Commitment issues: voluntary- person makes a direct application to the place for care, and may stay as long as treatment is deemed necessary, may sign out at any time unless a mental status examination by a health care professional deems the client a danger, make sure free of coercment 48-72 obs.. Involuntary: made with out clients consent, doc deems need to tx, emergency: danger to self others or gravely disabled, 48-72 hrs, nursing implications: adhere to legal time constraints, know when tx period has ended, prep for d/c, ex: non compliance of meds, must have proof of probable cause: there are know facts that would lead to an ordinary person to believe that the person detained is mentally disordered and a harm to themselves, others, gravelly disabled. 4th amendment- if probable cause is verified, the individual can be kept for observation and tx, must be informed of rights nursing care: clients must be released when no legal basis exists for continued confinement, can suggest voluntary admit, cannot hold someone just because they need to be protected from him/herself, gravely disabled- condition in which a person due to a mental illness is in danger of serious physical harm resulting from inability to care, have to show that the person cant make use of the resources available, court appt guardian, will need court hearing to induce and reverse title+ lawyer, clients have the right to trial to argue involuntary admission, outpatient criteria- required hospitalization due to repeated decompensate, likelihood person will fail without tx, presence of severe mental illness with limited awareness, illness puts at risk for being homeless. the existence of an individualized p.o.c and provider willing to give care, tx- unable to make decisions regarding care. harm. basic needs for safety, Legal Considerations: assault- person fears being harmed, battery- unconsented touching duty to warn- before tarasoff MHP had no duty to warn of imminent suicide or harm to others, supreme court issued a ruling that states that failure to warn coupled with subsequent injury to the threatened person exposes the MHP to civil damages for malpractice. duty to protect confidentiality with a responsibility to warn society of danger, Nursing: must communicate to other and put steps in place to protect the potential recipient of harm, not all vague comments or vague threats should be reported, specific threat to an identifiable person must be made, consultation with the health care team, documentation***, intentional tort- intentional touching (medical tx) without the clients consent can result in a charge of battery. Unintentional- malpractice and negligence- involves causing harm by failing to do what a reasonable and prudent person would do in a similar situation ,intentional- violation of civil law in which a client has been wronged. 4 elements of negligence- duty to care- legal for care, obligation of reasonable care- standard of care, breach of duty- failure to conform to required duty of care, injury caused by breach of duty – substantial factor that caused jnury, must be proven Informed consent: decide or reject tx- knowledge, competency, free will, can withdraw after consent is given. areas where tx can be performed without clients IC: when a client is mentally incompetent to make a decision and tx is necessary to preserve life or avoid harm, when refusing endangers the life or health of another, in an emergency in which the client is in no condition to make decisions, child, in the case of therapeutic privilege- dr can show that full disclosure would hinder or complicate necessary tx, cause severe psych harm, be so upsetting to render a rational decision by the client impossible, Client Rights- specific: client consent, communication, freedom from harm, dignity and respect, confidentiality, participation in POC, Under law- right to treatment in least restrictive environment, confidentiality, right to refuse tx, rights surrounding involuntary admission, psychiatric advanced directives, rights regarding seclusion and restraint, right to refuse meds- the patient has the right to refuse tx to the extent permitted by law and to be informed of the medical consequences of his action, force meds only if: harm to self/ others, may provide reasonable help to pt, must be proven incompetent in order to force. least restrictive- no involuntary chemical intervention, seclusion, mechanical restraints, Nurses must protect themselves in settings, employers are not typically help responsible for employee injuries c/b violent client behavior, nurses have placed themselves knowingly in range of danger by agreeing to care for these clients, good judgement means not placing oneself in a potentially violent situation, Liability issues- protection- suicidal client left alone with means to harm, restraints, Defamation of character- written libel