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Introduction
G.G., a forty-year old Caucasian male who speaks English, was transferred from the Stark County Jail to the Heartland Behavioral Health facility on August 17, 2009. G.G. pled not guilty by reason of insanity, felonious assault of the second degree. The assault allegedly occurred on December 16, 2007. G.G. has previous admissions for restoration of this offense. G.G. has a lengthy legal history including twenty-three arrests, twelve disorderly conducts, assault, battery, fifteen Ohio Driver’s License suspensions, twenty traffic convictions, and fourteen motor vehicle accidents, all occurring between 1995 and 2006. The diagnoses for G.G. include Axis 1, Delusional Disorder, Mixed Type, Grandiose, Somatic, and Persecutory, and Alcohol and Opioid Abuse, in full remission; Axis 2, Antisocial Borderline Personality Disorder and Below Average Intelligence; Axis 3, Not Applicable; Axis 4, Legal Problems; and Axis 5, Global Assessment of Function of 35. Upon admission, G.G. stated “I am here to put in my time before I go to court again.” Treatment was initiated on August 19, 2009. G.G. was prescribed antipsychotic medication to control grandiose ideas and will be evaluated periodically. G.G. will be referred to appropriate groups and medications will be adjusted accordingly. Information retrieved from medical record.
Brief history of illness/psychiatric treatment


G.G. was hospitalized at seven years old due to his dangerous, odd behaviors. Numerous hospitalizations followed. Medical records indicate recent admissions to Mercy Medical Center, Aultman Hospital, East Liverpool Hospital, and Heartland Behavioral Health. At twenty-one years old, G.G.’s parents stopped all contact and signed a guardianship due to G.G.’s dangerousness. During past hospitalizations, G.G. had several diagnoses ranging from schizophrenia to learning disabilities, substance abuse including drugs and alcohol, bipolar disorder, and delusional disorder. Despite this information, G.G. denies suicide attempts, hospitalization, and hallucinations. However, medical records indicate several suicide attempts, including G.G. trying to put a rope around his neck. Medical records from the 1990’s indicate positive signs of schizophrenia such as auditory and visual hallucinations, as well as history of manic episodes, instances of self-inflicted wounds, and numerous motor vehicle accidents, which may be associated with suicidal behavior. When admitted to Heartland Behavioral Health for competency restoration in April of 2008, G.G. was described as “labile and delusional” and exhibited “persecutory ideations.” Medical records indicate G.G. was treated with antipsychotic and mood stabilizing medications, producing positive results. When returned in November of 2008, the antipsychotic medication was resumed and again, had positive effects. Conversely, two instances of aggressive behavior were documented on present admission. 
Brief medical history/relevant diagnostic testing if available 


No known drug allergies. G.G. states he had a stroke ten years ago, but there are no records available to confirm and no neurological deficits have been noted. G.G. has suffered self-inflicted wounds and numerous motor vehicle accidents, resulting in remote lumbar injury in 1998. Family history reveals cardiovascular disease and cancer, unknown type. Per competency evaluation, there is no history of mental illness or substance abuse in the family. Relevant diagnostic testing was not available in the medical record at Heartland Behavioral Health. 

History of relationship with the client


Relationship to the patient is nursing student to provide therapeutic conversation and interaction to perform a biopsychosocial assessment. This writer initially met with the patient two months post-admission and then had three additional encounters.
General Description


Upon first encounter, it was noted that G.G. is a tall, thin male with hazel eyes, short gray hair, and minimal facial hair, appearing significantly older than chronological age. G.G. was dressed appropriately, wearing casual blue jeans and a green sweatshirt. G.G. appeared careless about how the public perceived his hygiene, as evidenced by a large amount of dandruff on his sweatshirt. G.G. appeared to be well-developed and well-nourished. Posture was normal, sitting erect in the chair. Facial expression was initially impassive and then became hypervigilant. G.G. maintained direct eye contact throughout the conversation except for during distractions that took place from the surrounding environment. Psychomotor activity was within normal limits. Tremors or tics were not noted, nor were unusual gestures. G.G. was responsive to the interviewer.
Emotional State


When asked, G.G. stated that he has been in a “fine, normal mood” while at Heartland Behavioral Health facility, denying depression, hopelessness, fear, and anxiety. Assessment confirmed that G.G.’s mood is euthymic, yet somewhat dysthymic, as evidenced by the tone of voice and isolation of self or impaired social interaction. Flat affect present when describing distressing experiences, showing incongruence.  Flat affect inappropriate to the situation and incongruent with thought content through most of the conversation. Facial expression rather blunted. G.G. did not show any related behaviors and sat erect in the chair with minimal movements. G.G. denied his mental condition.  
Cognition


