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ABSTRACT

This case study discusses the physical and psychological problems R.H. is experiencing as well as the plan to help R.H. recover. Nursing diagnosis, specific goals, implementation, and evaluation of how well R.H. did with the treatment program is expressed. Research is presented on token therapy and how effective it can be for patients with psychosis. The student’s perspective of the importance of the care plan and what the student learned from the assignment is stated.
Demographics

The Rutherford County EMS transported R.H., a forty-five year old Caucasian female, to the Parthenon Pavilion on August 30, 2008. She relapses often and is frequently brought to the Parthenon. She was diagnosed with depression, psychosis and auditory hallucinations. Family history includes diabetes on father’s side and heart attacks on mother’s side. She is allergic to sulfa, geodon, tetanus and diptheria vaccines, capozide, claforan, captopril, and hydro-chlorothiazide. The reactions listed to these drugs are rashes and itching. She has two children, a son and a daughter. She has one sister and one parent living, her mother. The patient’s father died years earlier due to diabetes.

Medications

Table 1 describes medication taken on a daily basis to control the patient’s symptoms of psychosis and hallucinations. 

Table 1

Psychiatric Medications

	Medication
	Dose
	Route
	Schedule
	Purpose
	Side effects
	Teaching

	Ativan
	2mg
	PO
	q 6 PRN
	Decreased anxiety 
	Dizziness, drowsiness, orthostatic hypotension, tachycardia, and ECG changes
	 Avoid OTC medication and alcohol, do not discontinue abruptly, rise slowly

	Perphenazine
	16 mg
	PO
	BID
	Decreased symptoms of psychosis
	Tachycardia, leukopenia, agranulocytosis, laryngospasms, rash, dry mouth, constipation and seizures. 
	Good rinsing of the mouth, rise slowly, avoid hot tubs, discontinue gradually, report sore throat, malaise, fever, bleeding or mouth sores. Urine may turn reddish brown

	Abilify
	30 mg
	PO
	q AM
	Decreased hallucinations, delusions and paranoia
	Seizures, tachycardia drowsiness, lightheadedness, tremor, nausea
	Rise slowly, avoid hot tubs, discontinue gradually, report impaired vision, tremors and urinary retention

	Cogentin
	1 mg
	PO
	BID
	Decreased involuntary movements
	Paralytic ileus, hyperthermia, heat stroke, constipation, dry mouth
	Use good oral hygiene, sugar free gum, hard candy may be used to decrease dry mouth.

	Trazodone
	150 mg
	PO
	hs
	Decreased symptoms of depression
	Dizziness, hypertension, hepatitis, acute renal failure, agranulocytosis, thrombocytopenia, blurred vision
	May take 2-3 wks to reach therapeutic effects, avoid alcohol, discontinue gradually, teach family to watch for suicidal ideation

	Lisinopril
	20/12.5
	PO
	daily
	Decrease blood pressure
	Stroke, vertigo, depression, renal insufficiency, angioedema
	Rise slowly, avoid increasing potassium in diet, notify MD of cough, chest pain or dyspnea



The patient’s response to these medications is evaluated often to determine their effectiveness. Several factors are considered, such as, how the patient feels she is doing on her medication, if symptoms are reduced and if the healthcare team observes the patient making progress on the medication.

Assessment

Observation of R.H. reveals severe depression and withdrawal. The patient stated she wanted to come back to the Parthenon “to get better” and “change her medicine.” She often burst into tears for no apparent reason. When asked what is wrong, she states, “Voices are talking to me, telling me my son is dead and I will be next.” She stays very disturbed by her son and believes he is dead. She stated she lives in a group home in Murfreesboro and they withhold her medications. She lived with her mother but recently moved to the group home because of differences she and her mother could not work out. She does not like her current living situation because they do not give her medicine appropriately and she feels captive.  Her sister is her only support and she does not visit often. The patient calls her sister frequently and seems to rely on her for most of the decisions made. She plans to move to another group home in Nashville once released from this facility. Her hobbies include playing cards, playing pool, and cross- word puzzles. She often states she wants to be married. She talks of a man she dated, but expresses he does not come to visit her. She is unemployed and is receiving disability benefits. She understands her illness, wants to get better and knows she needs help to do so. During group meetings, she is very quiet and only speaks if asked questions. Her perception of life is very dark and dreadful. The DSM-IV axes were used to classify the patient’s diagnosis. Axis I determined that R.H. suffers from chronic paranoid schizophrenia. Axis II was deferred. Axis III showed that she has hypertension and diabetes mellitus. Axis IV explained she had a query social environment and Axis V stated her global assessment of functioning is a twenty-five. A score of twenty-five means the patient’s behavior is considerably influenced by delusions or hallucinations and has serious impairment in communications or judgment. R.H. has been diagnosed with diabetes, hypertension and has history of deep vein thrombosis. The patient is over weight, which puts her at risk for many diseases. R.H. could benefit from a nutrition consult. 

