Corrections for Psychiatric Mental Health Case Studies and Care Plans
1. The following care plan was missing for the Psychotic Disorders Schizophrenia Chapter: Chronic Paranoid Schizophrenia, acute exacerbation; Nursing diagnosis: “Risk for Violence” that should be inserted between pages 129 and 130.

Pages from original manuscript                                                                                                               Psychotic Disorders Answers 139-157; should be inserted between pages 129 and 130.

	Nursing Care Plan:  Chronic Paranoid Schizophrenia, acute exacerbation.

Nursing Diagnosis:  Risk for violence towards others or self r/t paranoid delusions, fear, and impaired judgment s/t Chronic Paranoid Schizophrenia AEB agitation and physically aggressive behavior towards assisted living facility staff.

Outcomes:  (include time frames) 1: Will refrain from harming others or self during the intake assessment process and throughout hospitalization.

	Assessment Data:

O = Objective, 

S= Subjective
	Evidence Based Interventions:
	Rationales:
	*Patient Responses:

	Agitated and physically aggressive toward assisted living facility staff when attempting to help him return to facility (O)

Paranoid delusions of midget from another planet trying to kill him (S)

Visual hallucinations of midget with sharp pointed teeth (S)

Frightened during intake assessment (O)

Treatment for Chronic Paranoid Schizophrenia over many years (O)


	1a. Begin to develop a rapport and a therapeutic nurse/patient alliance that is the beginning of the therapeutic nurse/patient relationship. 

b. Assess for command hallucinations telling him to harm others or himself during the initial intake assessment process, every shift and prn throughout hospitalization.

c. Reassure him that he is in a safe place.

d. Avoid touching the patient, making any sudden physical movements, and keep your hands where they can be seen while with the patient. If you absolutely need to touch the patient for example to obtain vital signs, tell him in simple words what you are doing and why.

e. Attempt to obtain a verbal no harm to others or self contract with patient during the initial intake assessment process, every shift and prn throughout hospitalization.

f. Perform a suicide risk assessment during the initial intake assessment process, every shift and prn throughout hospitalization.

g. Maintain an environment free from potentially harmful objects.  

h. Initiate and maintain safety rounds or checks every 15 minutes.  

i. Decrease environmental stimuli (i.e. amount of people in area, noise, light).

j. Use a calm, matter of fact tone of voice when interacting with this patient. Refrain from arguing with patient about delusions and hallucinations. 

k. Administer scheduled and prn medication as ordered. 

l. When assigning staff members to work with this patient pay attention to positive or negative patient responses to the nurse and other staff member’s sex, other physical attributes and mannerisms. 


	1a. Developing a rapport with the patient will assist in establishing trust and gaining his cooperation in the future.  Patients who are paranoid are challenged by their difficulty trusting anyone and fear that other people may harm them.  This makes them very challenging to work with.  

b. Psychotic or paranoid patients frequently experience auditory hallucinations as voices telling them to harm others or themselves.   These auditory hallucinations are termed “command hallucinations” and can lead to extremely dangerous behavior resulting in physical harm or death if the patient acts upon the command hallucinations. The patient’s condition may change making it necessary to reassess him earlier than the next scheduled shift. 

c. Patients with Paranoid  Schizophrenia are afraid of being harmed by others and act to defend themselves when they feel threatened and unsafe.

d. The psychotic patients frequently misinterpret touch and movement.  Touch, sudden physical movements, or putting your hands in your pockets or behind your back may be interpreted by the patient as actually or potentially harmful causing him to become agitated and possibly physically aggressive in self defense. 

e. A behavior contract actively engages the patient in their treatment and encourages personal responsibility for their behavior.  It also demonstrates staff involvement. The patient may not be able to do this upon admission, but as soon as he is able to understand what a verbal contract is one should be obtained.  If the patient is unable to contract with you at this time, placing him on 1:1 or CO’s could increase his paranoia leading to agitation.  Observing him from a short distance that provides you with a clear view and close enough proximetry to be able to physically interview if necessary would be more appropriate.  However, if the patient is experiencing command auditory hallucinations, is attempting to act upon them and lesser restrictive interventions are ineffective he may need to be placed in unlocked seclusion/behavioral control room, locked seclusion/ behavioral control room or even physical restraints until he has regained control of his behavior. The patient’s condition may change making it necessary to obtain another contract earlier than the next scheduled shift. 

