explored in later chapters of this disg@ta to see if the nurses shared an

understanding about their worlds and to investi¢fagevay in which they arrived at their
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understandings. The process of understanding ésptbcess of immersing ourselves in

the other’s horizon” (Anderson, 1997, p. 39).

The challenge is to, while immersing myself in thality of the other to understand their
way of looking and seeing, to also remain awanmapfown reality. This is where the
importance of reflection and recursion is needdti tie ability to generate ideas about
the ideas that have just been constructed. Myeaspibgy includes both, in that both

these constructs can also be seen as having a@oeplary relationship.

The next section is about the concept of dialoguelanguage as important tools within
the post-modern lens, which assist me furtherigittvestigation. This creates yet
another space for thinking about language and giedpdrawing yet another cybernetic

complementary.

Post-modern distinction ondialogue/language

Without language, no dialogue can take place; tteesthapes the other. According to
Anderson and Gehart (2007), in a post-modern taagitanguage can be seen as the
vehicle through which individuals construct and maknse of the world. This includes
all the ways in which we respond to each other thdret is spoken or unspoken.
Language without context is only words. Andersod &ehart (2007) state the

following:

What is created in and through language (realitesch as knowledge,

truth and meaning) are multi-authored among a comityuof persons.

26



The reality that we attribute to the events, exgrezes and people in our
lives does not exist within the thing or personstéad, it is socially
created within a particular culture and is contirllya shaped and

reshaped in languagép. 9)

Language is creative. Anderson (as cited in Arates Gehart, 2007) refers to dialogue
as a form of conversation where one can eitheraattonverse with another or with
oneself and search for meaning and understandingdh this process. Dialogue that
happens through language between people createsssipan meaning and interpretation
where new realities can be constructed can beaseganerative. Similarly, inner
dialogue can, according to Anderson (as cited idekson & Gehart, 2007), also be

generative, seeing that it can give shape to uresspuolords.

Thinking about the dialogue and language for thv@stigation is visible on many levels
and becomes even more visible as the investigatiogresses. Firstly, my inner dialogue
is constantly present through the punctuation fiéctve spaces, which shape the
dialogue that | have with the investigation as itieated. The language of the
investigation (discussed in greater detail in treghradology chapter) takes the form of
direct and indirect dialogues that | have with ¢théd psychiatric nurses. This
investigation also focuses on the inner dialoguthefpsychiatric nurses, and the effects
that it has on their dialogue with the children &mel different members of the
multidisciplinary team. Also important is an ackdedgement of the context in which
the language is shaped and the dialogue happetig® participants (me included) are

part of a medical context. In such a context, diegic tools and manuals shape the
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language and dialogues of individuals. This ingggton therefore focuses on that aspect.
What is important too is that the above punctuatiare not fixed but are simply what |

construct at this point in time.

PSYCHODYNAMIC READING GLASSES: THE OBJECT-RELATIONS
LENS/VOICE

Introduction

In reflecting on my studies and internship thalolwkd, both the voices of ecosystemic
and psychodynamic ways of thinking were presentadiosved me to develop
understanding, formulate thinking patterns andioasty enter spaces with individuals
(children and adults) to facilitate new understagdi Thus far, in this chapter, | have
outlined the fundamentals of my epistemology amdvwhy these fundamentals assist me
in my understanding. | cannot, however, concludke ¢hapter without visiting and
exploring that which has been very real to me indayelopment as a psychotherapist. It

has been a definite map that led me to many tee#pthis one included.

In the process of revisiting some of the literatoimeobject relations, in preparation for
this chapter, | also discovered a new knowing abouknowing: realising how many of
the concepts in object-relations theories can b&etd as cybernetic complementarities. |
was also sensitised to the importance of contettti;mway of thinking. Ecosystemic
thinking advocates an approach to holism insteatuafism (Anderson & Gehart, 2007,
Hoffman, 1993; Keeney, 1993). | fully agree witlstin such a way, | am more than

comfortable to add this thinking to my epistemololggm comparing the object-relations
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lens to that of reading glasses. Reading glassesftan used to read the ‘fine print’. The
whole action of reading instead of seeing pointh&attainment of knowledge of a
different kind. In reflecting spaces, what | readiats me (and has assisted me) in what |

see, again informing and guiding me to that whiebds to be read.

The fundamentals of my object-relations lens

The basic stance of this way of thinking is thesideration it gives to the interactions
between people from infancy right through to adlfédt Gunter (1971) says that the way
that most of the theorists (including Fairburn, iKjeMahler, Sullivan and Winnicott)
within this way of thinking punctuate, is with amphasis on the first meaningful
relationships that infants develop with their olbgeend the impact thereof right through
their lives. According to Gunter (1971), all of feetheorists claim that they remain loyal
to the father of psychoanalytical thinking (Freugt they developed a new way of
thinking about the traditional psychoanalyticahfiework. Gunter (1971) further states
that within this frame of thinking: “only objectiegional thinking can deal with the
problem of meaning and motivation that determimesdealing of one person with

another, and the way they change and grow in thegss” (p. 46).

The pioneer in the object-relational field is Ma&aKlein, and Gunter (1971) states that
her work is the real turning point in psychoanaigtitheory and therapy within the
psychoanalytical (Freudian) movement. Klein regdrde infant as an arena for inner
struggle that is projected onto the world he/sheracts with, as the infant matures.

Gunter (1971) says that:
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This means that the infant is never able to expegereal objects in any
truly objective way, and the way he does experigheen depends more

on his own innate make—up than on the real attitoldbehaviour to him.
(p. 54)

This concept points to the subjectivity of that @fhis being observed and assists me in
analysing the data in later chapters as well. &lts leads me to draw an important
distinction between the descriptions of the obsgfabject of study) versus the way in
which | observe/view. In reviewing the theory ofeidl (Gunter, 1971), | was led to yet
another aspect of holism, namely that Klein’s tiyaogeds to be read in totality. She
constructs a number of realities that need to ba serelation to each other. This affirms
the importance of seeing the individual in conte#tjle punctuating from the first years

of development.

The two object-relational positions of an infartdarding to Klein) need to be named, as
this also contributes to my knowing and assistsmmaking sense of the world.
According to Klein (as cited in Gunter, 1971), théso object-relational positions,

which the infant experiences first with the mothsmprimary object, exert an important
influence on relationships throughout life. Gur{te971) says that “they are , in fact, a
description of the two major problem positions ihieh the child finds himself as he tries
to work out his relationships with the object wotbéginning with the mother” (p. 61).
Klein calls them the paranoid-schizoid position &mel depressive position. Within the

first position the infant moves from being withdrafvom the object-relation world
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(schizoid) to where the infant is in relationshiphathe world, but feels persecuted by
his/her objects. In the depressive position, itrsethat the infant has overcome the
paranoid difficulties and enters more fully into®&object relationships. According to
Gunter (1971), this position is marked by guilt aleghression after the discovery that
he/she can hurt those he/she had become capdbleraf. The importance of these
positions is highlighted in Gunter’s (1971) explaoma that with bad mother-infant
relationships, the infant might fluctuate betweencgptions of persecution. This leads to
withdrawal and can lead to ambivalent relationskhapsr, resulting in feelings of guilt

and depression.

An understanding of these positions becomes impbitiethis investigation, seeing that
the psychiatric nurses will observe/ feel manyhaise reactions in the children that they
work with. In my discussion in later chapters, égehis in mind, firstly to see if the
nurses mention some of the emotions as outlinedeglamd secondly, to see what
happens to these emotions when they are projeatedtoe psychiatric nurse. Is there a
space for reflection for that which is being obsel® In my reflections | also recall some
of my observations, in order to create a doublemjgtson. My investigation is not

accurate or aligned to my epistemology if | do inctude this.

Some other voices within this lens
Within the object-relational field many voices (thists) followed. All of them place an
emphasis on the importance of the environment la@albility/inability of the

environment to offer meaningful objects in thetfgstages of life (Buckley, 1986). In
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addition, they emphasise the effect that this mearny individual in the way that he/she

subsequently interacts with others.

Mahler (as cited in Buckley, 1986) phases in thpasation-individuation process of an
infant, punctuating the importance and sensitigitthe mother-child relationship. Her
construction implies that an available (present)h@ocan allow a child to individuate in
a way that will assist him/her in relationshipsfan life, by developing a healthy sense
of self in relation to others. Winnicott (as cii@dBuckley, 1986) introduces the
important concept of the holding environment whefierring to the parent-infant
relationship. “Holding, precedes what he callsig/iwith and the development of object
relationships. Inadequate maternal care preveatsmfant’'s coming ‘into existence’ in
the larger sense” (p. 150). Sandler (as cited ickRyy, 1986) also investigated the
development of object relations and the role tfffacdon plays in that development.
Within their frame, they specifically looked at theed for reassurance and affirmation

through interactions of the infant with the envimaent.

All of these voices construct the need for an emrnent that is present, and has the
ability to hold. This can be borne in mind whenKimg at individuals who might not

have been given such opportunities in early lifep athat in such individuals, those exact
needs (internalised constructions of the outsidédymight be recreated when
interacting (acting out) with the environment itelalife. It implicates further a need for
such individuals to attach and be granted the dppity to recreate. The way in which

children and nurses interact within this spaceaiither developed in psychodynamic
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language (for example, concepts like defence mesimsn- in the forms of projection,
introjections, transference, counter-transferereg@ession, splitting and denial). These
concepts form part of the language when | weartheading glasses and are further
explored in not only the literature review, butaais the dialogue, when analysing the

themes in looking at the lived experience of cpsgchiatric nurses.

THE UMBRELLA EXPERIENCE

In the above sections | have drawn distinctionsantttuated viewpoints that all form a
part of my understanding of the world and which sflecifically assist me with this
investigation, when looking at the lived experien€ehild psychiatric nurses. Central to
all of this is me — another individual — tryinguaderstand what so many people are
struggling with, an on-going exploration of thefselthe world and trying to find

meaning therein. This is my reality, my epistemgldgr now.

Hoffman (1993) states:

Now we are going to make a new-way path. So yaudatovel, you take
a ground-hacker, you take a hairpin. If all you gof hairpin, you take a
hairpin and you start digging. And you dig in altettions: up and down,
in and out, right and left. Not in a straight lin&othing natural or

interesting goes in a straight line. As a mattefadt, it is the quickest way
to the wrong place. And don’t pretend that you kmdvere you are going.
Because if you know where you are going, that mésatsyou have been

there, and you are going to end up exactly whertecame from(p. 1)
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CHAPTER 3

LITERATURE REVIEW

INTRODUCTION ABOUT THE INTRODUCTION

In the previous chapter | explored/ voiced my estayic epistemology and the different
lenses/voices under that umbrella which assistethrtiee drawing of distinctions up to
this point in my investigation. This also assis&s imthe writing of this chapter and the
remaining chapters in this dissertation. My ecamyst epistemology proposes a holistic
approach where the whole is bigger than the sutheoflifferent parts. It further proposes
a ‘stop-pause-reflect’ model, which assists inkhewing about knowing and thinking
about thinking. This chapter can thus be seen @®pthe previous one, but different.
The lens of the previous chapter allows for furtleglection, as the literature regarding

child psychiatric nursing is reviewed and voicedhis chapter.

The distinctions that | draw in this chapter angl pinctuations that follow assist in
creating context for the interpretation of the wsiof the child psychiatric nurses. In
ecosystemic language, the literature review assigte exploration of the territory as
explained through different individuals punctuatthgir views of the territory. Again, it
seems worthwhile to remind you, as reader, thatgsiyour punctuations happen
subjectively, so too are my punctuations influenogany subjective drawing of
distinctions. What is important is to remember that meta-context (territory) remains

the same — an exploration of the lived world of¢héd psychiatric nurse.
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The aim of this study is to give a voice, througdating a space for the child psychiatric
nurse, by looking at the nurse in relation to tkiemnal environment (client, family,
multidisciplinary team members and reader) andate(self and in-patient unit) and to
then provide a rich description of the lived expede of child psychiatric nurses. In
order for this to happen, a study was undertal@newing the most recent literature

regarding psychiatric nursing and mental healtlsingy

INTRODUCTION

The importance of caring for children is high og tholitical agenda of most countries of
the world. When looking at children’s health, oreeds to look at their physical as well
as mental health. In his article McDougal (200®gcly states that children’s mental
health is finally recognised as everybody’s bussnés her article, Mohr (1999b)
illustrates how interventions in an in-patient gagtric unit for children can lead to
children’s lives being negatively affected foreviéthere are conflicting ideologies
within the unit, and if the needs of the childree aot thoughtfully considered. She
refers to the epiphany experience (as defined byziban 1989), which can be defined
as “those moments that fundamentally alter, condmak signify a turning point in a
person’s life” (Mohr, 1999b, p. 230). These expeces normally happen in social
situations that entail a crisis. Mohr (1999b) ehdsarticle by saying that having had
such an epiphany experience, individuals can nguiée be the same again in their

approach to life.
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In this chapter, | explore the importance of thateat that the child psychiatric nurse is
part of, seeing that the above aspects cannotti&greted without having a sense of the
context. According to Norton (2004), the milieutbé in-patient unit can either be
therapeutic or not, and the environment has arctedie the children who are admitted —
for better or worse. The territory of the in-patienit is explored in this chapter. Key
functions of a therapeutic environment are alsdarg. The effects of a non-therapeutic
milieu for the children as well as the nurses akéewed, as punctuated through different

literature.

Central to the care of children’s mental healttheschild psychiatric nurse, especially
when looking at the role of the nurse in an ingattipsychiatric setting. Delaney (2006)
reflects on the unique opportunity that the nu@e \Wwhen working in an in-patient unit,
having 24-hour exposure to the children, in thaytban really understand the
hospitalised children through observing their ctigaj regulatory and emotional
processes. Haber (2000) states that Peplau (réfertey many as the mother of
psychiatric nursing) consistently referred to psgtift nursing as an art and a science.
She sought to define the lens through which psyebiaursing could identify its unique
professional focus (Haber, 2000). This punctuaiaexplored further when looking at
the role of the psychiatric nurse in this chapiée importance of drawing this
distinction, in terms of creating a reality whene total function of the nurse can be
acknowledged as both an art and a science, neddsrtoted here. This is aligned with
ecosystemic thinking, where acknowledgement isrgteethe whole being bigger than

the sum of its parts (Keeney, 1993).
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Reflection space: The ward round perceived as aha@arscience?

| have observed in my interactions and in workirntpwhild psychiatric nurses that the
art of their work was sometimes not visible. Thés wspecially true in the weekly ward
rounds, where | observed that the nurses took anirgdtrative role, speaking usually to
confirm compliance or side effects of medicatidreyldid sometimes mention if there
were difficulties with some of the children. Howev@bserved that this was mostly
content feedback and that there were seldom iné¢sions by the nurses or new ideas

brought to the table with regards to the treatmeinthe children.

Sutton, Maas, and Krug (1974) comment that thetpagtic nurse, in her interaction

with the multidisciplinary team, sometimes only @gs on certain information without
explaining or elaborating their observations andrections with the children, therefore
minimising their important roles. They say that teason for that might be that they feel
inexperienced and/or insecure in formulating cote@pd communicating their
understandings of complex interactions within theug. The analysis of the interviews
with the nurses, in later chapters, seeks to egglossible reasons for this silence. Sutton
et al. (1974) end their article by urging psychdéatiurses to take a strategic position in
the total treatment milieu and remind them of thmilgue competence in working with

children.

Baldwin (2002) did research on the role of the ps&ftic nurse in child and adolescent

mental health services in the United Kingdom. Strectudes that it is of concern that
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psychiatric nurses are not able to define whahigue about their roles in the
multidisciplinary teams, unlike the other professits who attend the ward rounds, who
can clearly state what the purpose of their roteslamyself, for example, as an intern
psychologist, knew that | had to report on thedpgrsessions that | had with the
children. Baldwin (2002) ends her article by alsging psychiatric nurses to develop a

clearer rationale and articulation for their ralesnultidisciplinary teams.

A central tenet of this investigation, to bettedarstand the art of psychiatric nursing, is
a review of how psychiatric nursing is punctuatethie relevant literature. What follows
is an exploration of the literature on the diffédrpanctuations of the role of the child
psychiatric nurse, embedded in the role of the Ipisyac nurse, embedded in the role of
the nurse. In this chapter, | also explore therauigonal domain of the child psychiatric
nurse — the realities that are constructed betweeple. The ability of the child
psychiatric nurse to form a meaningful relationdingmn the first meeting with the child
is pivotal in the treatment of the child. This igoported in a study of Sjostedt,
Dahlstrand, Severinsson, and Lutzen (2001), where teflect on the first nurse-patient
encounter, and the importance for the nurse toaously and intentionally encourage
the patient to enter into a relationship with hed ¢hat, if the child feels safe in this first
encounter, they will later be able to share hisgugfering without feeling forced to do

SO.

The factors that enable the development of a tleetaprelationship are also explored, as

well as the factors that hinder such a relationdhigluded in that are concepts of
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psychodynamic theories, such as primary defencdnameems, anxiety and
attachment/detachment, transference and countestér@nce. The relational domain is
not exclusive with regards to the nurse in relatthe children, but also in relation to
anyone with whom she interacts. A concept thatasassted me greatly in thinking about
the relational territory of the child psychiatriarse is the work that Bion did. Bion (as
cited in Sprince, 2002) speaks of the relationsbiptainer/contained as a constantly

recurring pattern:

It is a relationship observed between one indivicaradl another, between
an individual and a group, between a group and agaaisation. In the

form most familiar to psychoanalytical thinking,ethmother’s mind
receives, contains and transforms the projections te infant.

(pp. 159-160)

| also name this a cybernetic complementarity: @imetr/contained. Seed, Torkelson, and
Karshmer (2009) argue that, although progress éas made in bringing psychiatric
mental health nursing into the2dentury, there are still two areas that lag is.tRirst is
the need to identify research agendas that linkhpayric nursing to improve patient care,
and second is to find a way in which system isshiasaffect patient care can be
addressed through the inclusion of core psychiatrise competencies. As the aim of
this investigation is to create a space for refbecon the important work of the child
psychiatric nurse, my research agenda is on batesk levels. | believe that children
are the leaders of tomorrow. | further believe thagtworking in the children’s in-patient
unit for six months created an epiphany experidocene, where it first silenced me.

Doing this investigation is to make sense of myegignce, but more importantly to
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voice that which | feel lies central to better paticare at the unit. This is a building
block for my continuation of working with childreham fully aware that as this process

evolves, more distinctions and punctuations wittdyae available to my consciousness.

THE TERRITORY (CONTEXT) OF THE CHILD PSYCHIATRIC NU RSE

Historical context

The historical context of an in-patient unit foildren began with the Child Guidance
Movement. In the late 1920s, for the first timeseg&rch in relation to children had begun,
and treatment agencies were organised for chilfenneeded psychiatric care; these
units were often isolated from medical schoolsaspitals (Middleton & Pothier, 1974).
Middleton and Pothier (1974) further state thatehg&as no conception of the role of the
psychiatric nurse in the system at the time. Theesibecame more frustrated with their
roles, realising that they needed more trainingp@n to use the self in therapy and in
interactions with the psychiatric patients (Middie® Pothier, 1974). Their role only
became evident in the 1930s, when somatic therdgieeme dominant in the in-patient
treatment of children with psychiatric difficultiedliddleton and Pothier (1974) state that
it seems that the nurses’ needs were further rastddbecame evident in the enactment of
the Mental Health Act in 1946 in America, as onetisa of the law provided for the

specific training of psychiatric nurses.