or slander oral r/t client confid, supervisory lability- duties delegated to persons who can not safely perform duties, short staffing- more RNs to clients. Ethical Principles- Autonomy- independence- determine care- must not be disregarded in favor of what someone else may view as best for the client- Beneficence- one duty to promote the good of others- act in clients best interests- Nonmalificence- agreement to do no harm to your clients, Justice- be treated equally or what is right equality fairness, Veracity- always be truthful Schizophrenia- Definition: severe deterioration of social and occupational functioning C/B: Genetic predisposition Biochemical Dysfunction- excessive dopamine Physiological Factors- viral infections, brain trauma, lupus Psychological Factors- stress other mental health issues Major Psychotic Disorder C/B disturbances in: Perception- Hallucinations Feeling- flat or inappropriate affect Thought Processes- thought derailment Reality Testing- delusions Attention Motivation- inability to concentrate Motivation- cannot initiate or persist in goal directed activities Overall deterioration is a decline in psychosocial functioning Psychosis- mental state in which an individual struggles to distinguish external words from internally generated perceptions Hallucinations- false sensory perceptions not associated with real external stimuli, may involve any of the 5 senses Delusions- false personal beliefs not consistent with a persons intelligence or cultural background, the individual continues to have the belief in spite of obvious proof that it is false or irrational Can occur w/w out the presence of organic impairmentcan be AV, influential, paranoid… etc Phase 1: Pre Morbid phase C/B- social, maladjustment, social withdrawal, irritability, antagonistic thoughts and behaviors, being shy, poor relationships w/ peers, does poorly in school, demonstrate antisocial behaviors, weeks to months Phase 2: The Prodromal Phase C/B: functional impairment, deterioration in role functioning, social withdrawal, physical s/s- sleep disturbance, anxiety, irritability, depression, fatigue, poor concentration Begins with a change from premorbid fx and extends until the onset of frank psychotic s/s can be a few weeks or a few months and extends until the onset of frank psychotic symptoms treatment: therapeutic interventions that offer support with identified problems, cognitive therapies to minimize functional impairment, family intervention to improve coping and involvement with the schools to reduce the possibility of failure 2 to 5 years Phase 3: schizophrenia- in the active phase of the disorder psychotic s/s are prominent: delusions, hallucinations, impairment in work social relation and self care Phase 4: Residual Phase: periods of remission and exacerbation, flat affect and impairment in role functioning are prominent Early signs of schizophrenia- poor personal hygiene, depression, bizarre behavior, irrational statements, sleeping a lot or inability to sleep, social withdrawal, isolation and reclusiveness, shift in basic personality, unexpected hostility. Deterioration of social relationships, hyperactivity/ inactivity, inability to concentrate, extreme preoccupation with the occult. excessive writing without meaning, indifference, dropping out of activities, decline in interests, forgetting things, losing possessions, extreme rxns to criticisms, Types of schizophrenia disorganized- chronic, flat affect, bizarre behavior, social interaction is impaired Catatonic- catatonic stupor, extreme psychomotor retardation, waxy flexibility, catatonic excitement- purposeless movements paranoid- delusions of grandeur, auditory hallucinations, argumentative, hostile, aggressive undifferentiated- delusions, hallucinations residual- follows acute episode, a/v hallucinations, hostile, aggressive positive symptoms- delusions, religiosity, paranoia, magical thinking, neologisms, concrete thinking, clang associations, word salad, circumstantialities, tangents, mutism, preservation, hallucinations, illusions, echoalia, echopraxia, identification, imitation, depersonalization negative s/s- inappropriate affect, flat affect, apathy, inability to initiate goal directed activity, emotional ambivelence, autism, deteriorated appearance, anergia, waxy flexibility, pacing rocking posturing, anhedonia, regression, psychosis: mental state in which an individual struggles to distinguish external words from internally generated perceptions, Hallucinations and delusions Delusional disorders- erotomanic type- believes someone of higher status is in love with them grandiose type- irrational ideas regarding own worth talent knowledge or health jealous type- irrational idea that the individuals significant other is unfaithful persecutory type-irrational belief that he or she is being malevolently treated somatic type- irrational