f. Patients with schizophrenia can become suicidal.  Sometimes this is due to experiencing command hallucinations or dealing with chronic, debilitating effects, decreased functioning, and missed opportunities in life secondary to Schizophrenia. 

g. This decreases opportunities for the patient to harm others or himself.

h. This measure ensures the patient’s location and safety as well as the safety of other patients on the unit.

i. A calm environment is less distracting and assists the patient to maintain control over  aggressive urges.  Overstimulation can potentially increase the intensity or frequency of delusional thoughts and hallucinations which in turn can lead to increased agitation and aggressive behavior. 

j. This approach helps decrease anxiety, agitation, and promotes trust.  The patient truly believes that his delusions and hallucinations are real.  Arguing with him will only increase his agitation and anxiety and possibly lead to physical aggression.  

k. Even though he has been receiving medication from the assisted living facility staff he is experiencing an increase in symptoms and needs to achieve a increased steady blood level to help decrease his delusional and abnormal thinking or at least decrease his agitation and aggressive responses to the delusions and hallucinations.   

l. Some patients response well or have dramatically negative responses to assigned nurses and other staff members:  males versus females, height, voice tone, mannerisms or approach.  The nurse or staff member may remind the patient of someone who helped them or who treated them negatively and respond accordingly.  The nurse and other staff assigned may or may not be therapeutic for this specific patient. Transference may be occurring. 
	1a. Remains paranoid and frightened, but tolerates the nurse and one other staff members presence during the initial assessment process. Cooperative at this time.

b. Denies command hallucinations currently and in the past. 

c. Remains paranoid and frightened.  Responded, “Are you sure?  Will you keep me safe?”

d. Affect and body posture indicated uncomfortable, but tolerated vital signs, height and weight being taken. 

e. Facial expression puzzled at first, then responded he that would defend himself if someone tried to harm him.

f. Denied suicidal ideations, plan or any previous attempts. Documentation in old medical records supports his response.

g. Has not engaged in any harmful behavior to self or others.

h. Paranoid of the mental health technician. Asked, “Why is that guy  always looking at me? Is he trying to start something? I’m ready for him if he is.”

i.Easily startled if TV volume is too loud.  Begins to pace around the unit when there are more than 2 other patients at one time in the day room.

j. Responds positively to calm, matter of fact voice tone.  

k. Took medication after examining the medication in the packaging and much persuasion. Tolerated mouth checks and stated, “they do that where I live too.”

l. No significantly different response noted to any nurse or other staff member at this time.



	Evaluation: 1. Refraining from harming others or self, but has difficulty making a verbal contract because of limited understanding, impaired judgment, paranoia and anxiety. Continue care plan and evaluate plan in 24 hours and prn.


2. See separate attachment for care plan Chronic Paranoid Schizophrenia, acute exacerbation; Nursing diagnosis: “Risk for Violence” that should be inserted between pages 129 and 130.

3. In Anxiety Disorders: Post-Traumatic Stress Disorder and Type II Diabetes Mellitus Chapter, page 201, 2nd paragraph:
 “an IV infusion of insulin may be ordered in addition”- currently it reads glucose instead of insulin which makes it inaccurate and potentially dangerous regarding treatment.
4. Corrections For Psychiatric Emergencies Chapter Adverse Medication Effects:  Serotonin Syndrome:

                 SSRIs are used in the treatment of Major Depression, the depressed phase of Bipolar    Disorder (in addition to a mood stabilizer, but not alone), Anxiety Disorders, Eating Disorders, and some types of chronic pain secondary to neuropathy or myalgia.  SNRIs are also used in the treatment of Major Depression, the depressed phase of Bipolar Disorder (in addition to a mood stabilizer, but not alone), and some types of chronic pain secondary to neuropathy.  