Reflection space: Struggle for visibility

The invisibility of the psychiatric nurse (who wadeed already very visible in the

wards) needs to be noted, seeing that | find reexély interesting that the psychiatric
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nurse had to voice her frustration or need to bknaeviedged since the start of her

involvement in in-patient care treatments.

Reflection space: A female distinction

In this dissertation | focus on the psychiatric seias female. This is to create an
accurate reflection space of my interactions wiit hurses who | have personally met
and who have continued to be ‘with me’ following ytlears after my internship. In the
same way, the drawing of distinctions of this itigasion and punctuations included in
that is from a male perspective. Aligned with estayic thinking, it is not an either/or
approach but rather an inclusive space where — ¢lisyugh the punctuations will
happen accordingly to that which was named —tib ise shared with and applied to

anyone who interacts with the text, irrespectivéhefr gender.

According to Kolko (1992), the number of in-pati¢ér@atment facilities had increased
after the 1940s in America, up to a point in thé@®9where most community centres in
America provided in-patient hospitalisation sergiéer children. He further mentions
that the six major elements of in-patient treatnienthildren, which were identified in
1957 by the American Psychiatric Association, wailikincorporated by most treatment
plans for children, but that the emphasis difféfrech programme to programme. Kolko
(1992) names the six elements as follows: “parantigpation, a therapeutic
atmosphere, individual psychotherapy, somatic fhiesa education and medical
services” (p. 4). | could not find any specificeasch (literature) with regards to the

history of in-patient treatment facilities in Sowfrica. In my experience of interacting
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with the in-patient unit the only element (as peo\ge distinction) that was not part of the

treatment plan for the children was the use of simntlaerapies.

The context today — not punctuated by specific dateefers to the present

There is more than enough recent evidence inti@lure supporting the need for and
value of in-patient treatment centres for childwéro experience psychiatric difficulties
(Benson & Briscoe, 2003; Ellila, Valimaki, Warne,Sburander, 2007; Kolko, 1992;
Messinger, 2007; Mohr, 1999a; Norton, 2004). KdlkB92) specifically states: “The in-
patient setting offers multiple opportunities foetapeutic contact, for monitoring of
dangerous or disturbing symptomatology, and forsiiee making as to follow up and
disposition” (p. 6.). This is specifically importaior children. Ellila et al. (2007) write
about the complexity of the diagnosis of childresodders and the value of in-patient
treatment facilities in that it offers children laance to have corrective experiences in

forming meaningful relationships.

When looking at the in-patient context today, wée¢ms to be more important is the
reflection on how to create a context that is mbegapeutic for children with the current
reality, which is in itself one of the reasons tlais investigation. The biggest challenge
for the psychiatric nurse and the different rolayglrs involved in the treatment plans at
the in-patient units seems to be the pressurend, tin a setting where more and more
children are referred for treatment with limitedaarces. In an article by Norton (2004)
entitledRe-thinking acute psychiatric in-patient cahe punctuates the difference

between acute in-patient psychiatric wards todagoaspared to those of the 1960s and
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1970s, in that the patients’ average length of s&yeatly reduced and the percentage of
psychotic and detained patients is higher, asaidael of risk of violence. The impact of
this on staff and what is expected of them, andtwey expect of themselves, makes it
difficult to create a therapeutic, safe ward envinent for those in their care. Kolko
(1992) supports this by saying that the transiteoshorter in-patient hospitalisation
treatment for children provides limitations for tineatment, in that it contributes to
weakened peer relationships, staff frustratiomgp®intment, fatigue, more frequent
escalation in serious behaviour and system cosflibbut the overall purpose of
admission. Benson and Briscoe (2003) further hattlthat, owing to financial

limitations, the current focus of in-patient psyathic nursing is on rapid stabilisation of

the patient.

Another challenge of the context of today that hiv@ include (draw a distinction on) is
the importance of medical treatment versus thetapatmosphere (as two of the
elements identified in the previous section). Nor2004) mentions that there is no
patient left untreated by the in-patient environtngau are either treated well or poorly.
Thus, part of the meta-context is the strong emplasthe medical model with the focus
being on the curing of patients rather than omcgfor patients. Benson and Briscoe
(2003) support non-pharmacological interventionthimithe in-patient unit, saying that
what is most important in the environment is thitgtof the child to be able to form a
therapeutic relationship with the psychiatric nufgeis relationship gives the child the
opportunity and safety to create new (more accéptaalities in his/her patterns of

interaction. This therapeutic environment will lmEleessed more comprehensively in the
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next section. No one can escape the diagnosisyohfric patients when working or
relating to a psychiatric hospital setting on aewel. The reality is that it is the language,
a way of punctuating and drawing distinctions witeuch an environment. An
ecosystemic approach does not advocate eitheppooaghes. Rather, it is about trying to
see and reflect on the whole rather than on péttseovhole (Keeney, 1993). Strayhorn
(as cited in Hasselt & Kolko, 1992) states thatehg&as once an era where there was no
space for a medical and psychological model intrg&ment of psychiatric patients, and
that it was almost as if practitioners could ondyntle one major conceptual model.
Within this model, the focus was on diagnosis aedttment (through medication) rather
than on the individual. It is through this modelest the shift is established from seeing

patients instead of people.

My investigation explores, describes and interpiieeschild psychiatric nurse’s views
about the current context, and the effect thattmext has on them. This ensures a
double description, creating spaces where questande asked and statements can be
made with regards to the context of the child p&tcic nurse in South Africa. Thus far |
have briefly punctuated some viewpoints on thetteyr of the child psychiatric nurse
working at an in-patient hospital setting. As parthe distinction on the context, | also
explore aspects of a therapeutic environment (aktareffective patient care) and

thereafter punctuate the different role-players wkplore the territory together.
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A therapeutic context (milieu)

Central to my investigation is for me and everya® interacts with the text to create a
space for reflecting on the work of the child psgtiic nurse, creating new realities for
better patient care. This in itself can be defiasa therapeutic context. On a more
concrete (content) level, a therapeutic environnsantbe described as an environment
that maximises therapeutic processes and minirdsgtsuctive processes within in-
patient units (Norton, 2004). For many years ps3fttit hospitals have been constructed
as closed-off environments, which separaiamal peopldrom abnormal peopleNorton
(2004) says that, instead of viewing in-patientditas settings as sanctuaries for
disturbed people, they need to be viewed and ictiedavith as places that promote

healing through social support, community and theusic interventions.

McDougal (2006) refers to the shared responsihilitpurses and all professionals who
interact with the children to create a therapecmictext. He describes such an
environment as a place where every child is giwameopportunity to reach their fullest
potential and to enjoy better mental health th&oreethey were admitted. Mohr (1999b)
says that in a therapeutic milieu, children aranrenvironment where they are sheltered
from painful and frightening stressors. Here thag earn new relationship skills and the
ability to cope better in interactions, which trean then apply in the external world.
Benson and Briscoe (2003) mention that both stradtand unstructured components
play a part in the creation of a therapeutic mil®tructured components can be
perceived as the everyday planned activities othikelren in the ward (as per the

treatment plan). The authors state that the urtsited components are the nurses’ ability
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to observe the interactions of the children witbheather and that the expert nurse is
flexible enough to allow unstructured behaviour/andoutines when needed. Aligned
with ecosystemic thinking, it is not an either/ppeoach. An environment that becomes
too structured and has no space for free-flowirigpa@nd observation can be non-
therapeutic. This is reflected in Mohr’s (1999)ce, where she quotes the reflection of

a child (who was eight at the time of his admissamfollows:

It was always rules. | kept wondering whether thiss a hospital or a
prison. And | mean you would at least think thatréwould be some bend
like for individual cases or exceptions — after, &hle world isn’t black and
white. But no, the rules were the rules and theyewie sacred or
something(p. 238)

Similarly, an environment is non-therapeutic ifréhés no structure. In this regard,
Gunderson (as cited in Norton, 2004) identifieg fkey functions in an in-patient unit
that can assist psychiatric nurses in establisbiagting a therapeutic environment. The
five functions are: containment, support, structureolvement and validation. My
investigation explores the views of child psycha@aftrurses in relation to their subjective
experiences with the environment and whether theciuate their realities as
therapeutic or not. It also explores whether treglect on the importance of their
unstructured observations and how these needsbdred in order for a therapeutic

environment to be created.
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Contextual role-players: A team in context

Reflection space: On walking on the moon

Without individuals who live in or visit a territpi(at any moment in time), there can be
no explanation of a territory. | can, for exampigye an explanation of what | think it is
like to walk on the moon. | can base my explanagitimer on observed footage, or by
reading the stories of the people who have beeawe tied wrote stories about it. In my
investigation, | primarily report on the construdtesalities of the child psychiatric
nurses, as punctuated by them. My own punctuatibtigee context form part of the
investigation, seeing that | was once part of thetext (for six months in 2003) as an
intern clinical psychologist. Another part is arpéoration of the literature with regards

to the multidisciplinary team of which the psych@ahurse is a part.

Before exploring the different role-players in tentext of child psychiatric nursing, |
first want to draw a distinction on the contexipsi/chiatric nursing in South Africa.
According to Kahn and Kelly (2001), there are tgtlig three types of nurses in a South
African psychiatric ward: registered enrolled (Bteduxiliary (assistant) and student. In
this investigation | am exploring the lived expeide of registered nurses working in an
in-patient hospital setting. No role can existgalation. Part of my epistemology is the
acknowledgement that realities are constructedaip@nd in relation to others.
Therefore it is important to mention the other fplayers who exist in the context of the

child psychiatric nurse.
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In psychiatric hospital settings, the multidisanalry team approach to treatment has long
been part of the context (Mohr, 1999a). Im et2004) also talk about acknowledging
the importance of the multidisciplinary team apgtoéor mentally ill children in Korea.
They further state that the nurse is a key persaakte care of such children. Procter and
Loader (2000) also state the value of the multigiswary approach as a comprehensive

approach to complex problems, when working withdzen.

Messinger (2007) urges current psychiatric pradbdake a multidisciplinary team
approach, where expert knowledge about patientsadtifferent occupational groups
can be utilised. She says it is important to remamtiat disputes between these clinical
perspectives have implications for the treatmematients and for the study of
psychiatric practice, and that a reflective spaseds to be established where better
insight into this aspect is possible, which willturn lead to better patient care. It is
important to acknowledge power relations at anatigmt setting, but more important to
allow for shifts in a multidisciplinary team. Indtgouth African context, Kahn and Kelly
(2001) confirm that the general practice modelisudtidisciplinary team approach as
well and that the multidisciplinary team is heathgdh psychiatrist and comprise of

nurses, a clinical psychologist, occupational thista, and physiotherapists.

Reflection space: On multidisciplinary teams
In my experience the multidisciplinary team comsisif a psychiatrist, a psychiatrist in
training (registrar), a social worker, an occupatial therapist, a clinical psychologist, a

registered psychiatric nurse, an intern clinicalypblologist and an educational
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psychologist. The ward rounds were also mostlyndtte by medical students as part of
their training blocks in psychiatry. My subjectie®perience and explanation of the
functioning of the team was that | sometimes ffiglt the role of the child psychiatric
nurse was not constructed in the ward rounds askeguhat of, for example, the

psychologist or the social worker.

Lichtenstein et al. (as cited in Singh, Singh, SabaMeyers, & Wabhler, 2006) say a
therapeutic multidisciplinary team is a place whtedifferent team members are
comfortable about their roles and feel that theyabile to take part in any team
discussion where clients are discussed and wherertamt decisions need to be made.
This way, each member feels positive about thetioning of the team overall, and
contributes in the setting of goals for the teafme iaming and exploration of the context
(as outlined in the above text) are not excludng, form part of this investigation in
creating a description of the context of the cpi#gchiatric nurse. The next section is an
exploration of the role of the child psychiatricse as she functions and interacts within
the constructed context, where the latter alsarin interacts with the meta-context of

psychiatric nursing in South Africa.

THE CHILD PSYCHIATRIC NURSE: AN EXPLORATION OF ROLE S

With regards to the role of the child psychiatnigse, the complementary relationship
between visible/invisible; container/contained;imgicuring; attachment/detachment;
good object/bad object; whole/parts of the whote} aystems thinking/object-relations

theories are all part of my thinking when thinkaigout the role of the child psychiatric
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nurse. What follows is an explanation of the wagt thpunctuate the role of the child
psychiatric nurse (as subjectively informed byealént literature about the role of the
child psychiatric nurse) to allow for a reflectispace to be able to integrate their own
meanings of their roles, later in the investigatidhis enables the creation of a double

description of the role of the child psychiatriaseiin this investigation.

Huelskoetter (1991) states that no role can existalation and that the psychiatric nurse
firstly sees her role in relation to the expectadiof what others think her role should be
(preconceived ideas of others), and secondly,latioa to the way in which she sees her
role (preconceived ideas of self). This in its@lhdorm a complementary relationship in
the form of preconceived ideas of self/preconceideds of others. The nurse’s
preconceived ideas of self, in her role as a nargethus informed by training and both
the overt and covert communication of differentilials that he/she interacts with.
Embedded in the role of the child psychiatric niasethe roles of the nurse and the
psychiatric nurse. As per ecosystemic epistemolbggnnot exclude/ignore these roles,

seeing that they contribute to the child psycliattirse’s context of being and becoming.

The traditional role of the nurse: The person behid the uniform

The history of professional nursing begins withrEtae Nightingale. According to

Haber (2000), Nightingale said that the nurse’s islto perform tasks to and for the
patient and control the patient’s environment tbagrcte recovery. In most descriptions of
the traditional role of the nurse, the patientasgive and the nurse is actively involved in

supporting not only the patient, but also any othdividual in the medical team, to
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provide a safe environment and to assist in thegqa® of recovery for the patient.
According to the traditional role of the nurse, these’s role is to be visible. In addition,
the nurse needs to be available. In essence atiéianal role of the nurse was that of
support to doctors and patients (Marriner-Tomey l&gaod, 2002). The invisible part is
the impact of this traditional role descriptionthe child psychiatric nurse. One can
argue that it might be difficult for people (and fbe nurses themselves) to |dméyond
thenursing uniform Part of this investigation is to explore the vilawvhich the child
psychiatric nurse defines herself, to see if thiestill anyholding onto traditional roles.
The latter in itself can be a cause of the nuré¢doamg comfortable to become visible

outside of the traditional roles; to become, foaraple, the person behind the uniform.

Reflection space: A nurse in uniform and an intemmithout a uniform

In reflecting on my own experience, | had to chle my own thought processes in
realising that it was initially difficult for mepb, to connect and see the important work
of the person behind the uniform. Initially I vielde nurse in uniform as someone
whose primary role was to support the membersehthltidisciplinary team and to
perform medical procedures. It was only later thatarted realising that they play a far
more crucial part in the treatment of the childr&hen | left, | knew the people behind

the uniforms.

The role of the psychiatric nurse: A reflection orself

Peplau can be seen as the Florence Nightingalsychatric nurses, and her influence

can be widely seen in most of the literature thflects on the role of the psychiatric
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nurse, from 1959 to the present. According to Refda cited in Haber, 2000), the most
important difference between the role of the nanse the role of the psychiatric nurse is
the nature of the nurse-patient relationship. Repéa be considered as one of the
biggest voices in psychiatric nursing. Her voice sill be found in many articles
relating to psychiatric nursing today and her thesirthe different phases of the nurse-
patient relationship is acknowledged by most litet@ on psychiatric nursing. Peplau’s
primary contribution to the field of nursing — apslychiatric nursing in particular — is her
development of the frame that focuses on interpais@lations. Haber (2000) states
that, through this paradigm, psychiatric nursesassist patients in making sense of and

learning from their responses to experiences rlaidealth and iliness.

The role of the psychiatric nurse is thus not daliave an understanding of the patient
and the patient’s needs (the traditional role efribrse), but to also have an
understanding and awareness of the ‘self’ in irt#wa with the patient and the role that
the ‘self’ plays in the therapeutic process. Thialigned with the shift from cybernetic
thinking to a ‘cybernetics of cybernetics’ way birtking, where the observer is part of
that which is being observed. Haber (2000) furttates that Peplau emphasised the fact
that health is restored for the patient in theratéonal domain, as the aim is for the
interactive process to promote independent prolsieiwing, ego building and corrective

boundary setting.

Sjostedt et al. (2001) also highlight the importan€the nurse-patient relationship in

psychiatric nursing. They argue that, in orderntfa patient to get better, the nurse must
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show that she completely understands the patisuotfering. The nurse-patient encounter
is an ongoing process and can be fully understadddaveloped only in the context of
lived experience. This also forms the basis fondany investigation, namely to see how
the nurse-patient encounter is constructed/pureduay the child psychiatric nurse. This
can lead to a better understanding of the uniglgetihat child psychiatric nurses play in

patient treatment.

Within this interactional context (or as previouplynctuated, the science and art of
nursing), Benson and Briscoe (2003) state thatodtige primary functions of the
psychiatric nurse working in an in-patient settie¢o provide patients with a space
where they feel physically and emotionally safee@an thus say that the nurse needs to
be an advocate for safety. The creation of sudfespace can make therapeutic

relationships between nurses and patients possible.

According to the visible/invisible complementaryateonship, one can argue that Peplau
attempted to make the invisible visible. AccordiogMarriner-Tomey and Alligood
(2002), Peplau asserts that the role of the colamgslof the greatest importance for the
psychiatric nurse. This role of the counsellor stihbe seen as a relatively new term in
psychiatric nursing. Boyd (2002) says that in thetppsychiatric nurses were not
described as therapists; this term was used oniation to psychiatrists, psychologists

and social workers.
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Another important difference between the role eftlnrse and the role of the psychiatric
nurse is the importance of her role in the mulagliBnary team. Robinson (1983) says
that the psychiatric nurse shapes and coordinlagetherapeutic milieu: she plans and
implements nursing interventions to alter maladegptiehaviours observed on the ward,
administers medications and treatments and obstwéseir effects. Even though this is
an example o¥isible nursingt is important to see if this aspect of psychdatiursing is

made visible in the lived experience of child psgtiic nurses in later chapters.

Thus far we have seen that the psychiatric nuraa edvocate for safety, a counsellor
and an important role-player in the multidiscipipwéeam. She also possesses the ability
to form therapeutic relationships with patientse Thultiple skills that the psychiatric
nurse requires are made evident in the varioustitee. These skills enable the nurse to
be successful in her different roles. Some of tis&dks include: effective

communication, structuring patient activities, em@ging appropriate behaviour, leading
groups, administering medication, managing crises)g an active listener, relating with
family, interacting with different members of thaiidisciplinary team, and being fluid

in structure (Benson & Briscoe, 2003; Kahn & Ke®01; Sjostedt et al2001).

Jackson and Stevenson (as cited in Benson & Bri&€f8) highlight the importance of
the role of psychiatric nurses by saying that, tlgrotheir flexibility and accessibility,
patients are allowed to get better and the gapdgéd between intimate and
professional knowledge within the mental healtlvises. The importance of the role of

the psychiatric nurse in offering good patient cageds to be made visible and
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communicated more clearly in psychiatric settifgkthe different functions that were
punctuated in the previous section on the roldefrtiurse and of the psychiatric nurse are

part of the role of the child psychiatric nurse.

The role of the child psychiatric nurse: Gatekeepes of the uncontained

Reflection space: The Iron Gate that separates

Where | did my internship there is an iron gatettbeparates the psychiatric nurses and
the children who are admitted at the children’s diémom the offices where the other
members of the multidisciplinary team are situat#te sister in charge has a key to the
gate and in a very literal way, she is the gatekeePn many days when entering the
ward, some of the children would cry uncontrollabtythe gate, before the nurses
directed them away from the gate. Many a time,ewhibrking at the unit, | observed
several nurses needing to deal with raw and undoathemotions. | further reflected on
my own emotions and the impact that simply thergbtien of such a child had on me,
often wondering what the impact of this ongoingtaomment of raw emotions had on the

child psychiatric nurse.

