Schizophrenia: A severe deterioration of social & occupational functioning. Phases I: Premorbid: C/T by social maladjustment, (shy w/drawn), social w/drawl (poor peer relationships), Irritability, Antagonistic thoughts & behaviors. Phase II: Prodromal: C/T by Functional Impairment, Deterioration in role Fx. (Occupation), social w/drawl, Physical S/S: sleep disturbance, anxiety, irritability, depression, fatigue, poor concentration. Prodromal begins w/ a change from pre-morbid Fx, & extends until onset of frank psychotic symptoms. Lasts a few wks (2-5yr. avg) Tmnt: Therapeutic interventions that support w/ identified problems, cog. Therapies to decrease functional impairment, family intervention to improve coping & involvement w/ the schools to decrease the possibility of failure. Pharm, Not enough studies to know if the meds will delay or even prevent the onset of psychosis. Phase III: Schizophrenia, in the active phase psychotic symptoms are prominent. Delusions, Hallucinations, Impairment in work or social relations & self care. Phase IV: Residual Phase: Periods of remissions and exacerbations. Flat Affect & impairment in role Fx are prominent. Very difficult to acquire & maintain employment. Schizophrenia (Major Psychotic Disorder) C/T by disturbances in Perception, Feeling, Thought Process, Reality Testing, Attention Motivation, Motivation, Overall Deterioration. Types of Schizo: Disorganized, chronic, flat or innapr. Bizarre behavior, social interaction impaired. Paranoid Schizo: Delusions of persecution or grandeur, auditory hallucinations, argumentative, hostile/aggressive onset 20’s-30’s. Catatonic Schizo: (Catatonic stupor, extreme psychomotor retardation, catatonic excitement, purposeless mvmnts) Waxy Flexibility. Residual Schizo.  Schizoaffective R/T psychosis & mood disorders dep. or mania. Schizophreniform disorder: Schizo S/S that occur over 1 mnth lasts < 6mnths. Brief Psychotic Disorder: Sudden onset of s/s <1mnth returning to Premorbid level of functioning. S/S + Content of thought: Delusions, religiosity, paranoia, magical thinking. Form of thought: Neologisms, Concrete Thinking, Clang Assoc. Word Salad, Circumstantialities, Tangentially, Mutism, Preservations, Perception: Hallucinations, Illusions Sense of Self: Echolalia (Imitates words), Echopraxia (Imitates mvmnts), Identification & Imitation, Depersonalization. S/S – Affect: Innapr. Affect, Bland or Flat, Apathy. Volition: Inability to initiate goal directed activity, emotional ambivalence. Impaired Interpersonal Fx & Relationship to External World: Autism, Deteriorated appearance. Psychomotor Behavior: Anergia, Waxy Flex, Posturing, Pacing & Rocking, Assoc. Features: Anhedonia w/out pleasure, Regression. Do better w/ 1:1 therapy. Medications: Haldol:TD, dystonia, prolonged QT, seizures, EPS, akathisia, blurred vision, dry eyes, constipation, dry mouth, agranulo, check liver function. Thorazine: NMS, sedation, blurred vision, dry eyes, hypotension, constipation, dry mouth, photosensitivity, agranulo, Risperidone(atypical): NMS, SI, aggression, dizzy, EPS, H/A increased dreams and sleep, insomnia, sedation, pharyngitis, rhinitis, visual disturb, cough, constipation/diarrhea, dry mouth, nausea, weight gain, decreased libido, itching/rash, agranulo, dysmenorrhea Dantrium(relaxer): given if NMS occurs, drowsy, weakness, hepatotoxicity, diarrhea, GI, check liver function. Psychosis: mental state a person struggles to distinguish external worlds from internal generated perceptions. Delusions: false personal beliefs not consistent with a person’s intelligence, cult background, continues belief despite proven false. Delusional Disorders: erotomanic-believes someone powerful in love with them. Grandiose- irrational ideas regarding own worth/talent/knowledge/power. Also- jealous, persecutory, somatic(physical), and shared psychotic(2 peeps) Milieu Community: a scientific structure of environment to affect behavioral changes and to improve cog health Fx of person, learn adaptive coping and relationship skills. Basic Assumptions: 1. health to be realized/ encourage growth 2. every interaction is a chance for thera intervention 3. client owns environment/behavior 4. peer pressure is useful/powerful tool 5. inappropriate behaviors are dealt with as they occur 6. restriction and punishment are to be avoided. Hospital based care: general behavior care units, special units-age/Dx/substance use/PICU. Community care: part day programs, home care, outreach, residential, tradiational outpt service, apt/fostercare/boarding homes, shelters, and self-help. Role of Nurse: nurse process, manage aat, responsible for phys/psych needs of pt. Intensive programs: clubhouse model: focus on recovery, recovery: control/responsible for life/involvement with others, Traditional CM: provides holistic care to improve life/prevent going back, Assertive community Tx: provides 24/7 service by pros, meet client anywhere, supervise meds/healthcare, EBP shows improved social Fx, Primary care: HCP meds/counsel, Integrated: Tx for phys/psych, ease of access, holistic care.Ethical principles: autonomy, Justice, veracity(truth), beneficence(good), nonmaleficence (no harm). Client’s rts specific: consent, communication, free from harm, dignity/respect, confidential, participate in POC. Client’s rts under law: right to Tx in least restrictive environment, confidential, right to refuse, rights surrounding involuntary commitment, psych advance directives(speaks to meds they will/won’t take), rights r/t seclusion/restraint. Tarasoff v. Regeants of U of Cali: duty to protect confidentiality with a responsibility to warn society of danger. Intentional tort: violation of civil law where person has been wronged (assault/battery). Unintentional tort: negligence-causing harm by failing to do what a reasonable person would do in a similar situation. 4 elements of negligence: 1. duty to care- legal obligation to protect 2. obligation to reasonable care- assume standard of care 3. Breach of duty- failure to follow duty of care 4. Injury r/t breach-factor that caused injury must be proven, anticipated danger from act. Voluntay commitment: by client, 48-72 hrs to assess, rt to obtain release, court must obtain when involuntary starts. Involuntary commitment: 1. emergency-danger to self/others, 48-72 hrs to assess, adhere to legal time constraints, nurse must prep for D/C. 2. short-term obs/Tx- qualified HCP must determine if there is a possible psych problem, must have probable cause, pt must be released with no legal basis. 3. Long-term- ppl who need long psych care, but refuse voluntarily, 90+ days, hearing officers make sure pt’s rights being met. 4. Incapacitated- gravely disabled person, can’t provide food, clothing, shelter for oneself, incompetent, guardian established. Interdisciplinary team- directs tx plan, includes psychiatry, nursing, OT, RT, CM, therapies, etc.   