G.G. was alert but somewhat lethargic and oriented to person, place, time, and date. Recent memory was intact; however, remote memory was hard to assess due to it being difficult for G.G. to concentrate in the open area during conversation. G.G. replied several times, “I cannot remember,” after being asked questions about the past. It could not be determined whether G.G. did not want to share the information or whether G.G.’s remote memory was not intact. G.G. is strictly a concrete thinker and was unable to demonstrate abstract thinking when asked to interpret the proverb, “A stitch in time saves nine.” This may be due to low education level. Judgment is impaired, as evidenced by lengthy legal history and statement, “I do not need to be here, there is nothing wrong with me. I need to get out of here to take care of my sick father.”  In addition, G.G. claims he will have no problem getting a job once he returns to the community. Insight is poor, believing he runs and owns a construction company and earns a lot of money from this work. G.G. states, “I build houses by myself in Pennsylvania, West Virginia, and Ohio.” Medical records indicate no existence of this company. Denies mental problems and claims the medications do not help him. G.G. states, “I will not take the medicine when I leave.” Speech flow very slow, unclear, and soft, making it difficult to understand. 
The focus of the conversation was the current legal situation and life after discharge. In sum, G.G. says that he did not assault the other man and that the man assaulted him, and he was just wrongfully charged. G.G. says the man that assaulted him is a murderer and always will be, and claims that he is going to do something about it when he gets out. G.G. is fixated on the fact that the law enforcers are out to get him since he did nothing wrong. Denies depression and suicidal plans; however, assessment reveals depressive characteristics such as low, sad tone of voice, lack of communication skills, and lack of social interactions unless prompted.
G.G. denies having unusual thoughts, yet assessment indicates grandiose delusions, like earning $50,000 to a million dollars by building homes by himself for the construction company he owns. G.G. states, “I have about seventeen kids, but I don’t know for sure if they are mine or where they are. I only know of three of them for sure.” In addition, says he has no reason to be at Heartland Behavioral Center and needs to leave to take care of his father. Assessment reveals somatic delusions, thinking a stroke occurred ten years ago. Thought processes were somewhat incoherent and circumstantial, but most questions were answered appropriately if given time. 
G.G. was given the Mini-Mental State Exam on October 12, 2009 and received all of the points. However, when testing calculation, serial 7’s were not able to be done properly since G.G. cannot subtract numbers that high due to education level. Instead, G.G. computed 10 minus 2, 8 minus 2, and 6 minus 2. G.G. was competent with the lower numbers. 
Perceptions


G.G. denied present hallucinations and illusions, although medical records indicate G.G. had hallucinations in the past. When confronted G.G. stated, “I thought I was hearing and seeing things back then, but later I found out that it was my dad doing it to make me think I was crazy.”
Presence of Pain


G.G. complained of chronic pain in his lower back, radiating to his right leg. G.G. rated this pain a ten, being the worst amount of pain on a ten-point scale. The pain was brought on by a car accident that happened in 1998. G.G. says nothing makes the pain better, but it does not interfere with daily activities. G.G.’s long-term goal is to be pain free. Physician is aware of this condition. 

Risk to self 

G.G. denies suicidal thoughts or presence of a plan. However, medical records indicate past suicide attempts, like trying to tie a rope around his neck. No significant losses present; however, past substance abuse disorder present. G.G. is known to be impulsive, as evidenced by his legal record. Denies command hallucinations. Medical record indicates past self-inflicted wounds. G.G. is at risk to self harm due to past suicidal attempts, substance abuse, impulsiveness and self-inflicted wounds. 
Risk to others


G.G. is a risk to others due to recent history of assaulting another man. G.G. stated that once he gets out of the facility he is going to fix what happened, but would not clarify the meaning of this. Another thing that puts G.G. at risk to others is past substance abuse, criminality, and diagnosis of antisocial borderline personality disorder.
Substance Use/Abuse (Substance of choice)


G.G. denies present use of drugs or alcohol. Medical records indicate G.G. was heavily into drugs and alcohol, but has not been to Narcotic’s Anonymous or Alcoholic’s Anonymous formerly. G.G. abused pain medications, such as Percocet and Vicodin. Claims he hasn’t used these drugs for the past year. Denies use of cocaine, heroin, hallucinogens or inhalants, but admitted to using marijuana heavily in his twenties. G.G. started drinking at thirteen years old, but quit three to four years ago. G.G. was consuming eight drinks a day.


Compulsive Behaviors


G.G. is sexually active and does not practice safe sex. G.G. states, “I think I have about seventeen kids out there, but I don’t know where they are or for sure how many.”

Social Functioning


G.G. does not have a relationship with his parents since they are fearful of him. G.G. states he had an ex-girlfriend who cheated on him prior to this admission, but now he has a new girlfriend. G.G. states his grandparents were the ones who raised him. G.G. has three children who are now being raised by his grandparents. From general observation, G.G. is not socially interactive with other patients on the unit; however, was able to hold a conversation with me appropriately when prompted. G.G. suffers from social isolation and impaired social interaction, which may have a negative impact on his life when he reenters the community. 
Role Performance


Role is not appropriate for his age. G.G. has three children, but does not serve as a parent to them. Role has been deterred by committing crimes and getting out of legal issues. Claims he was employed by a special park where he worked a few hours a week, and owned a construction company where he worked eight to twelve hours a day, making $50,000 to one million dollars per year. G.G. says he is going to give the company to his son when discharged.  Medical records indicate the company does not exist; telephone and online directory searches were completed. States he receives social security due to his past stroke. Medical records show this to be invalid. 