When looking at the role of the child psychiatricse, the importance thereof becomes
visible when realising that, apart from the beiagegeepers, they are the individuals who
interact most with the children. Delaney (2006)tesiin her articleLearning to observe

in context: Child and adolescent in-patient meihtdlth assessmentbat the child
psychiatric nursing staff have 24-hour exposuréobehaviour of the children. The

importance thereof becomes evident in Delaney’'8§2@ollowing statement:
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In-patient nursing staff experience firsthand hovhildren take in
information, organise themselves in an activity aedulate strong effects
Thus, nursing staff occupy a prime position fronicwhio observe patterns in

behaviour over time and to help others in the ezt team(p. 173)

According to Street (2004), the importance of hgvamurse that they (the children
admitted to a psychiatric hospital) could talk tm avith whom they could form a
meaningful relationship, was clearly apparent wloeking at the role of the child
psychiatric nurse. It seems that there is an eveatgr emphasis on the sensitivity of the
nurse-patient relationship and on the specialiskdlaf the child psychiatric nurse

working in an in-patient hospital setting.

When thinking about the role of the child psych@atwurse, it is important to mention
what was punctuated in a previous chapter wheaatifig on the importance of object
relations, specifically Klein. She makes us awdrhe inner struggles of the child that
are projected onto the outer (external) world (6uynt971). When thinking about the
children who are admitted — at a point in theiefiwvhere there is a lot of uncertainty and
little trust in the world — it needs to be remendakthat this will be projected onto the
people who work the closest with them. The nurszlado have the ability to reflect
more on the behaviour that she is observing, trionmake sense out of it. Clarke and
Flanigan (2004) say that the ability of the nursshare in the patients’ daily lives is as

important as individual therapeutic work.
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The role of the psychiatric nurse is also to alldwdren to not only form relationships
with them, but allow them to form attachments witem. Qualter and Munn (2002), in
referring to the difference of emotional and sotakliness in childhood, argue that
emotional loneliness is more intense and involvpsyehological absence from others
and an absence of a close attachment relatiorfsbrdack of such meaningful
attachments (an essential part of a child’s devetoq), the psychiatric nurse can create
such a space where the child can be allowed to $oich an attachment with him/her.
This can be defined as a corrective experiencentasd Schaefer (2005) note that the
characteristics of sensitivity, warmth, support atichulation of the nurse can create such
an environment that will enhance the chances fcttild to form a meaningful

attachment with the nurse.

The role of the nurse is not only to act as a ggpkr to the children, but also by
necessity to act as a gatekeeper for the anxietie families. Scharer and Jones (2004)
say that, usually at the point of admission, masepts have run out of options and act
out of desperation following (more often than reotyrisis. Often the child was directly
involved in the crisis and was either a dangeritasklf/herself or others. The role of the
nurse is to reflect on each set of parents; theenalso has the unique opportunity of
observing interactions between the child and thiemiaThese observations may not be
accessible to the rest of the team. Scharer aresJ@004) end their article by
encouraging psychiatric nurses to better engagengsmfrom the admission of the child
right through to when the child is being dischargHte need for the nurse to include the

families in the treatment of the children is furtsapported by a number of sources
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(Elilla et al., 2007; Procter & Loader, 2000; SimpsYeung, Kwan & Wah, 2006). Ellila
et al (2007) also attribute positive outcomes in chitd adolescent in-patient psychiatric
treatment to the ability of the nurse to form efifee therapeutic relationships with

parents or other primary caregivers in the chiltréaes.

Reflection space: On thinking about the roles ofetlchild psychiatric nurse and my
own role in drawing the subjective distinctions the literature review

| argue that the exploration of the role of theldipsychiatric nurse remains one of my
main reasons/motivations for the completion of ingstigation. This is in order to
make the invisible more visible, by asking pivgiastions about the role of the child
psychiatric nurse in relation to the overall managnt of the patient. The aim is to
understand the impact that the suspected invigtloli the process not only has on the
psychiatric nurse (as part of the whole), but atsothe different role-players (child,
family, mental health field). | am fully aware thiae distinctions of the roles that | have
highlighted are only my subjective punctuations #rat there are some traditional role
descriptions that | have not included in my revieam of the belief that the above
punctuations and distinctions assist me in thestigation, by allowing the subjective
rich descriptions of the lived experience of thidcpsychiatric nurse as punctuated by
them, to form a more comprehensive (double) detsanif the unique role of the child
psychiatric nurse. | also cannot help but wondeowatmy own process (role) in relation
to the system and how the distinctions of attacietachment; being/becoming and
observer/observed mirrors itself in relation to different parts and to the system as a

whole. Thus, included in this investigation is mynsearch and struggle for meaning
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outside the label of being a psychologist. Hernoe pain that | felt in working with these
children necessitated that I, on occasion, detadheatder to attach again. Part of this
investigation therefore is to explore these questiand reflections between my own lived
experience and the lived experiences of the clsydipatric nurses. This will further

allow a double description of the research context.

THE CHILD PSYCHIATRIC NURSE IN RELATIONS/RELATING

Bion (as cited in Sprince, 2002) reflects on theplementary relationship
container/contained as a constantly recurring pattée states that it is a relationship that
is observable between one individual and anothetwden an individual and a group, as
well as between a group and an organisation. liptbeesses of these interactions and
through the use of language, knowledge is congtdusetween people. | want to take this
above aspect to another level by drawing anottsindtion on another complementary

relationship as follows: container/contained: kneage/language.

The following section explores the nurse in relatio the child by looking at different
theories that assist me in understanding the psamfeshat happens when the nurse and
the child meet. Through exploring factors that damage such a relationship, a space is
provided where the data in later chapters is imttegk. | also draw conclusions on how to
improve patient care, by allowing the nurse to iséble in that space. This section ends
by looking at the child psychiatric nurse in redatito others, seeing that this also
influences the lived world of the child psychiatniarse and the way in which the

children are assisted.
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The child psychiatric nurse in relation to the chibd: Container of the good, the bad
and the ugly

In the context of psychiatric nursing, Peplau (#sdcin Haber, 2000) proposes that a
nurse-patient relationship “facilitates forward reavent” (p. 60) for both the nurse and
the patient. When integrating these two ideasadtaar that, even though the ideal is for
the nurse-patient relationship to move forward toge there are many factors that
influence what is contained, the ability to contamd whether the contained material is
allowed to be contained. This aspect is explorddtar chapters to see what factors
enable/facilitates the relationship to move forwgs punctuated by the nurse and
myself) and which factors disable/hinder the relaghip from moving forward. In order
to allow for double description, an exploratiortioé literature is provided. Interweaved
into the above are my own subjective observatibasihfluence my punctuations and

the distinctions | draw.

The importance of the first nurse-child (patiemg@unter in an in-patient hospital setting
is reviewed in an article by Sjostedt et al. (200he authors state that a nurse has the
potential to communicate her understanding of titeept’s vulnerabilities in the first
encounter. This allows for a relationship wheredahidd will feel safe and understood.
Sjostedt et al. (2001) further propose that thet &wvaluation needs to be
managed/performed by the nurse to allow the firs¢ting to be therapeutic. Darwish,
Salmon, Ahuja, and Steed (2006) remind the reddéradmission to a unit can be a

traumatic experience for the child. The child eigreces loss of the family system, the
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community system, the school system and even afas®e self. They further state that
the success of any programme lies in the abilitthefstaff to be available, supportive,
and consistent in their approach and to communidately. A recent study on children’s
understanding of a psychiatric in-patient admisgtéapper, Weaver & Rose, 2005)
found that children do not feel listened to and thay had inaccurate ideas about their
problems and reasons for admission. This has hagkcations for the establishment of
a therapeutic relationship. In reviewing the abdam of the view that the ability of the
nurse to allow herself to contain that which needse contained in the first encounter
with the child, will in return allow the relationghbetween the child and the nurse to be
therapeutic. According to Peplau (as cited in SI@&06) this facilitates growth and

forward movement, for both parties involved.

Reflection space: The storm after the silence

This leaves me with the need to reflect on whapéag after the first meeting, after
admission, after the realisation for the child thiais is his/her new reality (the in-patient
unit). In my observation, while working at the uioit six months, that which follows
admission, is central to patient care, as this ieve the nurse is most visible. This is also
the space where the children become even mordesisibbwing them to be seen. This is
the space where anxieties are free floating andsttereality of children facing demons
at an age way too young for them, takes place. ifihtself creates the space for

corrective experiences where the child can be natetlheard instead of noted and hurt.
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Reflection space within the reflection space: Arténn leaving for home and then
leaving for good

| cannot help to include my own reality at thisrgan time. | often felt that the above
space was so intense that | needed breathing sgfésemany therapy sessions with the
children. A 50-minute session felt endless, wheegtin that | felt was so real, and
surreal, that | felt relieved whenever | took thieack to that side of the unit. It is even
difficult to reflect on this after so many year®ften felt relieved in driving home and |
felt relieved after the six months. | often wondesiad am still wondering about the
impact of these spaces on the child psychiatris@uvho needs to interact with the
children for extended periods of time. This is ofithe reasons for completing my
investigation, to not only find a way for myselftwback, but to also create and share an
understanding/appreciation of the difficult spatest the child psychiatric nurse is faced

with on a daily basis.

Phases in the nurse-patient relationship

Peplau identified different phases that occur duniarse-patient relationships, reminding
the reader that the nurse-patient relationship sie@tle goal centred (Sloan, 2006).
Following the initial meeting, the different phas#she nurse-patient relationship (as
identified by Peplau, as cited in Sloan, 2006)valtbe nurse to move from a superficial
to an intimate level. “Peplau identifies three satial phases that occur during the
nurse-patient relationship: orientation, workingdegatification and exploitation) and
termination” (p. 61). The ability of the psychiatniurse to reflect on her own behaviour

in relation to the child and on the child behavimurelation to the context and content of
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these different phases will determine the succkaayintervention. Again, Peplau (as
cited in Sloan, 2006) was the first nurse thedostuggest the essential relationship
between therapeutic use of the self and the outadrpatient well-being. She further
states the critical idea that the nurse has tHayabithrough self-assessment, self-
awareness and personal growth — to change and Bbape/n world. This is in line with
ecosystemic thinking, where the punctuations ofiadiidual affects the way that

he/she draws distinctions, which in turn, enhanceterstanding.

Orientation phase

The main goal of this phase is to establish trestvben the nurse and the patient. If the
child psychiatric nurse demonstrates in this pliageshe is a caring, nurturing, safe
person, the child feels secure and safe and ist@attast the child psychiatric nurse.
Huelskoetter (1991) compares this phase develo@ihet that of infancy, because the
client depends on the nurse. Sloan (2006) sayslthatg this phase, the nurse and
patient meet as total strangers, they orientatesbb/es to each other and then form a
relationship. The unfortunate reality is that oftdre theory and practice part of
psychiatric nursing is not that easy to apply. trale(2004) did some research on
assessing current child psychiatric practices ireldoThey found that child psychiatric
nurses identified that establishing relationshifth whildren was the most difficult
aspect of nursing, followed by fatigue, role coidasand unpredictable situations. What
makes it difficult for nurses to form meaningfulatonships with children is that, even
though they feel great affection for the childrlattthey work with, it is difficult to

process and reflect on the negative feelings teeltbwards the children at times.
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Forchuk et al. (2000) looked at the developmerthefnurse-client relationship in a
psychiatric setting. They conclude that clients wiawe mental difficulties and are
admitted to an in-patient facility, often have otegion phases of six months or longer,
whereas the duration of this phase in other hdsgetéings is much shorter. The authors
identified that if difficulties are apparent in thaentation phase, it can often lead to both
parties becoming frustrated and withdrawing from relationship. Forchuk et.§R000)
encourage nurses to reflect on the reasons fdrukeation. This implies the need for a
nurse to have insight into what she observes imelagionship. There are some factors
that cause the relationship to not move beyondstiaige, where nurses often get trapped
or stuck. This is explored in the section afterdiszussion of the phases. According to
Peplau (as cited in Sloan, 2006), towards the étigeophase, the nurse and patient are

able to clarify problems. Hence, there is agreerapon constructed realities.

Working phase

Once a safe environment is established for theerpasient relationship, and the child
feels that he/she is able to trust the psychiatiise, the relationship moves on to the
next phase, the working phase. The working phaaks@sdescribed as the ‘action’ phase
of the nurse-patient relationship. Peplau (as gitesloan, 2006) originally subdivided

the working phase into two components: the idar#tfon phase and the exploitation
phase. During the identification phase, the patieatts selectively to those professionals
who can meet his/her needs. Problems are identfiedhe patient decides who can

assist in resolving these concerns. In the expioiigphase the patient makes use of all
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available services. During this phase the problachunderlying needs and dysfunctional
behaviour patterns of the child are sensitively saiely explored in the nurse-patient

relationship. Carson (2000) states:

Frequently, a disturbed child has become stuck ay@e of maladaptive
behaviours that draw forth unhelpful responses fiibiwse in the family
and community who have also become stuck in resppnd a certain
way. Thus, weaknesses and problems appear in betbhild and others.
(p. 468)

The psychiatric nurse’s challenge is to recogniagsan which these patterns of learned
behaviour can be broken, in the context of a trertip relationship. According to Christ,
Critchley, Larson, and Brown (as cited in Fagin/4)p the nurse learns to deal not with
symptoms alone, but to search for their underlgiogflicts. By helping the child to deal
with his/her conflict in a more satisfying and etige way, the nurse hopes to reduce
his/her need for the symptom itself and to subtstiitwith more appropriate behaviour
by suggestion or demonstration. In this ‘actionagh, the child psychiatric nurse needs
to be aware of the way that she sees each chil@acturelationship. Again, like in the
previous phase, it is important for the nurse fleece on each relationship and each child
independently, in order to establish the goalfisfaction phase. The contribution of the
multidisciplinary team can become even more medniriggoals can be created

together.
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Termination phase

This phase is the most delicate phase when workitigchildren. The experience of
being admitted at a psychiatric hospital is usugilite traumatic for the child. It takes
time for them to form a trusting relationship wahurse. For many children the safety of
the relationship (that needs to be establisheddardo facilitate good care) is a unique
experience that they have never had. It is impoftarthe child psychiatric nurse to
implement a plan well in advance, which includéking to the child about termination,
and working through the child’s feelings of sep@araand loss. Carson (2000) says that
ideally, the seeds of termination are sown in tist €ncounter, when the nurse informs
the patient that the relationship is time-limit¥#dhen working with children it can be
done in practical ways, like drawing pictures téph@e child to understand. The nurse
also needs to acknowledge her own feelings of &nsied loss. Again, like in the
previous phases, the ability of the nurse to réfeeonportant. A part of this reflection is
an inclusion of the different factors that conttidto nurses or patients getting stuck in
any of the phases. This can lead to a non-thergpeironment where either or both

parties withdraw and are unable to form a meaningfationship.

The unspoken that leads to spilling, withdrawal andrustrated containers

As mentioned previously, the child psychiatric muwgorks with children who are victims
of severe violence and abuse, or who suffer fromtadelisorders, every day. The
psychological impact on the child psychiatric nus$gvorking in such an environment

needs to be explored. What follows is an exploratibthe unspoken, creating a
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reflective space where feelings of anxiety and aage normalised in order to encourage

reflection.

Feelings of anger experienced by the child psychiatirse

Reflection space: Is it ok to be angry?

In the six months of working at the children inipat unit, | often experienced moments
of anger towards the children. For me, the angenedrom a place of not knowing and
of frustration. | reflected on some of these fegim my own supervision, but also
observed that there were never any discussionsthatipsychiatric nurses on their own
feelings of possible anger towards the childrer. fe, it was almost as if experiencing
anger and talking about this anger towards thectiml a psychiatric hospital setting, is a
sign of weakness or incompetence of the child peslychnurse, or anybody else who

talks about it.

Carson (2000) states that acknowledging thesenfgebf anger are an important part of
the therapeutic process for psychiatric nurseswiid with emotionally disturbed
children. For the nurse to be able to help a diildeal with his/her angry feelings, it is
important that she understands and deals withwemresponse pattern to anger. This in
itself encourages reflection. The psychiatric numsest remind herself that feeling angry
is normal and that the expression of this feeliag lbe helpful. When anger is repressed
(see later discussion on defence mechanisms), ihkrss energy available for
constructive and therapeutic interaction with thiddcen. Coffman (as cited in Fagin,

1974) states that if feelings of anger occur irsaypatient relationships and are not
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explored and expressed, they may show up in theetsunon-verbal behaviour. Coffman
(as cited in Fagin, 1974) continues and says hw®aetis no set rule regarding whether or
not a nurse should express her anger towardswataist child, but expressing her angry
feelings should be determined on the basis of ild’s needs and not on the basis of the

nurse’s needs.

Feelings of anxiety experienced by the child psytrhd nurse

Taylor (1999) defines anxiety as follows: “Anxiasya diffused, vague sense of
impending doom and is always perceived as a negatinotion. Therefore, the person
experiencing anxiety works to get rid of this fegli often through the use of ego defence
mechanisms” (p. 8). Anxiety produces discomfordlippeople. Anxiety can be
destructive or constructive for the child psychaturse. Anxiety is destructive if the
nurse fails to recognise its source and natureaatslinvoluntarily to relieve the
discomfort. On the other hand, anxiety can be gsedtructively, if the child psychiatric
nurse can identify the true nature of the discotrdad then alter the source of the
anxiety. The child psychiatric nurse often exper@nemotions in her daily interaction
with emotionally disturbed children that cause Higlels of anxiety. The child
psychiatric nurse develops defences against diffeuotions, which are too painful or
too threatening to acknowledge. The ego defencdamems that the child psychiatric
nurse develops protect her from experiencing toomanxiety. The fourth edition of the
Diagnostic and Statistical Manual of Mental Disasd@®SM-IV) published by the
American Psychiatric Association (1994) definesedee mechanisms (or coping styles)

as follows:
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The automatic or psychological process protectimg individual against
anxiety and from the awareness of internal or exderdangers or
stressors. Individuals are often unaware of thesmegsses even though
they mediate their reaction to emotional conflietsd to internal and
external stressorgp. 53)

The disadvantage of these defence mechanismatithtéky prevent the nurse from
having therapeutic relationships with the childwath whom she works. Owing to the
workload of the child psychiatric nurse, therefigo little time to identify and explore
these defence mechanisms, which prevent them fftaring better patient care to the
children with whom they work. Brown (as cited inWgdl982) says that total patient care
provokes emotions of such strength that psychotbgiefences are set up, which greatly
reduce the nurse’s ability to engage in meaninggiationships with patients. If the
nurses do not receive any support in confrontimgehanxieties, they do not develop a

capacity to deal more effectively with these angge{Brown, as cited in Gow, 1982).

