Schizophrenia – incurable, manageable with meds, “skhizo(split)phren(mind)”, severe deterioration of social and occupational functioning, can’t hold of job, don’t know boundaries, can’t function well with others. May be caused by genetics, biochemical, physiological (infections, abnormalities in brain, head injury, epilepsy, huntington’s disease, CVA, lupus, myxedema, parkinson’s, wilson’s diseases), psychosocial (poverty/abuse), stress may exacerbated symptoms
· Phases of Schizophrenia – 1. Premorbid – social maladjustment, social withdrawal, irritability, antagonistic thoughts and behaviors, shy, poor peer relationships, does poor in school, antisocial 2. Prodromal – functional impairment (ADL), deterioration in role function, Social withdrawal, sleep disturbance, anxiety, irritable, depression, fatigue, poor concentration, can last a few weeks to years 2-5yrs on ave.,treatment with cognitive therapies, family intervention for coping, involvement in school to reduce failure, Rx – not enough info available if it helps prevent onset of psychosis at this point. 3. Schizo – active phase, psychotic symptoms, delusions, hallucin, impairment at work, self care, social relations (PICU pts), 4. Residual – periods of remission and exacerbation, flat affect, impaired role functioning
· Biochemical influences – may be caused by excess of dopamine-dependent neuronal activity in the brain
· Types of Schizophrenia – Disorganized – 25 yrs old, chronic, glat, inappropriate affect, bizarre behavior, social interact is impaired; Catatonic – catatonic stupor, assume bizarre positions (waxy flexibility), extreme psychomotor retardation, catatonic excitement (purposeless movements); Paranoid – Delusion so persecution/grandeur, auditory halluc., argumentative, hostile, aggressive. Undifferentiated – delusions, hallucin, don’t meet criteria for certain type; Residual – Chronic form – usually after acute psychotic episode – most treatable – able to have a job and some social interaction…Pts can fluctuate between all of these
· Other Psychotic Disorders: Schizoaffective – psychosis and mood disorder (Ex. BiPolor/depression); Brief Psychotic – sudden onset (due to meds, illness – UTI, Renal/hepatic, CVA, substance abuse …), lasts less than 1 month, returns to premorbid level of fxn; 
· Delusional Disorders: Erotomanic – high status person in love; Grandiose – irrational ideas of own worth, talent, knowledge, power; Jealous – irrational idea that sig other is unfaithful; Persecutory – belief being treated malevolently; Somatic – physical defect, disorder, disease when there is not; Shared Psychotic “Folie A Deux”
· Symptoms – major psychotic disorder characterized by disturbances in: perception (hallucinations), feeling (flat/inappropriate affect), thought process (thought derailment), Reality testing (delusions), Attention (can’t concentrate), Motivation (not goal-directed/can’t initiate), deterioration of psychosocial functioning. Psychosis. Early signs: irrational statements, hyperactivity or inactivity, extreme preoccupation with religion, writing without meaning, indifference, forgetting, losing stuff, extreme rxn to criticisms – able to screening with blood tests, brain imaging, smell and eye tracking – the earlier the treatment the better the outcomes
· Positive – Content of thought: delusions, religiosity, paranoia, magical thinking; Form of Thought: neologisms, concrete thinking, clang associations, word salad, circumstantiality, tangentiality, mutism, preservation; Perception: hallucin, illusions; Sense of Self: Echolalia, Echopraxia, Identification, imitation, depersonalization
· Negative – Affect: inappropriate, bland, flat, apathy; Volition: not goal oriented, emotional ambivalence; Imparied interpersonal: autism, deteriorated appearance; Psychomotor: anergia, waxy flexibility, posturing, pacing, rocking; Other: Anhedonia – lack of pleasure, regression
· Related nursing  diagnosis and interventions – Social treatement, Milieu therapy, Family therapy, Assertive Community treatment (ACT), dev social support, network with community agencies. focus on behavior not meaning, long-term rela is most therapeutic, be consistent, do not reinforce hallucin/delusions, avoid whispering/laughing, accept the pt. but not all behaviors, medication therapy
· Medications: significant side effects & nursing interventions – all antipsychotics – efficacy of schizo through combo of dopamine and serotonine antagonism
· Haloperidol – Haldol – antipsychotic, agitation, aggression, hallunc, thought disturbances, wandering, S/E dry mouth, blurred vision, ortho hypoTN, EPS, sedation….Nursing interventions: (pg 425) do not drive, mouth care, calorie controlled diet, exercise, VS, PRN med @ 1st S/S, blood glucose monitor for 3 P’s
· Chlorpromazine – Thorazine – antipsychotic, S/E dry mouth, constipation, EPS, increased appetite/weight gain, hyperglycemia, DM
· Risperdal – Risperidone – atypical antipsychotic, agitation, aggression, hallunc, wandering, thought disturbances S/E agitation, headache, insomnia, EPS
· [bookmark: _GoBack]Medications that treat the side effects of the antipsychotics – wear sun protection, report rashe, fever, bleeding, Gi symptoms, renal/hepatic S/S, oral care, AntiParkinsonian meds – for dopamine blockage = Amantadine (symmetrel), for cholinergic blockade = (benztropine (Cogentin), for histamine blockade = Benadryl
Psychosis Definition– mental state – can’t distinguish external worlds from internally generated perceptions (hallucinations- false sensory 5 senses/delusions- false personal beliefs despite proof that it is false) can occur with/without presence of organic impairment
Milieu Community – Modify environment to decrease stimulation and for safety, staff consistency is crucial, provides structures, and maintains a therapeutic environ. In collaboration with the client and other health care clinicians, basic needs are fulfilled, facilities are conducive to goals of therapy, democratic self-government exists, responsibilities are according to capabilities, social and work related activities are a part of the treatment, include the community and family in all aspects. Plans are made by the team – meet regularly for POC, Safety, Structure, Norms (groups defines rules), Limit setting, balance (dependence/independence), Environmental modification (reinforcing positive behavior, reduce stimuli, nutrition, sleep)Activities, Groups – problem solving, goal oriented ROLE of the NURSE: meds, 1:1 relationship, setting limits on unacceptable behavior, client Education, ensure needs are met. Assertive Community treatment: community based service – meets client where they live, reduced hospital admissions and improved social fxn and quality of life. 