G.G. attended Columbiana County High School and completed ninth grade, but never obtained a General Education Development Diploma. G.G. dropped out of school at eighteen years old, earning C’s and F’s, but claiming A’s, B’s, C’s, and few F’s were earned. G.G. says he was attacked in school and the principal forced him to leave; medical records indicate his mother requested him no longer return to school due to his mental condition. 
Spirituality and Religion


Medical records indicate G.G. is of Cherokee, Scottish, Italian and German descent. G.G. does not have spiritual, cultural, or religious needs that will impact his treatment. G.G. is of the Christian faith, but says it does not have a substantial involvement in his life. 
Sexuality


G.G. is heterosexual and has a girlfriend with whom he is sexually active. Claims he was sexually and physically abused by his parents when he was young. However, G.G.’s mother claims that G.G. was sexually abusive to both of his wives. 

Client’s Developmental Level 

Erik Erikson developed eight stages through which a human should pass from infancy to late adulthood. Each stage builds on the completion of earlier stages. According to G.G.’s chronological age, G.G. should be at the seventh stage, Generativity versus Stagnation. The related elements are parenting, educating and other productive social involvement. Generativity is the concern of establishing and guiding the next generation. During middle age, the primary developmental task is one of contributing to society and helping to guide future generations. In contrast, a person who is self-centered and unable or unwilling to help society move forward develops a feeling of stagnation, dissatisfaction with the relative lack of productivity. G.G. is not where he should be developmentally; therefore is not at the seventh stage of Generativity versus Stagnation. G.G. never fully moved out of the preschool stage, Initiative versus Guilt. A child at this stage learns to take initiative and prepare him or herself towards roles of leadership and goal achievement (Erikson’s stages, 2009). G.G. is unable to take initiative and make good judgment, as evidenced by his legal status and statement regarding not taking his medications post-discharge. G.G. remains a risk taker and engages in aggressive behaviors, like assaulting another man. 
Client/Family Appraisal of Health and Illness


G.G. denies mental illness and feels the antipsychotic and mood stabilizing medications do not help; therefore, will not take them post-discharge. When asked, G.G. was unable to identify coping mechanisms. This is due to the fact that G.G. is delusional, denying mental illness. However, assessment reveals his girlfriend and grandparents are important coping resources for him. During conversation, G.G. mentioned his grandparents are the ones who help him in times of need, like taking care of his three children. G.G. does not have an active role in his children’s lives due to his mental condition and legal status. States he does not communicate with his ex-wives or his ex-girlfriend who cheated on him prior to this admission, but talks to his new girlfriend daily via telephone. G.G.’s parents believe he has a serious mental illness and do not speak to him. Special skills and routine activities are going to the facility’s gymnasium, doing crafts like woodworking, playing bingo, watching television, and playing Guitar Hero. G.G. is currently unemployed and does not have responsibilities at the facility. G.G.’s primary stressors include legal status, lack of communication with parents, limited contact with children, and chronic pain. States alcohol and drugs are not a current stressor.
Medications 

The following information was obtained from G.G.’s Medication Administration Record at Heartland Behavioral Health facility. G.G. denies side effects; however, possible side effects or adverse reactions are listed. 
	Medication
	Use in Patient
	Possible Side Effects/Adverse Reactions/Drug Interactions
	Nursing Implications and/or Monitoring

	Ambien (Zolpidem) 10mg 1 tab QHS PRN
	Insomnia.
	CNS: amnesia, daytime drowsiness, dizziness, "drugged" feeling, GI: diarrhea, nausea, vomiting, Misc: hypersensitivity reactions, physical dependence, psychological dependence, tolerance.

Interaction Drug-Drug: 
↑ CNS depression may with sedative/hypnotics, alcohol, phenothiazines, tricyclic antidepressants, opioid analgesics, or antihistamines.
	Assess mental status, sleep patterns, and potential for abuse prior to administration. Prolonged use of >7-10 days may lead to physical and psychological dependence. Limit amount of drug available to the patient. Assess alertness at time of peak effect. Notify physician or other health care professional if desired sedation does not occur. Assess patient for pain. Medicate as needed. Before administering, reduce external stimuli and provide comfort measures to increase effectiveness of medication. PO: Tablets should be swallowed whole with full glass of water. For faster onset of sleep, do not administer with or immediately after a meal

	Acetaminophen 1 tab 325mg Q4H PRN
	Pain or Temperature >99
	
	

	Milk of Magnesia (magnesium hydroxide) 2400mg daily PRN
	Constipation
	
	

	Cepacol sore throat lozenge (menthol/cetylpyro) Q2H PRN
	Sore throat or dry mouth
	
	