The following extract highlights all the ego defemoechanisms that help the child
psychiatric nurse to deal with the anxiety that skygeriences in the nurse-patient
relationship (Taylor, 1999, p. 9): “Denial, dispé@eent, compensation, fixation,
sublimation, reaction formation, identificationtrimjections, isolation, rationalization,
repression, regression, projection, conversiorsipasggressive behaviour, blocking,
externalization, and humour”. According to Johngb®95), anxiety in the nurse can
stem from several sources in a psychiatric settmgiorking closely with severely

traumatised children, the child psychiatric nusseften the person who is not only
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hearing about all the abuse that the children baahtlure, but also seeing the effects of
the abuse on the children’s behaviour. Hartmari(ad in Feldman, 1995) identifies this

phenomenon as vicarious traumatisation:

Vicarious traumatisation is a phenomenon that retogs that the
exposure of persons, other than the victim, to dpecifics of trauma
material or the re-enactment of traumatic expergndransmits the
emotional laden aspects of the original violencel @imus is a source of
emotional arousal and distress for the nurse wagkimith victims of

violence.(p. 44)

Nurses’ reactions to this trauma information oftesult in non-therapeutic patterns of
interaction with the children. Hartman (as citedrgldman, 1995) continues by saying
that these non-therapeutic patterns are markeabguours that over-involve the nurse
or results in the nurse’s withdrawal from the pattidnother source of anxiety for the
child psychiatric nurse is when the nurse expegerounter-transference in the nurse-
patient relationship. Huelskoetter (1991, p. 1&)rebs counter-transference as “an
unconscious, inappropriate emotional responsegtaliant as if he/she were an
important figure in your life, or unconsciously bdsn past unresolved experiences with
key people in your life”. If the child psychiatmmrse is unconsciously experiencing
counter-transference in her interaction with adshtlleads to non-therapeutic
relationships. Such interactions can be destrudtivéne child psychiatric nurse and for
the child. The child psychiatric nurse needs taidg the existence of counter-
transference in her interaction with children taldeith it more effectively. If she is

aware of specific reactions to specific childreger, bommunication is more effective and
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her nurse-patient relationships are more therapeéirson (2000) says that an increase
in anxiety or uneasiness that is felt by the nurseorking with a child is normally an
indication of counter-transference. Symptoms ointeuttransference include: sudden
rush of any strong emotion; persistent feelingisfikk for a child or parent; boredom or
sleepiness in the absence of real fatigue; urgegee with a child or parent; or the wish

to elicit gratitude from a child or parent.

Reflection space: Including the exclusions

| have often observed the nurse in relation todhiéd as a gentle space in my six months
of working at the hospital. | can recall many egdifaces when seeing the nurse at the
beginning of a day. The naming of the difficultrethe above sections that can be seen
as factors that can easily cause non-therapeutatienships needed to be stated. In the
same way, a space needs to be created that altovisd dialogue of the nurses in this
investigation, to lead to knowledge and better cahen looking at the nurse in relation
to the children, and to create a space where méteeunspoken can be spoken,
allowing new realities or understandings to emerfais reflection in itself allows for

observing the whole of the relationship, not otdyparts.

The child psychiatric nurse in relation to others:Systems maintaining problems

The different role-players in the child psychiatmigrse’s context were named in the
previous section. It is important to acknowledgat the nurses also construct realities
with staff. Within these realities, knowledge isngeated through the use of language and

dialogue. Within this distinction, the nurse imgaoh the team, and the team impacts on
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the nurse. Together they impact on the child aeccthld impacts on them. Again, this is
in line with ecosystemic thinking in that it progssa non-linear way of thinking, with an

acknowledgement of multiple impacts.

Lanyado (as cited in Gairdner, 2002) offers a uggduspective that is based on
Bowlby’s attachment theory. She argues that, ddrem settle into a treatment unit and
begin to feel secure, the fear that the new attacisrmade with members of staff will

go wrong. Lanyado (as cited in Gairdner, 2002)heirtsays:

This plays an important part in the fear of disgration that can underlie
many processes of splitting and acting out in orgafonal settings, as
well as between professionals in outpatient sedtiegerything feels very
wobbly and this is an anxiety that runs deep andds out the wish to
place it elsewhere in the community, rather thaangring it in oneself.
(p. 291)

This can cause lots of tension within a team. Tatedback to the initial statement of
Bion’s theory (Bowlby, 1973), children cannot feehtained if a team is uncontained.
One can argue that the role of a multidisciplinaeatment team is to provide an
experience of containment in which the child’s @iss can be tolerated. According to
ecosystemic thinking, the nurse-patient relationslainnot be viewed in isolation from

the bigger context, but only in relation to it.

In an attempt to explain what sometimes does happamultidisciplinary team, Main

(1986) wrote an article oifhe Ailment! He focuses on the impact that some children
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have on the nurse and the way it affects the témexplains it through object-relations
theory, saying that sometimes there is a child tuags out a need from the nurse to
overprotect them. The nurse may in response todffer the child more of her time,
almost as if she is giving the child special treattn Because of the severity of these
children’s psychological difficulties, the spedisatment does not help them to ‘get
better’. Rather, the process normally ends withnilnse feeling extremely exhausted,
having the need to blame someone else in the teathd child’s lack of improvement.
The nurse is then acting out the child’s inner asidn. This can cause a
multidisciplinary team to split, which can haveesffs on the rest of the treatment, seeing
that the team is now perceived by the other chiléd® uncontained. This causes them to
think that the hospital is also not a safe envirentnThe latter is constructed as being
‘caused’ by the children re-living their insecuteldhood life and projecting all their
insecurities onto the people with whom they interdbe effect on the child is that, when
the nurse realises that the child is not gettirttebeshe might withdraw from the child.
For the child, this function is yet another examgfl@n object rejecting him/her, which
re-traumatises the child. Yet again, the needdtlection is evident. The psychiatric
nurse needs to reflect on her everyday interactiotisother team members, seeing that
that in itself can also assist the team in thinkabgut the child and the best treatment for
the child. This can allow for spaces where thinkabgut the thinking can prevail. Main
(1986) ends his article by commenting on this nea@flect and to be open with each

other:

It is important for such patients that those wha anvolved in their

treatment and management be sincere with each athdisagreement as
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well as agreement, that each confines himself soolwn role, and that
each respect and tolerate the other’'s limitationghwut resorting to

omnipotence or blamép. 455)

In closing | would like to return to my earlier mtoation, when reflecting on the role of
the child psychiatric nurse, namely the importaoickeing able to interact with the
family. The same anxieties, anger and ego defermmdhamisms can play themselves out
in the interactions with the family and is therefamportant to reflect on. Influenced by
‘systems thinking treatment trends’ over the p@sy@ars, it has been a pattern to move
away from the child as the ‘identified patient’ aswle recipient of the interventions
(Mohr, 1999b). According to Mohr (1999b), the emgibaf care has expanded to
include the ‘family-as-client’ perspective. Grosglasoldin (2008) state that engagement
with families is at the heart of any successfupatient admission for a child or young

patient.

Reflection space: On painting/artist as a complentaty

Is the painting a result of the artist or the att@sresult of the painting? If psychiatric
nursing is an art, | am wondering if we have formygears focused on the science of
nursing, struggling to find words to define the antd allow the paintings of the child
psychiatric nurse to emerge. Is this investigaorattempt by me to define the painting
or the artist, or both? According to my epistemg@lagjis both, and | hope that the
painting and the artist can be defined and so @aeaany more paintings of words and
visible artists, to allow this investigation to agnainting of an artist drawing a painting.

The description of the context of child psychiatnigsing, the role-players, the roles of
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the child psychiatric nurse and the processes ltlagipen when nurses interact are all
punctuations of a painting that is painted by l#emre (different voices), with some of my

own reflections embedded in that.

IMPORTANCE OF SUPERVISION: THE ART OF MIRRORING

REFLECTIONS

The importance of reflection is central to thisastigation and has been encouraged in
most of my descriptions/constructions thus far. @h#ity to reflect allows you to step
back and confirm, reconstruct or give alternatind enore comprehensive meanings to
that which was constructed. White and Winstanl&0@ define clinical supervision as

follows:

Clinical supervision provides time out and an ogpaity, within the
context of an ongoing professional relationship hwidn experienced
practitioner, to engage in guided reflection on rant practice in ways

designed to develop and enhance that practicedruture.(p. 265)

The literature shows that one way of providing acgpfor nurses to reflect on themselves
in relation to others and also to reflect on thpaet of others (including the patients) on
them, is through clinical supervision/support ge@riffin & Christie, 2004; Gross &
Goldin, 2008; Ramritu, Courtney, Stanley, & Finlags2002; White & Winstanley,

2009). Griffin and Christie (2004) say that stafbgps for nurses that run on a weekly
basis at an in-patient facility have proved to lghly successful on a number of levels.
The groups that the psychologist facilitates haslpdd both the nurses and psychologist

to understand each other’s language (way of putinf)aGairdner (2002) states that
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group supervision for nursing staff gives themabpeortunity to reflect together on the
range of responses different members of the teaynhanae to patients. What is
important, however, is for nurses to move away ftbentraditional thinking of
supervision in a nursing context, where the purpes$e examine the nurse’s efficiency
with regards to medical procedures. This investigealso aims to identify and explore if

any of the child psychiatric nurses raise the rfeedupervision.

Reflection space: The whole is bigger than the gaithe parts interact with each other
According to ecosystemic epistemology, the whdgger than the parts, in such a way
the whole of this chapter needs to be reflected am aware of my own punctuations
and that many of my punctuations can be includetbudifferent sections. | would like

to encourage the reader to view the chapter insgime way. In the same way, this
chapter is part of the previous chapter and parthaf next chapter, together forming a
whole. This encourages reflective thinking andadi@ space for further constructions of

reality.

CONCLUSION

Before | move on to the next chapter, whiglhe drawing of a distinction and
punctuations within that distinction of the reséantethod for this investigation, | want
to apply thestop-pause-reflediutton. Thadeal-lived-worldfor the child psychiatric
nurse, according to what was reflected on in thagpter, is a therapeutic space that
allows the nurse to form meaningful relationshighwhildren who are admitted to any

in-patient unit, where the nurse can allow thedrkih to project their own insecurities in
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a reflective space, allowing therapeutic growtlis & space where there are both
structured and unstructured factors within the emment and where any individual in
the team has the opportunity to share their unaledatgs with each other to allow for

better patient care.

The literature further showed that the ideal amdr#ality is differs mostly in that there
are a number of factors that cause the nurse émxieus and which, in turn, has a direct
impact on the immediate environment and nurse-piatedationship. Several aims have
been identified in this chapter with regards t@ thivestigation. In the same way as
outlined above, one is urged to ask whether thdewiothe different aims are bigger
than the different aims themselves. The whole establish in this investigation what the
punctuated reality is of the four child psychiatmiarses. In order to create a reflective
space, where | and anyone (irrespective of theifegsion) who interacts with the text
can allow themselves to enter into that spacet@addaw new distinctions about how to
improve patient care for children that are beingnigigtd to in-patient units in South
Africa. It is to establish if there is a fit withhat we know (the content of this chapter) to
what we see in the analysis of the later chaptalidov for newwhat-we-know

information.

Reflection space: On hope through connection andityrexperienced through the self

Archbishop Anthony Bloom (as cited in Bowlby, 1%5&8)s:

People are much greater and much stronger thanmagine, and when unexpected
tragedy comes ..we see them so often grow to @rstttat is far beyond anything we
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imagined. We must remember that people are capdlgesatness, of courage, but not in
isolation They need the conditions of a solidlikéid human unit in which everyone is

prepared to bear the burden of others. (p. 322)

This quote stands central to my own subjectiverghsiens of the nurse-patient
relationship. It also serves as a reminder to nat thithout completing this investigation
it remains yet another example of the voice otthill psychiatric nurse in isolation. It is
lastly a pledge to myself, to re-enter the worlalufd psychiatry, acknowledging the

need and the hope within that need, as mirroremhynown struggle for healing.
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CHAPTER 4

RESEARCH METHOD

Woolf (as cited in Rapport & Wainwright, 2006):

The ‘proper stuff of fiction’ does not exist; ewvibigg is the proper stuff of
fiction; whatever one honestly feels. No percepttomes amiss; every
good quality whether of the mind or spirit is drawpon and used and
turned by the magic of art to something little arde, but endlessly
different, everlasting nevWjp. 228)

AN EXPLORATION OF TERRITORY

The biggest challenge for me is to align this itig@gion to ecosystemic thinking, where
the whole is bigger than the different parts ofwiele. This is a challenge because of
the unique learning experiences | have alreadywtalé interacting with the different
chapters thus far. The challenge therefore is tadeseeing each chapter in isolation.
Therefore, | need to remind myself (and the readetf)e realities that have been
punctuated thus far, when looking at the lived watf child psychiatric nursing. These
distinctions and punctuations assist me in entdtirgchapter, allowing this chapter of
the investigation to unfold. It is thus a cyberaetbmplementary d€hapter 4/Chapters

2 and 3(the it/the process leading to the it). This puatbn in itself is a reflective space
of learning and assists me in the distinctions &énatto be drawn in this chapter. | am
reminding myself and the reader of my earlier puatbon of Hoffman (1993), that there
is a possibility for something new to be createdaath point of interaction and reflection

about interaction.
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Maggs-Rapport (2001) describes qualitative reseasdbeing founded on four levels of
understanding. Thirst levelis ontology defining reality. This is reflected in my
investigation in exploring the lived reality of &hipsychiatric nurses. Theecond levels
aboutepistemologylooking at how knowledge is gained. Differentdea were identified
to describe the different ways in which | view therld and the territory of child
psychiatric nursing in particular. These lensefuhed: ecosystemic thinking, cybernetic
complementarities (contact lenses), post-modersee(sunglasses) and psychodynamic
lenses (reading glasses). These lenses all infeervay in which | explore and reflect on
the territory of child psychiatric nursing. Keen@p93) states that the observer
distinguishes first, and then describes. All ofsthéenses are tools that assist me in my
interactions with this investigation and with tilsapter, and are referred to accordingly.
As Doherty (1999) explains, the different lensessisne in the search for essence,
allowing something new to evolve, rather than ptexheining what is real and valid in
the world. The territory was further explored thgbuifferent maps of the territory
(Chapter 3). These maps punctuated different whigo&ing at the same territory, of
child psychiatric nursing, allowing for thinking @izt the thinking of child psychiatric
nursing through reflection. The different role-may who share the territory with the
child psychiatric nurse were identified and the amance of the nurse interacting with
these role-players was identified. The aim was tbhdamiliarise myself and the reader
with the territory. Thehird level according to Maggs-Rapport (2001), is about
methodologyand ways in which the realities of the psychiaticses are explored under

the umbrella of descriptive phenomenology. Thisrmethe basis of this chapter. The
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fourth level (and last) focuses @pecific methodef how data is collected in a process of

developing understanding, and is also punctuatdisrchapter and the ones that follow.

One can thus say that for the purpose of this tiyetson, it is a universal territory,
reminding the reader that this universal territigrdifferent to the universal territory of
another researcher, because of the freedom toymtecind draw distinctions. This can
be linked to Hoffman (1993) and her views on seferentiality. She postulates it as an
essential feature of ecosystemic thinking, in thahables a researcher to become more
aware of the manner in which one’s own relationsbifhe operation influences the
operation. Self-referentiality refers to the manimewhich the researcher, who proposes
thereality, remains aware of it being just that: his/her owngiuation of his/her own
creation. In addition, the researcher acknowledgesecursive influence that he/she has
on the observed system and the observed systenmndmen (Keeney, 1993). Within this
context | am aware that the emotional distancelthat (in the form of time) plays a
significant role in the drawing of the distinctiomsd in what is punctuated in the
analysis of the data. This aspect of the investigas included in the data analysis

section of the dissertation, enabling a double rijgtsan.

A TERRITORY WITHIN A TERRITORY

Within the context (territory) of child psychiatnrsing, | am drawing another
distinction that forms the basis of the remainddahis investigation, specifically in this
chapter and the next. This distinction is on thediworld of four child psychiatric nurses

working at a psychiatric hospital. The aim is tplexe the unique ways in which these
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individuals punctuate their realities, to allow feflection and to look for essences that
are constructed through language in order to altova space where new realities can be
created. Embedded in that is my own experienceipigoin the world and being part of
the constructed reality, both during my six-momtternship and during this

investigation. | am of the belief that this wilh furn, allow anyone who interacts with the
text to ask meaningful questions about currenitresland the way forward. This is the

entry point for the chapter to follow.

| am using the analogy of a mine for this sped#icitory. Seeing that | also believe that
caring for children is a unique field, | compar#oita diamond mine. The aim of this
investigation is thus to search for diamonds (esseim this territory, by looking at the
ways in which the different miners (child psychiatmurses) punctuate their realities to
develop better understanding. The process of utadetisg is “the process of immersing
ourselves in the other’s horizon” (Anderson, 199989). The end product of this
investigation is to construct a description of disrtls (essences) that were discovered.
Reminding myself and the reader that Hoffman (1928} that within this epistemology
the emphasis is on meaning. It is also to discthwetemplate theories of people, what

they believe about the world, because they actrdotpto these templates.

Before this can happen, it is important to firsterstand the way in which | am going to
interact with the observed realities of the différminers. Aligned with the different
lenses that were punctuated in previous chaptetsmgrepistemology, | chose

descriptive phenomenology as the method for anadytsie data. | am punctuating from
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within this methodology, seeing that | am of thenfbelief that this method underpins

my epistemology and complements the way in whictew the world. What follows is

an exploration of phenomenology as a science amdb a methodology, specifically as
it relates to the territory as punctuated abovés €an be seen as the map that assists me

in the drawing of distinctions on the territory.

The aim of the investigation is for me to descré®accurately as possible, the
phenomenon (lived experience of child psychiatticses) and to gain a deeper
understanding of the essence and the meaningibse hurses attach to their everyday
experiences of practising child psychiatric nursidgcording to Aquino-Russell (2006)
phenomenological research is seen as a co-crdsitoreen researcher and participant
rather than as observations of objects or behawiduis important to understand that the
word phenomenologgan refer to a research method, a philosophy @apgnoach
(Aquino-Russell, 2006). Aligned with ecosystemimiing, for me, it is not an either/or,

but rather a method, philosophy and approach #&sta me in this investigation.

DESCRIPTIVE PHENOMENOLOGY AS A PHILOSOPHY

According to Kleinman (2003), phenomenology is $hely of consciousness and was
first introduced as a philosophy in the early tvietht century by Edmund Husserl.
Kleinman (2003) states that the focal point of Hulks formulation of phenomenology is
that truths rely on the things themselves. Hussestribes this aspect as “going back to
the things themselves” (p. 9). Wertz (2005) stdtas phenomenology emphasises the

importance of returning to the psychological subjeatter with an open attitude and
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“evoking fresh, detailed descriptions that captheerichness and complexity of
psychological life as it is concretely lived” (p/@). According to Lopez and Willis
(2004), Husserl believed that a scientific approathhe form of phenomenology, was
needed to bring out the essential components divibé experiences specific to a group
of people. Descriptive phenomenology can thus ba as Husserl’'s method of
describing essence, punctuating from a qualitaggearch perspective. Rapport and
Wainwright (2006) refer to this as a descriptivernemt, which reveals the way things
are (currently); any future punctuation with regatd that specific context will then
happen against this backdrop of what was consttliptenctuated. In order to achieve the
above, | need to acknowledge the difference betwagawsitivistic (scientific) way of
thinking and a way of thinking that encourages haimedlection in relation to others. The
above is not always as easy as following a spestiientific formula. Husserl developed
and explained key concepts to allow for the deiomg of essence (consciousness), also
referred to as descriptive phenomenology (Ladkd®3). These concepts are discussed

next.

Intentionality

Husserl says that consciousness is always intailjodirected towards an object, and
that that needs to be the aim of the researchégdoribe consciousness as it appears to
perception (Lopez & Willis, 2004). Husserl refepgthis as intentionality, where man is
intentionally conscious of things. According to @jb(as cited in Rapport &

Wainwright, 2006), intentionality refers to the falcat consciousness is always directed.