belief that there is some physical defect disorder or disease shared psychotic disorder- folie a deux. milieu management- an all inclusive term that recognizes the people setting the structure and emotional climate as all important to healing therapeutic environment- individual can try out new behaviors and solve problems in real situations with others, maintaining a therapeutic environment= conscious deliberate active carefully coordinated and thought out processes, pays attn to ones personal values reactions and preconceptions ineffective environment- environment not therapeutic can be observed when nurses rarely leave the nurses station exception r/t crisis intervention, monitoring tv screens milieu therapy or community is defined as a scientific structuring of the environment to effect behavioral changes and to improve the psychological health and functioning of the individual within the community setting the client is expected to learn adaptive coping interaction and relationship skills that can be generalized to other aspects of the life of the client basic assumptions: the health of each individual is to be realized and encouraged to grow every interaction is an opportunity for therapeutic intervention  the client is his or her own environment each client owns his or her behavior peer pressure is a useful and powerful tool inappropriate behaviors are dealt with as they occur restrictions and punishment are to be avoided conditions that promote a therapeutic environment basic physical needs met the physical facilities are conducive to achievement a democratic form of self government Responsibilities are assigned according to client capabilities a structured program of social and work related activities is scheduled as part of the treatment program  community and family are included in the program of therapy in an effort to facilitate discharge from treatment the program of therapeutic community the treatment is directed by a team the plan is formulated by the team team members of all disciplines sign the plan and meet regularly to update the plan as needed disciplines may include psychiatry psychology nursing social work ot, recreational therapys  Hospital care: safety for self and others, protect disabled and psychotic, med and psych eval, treat toxic rxns to meds, wd ss, 24 hr sup, 3-5 day stay, MIlleu mgmt- safety- free from harm, structure- the physical environment- norms- specific expectations, limit setting- behavior checks,- balance- indep/ dep, Environment modification- promote mental health, role of the nurse: med admin. development of 1:1 relationship, setting limits on unacceptable behavior, education, use of nursing process, needs are met, nurse client- convey and maintain dignity, establish therapetic relatioship, id immediate needs, provide intervention for behaviors dangerous to self and others, assess full range of needs, provide quality care, d/c planning, clients perspective of meds, education, med hx, types of programs- partial day, home care, community outreach, residential, traditional outpatient services, apartment, foster care, shelter, self help groups, community- nurse- compliance, education, challenging , establish rapport quickly is critical. Community programs- clubhouse model- designed to stabilize clients in community by offering this focusing on supporting people with disabilities in pursuit of recovery, recovery- provides ppl with control and responsibility of his or her life, emphasizes strengths and choices, power and responsibility are shared w/ friends family supports professionals, Traditional CM- provides seamless holistic care by coordinating services and resources needed by and individual to improve his or her QOL, prevent hosp, Assertive- comprehensive com based model in which a team of MHP assume direct respon for providing care 24/7, meet wherever client is, this model has reduced hosp, and improved social fxn, and QOL, Primary care- APN or CS provide needed interventions, short sessions r/t med mgmt, ease of access to care, integrated- tx for both phys and mental care, ease of access to care, education in one location for care, focus of health promotion, illness prevention and care. MEDS: HALDOL- NLMS-tardive dsykinesia , THORAZINE- NMS, TD, RISPERDAL-NMS- seizures, DANTRIUM-nms  , focus on behavior, LT relationship**, consistency, no reinforcement of hallucinations and delusions, avoid chatting about pt, nms- 

S/S Tardive dyskinesia- Grimacing involuntarily.Twisting the mouth. Protruding the tongue involuntarily. Sucking or chewing movements when there is nothing in the mouth to be chewed or sucked upon. Sometimes the facial movements resemble those of a person with poorly-fitting dentures. Lip smacking.

Mouth puckering. Excess blinking or wrinkling of the forehead., NMS- Signs include altered mental status, arrhythmias, fever, and muscle rigidity