	Mylanta 200/200/20 Q6H PRN
	Upset stomach
	
	

	Aspirin 81mg QAM
	Myocardial infarction prevention
	EENT: hearing loss, tinnitus, 
GI: GI BLEEDING, dyspepsia, epigastric distress, heartburn, nausea, abdominal pain, anorexia, hepatotoxicity, vomiting, Derm: salsalate: EXFOLIATIVE DERMATITIS, STEVENS-JOHNSON SYNDROME, TOXIC EPIDERMAL NECROLYSIS, 
Hemat: aspirin: anemia, hemolysis, increased bleeding time, Misc: ALLERGIC REACTIONS INCLUDING ANAPHYLAXIS AND LARYNGEAL EDEMA, noncardiogenic pulmonary edema. 
Interaction Drug-Drug: 
May ↑ the risk of bleeding with warfarin , heparin , heparin-like agents, thrombolytic agents , ticlopidine , clopidogrel , tirofiban , or eptifibatide , although these agents are frequently used safely in combination and in sequence. Ibuprofen: may negate the cardioprotective antiplatelet effects of low-dose aspirin. Aspirin: May ↑ risk of bleeding with cefoperazone, cefotetan , pr valproic acid. All salicylates: May ↑ activity of penicillins, phenytoin, methotrexate, valproic acid, oral hypoglycemic agents, and sulfonamides. Corticosteroids may ↓ serum salicylate levels. Urinary acidification ↑ reabsorption and may ↑ serum salicylate levels. Alkalinization of the urine or the ingestion of large amounts of antacids ↑ excretion and ↓ serum salicylate levels. May blunt the therapeutic response to diuretics, antihypertensives , or some NSAIDs. ↑ risk of GI irritation with NSAIDs. ↑ risk of ototoxicity with vancomycin.
	Patients who have asthma, allergies, and nasal polyps or who are allergic to tartrazine are at an increased risk for developing hypersensitivity reactions. Assess pain and limitation of movement; note type, location, and intensity before and at the peak (see Time/Action Profile) after administration. Assess fever and note associated signs (diaphoresis, tachycardia, malaise, chills). Toxicity and Overdose: Monitor patient for the onset of tinnitus, headache, hyperventilation, agitation, mental confusion, lethargy, diarrhea, and sweating. If these symptoms appear, withhold medication and notify physician or other health care professional immediately. Administer after meals or with food or an antacid to minimize gastric irritation. Food slows but does not alter the total amount absorbed. Do not crush or chew enteric-coated tablets Do not take antacids within 1-2 hr of enteric-coated tablets. Chewable tablets may be chewed, dissolved in liquid, or swallowed whole. Some extended-release tablets may be broken or crumbled but must not be ground up before swallowing. See manufacturer's prescribing information for individual products.

	Fluphenazine HCL 10mg BID
	Antipsychotic
	CNS: extrapyramidal reactions, tardive dyskinesia, sedation. EENT: blurred vision, dry eyes. CV: hypotension, tachycardia. GI: anorexia, constipation, drug induced hepatitis. Derm: photosensitivity. Hemat: agranulocytosis. 
Interaction Drug-Drug: 

Additive hypotension c antihypertensives. Additive CNS depression c other CNS depressants. Concurrent use c lithium can cause extrapyramidal reactions. Aluminum containing antacids or adsorbent antidiarrheals, charcoal may decrease oral absorption.
	Assess mental status before and during therapy. Monitor BP, ECG, pulse, and respiratory rate before and during therapy. May cause Q & T wave changes. Assess fluid intake and bowel function. Monitor pt for akathisia and extrapyramidal symptoms. Monitor for tardive dyskinesia and neuroleptic malignant syndrome. May cause false-positive or false-negative pregnancy tests. 

	Thera-gesic analgesic methylsalicyclate/ menthol QAM
	Pain relief. Antiinflammatory.
	
	

	Benztropine mesylate 2mg 8PM daily
	Anti-parkinson agent/ anticholinergic
	CNS: confusion, depression, dizziness, hallucinations, headache, sedation, weakness, EENT: blurred vision, dry eyes, mydriasis, CV: arrhythmias, hypotension, palpitations, And tachycardia, GI: constipation, dry mouth, ileus, nausea, 
GU: hesitancy, urinary retention, 
Misc: decreased sweating. 
Interaction Drug-Drug: 

Additive anticholinergic effects with drugs sharing anticholinergic properties, such as antihistamines, phenothiazines, quinidine , disopyramide , and tricyclic antidepressants. Counteracts the cholinergic effects of bethanechol. Antacids and antidiarrheals may decrease absorption.
	Assess parkinsonian and extrapyramidal symptoms before and throughout therapy. Assess bowel function daily and monitor I&O. Patients with mental illness are at risk of developing exaggerated symptoms of their disorder during early therapy with benztropine.. IM/IV: Monitor pulse and blood pressure closely and maintain bedrest for 1 hr after administration. Advise patients to change positions slowly to minimize orthostatic hypotension. PO: Administer with food or immediately after meals to minimize gastric irritation. May be crushed and administered with food if patient has difficulty swallowing. IM: Parenteral route is used only for dystonic reactions. Direct IV: IV route is rarely used because onset is same as with IM route Rate: Administer at a rate of 1 mg over 1 min.