84



Universal essences

Lopez and Willis (2004) say that the concept ovarsal essences underlies Husserl's
philosophy of studying human consciousness, indbgtin features to any lived
experience of a group of people are common (shaoeal) persons who have the same

experience.

Transcendental subjectivity

When punctuating from a descriptive phenomenolaggmective, Husserl in his later
works (Wojnar & Swanson, 2007) presented an ideabascendental subjectivity. He
said that this is a condition of consciousnessisuaghieved if a researcher is able to
successfully abandon his/her own lived reality dasicribe the phenomenon in its pure,
universal essence. This is aligned with the eaidientification of the voice of Braten (as
cited in Hoffman, 1993) when referring to post-madem, where he speaks about a
space individuals carry by their sides for theuaftother, this space allowing for another
view. Husserl further says that this process afd¢candental subjectivity may be
accomplished through the process of bracketing (&fo Swanson, 2007). The concept

of bracketing is further explored later in this ptex.

Phenomenological reduction
According to Husserl (Rapport & Wainwright, 2006henomenological reductions assist
the researcher in exploring phenomena exactlyesdhe experienced by the people in a

specific context. The purpose is not to confirndeny what is being experienced. Wertz
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(2005) says that this process allows the reseatoheflect and describe the meanings

behind lived-through situations of individuals.

Free imaginative variation

According to Wertz (2005), free imaginative vamatis a process that allows a
researcher to know or discover essences of pherarfiérs process entails that the
researcher imaginatively varies an aspect of agenon under study in any possible
way, in order to distinguish essential featurepg®at and Wainwright (2006) refer to
this aspect as a moment of true arrival for theassher, when discovering essences of

people as they appear to consciousness.

DESCRIPTIVE PHENOMENOLOGY AS A METHODOLOGY

The punctuation of phenomenology as a philosophybeaseen as an explanation of the
territory (lived experience of four child psychiatnurses) within the territory (lived
experience of child psychiatric nurses in genekdi}hin this territory, a map is

described that informs the reader of the methoalsvtiere used in the planning, gathering
and analysing of data for this investigation. lthe way of knowing about the knowing
within descriptive phenomenology as a methodolddys section draws distinctions on
several important aspects of this process. FirsHtart with an explanation of the goals
of descriptive phenomenology. Secondly, | desdfigefour key aspects of following
such an approach. | also explain the process ®frkiestigation, under the headings of

the role of the researcher; sampling; ethical amrsitions; measuring instruments; and
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data analysis. | end the section by looking atithgtworthiness of qualitative analysis

and this investigation, specifically.

The goals of descriptive phenomenology

A phenomenologist seeks to understand the natumgobEnomenon, rather than to
predict or control it (Wojnar & Swanson, 2007). Tdien of this investigation of
descriptive phenomenology is to describe and expita everyday lived world of four
child psychiatric nurses working in an in-patienshital setting in a way that expands
my own understanding and the understanding of everyvho interacts with the written
text. The goal is thus to understand the phenomé&onamthe viewpoint of those who
have lived (are still living) it. After reflectingnd interacting with it, the goal is to
describe a structure of meaning that reflects sisemce of the phenomenon under study.
Drummond (2007) reminds us that, within this fraoheeference, the description needs
to be purely descriptive rather than explanatory wat the phenomenologist is not
concerned with developing a model explaining whgdh are the way they are. Instead,
the goal is to identify and describe the intenti@tauctures of meaning as it appears to

consciousness.

The four key aspects of a descriptive phenomenolagil approach

| am reminding myself and the reader that theretsan either/or approach in this
investigation and that certain punctuations mighgriap with earlier punctuations, yet
each of the punctuations are important in the epadderstanding or territory of this

investigation. For this reason | deemed it necggsainclude these four key components
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of the phenomenological methodology as outline@yrgi (1997), who was a student

of Husser!:

» Firstly, phenomenology “thematizes the phenomer@onsciousness; it is the
medium of access that is given to awareness, siotteng can be spoken about or
referred to without implicitly including consciousss” (Giorgi, 1997, p. 236). This
consciousness is unique to the four psychiatrisegiwho took part in this
investigation.

» Secondly, Giorgi (1997) reminds us that the worgé&rience’ refers to a broader
range than that of objects as presences in spalcenag; this includes the term
intuition. In such a way a psychiatric nurse caneixample, experience isolation
even though she is between people.

» Giorgi’s (1997) third point rests on the preciseamiag of phenomenology. He
defines phenomenology as “the presence of any givetisely as it is given or
experienced” (p. 237).

» The fourth key component of phenomenology is interatity. “The very meaning of
subject implies a relationship to an object, anbdeé@n object intrinsically implies
being related subjectively” (Giorgi, 1997, p. 23Tntentionality is how | am aware

of the world of the child psychiatric nurse, andviibpresents itself to me.

In order to be open to achieving the above priesiph this investigation, | need to be
able to reflect and correct if needed to. One iwalssisting the researcher to reach these
objectives is through bracketing and this will lzetf the analysis process, as achieved

through self-reflection.
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The role of the researcher

The main role of any researcher is to collect dataway that will encourage the
reliability and the credibility of the study. Aligd with descriptive phenomenology the
role of the researcher is further to focus entigalythe participants’ experiences as
constructed through language and to interpret thasetuated realities later in a
descriptive way, capturing the essence of the lwedd of child psychiatric nurses. The
role of the researcher is also to identify a metiogly that he/she feels best fits the
investigation and to explain/apply that methodxplere this further in the data analysis
section of this chapter. Doherty (1999) adds thatresearcher needs to be resilient in

order to allow something new to evolve.

Sampling

| have used a case study method for gathering eds @his data is in the form of spoken
words gathered from interviews with the researdatigpants. Sampling was purposeful
(i.e., non-random) in that | selected four resegatticipants who qualified asmseof
thetarget populationTerre Blanche & Durrheim, 1999). Suitable indivads for this

study were any registered child psychiatric nurgles have worked for a longer period
than one year in the hospital setting. To get ateipth picture of the hospital
functioning, | interviewed two day-staff nurses ane night-staff nurses, the chief child
psychiatric nurse being one of these. Maggs-Raf@6fil) mentions that with
descriptive phenomenology, sample size is deperatetiie depth of the dimension that

is tapped into. Wertz (2005) also says that thebmrrof participants for a study in
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phenomenology differs from one to up to 20 indially and that it is more important
that the quality of the data is of such a natuag ithcan assist the researcher in

constructing essential structures of the phenomedar study.

Meeting the participants

Please allow me to, at this point, introduce the fearticipants of this investigation. The
next chapter primarily focuses on the analysisiefdata and on the search for
meaning/essence without connecting the rooms {eged to in the next chapter) to the
different participants, in this way protecting theonfidentiality.l have also attached
names to them subjectively, as follows: the stramige, the assertive voice, the friendly
voice and the quiet voice. | feel these names cajphe nurses as | got to know them,
bearing in mind that this is a punctuation andenausive or only inclusive as such. In
addition, these distinctions were drawn at the hthe interview and might not be

reflective of their current realities.

The strong voice
She is an African female in her early thirties, rieat, with one child. She has worked at
the unit for three years. She is currently the hefatie nurses at the unit. She worked at

an adult ward before starting to work with children

Reflection space

| got to know the strong voice as a natural lead®ff-spoken but with ample inner

strength. She is well-organised and her felloweagjlues and other members of the
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multidisciplinary team have great respect for hadder opinions. She always strives for
better patient care. In my interaction with her sth@ays made me feel safe and | never

guestioned her decisions.

The assertive voice
She is an African female, in her late thirties, neal with two children. She has worked
at the unit for four years. She is currently theosel in charge at the unit. She has been

working as a psychiatric nurse for more than 10gea

Reflection space

| got to know the assertive voice as someone whotiscared to show her emotions and
share her opinions in ward rounds. She was not gdnhe most popular in the
multidisciplinary team because of that, but she drasinbelievable passion for children
and for her work. In my interaction with her, iolosome time before she felt safe with

me and | was always aware that she would fightfioat she believes in.

The friendly voice
She is an African female, in her mid-twenties, neariand with no children. She has
worked at the unit for three years, and she woskdtie forensic ward at the hospital

prior to that.
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Reflection space

| got to know the friendly voice as someone wlradvigys warm and friendly in nature
and who has an ability to connect with the childiea very special way. She was very
involved with the children, but according to whétave observed, she was mostly quiet
in the ward rounds with the multidisciplinary tealm.my interactions with her, | realised

that her insight was significant yet not voiced.

The quiet voice
She is an African female in her late twenties, mdrwith one child. She has been

working at the unit for two years and worked inesthdult wards prior to this.

Reflection space

| got to know the quiet voice as someone who didgimow that much emotion when
working with the children or in her interactionsttviother members of the team. The
children did form very close relationships with fard | could always find a child next to

her.

Ethical considerations

Participants, who freely agreed to participatenm proposed activities of the
investigation and for the proposed duration, wemlved in the data gathering process.
Participants were able to view examples of questwith regard to the research
interviews to determine whether they were prepéoatiscuss the subject matter.

Withdrawal from the research project was voluntamg at the participants’ own
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discretion at any time during the study, as suggkely Terre Blanche and Durrheim
(1999). Other ethical considerations included asste of participant anonymity.
Voluntary and informed consent were considered aalkegfor their inclusion in the study
as further suggested by Terre Blanche and Durrig@89). Patients’ confidentiality is
further assured in that their identities remainrgmoous. Possible identifying aspects are
omitted. Only | work with the raw data of the studynd my supervisors and external

examiners have access to the typed, verbatim ¢éxtese interviews.

Measuring instruments

An informal, unstructured interview was used tchgatthe descriptions of the lived
experience of child psychiatric nurses. The quatamethod used was an undirected
conversation with the participants; the proceshefdiscussion itself directed and
constituted the information created. The intervieeorporated questions around the
researcher’'s own assumptions, and hypotheses frefiterature, regarding the lived
experience of child psychiatric nurses. A tape r@epand notebook were used in the
interviews to exactly record the portrayals giverthe interviewees. Terre Blanche and
Durrheim (1999) describe a conversation (or ineias a process wherein the subject’s

presenting narrative always introduces the intevereto the next question.

The method that was used around the unstructuter/ziew needs a more detailed
description here. | approached this question frgghenomenological point of view in
that rich descriptions of different individuals’ inediate experiences of working in a

child psychiatric unit were sought. This study exas the individuals’ relationship
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with, and reaction to, theeal-world situationgthe in-patient unit) in terms of their
internal meanings, be they positive, neutral oratigg. The focus is on active listening.
Giorgi (as cited in Smith, 2003) also describesptoeess of unstructured qualitative
research interviews as “more rambling and disomghbut more spontaneous” (p. 245).
My questions were generally more broad and operdrsbeking a detailed description
of the subject’s own lived experience, as suggdsyeberre Blanche and Durrheim

(1999).

Data analysis

The objective of data analysis, in phenomenologiesg¢arch, is to make sense out of the
information obtained in a way that captures themrss of the phenomenon that is
studied. This is the step that needs to be takengare that the researcher is enabled to
reflect on the essence of the templates of thegewychiatric nurses who took part in the
investigation. The steps that are consistentlyired| as essential in the descriptive
phenomenological method of inquiry are followed araude the following: bracketing;

analysis; intuiting and structural synthesis (Wojge&Swanson, 2007).

Bracketing

According to Wall et al(as cited in Wojnar & Swanson, 2007), bracketing is
researcher’s attempt to achieve a state of tradsceal subjectivity (neutrality) by
putting aside prior understandings about that wisdieing observed (preconceptions).
This is crucial in order for me to ‘immerse’ mysk#ifthe lived world of another. Aligned

with ecosystemic thinking, it can be seen as amdie complementary in that it is the
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subjective experience of child psychiatric nurégatketing of the perceptions of the
intern psychologist. Bracketing is also referreésgphenomenological reduction.
Gearing (2004) says it is “the scientific procassvhich a researcher suspends or holds
in abeyance his or her presuppositions, biasesigasns, theories, or previous
experiences to see and describe the phenomenoi3p). Phenomenological reduction
(bracketing) assists me in going back to that idhahportant (going back to the things
themselves). Wall (2003) also says that brackesiragn important part of descriptive

phenomenology and reminds the researcher thaait@tinuous process.

Ahren (1999) says that bracketing and reflexivity similar, that one must be reflexive

in order to bracket, and that both activities regtime to reflect. She further mentions
that bracketing happens through the whole prockedsing research. What is important
for me is the importance of bracketing while analgghe data. | need to remind myself
that each interview is of equal importance. | aleed to be sensitive towards my feelings
in reading through the interviews and try to bradkat as | work through the interviews.

| (as in previous chapters) include my reflectiferlings as reflective spaces, as such

creating bracketing spaces within the text.

The ecosystemic thinking concepts of recursionmitire principle and cybernetic
complementarities (Keeney, 1993) are all part effifocess of phenomenological
reduction. According to the dormitive principle @y, 1993), | need to bracket all
abstract words when thinking about the child psytrhd nurse and her interactions on a

daily basis and | need to be aware of not inclugimch descriptions. For example, |

95



cannot assume that a nurse is withdrawn if sheisay® interview that she normally
prefers not to interact with the multidisciplingeam. The cybernetic complementary of
attached/detached is also applicable. In ordemfggelf to be attached to the descriptions
of the psychiatric nurses in an ‘open way’, to sghbyely transcend myself into their
horizons and allow the essence of their experiettccemerge, | need to first detach
myself from my own preconceived ideas of what Icheesee in the analysis of this
investigation. | also need to detach myself fronysva which | have constructed the
child psychiatric nurse, which is based on my owpegiences in the six months that |
worked at the unit. The bracketing is punctuatetth@teginning of the next chapter, as
well as throughout the chapter, as | need congtémtlemind myself of the effects of

preconceived ideas on the research.

Analysis

Colaizzis’ (as cited in Wojnar & Swanson, 2007) noet is used to guide the analysis in

the following ways:

* Read and reread all of the subjects’ descriptidrisedr experience to acquire a sense
of them.

» Extract significant statements that directly pertai the investigated phenomenon.

» Try to formulate the meaning of each significaatetent — this involves a leap from
what subjects say to what they mean and resutteeiformulation of second-degree
constructs or themes.

» Organise the formulated constructs or themes iltsters of related themes.
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» Refer the theme clusters back to the original dgons to validate them, thereby
determining if the original description containgtiming that is not accounted for in
the theme clusters and whether the theme clustep®ge anything not implied in the
original descriptions.

* Integrate the results into a description of theestigated topic.

* Achieve a final validation, by asking someone whéamiliar with the environment,
how the themes and theme clusters compare witbxXpariences and by

incorporating any new data into the exhaustive mgsen of the situation.

Reflection space: The art of making a recipe yowmo

What makes qualitative research the most excibngalso the most challenging, is to
incorporate methods of thinking/analysing intdtiis a way of conforming or
standardising data in a meaningful way, enablinggde that interact with the data to
understand how a person reached certain conclusibms like following a recipe. The
recipe that | am going to follow is Collaizzis’ hetl for analysing data, and it can be
found in the Phenomenological Cookbook (Wojnar &isson, 2007). Inasmuch as |
realise that certain products are essential for teeipe (the seven steps that need to be
followed), | also realise that there is a freedanthoosing the spices that | add. This is
my unique flavour that | add to the recipe. Evesutijh | have resistance against the
following of rules or specific recipes (challengeam equally excited about adding
unique spices to it, producing an end product (tamsions of essences) that will
hopefully stimulate the senses and encourage readerhallenge their own thoughts

about the recipes they use in constructing realitibout the child psychiatric nurse.
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Intuiting

This concept of intuitive thinking stands cent@aphenomenology and also forms the
basis of many of the ecosystemic thoughts and idéas is where the researcher reflects
on the commonalities between the reflections akd henself what it must be like to be

a nurse working in a child psychiatric hospitatiset

Structural synthesis

According to Wojnar and Swanson (2007), the endtpafia descriptive phenomenology
investigation is to present a theoretical modetesenting the essential structures of the
phenomenon under study. Wojnar and Swanson (2@§7hat, consistent with the
Husserlian tradition, if the true structure of tffteenomenon is identified, then anyone
who has experienced the phenomenon should bealderttify his/her own experience
in the proposed description. The structural synshieghus the major finding of the
descriptive phenomenological inquiry (Kleinman, 3pRapport and Wainwright state:
“It is the articulation, based on intuition, of@anflamental meaning without which a
phenomenon could not present itself as it is” @2)2It is thus the way in which the life-
world of the four child psychiatric nurses manifegself as a structural whole to my
consciousness through interacting with the datahi/the framework of ecosystemic
epistemology and my earlier punctuation of comgatins part of the investigation to a
search for ‘diamonds’, it means that | will deserthe unigueness (that is shared) of the

methods that the four miners use in looking foafdonds’, creating a description of the
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territory and the maps that they used. This prqoeastself, is the construction of a

‘diamond’, almost like taking several ‘diamondsdamaking them one.

RESEARCH PRODUCT

Too frequently qualitative research is evaluateairegj criteria appropriate to quantitative
research. Qualitative researchers contend thadusedhe nature and purpose of the
guantitative and qualitative traditions are différet would be erroneous to apply the
same criteria of merit (Krefting, 1991). Therefaddferent language is needed to fit the
gualitative view: terms that would replace religpibnd validity with terms such as

credibility, accuracy of representation and autlyast the writer (Krefting, 1991).

Credibility refers to the probability that truthfishdings will result in the study (Krefting,
1991). A qualitative study is credible when it gets such accurate descriptions or
interpretation of human experience that people alko share that experience would
immediately recognise the descriptions. This i©agaished by prolonged engagement
with the data, allowing for reflection. As the aoitlof this investigation, | can only
reflect on that which resonates with me, in thekgasund of my own experiences and
drawing subjective distinctions. In this way myleetions and findings are truthful from
my own lived reality and from my personal engagetwéth the data. | can further
guarantee that | only use the direct spoken wordseochild psychiatric nurses that |
have interviewed as the foundation of the findingsjinding the reader that, within this
context, punctuations are unique. Instead of riifipbthe qualitative researcher can talk

of dependability, which refers to the degree withich the reader can be convinced that
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the findings did occur as portrayed (Kruger, 19 th and detailed descriptions that

acknowledge the contextual nature of all intergretes, work towards this goal.

Finally, I would like to remind myself and the resdhat study findings based on the
gualitative, descriptive experiences of a few paipely selected case studies can,
besides, not be generalised to a broader populaioause they will not be
representative of a population. They should, irdstba understood for what they are:
detailed, subjective illustrations of individuaéxXperiences. Such qualitative findings
should be transferred to new contexts and othereguwhere they can serve as
frameworks for understanding new meanings (Krugy@r9). Transferability is promoted
by the creation of rich descriptions, which aretlfarmore, detailed as to context and

participant characteristics.

| will share the final product with the psychiatriarses at the hospital who work in
Ward 1 (the children’s ward) and with the multid@imary team who work at the
hospital. In so doing, | am creating another sgaceeflection and more importantly,
allowing for the visibility of the child psychiatrinurse. | also have a further passion to
share the findings with the Western Cape DepartmiHealth (with whom | have been
working in the past three years) to allow for bétteeper understanding and more
reflection when looking at the lived world of psyathic nurses. | have had discussions

with them and have their permission to do so.
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Reflection space: On finding voice through acknowliging the voices between people
The key to qualitative work is to learn from thetmapants. In reflecting on the process
up to this point in time, | know that those whaVé noted speak strongly to me. Their
voices are reflected in the voicelessness of thdreh, whom | have observed, and in my
own voicelessness — | am humbled by the experanegting this investigation and by

life. I have the deepest respect for the psycluaiurses of the hospital.