· Basic assumptions for a therapeutic milieu – client can learn adaptive coping, interaction, and relationship skills that can be generalized in their life, aim is social rehab, modified for short term and outpt treatments., client owns their environment, and their behavior, Peer pressure is a useful and powerful tool, inappropriate behaviors are dealt with as they occur, punishments and restrictions are avoided, health of each pt is encouraged to grow, every interaction is an opportunity for therapeutic intervention. 
Ethical principles
· Autonomy – Kantian – respect for persons as a rational agents, determine their own destinies, capable of making their own choices – consent may be given to others to help 
· Beneficence – duty to benefit and promote the good of others – advocacy – support, defend, speak up for pt
· Nonmaleficence – to do no harm to others, either intentionally or unintentionally. 
· Justice – fairness principle, treat others equally no matter what – distribution of resources is done evenly regardless of socioeconomic status. 
· Veracity – duty to always be truthful, do not mislead or deceive clients. Lying is rarely justified, clients have a right to know about their Dx, Tx, and prognosis
Client’s rights - Medications and treatment; knowledge, competency, free will, right to refuse and to be informed of the medical consequences of his action (involuntary commitment, legal competency hearing, client discharge) 3 criteria must be met to hold pts or give meds w/o permission: dangerous to self or others, meds will help pt, and pt is judged incompetent to evaluate benefits of Tx.; Least restrictive treatment – never used as restraints or for staff convenience. Verbal (talking down), and chemical (meds0 are tried first. Seclusion may be used  for comfort and safety, may be initiated w/o Dr. order – Dr. notified w/I 1 hr, orders reissued every 4 hr (2 for kids), in person Dr. eval w/i 4 hrs, w/i 2 for kids, reevals every 8 hr (4 hr for kids). Observation every 10-15 min…false imprisonment for restraints or secluding
Legal Considerations – Difference between intentional and unintentional tort – unintentional: malpractice, negligence; intentional: touching (ex medical Tx) w/o consent = battery, assult;   Informed consent – protection of autonomy for what will/will not happen to one’s body, granted prior to procedures, with adequate time for consideration of pros/cons, knows possible outcomes, risks, and S/E, alternatives, possible outcomes without Tx.   Ex. with ECT – must be competent and capable with cognitive ability to make decision
Commitment Issues – Voluntary – sought by the client – 48-72 hrs for assess., right to demand and obtain release, if minor parent must consent; Involuntary – voluntary may convert to involuntary through the courts, commitment made without pts. Consent, physician deems need of treatment (can also be done by police) – pink slipped – do not let out – harm to self or others – may petition for release after 72 hr. 4 types: Emergency – danger to self/others; Sh. Term observation/tx – must have probable cause/gravely disabled – if no legal basis to keep them, they must be released if requested - if not = 4th amendment violation; Long term – 90 days or longer for those who need help but won’t get it themselves; Incapacitated – gravely disabled, incompetent, state is legal guardian, lose all rights. 
Components of negligence/malpractice (4) – Duty to care – moral and legal obligation, Obligation of reasonable care – standards of care ANA,State Boards, Breach of Duty – failure to conform to or departure from required duty of care according to standard (nursing practice laws), Injury caused by breach of duty – substantial factor caused injury – must be proven – prudence and intelligence used to forsee the injury? Negligence – harm by failing to do what is reasonable and prudent (nursing practice laws.) Sources of Laws: Statutory Law – nurse practice acts – enacted by legislative body; Common Law – decisions made in previous cases; Administrative – State Boards of Nursing
Avoiding liability – malpractice – fail to take measures to prevent harm, fail to maintain standards of care, know and follow policies and procedures, know how to appropriately delegate care, State Board of Nursing guidelines.  Duty to warn – “Tarasoff” – to protect confidentiality but with duty to share info if threat made against another person – a threat to a readily identifiable person must be made not just a vague comment – Documentation is required!! Respond to pt, educate pt, supervising care, and document, follow up, comply with standard of care, and use nursing process