(Deglin & Vallerand, 2005)
Client’s Strengths 

Strengths are history of independent living, ability to socially interact with others when prompted, and motivation for resolution of legal status. In addition, medical records indicate G.G. is motivated for treatment. G.G. says “I am a go-getter and I like to get things done.”  These strengths will be used to formulate appropriate nursing interventions. Since G.G. is able to carry out independent living, it will be easier to practice certain interventions.  
Client’s Needs


Based on this assessment, G.G. has several needs in order to maximize his quality of life. G.G. needs daily education regarding the effect of his illness and required medications. The goal of the education is to increase medication compliance. G.G. needs to maintain sobriety and refrain from aggressive behavior to stop the worsening of his legal status; therefore, it is important that coping mechanisms be identified and practiced daily since he cannot identify coping mechanisms presently. G.G. suffers from delusional thoughts. G.G. needs to be educated about these delusions and then verbalize the ability to identify and manage his delusional thinking. In addition, G.G. exhibits back and leg pain; therefore this pain must be minimized. 
Conclusion

G.G. suffers from substance abuse, aggressive behavior, inadequate coping mechanisms, noncompliance with medication and treatment, low-education level, poor communication skills, legal involvement, disturbed thought processes, pain and lack of social support. Three priority diagnoses will be targeted in the care plan developed for G.G., including impaired social interaction, disturbed thought processes, and noncompliance regarding medications and treatment. Care plan follows. 
	Priority Nursing Diagnosis
	Short and Long-Term Goals
	Nursing Interventions
	Rationale

	1.) Impaired Social Interaction R/T impaired thought processes (grandiose, somatic, and persecutory delusions like patient thinking he earns $50,000 to one million dollars per year from his construction company and patient having seventeen children and having a stroke ten years ago), difficulty with concentration, and absence of available significant others AEB observed discomfort in social situations, patient appears depressed, excessive amount of time alone on unit and in gymnasium, failure to interact with others nearby, incongruent affect, no initiation of social advances to others, and patient states “I do not communicate with my parents or children anymore.”

	Short Term Goal: 
1.) Patient will verbalize awareness of three factors causing or promoting impaired social interactions by November 3, 2009.
Long Term Goal:
1.) Patient will initiate and maintain an interaction with another client for fifteen minutes while doing a group activity such as Guitar Hero, arts and crafts, walking in the gymnasium or playing cards without reporting feelings of discomfort by December 3, 2009.
	Interventions for Short Term Goal: 
1a.) Student nurse will assess causative and contributing factors by reviewing social history with patient, going back far enough in time to note when changes in social behavior or patterns of relating began. Student nurse may ask: “Have you experienced any of the following: loss or long-term illness of a loved one; failed relationships; loss of occupation; financial change; change in family hierarchy; or poor coping habits?” If the patient has experience some, the student nurse would say, “Can you tell me about the loss of your children?” or “Let’s talk about the failure of your relationship with your parents.” 
1b.) Student nurse will encourage the patient to keep a daily journal in which social interactions of each day can be reviewed and the comfort or discomfort experienced is noted with possible causes or precipitating factors. Student nurse will provide the patient with a journal and collapsible pen and explain to him that this will help him identify problems areas so he can improve his communication with others. Student nurse suggests the patient shares the journal with staff member so they can identify the problems and help him. 
1c.) Student nurse will have the client list behaviors that are causing discomfort for him. Student nurse will have a close friend such as patient’s girlfriend list behaviors that are causing discomfort for them. Last, student nurse will list negative behaviors observed during past conversations with patient. Student nurse will compare the patient’s responses to the girlfriend’s responses and then to own responses, and validate reality of perceptions to help the patient prioritize those behaviors needing change. For example, it might be more important for the patient to feel comfortable when talking to the doctor versus another patient on the unit; therefore, the patient would concentrate on improving his social interactions with the doctor before he concentrates on improving social interactions with the other patient.  
1d.) Student nurse will spend ten minutes twice a day evaluating patient’s communication skills, helping him to find alternative ones during interactions with the patient. For example, initial social skills training includes teaching the patient to maintain good eye contact, keep appropriate distance- six feet away, calm demeanor, and moderate tone of voice so that people do not assume he is depressed if tone of voice is too low or angry if tone of voice is too loud (Varcarolis, 2006, p. 231). 
Intervention for Long Term Goal
1a.) Student nurse will include the patient in group activities thirty minutes twice a day, assigning the patient activities that can be easily accomplished and that provide positive social reinforcement from other persons involved in the activities (Cox & Hinz, 2002, p. 582). For example, the patient can participate in a woodworking group from 2:00pm to 2:30pm since he enjoys woodworking and is good at it. In addition, he could participate in Guitar Hero from 2:30pm to 3:00pm since he is good at the video game. The patient is competent in both activities, which gives ample opportunity for positive reinforcement to occur. 