And now | will enter into the essence of this iniggtion. | am inviting you, the reader,
to first create a space of reflection by readirgrbrses’ pledge of service, allowing the

connection and creating further context for thelexment of the next chapter.

The Nurses’ Pledge of Service (card handed outtatriational day for nurses, no author,

2009):

| solemnly pledge myself to the service of humamt/will endeavour to
practice my profession with conscience and witmidyg

| will maintain by all the means in my power thenbor and the noble
traditions of my profession.

The total health of my patients will be my firshsileration.

| will hold in confidence all personal matters comgito my knowledge.

| will not permit considerations of religion, natiality, race or social
standing to intervene between my duty and my patien

| will maintain the utmost respect for human life.

| make these promises, solemnly, freely and upohangur.
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CHAPTER 5

ANALYSIS

ON ENTERING AN AUTHENTIC SPACE

The importance of language and dialogue has begirmed in previous chapters and
remains central to the rest of my investigationcdtding to an ecosystemic
epistemology, what we know affects what we seeafaitts new levels of knowing
(Hoffman, 1981). This happens in a recursive maaneris punctuated as theocess of
living. It is therefore with hesitancy, vulnerability, eagess, anticipation, anxiety and
much appreciation for life that | am entering itlis space and this part of the
investigation. Fully realising that even though #iwle is bigger than the sum of the
different parts, at this punctuated moment, thelevbdthis chapter feels bigger than the
sum of the previous chapters. | am starting thagptér with a reflective space on
being/becoming, on attachment/detachment, on wa@lessness, on
visibility/invisibility, on change/stability, androtransformation/conservation. All of
these are currently in my awareness and need pometuated; all of these cybernetic
complementarities form part of my thinking aboutsel§, the psychiatric nurses and the
children who are admitted to psychiatric units auth Africa, as well as those who are

never admitted and are in need of help.

In descriptive phenomenology, Husserl (Wojnar & 88an, 2007) refers to the ideal of

transcendental subjectivity, where the researdb@ndons his/her own lived reality in

order to try to explain the phenomena in its purgyersal essence. Acknowledging the
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importance of this, | have allowed myself to benalan a small town for five days in an
attempt to achieve this. This serves as a remith@ert is important to discover the
essences of the lived experience of the child payrat nurse and to then give a fresh,

detailed descriptioas it appears to my consciousness.

THE ARCHITECTURAL MAP TO THE TERRITORY

| first want to draw distinctions on the architeetumap of this chapter before visiting the
territory. | am going to refer to the map as arhaectural map of a house. It is within
this house that this chapter is constructed, apglthe research methods as outlined in
the previous chapter, in the form of descriptivemqimenology. This house is thus the
authentic space for this investigation. Hussersghgt transcendental subjectivity can
also be achieved through the process of brackébitgrwise referred to as
phenomenological reduction) (Wojnar & Swanson, 300%rough this process | attempt
to ‘bracket’ or ‘put aside’ any preconceived idghgories or beliefs | have in relation to
the phenomenon under study. On the map of the H&irpere A) you see that there is
first an area that allows for bracketing, beforeeeng the house. This area is connected

to the house but also separate. This is the findtqf the exploration of the territory.
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REFLECTION ROOM

THE FRIENDLY VOICE THE QUIET VOICE

(Y

THE STRONG VOICE THE ASSERTIVE VOICE

BRACKETING ROOM

Figure A: Architectural map of the house
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Reflection space: On facing my own fears, namingeth and bracketing them

The putting aside of preconceived ideas, thoughdstheories is explored in the next
section. | realised that it was essential to thenptetion of this investigation to bracket
some of my own fears about visibility, not beingdgenough, being unable to succeed
and the acknowledgement that these exact fearsvaddeng me back in my process of
becoming. After naming them, | needed to visuaise | leave them in the bracketing
room, too. This allows for insight into my own pees, perhaps also making me wonder
about the fears that the nurses carry within themd the impact it has on their

functioning.

On entering the house you find a public area wifthuatain in the middle. Next to the
fountain is a table with a book and a candle next (This is where the universal essence
of the participants is constructed, in the fornthafstructural synthesiat the end of this
chapter. The fountain symbolises birth, life angkséy, and the candle is a reminder of
the calling of anyone who works as a healer, ieféort to bring light to dark places. The
different templates of the four rooms are firstanged through a processfode
imaginative variatiorinto different themes. The different themes aredus allow the
punctuation of the structural synthesis at thearttlis chapter, and are written in the
book next to the fountain. As punctuated in thesjongs chapter, the structural synthesis
is the end product of descriptive phenomenologesgarch (Wojnar & Swanson, 2007).
The essence of this chapter is integrated and reatstl in an attempt to describe the

everyday lived world of the child psychiatric nur3dis is done in a way that any
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individual who works in the field can connect te thata and engage with it and, most

importantly, see reflections of themselves in tatad

Connected to the public area are the four privadens. These four rooms represent the
four interviews of the study. | explore the wayswihich they punctuate their realities in
each of the rooms. Then | reflect on the dexdract meaningful statementnd organise
the meaningful statements irtlusters/themetrough a process ohaginative
variation. Theclusters/themeform the template of each of these rooms and is
punctuated accordingly (Colaizzis, as cited in Vdoj& Swanson, 2007). Aligned with
ecosystemic epistemology, | want to remind the eedlaat Hoffman (1993) says that at
each point of interaction and reflection, therthis possibility osomething newo be
discovered. | include a last room to the houses. dh empty room with many windows
and ample light. This is punctuated as the meditatbom and is a room for reflection,
where knowing about the knowing can happen andearisited at any point in the

chapter to reflect on learning, or to bracket thiich is revealed to consciousness.

AN EXPLORATION OF THE TERRITORY

The bracketing room: A connection to that which tenporarily needs to be left
behind

The following are all items that came to my awassnhat | need to bracket, before
entering the house for the purpose of this invasitig. In my initial contact with the
psychiatric nurses and in the six months that Ikedrwith them, | subjectively

constructed them as a group of people who need todnle more visible in caring for
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children. | see them as not having enough voigherfunctioning of the child psychiatric
unit. | see them as resilient human beings withssn for children. | further see child
psychiatric nurses in need of more support. | tdsbthat their work is central to patient
care, and that their interactions with the childreend the families of these children — are
sometimes not accurately reflected on in the wafigr engaging with the different
literature in this investigation, | also need tadket all preconceived ideas about the
literature and the work of child psychiatric nureesund the world. | need to bracket the
idea that | have, that all nurses strive for thetsdie client-patient relationships and that
all nurses feel that they are not acknowledged gimoluneed to bracket my own
punctuations on how the cybernetic complementardie reflected in the nurses as
referred to in earlier chapters. According to tbenditive principle, | need to bracket all
psychological and psychiatric terms before entetireghouse (Keeney, 1993). Lastly, |
need to bracket the names of the participants astpated in the previous chapter,
namely:the strong voice, the assertive voice, the friendige and the quiet voick.

want to encourage the reader to also allow a fewemts of reflection on what they may
need to bracket before entering the house. Theéétiag room is, lastly, not a place that
can only be visited before entering the houseetrte remind myself and the reader that

the bracketing place allows and encourages muhigiés.

Template themes discovered in room 1
Reflection space: On the discovery of the themes
The themes were discovered through a process dimgand re-reading the verbatim

text of the four different interviews to really fiiarise myself with that what was
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reflected on, or punctuated by the nurses. Befet@eting the themes, | went to the
beach and read through each of the interviews @ fime and allowed myself to connect

with them again in the way that | remembered them.

Theme 1: Diagnose and treat accordingly

The importance of diagnosing and treatment is ieaflected in several statements in
the interview, and can be seen as an essentidiotofeinctioning within the ward:

“I have learned a lot in this ward, you learn abaitferent behaviours in children and
how to diagnose accordingly”.

“You learn how to identify, diagnose and treatmearly age”.

“If you can make the right diagnosis, the child gt the right treatment”.

The disadvantage of diagnosing children is alslectfd on in the interview and is
punctuated in the following two statements:

“You start seeing disorders instead of children”.

“You start diagnosing people outside as well”.

Theme 2: The difficulty in defining the role of tihild psychiatric nurse

The diversity of the role and the difficulty in petoating is reflected on:

“My role is many things; it is a very important €oll don’t think everyone understand
how important our role is”.

“My role is to also help my community. In our blackmmunity we have to inform them

of different conditions and educate them”.
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Theme 3: Experiencing close connections in dailgractions

The intensity of the connection that the child psstric nurse is having as part of her
functioning is punctuated in the data:

“We had such a close connection”.

“He would greet me in the mornings, gave me a mdyvehen | go he would say
goodbye”.

“I was going to cry, | loved her so much”.

“We had such a personal close connection, he ewew kny name”.

“I couldn’t even look at him to say good bye, | weshto say thank you”.

Theme 4: Availability of the nurse
The availability of the nurse is punctuated asmapartant aspect:
“You see the children every day”.

“We understand, we really understand the childnenare with them for 24 hours a day”.

Theme 5: Feelings of helplessness

Feeling helpless in different situations is sommagtthat surfaced at different points of
punctuations within this room:

“Some days you feel so helpless- you don’t getamswers”.

“When someone is aggressive, | ask “What have edorthis child? Why does he hate
me?” You ask a lot of questions”.

“There are a lot of things in your head, you cainitk clearly”.
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“When you disagree, they do not take your viewaesly, you feel bad, there is nothing
you can do, you just wait, but you get depressed”.

“Sometimes when | come to work, | thought, no-th’'tgo on”.

“Sometimes | would scream and say, no- | can’'tids, twvhen | go home | feel
exhausted”.

“Even the parents, | get so angry with them evankthg about them at home”.

“But then you just sit, with all the emotions”.

Theme 6: | am here for the kids

The commitment towards the children is punctuated:

“What can | say? | am here for the kids”.

“I am here for the children”.

“But then | just tell myself, | have to go on, fibre children, you just go on, even
tomorrow”.

“I really wanted to help this child”.

Theme 7: The need to be acknowledged

The value of been acknowledged is punctuated:

“The psychiatrist takes our views seriously”.

“She understands our situation and the kid’s andldvoome to us and say: Sister what
do you think?”

“Helped us when you and another psychologist, owoeld ask us about our views”.

“Its good to know that there are people who warkrtow how a nurse feels”.
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Theme 8: Connections with the family of the childre

The value of engaging with the family of the chddrs punctuated:

“The mother was a little bit close to me, | wouddkta lot to her, | would answer all her
guestions, we had a good connection”.

“The grandmother and | had a good connection, shddwask me to talk to the whole

family”.

Theme 9: Feeling angry, then guilty

The anger that the nurse sometimes feels in hrwark is reflected in the data, and is
immediately connected to feelings of guilt:

“He would grab you and hit you. | would get so gngrhen | feel guilty and think that |
am not doing what | am supposed to do”.

“We were so frustrated. Then we would become ingpétibut when you see that you

have hurt the child, you feel bad”.

Reflection space: Visiting the meditation room

After each of the interviews were analysed, | tteetbke at least a two-hour break in an
attempt to keep the information of the differedms separate. This can be seen as visits
to the meditation room where | cleared my headMen went back to any of the rooms

until | had visited each of the four rooms and agted themes from them.
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Template themes discovered in room 2

Theme 1: The important role of the child psychatrirse

The valuable role of the child psychiatric nurséhie ward is punctuated:

“Nurses spend 24 hours with the children; they kilogvpatient better than the whole of
the team”.

“If you want to know anything about the patiengyhthe nurses) can tell you the whole

story”.

Theme 2: Advocate for child psychiatric nursing

Within this data one can clearly see that the ingyare of child psychiatric nursing is
punctuated through different statements:

“I am fulfilling my role as a nurse, taking caredfildren”.

“I am trying to make people aware of this plackaVve referred two people from my
community”.

“I want our people to be able to know about thédchnd family unit”.

“I don’t want to work in any other ward”.

“It has been a good experience to work in this pgtdc unit. As a nurse, it opened my
eyes”.

“The children we are working with are the mothend aresidents of tomorrow. You

need to take good care of them, they are our dssets
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Theme 3: Facing challenges in the multidisciplingm

The struggle to find a voice within the multidisanary team is punctuated and most of
the issues that are reflected on in the raw d&a&@ntinuously felt:

“How come did the doctor discharge the child?”

“We are facing challenges of racial issues withia team. They use Afrikaans to conduct
some of the sessions; if you don’t get the whadeyshursing care will not be fulfilled”.

“It is not easy to work with this team. It is freeting: the lack of communication”.
“Maybe people in the team just don’t take childgsgtric nursing seriously”.

“I would like to not worry about people not taking seriously, when | am not seen as a
valid person in the multidisciplinary team”.

“I want our children to have the chance not to bly ¢reated for two weeks and then
they are discharged, like other children are gsigrweeks. Sometimes our children
come here, being discharged without finding thé peablem of what brought the child

here”.

Theme 4: The need to be acknowledged

The need to be acknowledged as someone who maktsrance is punctuated:
“Without Doctor X, we will not survive. She takearcstory and supports us. She
believes in us. She listens”.

“Maybe we are not being taking seriously”.
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Theme 5: The ability to form meaningful relatiorshivith children

The essential ability to form meaningful relatiompshwith children is reflected in the
data:

“Even now, | ask myself, how is X doing?”.

“Working in this ward, you really need to listengach child”.

“I like to work with children. I like to reach thersee what affects them and help them to
overcome”.

“One day | was shopping, she came to me, ‘Hi sistew are you?’. She still

remembered me”.

Theme 6: Feeling frustrated

Feelings of frustration are punctuated in relatmthe daily life of the psychiatric nurse:
“It was frustrating nursing him”.

“We neglect our health. Even with that that frussaus, we do not go for counselling”.
“Sometimes you would get so frustrated, you wowddshort-staffed and you would have

five conduct disorders in the ward”.

Theme 7: Feeling anxious

The impact of working in the unit becomes evidehewlooking at the following
punctuations of the nurse feeling anxious:

“Sometimes | feel burnt out”.

“When you arrive at home, you are so stresseddgmt even want to talk. When your

family wants to talk, they are stressing you. #lieaffects me, it makes me irritable”.
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“We think we are strong, but it will catch up witls”.
“I thought of my older daughter, if one day my hast will rape her, how would | feel? |

don’t want this thing to happen to my child”.

Theme 8: Feeling helpless

The intense feelings of helplessness are puncttiatedgh some of the statements in the
data, with the nurse wanting to do more, but netritgpanswers:

“How can a father rape a child and get away witiHbw can a father do this? A father
should love his children”.

“You can’t even reach a child with conduct disordercause they can come to you and
say: “Sister, this and that”. And then they cart@X and change the story”.

“He made me feel helpless”.

“What can you do? You just carry the emotions”.

“I don’t want to work in any other ward, | am stulc&re”.

Theme 9: Being affected by the nurse-patient i@tatiip

The way that the nurse-patient relationship caecatihe nurse is punctuated here:
“The other one | loved too much was X".

“I was affected by the whole situation of X. | wetdep. | said to the mother: “Come to
my house and | can help you.” The father is noyailnand the child is free”.

“It affected me- | still have their telephone nundie
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Template themes discovered in room 3

Theme 1: Feeling lost

The initial reaction to child psychiatric nursirgpunctuated in a number of statements in
the data:

“The first few months | was lost. | didn’t belietlgat a child can be like this. | was never
exposed to this”.

“Seeing problems that were so severe, was likethi®js not true”.

“I was having problems in managing. Can | managmall child like an adult?”

Theme 2: Searching for answers

Throughout the data, several questions are askadvay of reflecting on the difficulties
in the field of child psychiatric nursing:

“I had questions that were unanswered”.

“I wanted to know what happened to those childrdintss that can be the cause of them
turning into young criminal adults”.

“Wow, what is happening here?”

“Why is this child so aggressive?”

“When you see a patient with specific problems, waunt to know, where is he coming
from?”

“Why this poor child. Why him?”

“What wrong did they do to the child?”

“Most of the times | would wonder did we even d@egh for the children who get

admitted here”.
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“Why are you so isolated? What is happening?”
“When she came here she was sad, now angry, whghtmege?”
“Why was she only relating to younger children?”

“Why would a child protect his parents, even thotlgty have hurt him so bad?”

Theme 3: Experiencing child psychiatric nursing

The experience of being a child psychiatric nussgunctuated as well as some of the
emotions that are felt as a result of the expeaenc

“This is an experience, | was learning a lot, bauf yecome emotionally affected and you
take some of the problems home”.

“l experienced sadness”.

“I was enjoying child psychiatric nursing, trying prevent problems from getting
worse”.

“That day | was so affected. | was angry. | didaibw what to say”.

“It was scary”.

“I was hurt”.

“It was one of the most difficult experiences | baaver had”.

“It was exhausting”.

“I would go home and just want to be alone with saginess and anger”.

“At times | got angry; | wanted to do somethingttisanot right”.

“Sometimes when there is difficult children and ttiehin the team you feel that you
want to run away”.

“Emotionally it is taxing”.
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“There are tough times, | don’t know how tough, wiy@u come with all your skills and

they don’t work”.

Theme 4: Questioning the work of the child psyaigainit

The nurse questions the efficiency of the unitg ireflective space:

“| feel that children are being admitted and the/we personalise a problem and you
end up missing the need of the child and at thataadike we didn’t deliver. Most of the

times | wonder if we even did enough for childreattget admitted here”.

Theme 5: The important role of the child psychaturse

The important work that the child psychiatric nuigiils is punctuated through several
statements:

“I play a major role, the way we spend time witk thildren, you get to know the child
better than any other team member”.

“You are with them every minute and every hour”.

“You understand better, you can give informatiomtioer people that can benefit the
child more”.

“The children are comfortable with us”.

“They trust us more”.

“She knew that | was there for her”.

“It feels like home, we are there for them”.

“It's like becoming a mother for them”.

“You become an advocate for them when they canpexdis’.
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“I am here for the children, dedicating yourselitidacing the challenges”.

Theme 6: The need to be acknowledged

The need to be acknowledged is evident in the piaticin of two statements about
interactions with members of the multidisciplindeam:

“We were so impressed with the way that you ackedgéd us, we would give you
feedback”.

“Even with doctor X, she would acknowledge us,ivieg us strength”.

Theme 7: The impact of not being acknowledged enrttultidisciplinary team

The impact of being dismissed or not taking sehoimsthe ward rounds of the hospital
IS punctuated:

“There are situations where you are not acknowlddgevard rounds”.

“Your opinion is put aside”.

“You feel like why am | here?”

“Why is nobody listening to what | am saying?”

“You feel belittled as if your role is not importén

“That makes me negative so that | feel, why botBeryou end up not acknowledging
some of the situations that you have observed,usectney don’t listen. Then the child is

not benefiting”.
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Theme 8: Walking the extra mile in building a redaship

The dedication of the child psychiatric nurse tdhexe for the child is evident in the data
and following statements specifically:

“I made sure that | build a one-on-one relationshiigh her. | interviewed her. She was
reserved. She was very quiet and you could sesileece. | never gave up. She was
pushing me away, | was more interested”.

“Let’s give her time, she will tell us”.

“The relationship was solid, she trusted me. Saeed crying”.

Theme 9: Observing the whole

The ability of the nurse to view the whole systenoider to better patient care is
punctuated:

“In this ward, you even work with the parents ahnelrt you understand more”.