(the phrase above in red was inserted earlier in the paragraph after “Major Depression” which makes it inaccurate regarding treatment)
5. In the Substance Abuse Chapter, page 47, in the medication orders for the patient there is a dose but no medication in front of the dose so it does not make sense. The medication missing is Mylanta.  It should read Librium/Chlordiazepoxide 50mg po every 6 hours, Librium/Chlordiazepoxide 25mg po every 8 hours prn break through withdrawal symptoms: Temperature of 100 F or greater, Pulse of 100 or greater, Respirations of 24 or greater, Blood Pressure greater than 140/90, or tremulousness; Thiamine 100mg IM now & follow with 100mg po every day, Folic Acid 1mg po every day, MVI 1 tab po every day, Catepres/Clonidine TTS patch 0.3mg every 3 days, Catepres/Clonidine 0.1mg po prn for SBP greater than or equal to 170 or DBP greater than or equal to 100 and notify physician; Ultram/Tramadol 50 mg every 6 hours po prn knee pain-alternate doses with Ibuprofen;, Ibuprophen (delete “Maalox” because the “600 mg”  is the dose for Ibuprofen) 600mg po every 6 hours prn knee pain-alternate doses with Ultram; Mylanta 30cc po every 8 hours prn indigestion, Imodium 4mg po x 1 (meaning “times” 1; the “x” is missing and some unidentifiable symbol like a Y with an cross over it is there instead)1 prn diarrhea, then 2mg po prn diarrhea maximum dose 16mg in 24hours; Tylenol 650mg po every 4 hours prn headache
6. In Mood Disorders: Major Depression Chapter, page 87, in the care plan, last column, Patient Responses, letter “h”, reads “Prozac” and should be “Lexapro” to agree with the case study. They are 2 different medications.

7. In the Anxiety Disorders:  Post-Traumatic Stress Disorder Chapter,  page 208, care plan, last column Patient Responses, letter “a”, it reads “Zyprexa Zydis” and should be “Geodon” to agree with the case study information. And in same chapter on page 212, last column Patient Responses, letter “h”, it reads Zyprexa Zydis” and should be “Geodon” again to agree with the case study information. 
8. In the Personality Disorders Chapter, page 155, in the care plan, 3rd column Rationales, letter “b”, it reads “drink and abuse prescription pain medications” but should be “abuse methamphetamine or substances” to agree with the case study information. Methamphetamine is not alcohol or a prescription pain medication. 
9. In the Mood Disorders Chapter, page 115, in the care plan, last column, letter “h”, it reads “meditate” which doesn’t make sense because it should be “mediate”. 

10. In the Psychiatric Emergencies Chapter: Adverse Medication Effects Hypertensive Crisis, page 289, in the care plan, last column Patient Responses, letter “f” should begin with the word “None” or else legally the nurse would have to perform some type of intervention, assessment or report information. 
11. In the Introduction, pages 3 and 4, the phrase as was in the original title of the manuscript the phase “case scenarios” is present instead of “case studies” to agree with the rest of the book which was pointed out before.
12. In the Psychotic and Medical Disorders: Schizophrenia Chapter, page 128, in the psychiatric concept diagram, the largest oval in the “Assessments” area reads ‘thought content” and should read “thought content and processes” to be accurate. 
13. In the Eating Disorders Chapter, page 168, the care plan, 3rd column, Rationales, letter “g”, reads “do no” and should be “do not”.

In the same chapter, but on page 165, in the psychiatric concept diagram, the largest oval, the “Assessments” area, the comma between “Thought” and “content” should be removed because it is one phrase. 

14. In the Mood Disorders Chapter, page 85, in the psychiatric concept diagram, the largest oval, in the “Assessments”, “affect” should be added as it is an important assessment indicator.  

15. In the Mood Disorder Chapter, page 104, the psychiatric concept diagram, largest oval, in the “Assessment” area it reads “thought content” and should read “thought content and processes” to be accurate.   
16. In Psychiatric Emergencies Chapter, page 72, the last sentence before the beginning of the Clinical Case Study reads “Serotonin Syndrome may occur as early as 2 to 72 hours after starting to take more than one medication or supplement “than” (should be “that”) affects serotonin or several weeks later (McKenry, Tessier & Hogan, 2006, p. 406). 
17. In the Mood Disorders Chapter, page 95, the 2nd sentence from the bottom of the page reads “of a ways to harm himself.”  The “a” should be deleted so it reads “of ways to harm himself.”
18. In the Cognitive and Medical Disorders Chapter, page 234, in the care plan, 3rd column Rationales, letter “e” the “s” is missing from “ADLs” (it stands for Activities of Daily Living, not Activity of Daily Living). 
19. In the Psychiatric Emergencies Chapter: Neuroleptic Malignant Syndrome, page 281, the care plan, 1st column Assessment Data, immediately following the last sentence “Haldol/haloperidol in ER”   the “(O)” is missing – indicates it is objective assessment data versus subjective assessment data. 