	Rationale for Interventions for Short Term Goals:

1a.) Loss or long-term illness of a loved one; failed relationships; loss of occupation, financial, or political (power) position; change in status in family hierarchy (job loss, aging, illness); poor coping/adjustment to developmental state of life, as with marriage, birth/adoption of child, or children leaving the home are situations that may affect quality of social exchange; therefore, are important to assess (Doenges & Moorhouse, 2005, p. 550). 
1b.) Keeping a daily journal in which social interactions of each day can be reviewed helps the client to identify specific problem areas and begin to choose to take responsibility for own behaviors (Doenges & Moorhouse, 2005, p. 552). 

1c.) Anxiety usually has physical symptoms such as a racing heart, dry mouth, shaky voice, blushing, sweating, and nausea and once recognized, client can begin treatment to change. Anxiety is contagious and by identifying specific behaviors, all members of the family can begin to deal appropriately with them so they are diminished. Others may see behaviors and the problems associated with them, such as unwillingness to participate in necessary activities and may provide additional information needed to develop an appropriate plan of care. Each individual may have a different view of what constitutes a problem, and by comparing lists each person hears how others view the problems, enabling the client/family to identify behaviors to be dealt with (Doenges & Moorhouse, 2005, p. 551). 
1d.) Improves communication skills (Cox & Hinz, 2002, p. 580). Social skills training helps patient adapt and function at a higher level in society, and increases the patient’s quality of life. These simple skills might take time for a patient with schizophrenia, but can increase self confidence as well as more positive responses with others (Varcarolis, 2006, p. 231).
Rationale for Interventions for Long Term Goal: 

1a.) Reinforcement encourages positive behavior and enhances self-esteem (Cox & Hinz, 2002, p. 582). Positive reinforcement encourages continuation of desired behaviors and efforts for change. By replacing negative thoughts with positive messages, the patient can reduce anxiety and develop a positive sense of self-esteem. While this is not an easy process, the rewards are great when the patient is willing to practice consistently (Doenges & Moorhouse, 2005, p. 551). 

	2.) Disturbed Thought Processes R/T overwhelming stressful life events and biochemical/neurologic imbalances AEB current legal status (felonious assault of the second degree), two instances of aggressive behavior documented on present admission, grandiose, somatic, and persecutory delusions like patient thinking he earns $50,000 to one million dollars per year from his construction company and patient having seventeen children and having a stroke ten years ago, distractibility, remote memory deficits like responding “I don’t remember,” when asked questions about the past, and inappropriate affect.
	Short Term Goal: 
1.) Patient will talk about concrete happenings in the environment for 15 minutes without talking about delusions like his significant earnings from his company, having seventeen children, or having a stroke ten years ago, by November 3, 2009. 
Long Term Goal:
1.) Patient will demonstrate two effective coping skills that minimize delusional thoughts by December 3, 2009. 
	Interventions for Short Term Goal: 
1a.) Student Nurse will keep initial interactions with patient short but frequent, such as saying “Hi my name is Student Nurse, how are you?” Student nurse will interact with patient 2 minutes every 30 minutes in hallway, dining room, or television room. Student nurse may also say: “Patient, my name is Student Nurse. You appear to be depressed. Is there anything I can do for you?” This provides an open-ended question, as well as making an observation. Student nurse will then begin with 5 minute therapeutic conversations in the dining room, gradually increasing the times of conversations to 15 minutes, then 30 minutes, and will remain consistent in all conversations (Cox & Hinz, 2002, p. 442).
1b.) During interactions, student nurse will be aware that the patient’s delusions represent the way he experiences reality and will attempt to understand the significance of these beliefs of the patient at the time of their presentation like patient thinking he earns $50,000 to one million dollars a year from his construction company; having seventeen children in unknown places; and having a stroke ten years ago. Student nurse will not argue with the patient’s beliefs or try to correct false beliefs using facts. Patient may say, “Student nurse, I had a stroke years ago that really messed me up.” In response, student nurse could say, “Patient, I understand that you believe you had a stroke a long time ago and that it was really difficult for you. What was happening in your life before the stroke happened?” (Varcarolis, 2006, p. 239).
1c.) Student nurse will distract patient from his delusions for thirty-minutes twice a day by engaging patient in reality-based activities such as cards, simple board games, simple arts and crafts projects, or playing Guitar Hero. Student nurse will coordinate groups for patient to attend in order to practice these reality-based activities and inform patient of schedule of groups by posting schedule in hallway daily. For example, patient could attend two groups on November 2, 2009, Guitar Hero from 2:00 to 2:30pm and Cards from 3:00 to 3:30pm.  
1d.) After listening to the delusion once, student nurse will not engage in future conversations related to this material or focus conversations on it (Cox & Hinz, 2002, p. 442). Instead, student nurse will focus the conversation on present content related to real things in the environment or to activities on the unit. For example, if the patient begins to talk about his company and wealth, student nurse will change the conversation to be goal-oriented. The student nurse could say, “I realize that this company is important to you, but let’s focus on what you did today in your last group session” or “We talked about your company yesterday, let’s talk about how your Guitar Hero session went earlier today.” 
Intervention for Long Term Goal: 
1.) Student nurse will perform daily review of coping skills for three days for ten minutes each that can minimize delusional thoughts, such as: talking to a trusted friend on the unit or talking to girlfriend via telephone, singing or listening to music, practicing arts and crafts, exercising at the gymnasium, or practicing deep-breathing exercises. Student nurse will demonstrate deep-breathing and light exercise such as walking or stretching and how the interventions work, then have the patient demonstrate the technique in return. Student nurse explains that deep breathing is an important way to calm down, relieve stress, and get things off of the mind. Instructs patient to breathe in with the nose, allowing lower chest, then middle chest, and then upper chest to fill up with air. Hold breath for two seconds and then release through mouth, relaxing all muscles at the same time. Next, student nurse says walking or light stretching are effective ways to get the mind off things, relieve stress, or calm down. Explains to begin walking at a slow pace, and then increase pace to increase heartbeat, and then decrease pace to allow heartbeat to slow down. Student nurse will have the patient contract to practice preferred techniques three times a day for at least five minutes each.