“His (the father’s) eye contact was poor, he didiidbw any concern. But the mother said
that the relationship was close, so why this?”

“You could see that the relationship was influenbgdhe dad”.

Theme 10: The little things

The importance of how small things can make a wiffee is punctuated:

“The little comments make us feel important, itegume strength”.

“There are times when you look for the little théndg is the little things in the ward that

counts the most”.
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Theme 11: Feeling helpless

The punctuation of not having answers in reactiosame of the situations that the nurse
is faced with is reflected in the following sentea®f the data in this room:

“It made me feel helpless. We went through allgffert, for what?”

“I couldn’t get through to her. She was oppositicarad physically abusive”.

Theme 12: The nurse as a change agent

The role of the nurse in allowing a child to sesifterent view of him-/ herself is
punctuated:

“We assured her that life is worth it and not egdiere”.

“We gave her compliments”.

“We built her self esteem. Then she changed”.

Theme 13: The need to protect

Apart from always being there for the children, tieeed to protect them even after
discharge is punctuated:

“I wanted to protect her then, even more”.

“I wish that with each child | had a weapon to gisehem, and say that you will be ok”.

Theme 14: Finding strength on difficult days
The resilience of the nurse is punctuated throbhgHdllowing statements with regards to
facing difficult days and challenges:

“I will say, it's gonna pass, it will pass”.
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“I tell myself to be strong, there will be avoidanbut you are just working”.
“I tell myself that | am coping, if | don’t tell ngelf that | can’t cope”.
“There are days where you ask God for strength”.

“Then you feel all the strength coming from théditvoice of a child”.

Template themes discovered in room 4

Theme 1: Impact of the environment on children

The punctuated reality of the impact of the envinent on the child who gets admitted is
reflected on, through the lived experience of thesa in room 4:

“I became aware of the impact that parenthood hashddren”.

“It is the environment that lands the children Kere

“Most of the parents of the children who get adedthave problems to begin with”.

“It is the socio-economical impact that brings thieene”.

Theme 2: Developing as a person and as a parent

The direct result of growing as an individual asdagbetter parent, in working as a child
psychiatric nurse, gets punctuated here:

“It is a positive experience, as a nurse, as aopeasd especially as a mother, | have
learned a lot from my experience in working here”.

“I am a lot wiser; | use to take things for grarited

“Working here has opened my eyes, | am passiortetgarenting”.

“It gives me fulfilment. | am able to be all thediéferent roles”.

“I began to grow as a person and as a therapist”.
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Theme 3: Feeling lost

The impact of the work of a psychiatric nurse iaguated through the reflections of
initial feelings that the nurse had when she sfietevork at the ward:

“In the beginning, working here was too much for’me

“As a parent it was too much for me”.

Theme 4: Confusion of roles

The complex nature of the different roles of thédchsychiatric nurse is punctuated
here:

“It is difficult to draw the distinction of being therapist, a disciplinarian and a mother”.
“At times you have to be only a mother, they arelgprived. They just need somebody

to hold them or kiss them”.

Theme 5: Availability of the nurse
The lived reality of always being there for theldren is punctuated:
“As a nurse you are with them all the time”.

“All the negative things that a child presents witbu will experience it”.

Theme 6: Feeling helpless and frustrated

The inability of the nurse to be in control and im@act thereof is punctuated here:

“It is frustrating to treat the same patient oved aver”.

123



“The time children spend here is too little to chanhe impact of the negative
environment on the child”.

“They leave too soon. They go back to the samerenmient, go back to the same
negative experiences”.

“Then you see that the same child is being readthagain”.

“This has a negative impact because you feel thgoar efforts have been wasted”.

“Their problems might even be worse”.

Theme 7: Frustrations with team membership

The difficulty of being acknowledged as a validnemember is punctuated and the
impact thereof:

“As a nurse, on the face of it, you are being sseepart of a multidisciplinary team, but
that is not how the reality is”.

“I don’t feel as if | am part of a team most of tirae”.

“There are people more senior than you whose agrssiount more than yours to begin
with”.

“It is frustrating to work and to then give inpuhigh nobody appreciates or listen to”.
“Sometimes your opinion is just discarded in thedvaunds”.

“That is something that | have noticed in the mdisiciplinary team, the one member
would think that his role is more important thae tither members” role”.

“At the end of the day the child suffers”.

124



Theme 8: Reflecting on emotions

The impact of working in the ward is punctuatedtlgh the reflections of the nurse on
her emotions:

“I began to separate my emotions, | try to treehiéd as they are presenting at a specific
moment. | can be angry at a child and 10 minutes fee will ask for a hug, so within 10
minutes | move from being angry to giving him a hug

“In the beginning, when a child is aggressive tagarou, | would be angry for the
whole day”.

“I connected with him on an emotional level; mayteas the mother in me that wanted
to protect him”.

“There are days that drain you physically and eamatily, to the extent that when you go

home you don’t even want to listen to what youtdtis saying”.

Theme 9: The ability to be an agent of change

The awareness of the possibility of showing a chitiifferent experience is punctuated:
“You must be able to step back and say: ‘How chelp this child differently from what
he is used to?”.

“Maybe the child was an aggressive child and ifrtteracts with his parents he would
get more punished... But then it comes for thedchdl somewhat of a surprise, if you
don’t punish him and you are able to give him atpasreward instead, so you give him

a different experience”.
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Theme 10: Disadvantage of being a nurse

The frustration of the nurse to be seen as onlyraengets punctuated:

“People even tell you to do this or that”.

“That is the disadvantage of being a nurse, yowakvays under somebody”.

“| feel that we just get labelled as nurses at §inken you take things personally and you

can’t act in the best interest of the child”.

Theme 11: The need to be acknowledged
The need to be seen is punctuated through thenioigpstatements:
“Dr. X has a greater appreciation for my role amiese, she listens to me”.

“She realises the impact that we have on the amnldr

Theme 12: Special connections with marginalisettotm

The ability of the nurse to work with some of thermdifficult children is punctuated:
“I enjoyed working with him, he was mentally retadd.

“Maybe I like the underdog”.

“I had to go after him, wiping him, but he was laie”.

“We had a special connection”.

“When he was hurting himself, | was also hurting”.

“My heart bled for him”.

“I was the only one that developed a special tnigt him, he would always ask for me”.

126



Theme 13: A nurse in need of assistance

The need for support is punctuated:

“We definitely need a support system; the methbdsthey are currently using are
failing us”.

“We only see supervisors where there are problentisa ward; we need to sit with

someone to talk about our difficulties”.

A TIME TO REFLECT ON THE CHAPTER THUS FAR

True to recursiveness of the ecosystemic epistaggdlvant to apply the ‘stop-pause-
reflect button’ to reflect on the process of thispter as it appears to my consciousness
thus far. A distinction was drawn between a mapatetritory. The architectural map
outlined the territory of a house that consista bfacketing room, a public area, four
private rooms and a reflection room. The readerinf@smed on what to expect when
visiting the territory. Each of the punctuated arefithe map was visited and
constructed. The interplay between what we knowveinat we see, defined earlier as the
process of living, is recursively changing agaithat the territory of the four different
rooms now become the map that leads to the tgrritbthestructural synthesisThe
different themes guide me in the punctuation ofstnectural synthesis, being true to the
nature of descriptive phenomenology, in twvatgo back to the things (the core)
themselvedt is an authentic space within an authentic splds the writing of a story

in the book on the table, in the house.
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A DISTINCTION OF A BOOK WITHIN A CHAPTER WITHIN A

DISSERTATION

Structural synthesis of the lived experience of cld psychiatric nursing:

Introduction

According to Keeney (1993), one can only fully ursiend an individual’s lived
experience by observing how his/her social congegtinctuated. Hoffman (1993) speaks
about taking a position that is a step removed filoenoperation (investigation) itself, so
that one can perceive the operation more holiggieatiews about views. The essence of
post-modernism is in allowing something new to geprather than predetermining the
rules for what is real and valid in the world. Thegjuires resilience on the part of the
researcher (Doherty, 1999). It is within this comtidat | have decided to create this
metaphorical book within this chapter. The datd thased for this book (the map) is the
45 themes/clusters that were punctuated in thedibi@rent rooms of the house. Table 1
below shows the different themes organised in diffeclusters and guides the structural
synthesis (the numbers in brackets refer to thesoof the house in which the themes

appeared).

Table 1. Themes in the four different rooms of thénouse

Feelings of the
child psychiatric
nurse

The role of the
child psychiatric
nurse

The importance
of the nurse-
patient
relationship

Functioning of
the child
psychiatric nurse
in the
multidisciplinary
team

The ability of the
child psychiatric
nurse to reflect

Feelings of
helplessness (1)

Diagnose and trea
accordingly (1)

Experiencing close
connections in
daily interactions

1)

The need to be
acknowledged (1)

Connections with
the family of the
children (1)

Feeling angry, ther
guilty (1)

The difficulty in
defining the role of

The ability to form

meaningful

The need to be
acknowledged (2)

Searching for
answers (3)
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the child
psychiatric nurse

1)

relationships with
children (2)

Feeling frustrated

(2)

Availability of the
nurse (1)

Being affected by
the nurse-patient
relationship (2)

Facing challenges
in the
multidisciplinary
team (2)

Observing the
whole (3)

Feeling anxious

(@)

| am here for the
kids (1)

Walking the extra
mile in building a
relationship (3)

Questioning the
work of the child
psychiatric unit (3)

Impact of the
environment on
children (4)

Feeling helpless

(2) of the child 3) acknowledged (3) | person and as a
psychiatric nurse parent (4)
2

The important role

The need to proteg

t The need to be

Developing as a

Feeling lost (3)

Advocate for child
psychiatric nursing

(@)

Special
connections with
marginalised
children (4)

The impact of not
being
acknowledged in
the
multidisciplinary
team (3)

Disadvantage of
being a nurse (4)

Experiencing child

psychiatric nursing| of the child assistance (4)
3) psychiatric nurse
3)

The important role

The little things (3)

A nurse in need o

Feeling helpless

3)

The nurse as a
change agent (3)

Frustrations with
team membership

(4)

Finding strength
on difficult days
(4)

Confusion of roles

(4)

The need to be
acknowledged (4)

Feeling lost (4)

Availability of the
nurse (4)

Feeling helpless
and frustrated (4)

The ability to be
an agent of change

(4)

D

Reflecting on

emotions (4)

The content of this book is thus the territoryislpunctuated in the form of a story about

the lived experience of a child psychiatric nurseking in an in-patient unit, and is told

in the first person. The aim of this book is amaipt to try to, as accurately as possible,

describe what it is like to work as a child psytficanurse. All of the names that are used

in this book are pseudonyms.
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| am here for the kids: Personal reflections on the@xperience of being a child
psychiatric nurse

Let me begin by introducing myself. | am a chilgg@satric nurse. | work at an in-

patient unit where children who are either a dang¢nemselves or to the people around
them are admitted. Severely traumatised and altlskbien are also admitted to this
hospital. *As | am writing this book | cannot help but wonde8kosana will be safe
tonight — | had to leave her there while she way wpset. It breaks my heart when she
hurts herself so badly. How can a five-year-oldathiave the need to end her ownlife
have been working at this ward for the past thesryand it has been an experience that
has, and is, changing my life every day. So | warty to explain to you, the reader,

what it is like to work as a child psychiatric neirs

Let me start by defining, or by trying to definey nole. My training as a nurse and as a
psychiatric nurse helps me to understand the deigramd treatment of child psychiatric
disorders. | will never forget my first two weekstiae unit. Nothing could have prepared
me for the sad reality of working with severelyutmrgatised children or children with
psychiatric disorders. | felt lost, confused antpless. | felt angry at the world and at
parents that can hurt their children so badlyust didn’t make sense. This is essential for
my functioning in the ward, seeing that | havenswge that the children get their
medication on time and in order for me to manag# tphysical health in the ward. My
knowledge also assists me in trying to understhadehaviour that the children display

and to give feedback to the different role-playeh® work with me at the unit. | feel that
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my role in the ward is one of the most importahh@t the most important) roles in the
ward. My colleagues and | are on a 24-hour badis thie children. We see all of their
symptoms. For example, the one day Nozipho staxextching her teeth against a wall,
banging her head, screaming at the top of her v8gé¢he time | got to her, she had
already broken a tooth; my heart broke in littleqas as | felt her sadness and pain. If
anyone wants to know what is happening with a dhié&y can come and ask us. | see if a

child is sad, withdrawn, aggressive or even psychot

Within this aspect of always being available lies biggest challenge as well, in that you
allow yourself to get very close to the childrehalis where confusion in roles can
happen. Sometimes | get confused in my role agsenpaa counsellor, a nurse and a
disciplinarian. 1 cannot help but think of James — he felt likeawy sonl felt helpless
when | realised that he was going to be dischamyedl | knew that he was going back to
the same environment. | could not even say gooublyen and just left for home that
afternoon. Every night | pray for hirhtake my role very seriously and realise that | am
here for the kids. The unit becomes their homethan future lies within our hands. My
role is also to be an advocate for child psychiaitirsing in my community. | also need
to protect the children — their families leave theith us and we are responsible for them

while they are under our care.

The biggest reason why | keep on working at thé ishecause of the meaningful

relationships and close connections that | can fweitin the children. It does make me

feel that | make a difference and that there isehdjnere are always the ones that stand
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out, that define your work at the unit and changeryife. *I was so deeply affected by
Carol, an 11-year-old girl, who was at the unit fx weeks. Our relationship was solid;
she trusted me and allowed me into the deep sdtiatso one knew. Only after that,
she got better. It was like she was a differensper Working with her reminded me of
why | do the work that | d&According to Hildegaard Peplau (cited in Sloan,@0@ho
can be seen as the mother of psychiatric nursgyghpatric nursing is unique in that it
focuses on the relationship between the patiennansk and that one must always try to
keep moving forward in the relationship. | alwagsto remember that. The difficulty is
when you are not able to connect with a child oemvh child is aggressive and
oppositional. The one weekend | was alone in the ward for nigift; shere were only
two children. The one was an 11-year-old boy, Sirrtenwas a strong, physical boy and
was angry at life after many years of abuse thabd to endure. | could understand his
anger but | couldn’t understand why he kept onrgtine and swearing at me. | was

really scared.Then | sometimes feel helpless and like a failure.

| suppose that every job has difficulties or chadies. One of the more challenging areas
for me is to work in the multidisciplinary team.igtextremely frustrating. | know how
important the work is that | do, but sometimes, wham attending a ward round, it
seems difficult to even speak. | suppose that ésajrthe disadvantages of being a nurse:
there will always be people who are ‘higher’ thamyl become very discouraged when |
want to share something important with the teamitisdalmost like they are not
listening. | take that very personally and my bigigeoncern is that the child will suffer at

the end of the day when you become discouragdtbgie that my husband is not too
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upset about my silence tonight. It's just that kvea upset about the incident at the ward
today that | didn’t have the energy to even ligtehim or engage. | know that this is
wrong and | feel guilty about me not being therehion. The one doctor does take me
seriously and | feel that she does understandhtperitance of the work that | do. If only
people would know what a difference it makes inday when someone acknowledges
what | do or asks for my opinion. Just the othey, dae social worker came to see me
and asked me for input on one of the childrennhcéd begin to describe what a

difference those five minutes made to my day.

So how do | cope? Working as a child psychiatritsaus one of the most challenging,
yet rewarding, things that | have ever done. Soays ¢l don’t know how | will get
through the day, or | will wake up and feel thdbh’t have energy to even start the day.
*Just two months ago, we were understaffed and thiere five conduct disorders in the
ward. | felt helpless and wanted to run awblearn to cope by trying to reflect on my
emotions as much as possible. | try to see theaypioture and | constantly remind
myself that the children’s intentions are not bad that | need not react in a negative
way towards them. | do wonder about my own emotiared-being and realise that |
need to take better care of myself when | becorne-¢bmpered or even depressed at
times. The difficulty is that there is not a sturet in place for us to reflect with someone
professional and just talkAfter Peter was readmitted and | saw his sadnedd aaw
that his symptoms were worse than ever, | just @atd cry. | told myself that | need to

cope and that tomorrow will be different. | couldshow weakness; the other children

133



needed meAs nurses, we do support each other. We listeath other. My family is

also very supportive.

| am strong. | am a fighterMaybe the fact that sometimes | feel like the utholgiin the
ward rounds, makes me fight even harder for thieldm, especially the underdogs that
no one wants to work witty.ou may ask: “What makes you stay?” It is thddithings

that give me strength. Like getting a hug in themmgg and someone telling you: “Sister,
today you look beautiful.” Or in the voice of a pat, doctor, or any other person who

shows appreciation for the work that | do.

| often wonder if we ever do enough. Whether | didnss something, or could have
done more. What can | say? | am stuck here. | amn fioe the kids*l hope that | will be

able to sleep tonight and that Skosana is feelgtteb in the morning...

* Refers to thoughts of the psychiatric nurse whileonstructing the story, allowing

for richer/double descriptions to emerge, within tle structural synthesis (book).

CONCLUSION

According to an ecosystemic epistemology the wimhkigger than the sum of the
different parts. Such is this chapter. In this ¢bapchose to draw distinctions and
punctuate in a specific way. It is not an eithedpproach. What is important is to allow
a space for reflection about the lived experierfdde child psychiatric nurse. | started

this chapter by acknowledging the importance &@ritme, on a personal level. | hope
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that it allows for important spaces of reflectianlmeing/becoming and on
voice/voicelessness for anyone who interacts vk ¢hapter and the rest of the
investigation as a whole. In the next chapter tredyesis of this chapter is discussed and

interpreted in relation to the other chapters.
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CHAPTER 6

FINDINGS AND RECOMMENDATIONS

THE MAP OF THE FINDINGS

Keeney (1993) refers to the stepping-back actiefigction) of the researcher, where
he/she examines what he/she has done. | simultalyeamtknowledge that there are other
ways of interacting with the same data, which eadlto different distinctions and
punctuations. What follows is thus my punctuatidthe findings of this investigation,
also referred to as the map of the findings, orttaving of a distinction in which the
findings are punctuated (territory). Allowing fonéwing about knowing and double
descriptions, the following cybernetic complemeyntardrawn as part of the process: the
findings (Chapter 6)/the map to the findings (Ceep®, 3, 4, and 5). Included in the
findings is my own subjective punctuated realityaftwhat was bracketed in the data
analysis chapter) in relation to the lived expereenf the child psychiatric nurse.
Keeney (1993) supports this and says that, wheybaerver allows his/her own
observations to be included in what is being olesgrit points to recursiveness and
allows for richer descriptions. In this chaptethuis allow my own views to interact with
that which was observed and constructed in prewibagpters. As mentioned before, the
luxury of working in an ecosystemic frame of refere is that there is space for double

description when trying to understand or descifiila which is being observed.
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Also, at the core of post-modern thought (as panmyepistemology) is the importance
of reflection. The content of this map is punctdaded is explored in the next section
under the following headings: the role of the clp&ychiatric nurse; the nurse-patient
relationship; a therapeutic environment; the mestiprof the nurse in the

multidisciplinary team; and the need for supernnsio support groups.

AN EXPLORATION OF THE TERRITORY OF THE CHILD PSYCHI ATRIC
NURSE

The following section can be seen as an integratigrunctuations and distinctions. The
aim is not to look for the presence or absenceatd,dut to describe what is seen as it is
revealed to my current awareness and to reflethatnin order to enter new spaces of

knowing, also referred to as the process of living.

The role of the child psychiatric nurse

‘My role is many things; it is a very important rel |1 don’t think everyone understands
how important our role is’.

The importance of the role of the child psychiatnigse is reflected through many
personal statements of the nurses with regardsetavailability of the nurse and the way
that they experience daily interactions with thiédrbn. They punctuate a great
awareness of the central role that they play intthed. Central to the care of children’s
mental health is the child psychiatric nurse, esplgonvhen looking at the role of the

nurse in an in-patient psychiatric setting. Dela(2306) says that:
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In child/adolescent psychiatric units, nursing &taéve 24-hour exposure to
patients’ ongoing milieu behaviour. This vantageinpaaffords them the
unique opportunity to develop an understanding agitalised children and

adolescents and their cognitive, regulatory, anedeomal processegp. 170)

The literature review punctuates psychiatric n@se both an art and a science (Haber,
2000). The different templates of the interviewsguate the role of the child psychiatric
nurse as needing to be able to diagnose and s@ah¢e), but also as an art in the way
that each child is approached differently. Mosthaf interviews emphasised the role of
the nurse as being able to create a safe spatteefohildren (art). Benson and Briscoe
(2003) say that one of the primary functions of plsgchiatric nurse working in an in-
patient setting is to provide a patient with a gpatiere they feel physically and

emotionally safe. One can thus say that the nuzsdsto be an advocate of safety.

Another aspect of the child psychiatric nurse tizat be seen as an art is the ability to
allow herself to act as a surrogate mother forctiilel who is admitted, which is also
punctuated in the reviewed templates. Accordinigdber (2000), Peplau asserts the
surrogate role of the psychiatric nurse, and tmatiurse’s function is to help the patient
recognise similarities between the nurse and theoperecalled by the patient. The
impact of the different roles on the nurse is it on the struggle that is punctuated
with regards to role confusion — not knowing wheioé a parent, counsel or discipline,

for example.

Reflection space: Finding a voice through punctuag the loss of it

138



| want to remind the reader that the above are ofvthe findings that stand out for me
and that | choose to punctuate as part of thisstigation. When | reflect on the way that
| view the role of the child psychiatric nurse,ungtuate the distinction of
voice/voicelessness and the interplay betweenttbeHuelskoetter (1991) states that no
role can exist in isolation and that the psychiaiurse is seeing her role in relation to
the expectations of what others think her role shbe (preconceived ideas of others)
and secondly, to the way in which she herself seesole (preconceived ideas of self).
In my experience and in the different interviewthefchild psychiatric nurses, the nurse
is aware of the importance of her own role andhgedo voice it accordingly, but is not
sure about the way in which others see her rolés iBreflected in statements about the
label of being a nurse and the fact that there alivays be people who are ‘above them’.
The paradox inherent in this investigation, howeiethat it is the very voicelessness of
nurses that | have observed that has allowed tieevaf the nurse to be recorded and

analysed.

According to Haber (2000), Peplau states thataleaf the counsellor is of the greatest
importance for the psychiatric nurse. This roléhaf counsellor can still be seen as a
relatively new term in psychiatric nursing. Thisalso reflected in the interviews in that
only one of the four nurses drew the distinctiomeiing a counsellor, whereas the

therapeutic nature of the work all of them do &acly reflected in the interviews.

The need for the nurse to include the familiehatreatment of the children is supported

by a number of resources (Ellila et al., 2007; Bno& Loader, 2000; Simpson et al.,
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2006). The interviews also indicate the acknowledget of the role of the nurse to be
able to work with the family in that it leads tottee patient care and a more complete

understanding of the problem.

Reflection space: The nurse in the role of a famagvocate
| cannot recall any evidence of a nurse talkingaitbe way that they observe the family
or interact with them in any of the ward rounds;, & importance of that is reflected in

the interviews.

The nurse-patient relationship

‘I like to work with children. I like to reach themsee what affects them and help them
to overcome’.

Sjostedt et al(2001) highlight the importance of the nurse-patrelationship and says
that the nurse must show that she completely utatets the patient’s suffering in order
for the child to get better. There is an even @greamphasis on the sensitivity of the
nurse-patient relationship and on the specialisklaf the child psychiatric nurse
working in an in-patient hospital setting in thietature. There are many examples under
the templates of the nurses about the ability theustand and reflect on the children’s
suffering and that it affects them. It is in thesais ability to allow herself to form a
meaningful attachment with the child, that the ustéding of the suffering takes place.
Qualter and Munn (2002) say that, in the abseneeeainingful attachments for the child
(that plays an essential role in their developmeh® psychiatric nurse can create a space

where the child can be allowed to form such archttent with her. This can be defined
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as a corrective experience. This corrective expeedas also acknowledged in one of the
interviews. What is further reflected in the intews is the impact of these ‘close’
relationships on the child psychiatric nurse. Themauch punctuation of feelings of
anxiety, anger, helplessness, exhaustion, frustraind guilt when referring to
relationships with the children in the ward. Carg2@00) states that acknowledging
these feelings of anger are an important partetiierapeutic process for psychiatric
nurses who work with emotionally disturbed childrEor the nurse to be able to help a
child to deal with his/her angry feelings, it isgortant that she understands and deals

with her own response pattern to anger.

Reflection space: Revisiting the psychodynamic eoic

| need to reflect on the earlier distinction ofathment/detachment when reflecting on
the nurse-patient relationship. It was somethiraf thobserved within, when | worked as
an intern, in that my reaction to the above fedimgs that | needed to detach — it was
just too much. In retrospect | remind myself ofwhkie of object-relations theory; it is
proposed that most of those feelings are feelingsthe child projects onto any
individual with whom they form a meaningful attaemt Most of the children did not
have an available mother as an infant so they mexer had the experience of going
through a process of separation-individuation.rtifer observed in my interactions with
the nurses and with the interviews of the nursasttiese exact feelings trigger defence
mechanisms in the form of denial, avoidance or szggon of feelings. When any of

theses mechanisms are at play, it causes lessyenadjless space for reflection.
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The resilience of the nurse is noticeable in timagpite of many of the negative emotions
that they feel, they still put their own needs asaadd punctuate the importance of
needing to be there for the children and needingatect the children. When looking at
Peplau’s four sequential phases (as mentioned ap€h4) that occur during the nurse-
patient relationship (orientation, working (iderd#tion and exploitation) and
termination), all of the nurses who were intervidvadesplayed the ability to form
meaningful, trusting relationships with the childi@rientation). More difficult is the
second and third phases. There were, however, swtamces where all four phases were

experienced.

Reflection space: It's not time to say goodbye yet

What is reflected in the interviews is the diffigudf the termination phase, which | can
strongly connect with. This is part of the attachbdetachment distinction and the
difficulty of ‘letting go’ is clearly evident. THeelplessness the nurses feel is further
reflected in their awareness of the challenginge@conomic situation that the child
goes back to, which is often seen as being a pdhteoproblem. | am reminded here of
Hoffman’s (1993) description of the system thaates the problem. The denial and
avoidance of saying goodbye is punctuated in tleeiterview where the nurse could
not even tell the child (who she was very clos¢htaf) she was not working the next day

when he was going to be discharged — she was stlaaédhe would cry in front of him.
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A therapeutic environment

‘Maybe the child was an aggressive child and if himteracts with his parents he
would get more punished. But then it comes for thehild as somewhat of a surprise,
if you don’t punish him and you are able to give hn a positive reward instead, so
you give him a different experience’.

Kolko (1992) says that parent participation, aapeutic atmosphere, individual
psychotherapy, somatic therapies, education andcaleskrvices are the elements of a
therapeutic environment in an in-patient milieueements that are punctuated the
most in the interviews and template statementeefdur nurses are individual
psychotherapy and the therapeutic environmenteofvérd. They all feel that it is a place
where children feel safe and where they can entertherapeutic relationships with the
children. One interview mentioned the educatioparents and the community; the
medical services were also punctuated in one i@erBenson and Briscoe (2003)
further mention that both structured and unstrettiwwomponents play a part in the
creation of a therapeutic environment. The nureesved appreciation for the structured
programme, specifically when referring to the ‘aiffit children’. There seems to be a

flexibility that is punctuated in some of the s&sriof specific relationships.

Reflection space: Am | a counsellor or not?

Important to note is that, even though all of tlueses punctuated the therapeutic
relationships that they are able to form with tiéldren and the importance of it, only
one nurse referred to herself as a counsellor. ynimeraction with the nurses I also

constructed them as meaningful role-players, btitasacounsellors.
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What is mentioned as a challenge — when referartbe therapeutic environment in both
the literature and the reflections of the psychgaturses — is the fact that children are
discharged too soon and that there is a definiéel f@r longer admission periods. This is
especially true for children where the source efghoblem is the home environment.
Another challenge that affects the therapeuticrenvnent is conflict within the
multidisciplinary team. Two of the nurses punctdeatee conflict in the team and the
effect of that on them but also, in the longer teomthe children. Lanyado (as cited in
Gairdner, 2002) offers a useful perspective thaased on Bowlby’s attachment theory.
She argues that, as children settle into a tredtom@hand begin to feel secure, they fear
that the new attachments made with members of\sthifjo wrong. To relate back to the
initial statement of Bion’s theory, children canfe¢l contained if a therapeutic team is

uncontained. The multidisciplinary team is discdsisegreater detail in the next section.

Reflection space: See no evil; hear no evil; speakevil

In reflecting on my own experience, what was irgténg for me as an intern
psychologist, is that the one thing that | felt aofed most negatively on the therapeutic
environment was not mentioned in any of the ingsvsi That is the effect that sedation,
or being put in the seclusion room, has on thedcéi. In my belief, it impacted
negatively on the whole environment. | do, howeleed, that the rest of the programme
at the unit is well structured and that there i®egh space for unstructured activities

too.
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Membership in the multidisciplinary team

‘If you want to know anything about the patient, &y (the nurses) can tell you the
whole story’.

Baldwin (2002) says that it is of concern that psgtric nurses are not able to define
what is unique about their roles in the multididio@ry teams. The voicelessness of the
psychiatric nurse — or more the struggle to finaige — in the multi disciplinary team,is
clearly punctuated in all of the interviews wheferang to the weekly ward rounds. The
effect is punctuated through feelings of not beangnowledged, feeling belittled, being
dismissed or having opinions rejected. Mohr (1998&)ns of the dangers of that, in that
it can impact negatively on the child if there anflict within a team. This aspect is also
reflected in two of the interviews, where the nsrsay that they feel discouraged to

mention what they have observed in the ward and ¢bacern is that it affects the child.

The importance of the effective functioning of thaltidisciplinary team for patient care
in an in-patient unit is further reflected in a ragn of articles (Im et g12004; Procter &
Loader, 2000; Sutton et al., 1974). Sutton etl#l74) urge psychiatric nurses to take a
strategic position in the total treatment miliew aeamind them of their unique
competence in working with children. Robinson (1988ys that an important difference
between the role of the nurse and the role of fyelnatric nurse is the importance of her
role in the multidisciplinary team. The one psyttitanurse punctuated her struggle in
this in saying that, even though it looks like tlaeg part of the team, they do not feel
part of it at all. The interviews also showed ttiety feel uncomfortable in the ward

rounds. They do, however, acknowledge the valubetonnection they have with one
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of the psychiatrists and that they feel that shdeustands them. The positive effect of

affirmation by any of the team members was alsacfuated in the interviews.

The literature does offer an explanation for camfin the team in the article on ‘“The
Ailment’ and evidence thereof can also be founthainterviews where nurses explain
how they form very close connections with somedrkih, and how they then have the
urge to protect them. They even punctuate thatela¢éionship sometimes feels too close
for them. According to Main (1986), ‘The Ailmenthrough object-relations theory,
sometimes manifests as a child who brings out d freen the nurse to overprotect
him/her. The nurse may, in response to this, afferchild more of her time, almost as if
she is giving the child special treatment. Becaithe severity of these children’s
psychological difficulties, the special treatmeaned not help them to ‘get better’. Rather,
the process normally ends with the nurse feelirigeenely exhausted and needing to
blame someone else in the team for the child’s tdéknprovement. The nurse then acts
out the child’s inner confusion. This can causeudtidisciplinary team to split, which

can have effects on the rest of the treatmentngdbat the team is now perceived by the
other children as uncontained. This causes theiirk that the hospital is also not a
safe environment. The latter is constructed asgo'eaused’ by the children re-living

their insecure childhood life and projecting akithinsecurities onto the people with
whom they interact. The effect on the child is teten the nurse realises that the child
is not getting better, she might withdraw from théld. For the child this function is yet

another example of an object rejecting him/her clvlie-traumatises the child.
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Reflection space: The psychiatric nurse being a sar

| have observed in the weekly ward rounds thahtivses took an administrative role,
speaking usually to confirm compliance or sidea$f®@f medication. They did sometimes
mention if there were difficulties with some of ¢hddren. However, | observed that this
was mostly content feedback and that there wed®seinterpretations by the nurses or
new ideas brought to the table with regards tottbatment of the children. | have

further noted the value that | got from engagingwihe nurses about what they observed

in their interactions with the children and the apgiation that they felt.

The need for support and supervision

‘We definitely need a support system; the methdus they are currently using is

failing us’.

The literature shows the need for a space for suseeflect on themselves in relation to
others and also to reflect on the impact of otfieduding the patients) on them. This
need can be met through clinical supervision/supgraups (Griffin & Christie, 2004;
Gross & Goldin, 2008; Ramritu et 22002; White & Winstanley, 2009).The interviews
punctuate the struggle of the nurses to undersapervision as it is constructed in
psychology. For them, the understanding of supienvis more someone ‘checking’ your
work or someone that is approached if there isnaptaint, or if something goes wrong
with a patient. The need for such support is puatetiand by reflecting on the data it

can clearly be seen.
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REFLECTIONS AND RECOMMENDATIONS

Reflections: Thoughts about the thoughts

Once again, | find myself in the meditation rooeminding myself of the important
punctuation of Hoffman (1993) where she speaks tafasing a position that is a step
removed from the operation (investigation) itsedf,that one can perceive the operation
more holistically — views about views, or thougal®ut the thoughts. | again become
aware of my own fears that need to be acknowledgadising that even though an
attempt was made to leave some of my fears inrdekbting room, the complexities of
life and of us as human beings need to be notetladows following us. My fears of
failure and not doing enough in relation to thigastigation are evident, yet through
punctuating it, | bring a sense of relief and ialeles me to reflect holistically. | leave this
house with a great appreciation for being forturaieugh to have been granted the
opportunity in life to work with people and to fimdeaning through the interactions of
those | meet — more specifically, the child psytitawurses who have been part of my

journey in life for six months, and are still paftit.

The following distinctions stand out for me andnfigpart of reflecting on myself, the
psychiatric nurse and the children who are admitbeal psychiatric hospital:
voice/voicelessness; being/becoming; stability/gearcaring/curing; and
attachment/detachment. These reflections allowaartve at the most important
distinction, namely the cybernetic complementarpejinnings/endings. The ending of
this investigation allows for a new beginning, foe personally, in that it can be seen as

my passport for entering back into the world ofgsylogy. Within an ecosystemic
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epistemology there is no either/or. In the same, ey beginning is the end and the end

is the beginning.

Recommendations

One of the aims of the study was to allow anyone wkeracts with this text to create
spaces within themselves when thinking about thid gisychiatric nurse. Even though |
have drawn distinctions on the specific field oil@lpsychiatric nursing, | feel that
spaces can also be allowed for reflecting on thgmant work of any nurse, working in
any hospital setting. | am ending this chapter loygbuating some subjective personal
areas of interest that might form part of futuredsts; | encourage the reader to do the

same.

Possible future studies that can benefit, or adceraalue to, the important work of the

child psychiatric nurse in order to better patieante:

» Termination phase as punctuated by Peplau (cit&iioan, 2006). What is the effect
of termination on the child psychiatric nurse? Wkdahe impact if the same child is
re-admitted? What is the role of the nurse aftenir@ation?

» Functioning of the multidisciplinary team in workinvith specific child psychiatric
disorders. Is there a difference in approach?

* The experience of anxieties within the child psatfi¢ nurse and the effect on
patient care.

» The surrogate role of the child psychiatric nuréemwworking with children in in-

patient hospital settings.
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The need for supervision for the child psychiatricse.

Cross-cultural studies in South Africa in lookirigoarceptions of child psychiatric

disorders and nursing.
Families’ experiences of child psychiatric nurses.
Studies on the nurse-patient relationship in apatient hospital setting.

Children’s perceptions of child psychiatric nurses.
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PERSONAL REFLECTIONS ON ATTACHMENT AND DETACHMENT

There have been pivotal moments in this investigati which | believe contributed to
the success of this investigation — that | wanhtbude. More importantly, | feel that this
has allowed for deeper understanding when conrgetithe concept of holism,
specifically the concepts of attachment and detactim have realised that it is not an
either/or approach, but that the beautiful ‘darmsiveen these two concepts that has

allowed me to complete this investigation.

| formed meaningful attachments with everyone mmhultidisciplinary team and with
the children that I interacted with in the six mwtn 2003when | worked as an intern
psychologist. The reality of being a clinical psgtdgist was felt through the pain of
working with the children who have endured gredfiesing because of psychiatric
disorders. The causes of these disorders are didavat in my experience, many a
times they came about as a result of environméatadrs that can only be described as
unfair and uncalled for. My interactions with thald psychiatric nurses were of such a
nature that | got to know them quite well. Thialed me to start asking questions about
the importance of their work that does not get agkedged. Internalising the pain that |
felt, it also connected with some of the pain tHave had as a child. The pain was felt
unconsciously at the time. In reaction to this phat | felt in attaching, | needed to

detach. | did this by moving away from the fieldpsfychology completely.

| moved to Cape Town in 2006, started a beautifotess of personal long-term

counselling, which allowed me to attach again tithportance of being a psychologist,
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without even realising it. This came to my awarengien | went overseas in 2009,
detaching from my current environment, in the fahseveral dreams that | have had in
relation to being a psychologist. When | arrivedken South Africa, in August 20009, |
made contact with Unisa again, exploring the pagyilof completing my studies. At the

time, the task felt enormous, but | trusted thegybrgrocess.

In the months that followed, | started embarkingloe completion of my investigation
and through these months |, again, observed theepsoof attachment and detachment
when interacting with each of the different chaptémlso observed my detachment in a
physical sense from my current environment. Twthefchapters were constructed in
Pretoria, which is meaningful in itself, seeingtttias is where the process started. The
last two chapters were constructed in Struisbalagaautiful setting next to the coast,
where | spent a week in silence, reflecting on Wizt needs to be said through the

words of the psychiatric nurses that | interviewed.

In reflecting on the concepts of attachment andatehent, | have realised that it is not
either/or, but both, where the detachment fromithusstigation allows for attachment to
my future career as a clinical psychologist. toisllow a holding space for both. | will
constantly need to remind myself of this in my fetlife path in connecting with

individuals again on a therapeutic level.

| want to conclude with the following quote, aseditn Williamson (2002), which is also

widely known as part of Nelson Mandela’s inaugunatspeech in 1994:
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Our deepest fear is not that we are inadequate.
Our deepest fear is that we are powerful beyondsunea
It is our light, not our darkness, that most frighs us.

We ask ourselves, who am | to be brilliant, gorgedalented and fabulous?

Actually, who are we not to be?

You are a child of God.

Your playing small doesn’t serve the world.

There is nothing enlightened about shrinking sa tiaer people won't feel

insecure around you.

We were born to make manifest the glory of Godithaithin us.

It is not just in some of us, it's in everyone.

And as we let our own light shine, we unconsciogslg other people
permission to do the same.

As we are liberated from our own fear, our preseag®matically liberates
others.
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