	Rationale for Interventions for Short Term Goals:
1a.) By interacting with the patient short but frequently and then increasing interaction time, remaining consistent during interactions, the student nurse facilitates the development of a trusting relationship with the patient and meets the patient’s safety needs (Cox & Hinz, 2002, p. 442). 
1b.) Identifying the patient’s experience allows the nurse to understand the patient’s feelings. Important clues to underlying fears or issues can be found in the patient’s seemingly illogical fantasies. Arguing with the patient against his beliefs will only increase the patient’s defensive position, thereby reinforcing false beliefs. This will result in the patient feeling even more isolated and misunderstood (Varcarolis, 2006, p. 239). Argument may reinforce the patient’s need to maintain the delusional system and interfere with the development of a trusting relationship (Cox & Hinz, 2002, p. 442). The example provided illustrates how the student nurse did not feed into the patient’s delusion nor argue it. 

1c.) When thinking is focused on reality-based activities, the patient is free of delusional thinking during that time. The activities or distraction helps the patient focus attention externally on what is going on (Varcarolis, 2006, p. 240). 
1d.) By not talking about the delusion after discussed once, the possibility of supporting or reinforcing the delusion decreases. Facilitates the patient’s contact with reality (Cox & Hinz, 2002, p. 442). By phrasing the comments in this particular way, a trusting relationship is maintained, but at the same time delusional thinking is not reinforced. Focusing, questions or statements that help the patient expand on a topic of importance, allows the patient to discuss central issues and keeps the communication process goal-directed (Stuart & Laraia, 2005, p. 34). 
Rationale for Interventions for Long Term Goal:

1.) When the patient is ready, teach strategies the patient can do alone. (Varcarolis, 2006, p. 241). Practicing new ways of dealing with what is happening leads to being more comfortable and can promote a positive outcome as the patient relaxes and handles illness and treatment regimen more successfully (Doenges & Moorhouse, 2005, p. 182). Activities that require attention to physical skills and help the patient use time constructively promote distraction as a way to stop focusing on the delusion (Laraia & Stuart, 2006, p. 408). Exercise can help to distract you from your worries and make it much easier to relax (Popovich, 2009). “Find a method of relaxation that you can enjoyably practice throughout the day. This will help you relax more easily when you experience symptoms of anxiety. Deep-breathing techniques are a common method of relaxation. Practice taking deep, slow and controlled breaths. Fill your stomach first, followed by your lower chest and finish with your upper chest” (Group, 2009). 

	3.) Noncompliance re: medication and treatment R/T perception of seriousness of mental illness, altered thought process, and satisfaction with care AEB patient denies mental illness and severity of legal status, patient states “I will not take my medication when I leave the facility because it is not helping,” history of noncompliance, and cognitive deficits such as remote memory not intact like patient stating “I don’t remember” when asked about the past, poor judgment like patient assaulting another man prior to admission, and poor insight.  
	Short Term Goal: 

1.) Patient will verbalize accurate knowledge of condition and understanding of treatment plan and identify rationale for noncompliance to treatment plan by November 3, 2009. 
Long Term Goal:
1.) Patient will report a desire to be compliant with treatment plan and will initiate change by adhering to treatment plan by December 3, 2009. 
	Interventions for Short Term Goals: 
1a.) Student nurse will assess patient’s understanding about his illness, treatment options, how medications work, and side and toxic effects by talking with the patient for twenty minutes. Student nurse will ask focused questions such as “Can you tell me about the illness you are suffering and how it affects you?” or “Can you tell me what treatments you are receiving currently and how they are helping you?” or “Can you tell me which medications you are taking?” or “Let’s talk about what your medications are for…” or “Tell me about the side effects you are experiencing from your medications.” Student nurse will actively listen to the patient’s responses. 
1b.) Student nurse will use a variety of teaching strategies (verbal, pamphlets, or videotapes) to correct false information given by the patient regarding his illness and treatment, including medications. For example, patient states, “I don’t think this medication helps and there is no reason to take it.” The student nurse replies, “Patient, you have a chronic or lifetime condition, so it is important to take your Prolixin so you do not relapse. The Prolixin helps to decrease or eliminate symptoms of your mental disorder, schizophrenia. If you stop taking this medication, you will be at risk for exhibiting the positive symptoms of your disorder such as hallucinations or delusions. Then we will have to start all over again. I hope you are seeing the importance of these medications. Can you tell me how you feel about this now that you know what could happen if you do not take them?” 
1c.) Student nurse will speak with patient for 10 minutes daily to follow-up and explore the patient’s feelings about the illness/disorder and the need for ongoing treatments, including his current medications such as: Fluphenazine HCL, Ambien, and  

Benztropine mesylate. Student nurse may ask questions like, “How are you feeling today?” or “How do you feel about the illness you are suffering?” or “How do you feel about taking your medications when you leave the facility?” or “How have you felt since the treatment plan was initiated?” or “How do you feel the medications working so far?”
1d.) Student nurse will ask the patient to identify three fears, concerns, or beliefs that influence noncompliance or state the rationale for nonadherence (Varcarolis, 2006, p. 561). Student nurse may say, “What is the reason you do not want to follow your treatment plan?” or “Can you tell me the reason you believe your treatment plan is not working?” or “Tell me about your fears, concerns, and beliefs that prevent you from adhering to your treatment plan” or “Talk to me about the reason you think your medication is not working.” 

Intervention for Long Term Goal: 
1a.) Student nurse will negotiate a behavioral contract with the patient and review it weekly. The student nurse will keep a copy on file in the medical record and the patient will keep a copy (Varcarolis, 2006, p. 561). Behavioral contract will be signed only after patient expresses desire to be compliant. For example, behavioral contract will consist of: patient will take all medications as prescribed by his psychiatrist, patient will attend all groups as scheduled by health care team, and patient will report side effects of medications if present. 
	Rationale for Interventions for Short Term Goals:

1a.) Discussing the patient’s understanding of the illness and treatment provides basic information needed to understand the patient’s position and develop a plan of care. Actively listening to the patient’s comments and complaints conveys confidence in the patient’s ability to understand and manage his own care (Doenges & Moorhouse, 2005, p. 392). Actively listening to what the patient says allows the nurse to pick up on misinterpretations, which could lead to faulty decision making regarding treatment plan (Varcarolis, 2006, p. 560). 
1b.) It is important to correct false information given by the patient, since the patient’s misinterpretations about the disorder and treatment could lead to faulty decision making regarding the treatment plan and noncompliance. Knowledge and understanding can increase adherence to treatment regimen (Varcarolis, 2006, pp. 560-562). Informing the patient is helpful in health teaching or patient education about relevant aspects of the patient’s well-being and self-care (Stuart & Laraia, 2005, p. 34). 
1c.) Setting up rapport with patients who believe you are interested in them encourages understanding of the patient’s perspective. When patients feel understood, they are less likely to feel defensive and more likely to be open to suggestions and information regarding optimizing their health (Varcarolis, 2006, p. 559). Compliance should increase when good and clear lines of communication exist and patients feel free to ask questions (Breen & Thornhill, 1998, p. 458). Focusing, questions or statements that help the patient expand on a topic of importance, allows the patient to discuss central issues and keeps the communication process goal-directed. Open-ended questions allow for the patient to share their feelings (Stuart & Laraia, 2005, p. 34). It is important to understand the attitudes of patients with schizophrenia toward drug therapy in order to predict better compliance and provide psychoeducation designed to forestall relapses (Yamada, 2004, p. 61). 
1d.) Asking the patient to share his rationale for nonadherence to medical/psychological regimen allows the nurse to identify areas of misunderstanding regarding the treatment plan. The nurse can then point out the negative outcomes these beliefs, fears, or concerns might cause like having a relapse or exhibiting positive symptoms of the disease (Varcarolis, 2006, p. 561). The symptoms of a psychiatric disorder, the presence of substance abuse, and culture and attitude are patient-specific factors that may interfere with compliance (Breen & Thornhill, 1998, p. 458). 
Rationale for Interventions for Long Term Goals:

1a.) Contracts with the patient have been found to enhance adherence in both adults and children (Varcarolis, 2006, p. 561). When behavior therapists work with long-term problems, individuals or relatives of individuals under treatment may be asked to sign a behavioral contract in which they agree to adhere to certain principles. Behavioral contracting helps by spelling out the challenges and asking ahead of time for an explicit commitment to persist despite difficulties. Behavioral contracting helps clients achieve change on their own or in family settings (Dewey, 2007). 
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