Nursing Diagnoses

The primary nursing diagnosis is chronic low self esteem related to perception of health problems as evidenced by extreme dependency on others opinions, need for excessive reassurance, poor eye contact, nonassertive tendencies and stating, voices are telling her she is going to die soon. Secondary nursing diagnosis is impaired sensorium related to auditory hallucinations as evidence by stating, “Voices are talking to me,” talking to self, preoccupation and lack of awareness of surroundings. The Tertiary diagnosis is anxiety related to situational crisis as evidence by fear, worrying, restlessness and impaired attention. 

Plan

Current treatment for R.H includes the patient being placed back on her medication and reviewed on a daily basis, individual psychotherapy, and once stabilized, placed in a different group home and enrolled in an after care program.  The patient is partaking in expressive therapy, fitness, and a goodnight/relaxation group.  Short term goals to help the patient improve self- esteem will be to report feeling safe in the facility environment and engage in social interaction with others. While hospitalized the patient will exhibit/report decreased psychosis and maintain activities of daily living to maximum ability prior to discharge. Short term goals for anxiety are to identify the stressor causing apprehension and demonstrate a reduction in overall level, frequency and intensity of anxiety so that daily function is not impaired. Long term, the patient will join in decision-making process and reduce negative verbal and behavior self-evaluation. The patient will demonstrate a more accurate perception of surroundings and be able to verbalize hallucinations that are not based on reality. The client will exhibit and report decreased anxiety at a level where able to function in a less restrictive environment, participate and agree to discharge planning for outpatient resources, medication and management. Interventions include identifying sensory stimuli, assessing realistic judgment ability and offering reassurance. Providing patient with a specific amount of uninterrupted, non-care related time to engage patient in conversation, listen to patient with understanding, responding with nonjudgmental acceptance, genuine interest and sincerity, and assess patient’s mental status through interview and observation at least once weekly.  To reduce anxiety, give patient clear and concise explanations of anything about to occur, avoiding information overload and making no demands on patient. Identify and reduce environmental stressors as much as possible and encourage patient to perform activities that promote comfort. 


Research

Another intervention shown to produce positive results is token therapy. Token therapy has proven to encourage self-modification toward success, and provide direction in the effort to achieve success. A study was reviewed where patients were awarded tokens based on public hygiene, activity involvement and tidiness of personal space. This program is designed to give structure in daily routines and enhance self-care. The program uses a board to display logos of positive or negative feedback. The patients studied felt proud and tried harder to do their best. There was also physical evidence of improvement. Patients reported being happier and felt their lives were more normal.  Actually seeing a score gave the clients something to work toward and they realized what they needed to do to improve. The patient’s families were happier which in turn made them work harder to keep that sense of approval (Lin, Chiou, 

 HYPERLINK "javascript:__doLinkPostBack('detail','ss%257E%257EAR%2520%252522Chou%2520M%252522%257C%257Csl%257E%257Erl','');" \o "Chou M" Chou, & Hsu, 2006).  This type of program would be good for R.H. because she is interested in improving certain aspects of her life and this could pinpoint the areas of which she needs more work.

Implementation

R.H. medications were administered each day on time. Group therapy was conducted each day to give the patient time to reflect. Every morning at breakfast, a group meeting was held to increase positive thought for the day. Ways to reduce anxiety were described for the patient. Blood pressure was monitored daily. Objects that could pose a threat to the patient were kept out of reach. While getting to know R.H.,  the student listened attentively to her speak about the voices she hears and helped her distinguish what was real from imaginary. Sometimes one may find it difficult to respond to situations non-judgmentally, but this enabled the patient to make decisions on her own and work through her problems independently. In group meetings, she was not forced to talk about what she was feeling, but was assured she had the opportunity. R.H. was encouraged to talk about the relocation she was about to make upon discharge. The patient stated she was anxious about leaving the hospital and feared relapsing.  Reassurance was given that programs were available in the area to help her stay on track with her recovery and the hospital would set up appointments prior to discharge.
Evaluation

The patient’s anxiety level decreased and hope seems to be upon her. She was excited about finding a new group home to move to in the Nashville area. She stated that her hallucinations had decreased during her stay. R.H. realizes her hallucinations are inaccurate and has a better perception of her surroundings. As the patient progresses, the plan of care needs to be modified. The anxiety the patient perceives now is about leaving the hospital as opposed to the anxiety about her illness upon admission. R.H. has expressed concerns about the new group home and recognizes the need for daily group sessions to avoid relapsing. She needs a firm support group identified before discharge. At times, R.H. still seemed sad but was able to state the reason for the sadness and felt that her life would get better. At admission, she had trouble sleeping and now has stated she sleeps better and throughout the night. The client’s self-esteem has improved as well as showing a decrease in anxiety and hallucinations. The plan the healthcare team implemented yielded appropriate outcomes. 

Personal Reflection

The care plan is important to identify exactly what this specific patient needs to progress in her treatment. More importantly, each healthcare member needs to have this plan available to be able to assist the patient to grow and achieve goals set for her. The patient clearly has severe mental disabilities but she has tried her best to get help and look at the positive side. She continues to make necessary changes in her life to give her the satisfaction she desires. This was a meaningful learning experience; it can be very difficult not to befriend these patients because that seems to be something they long for each day. One’s first instinct is to relay that everything will be okay; but for a patient with hallucinations and psychosis, the prognosis can seem hopeless. These individuals constantly struggle to maintain an ordinary life. It is very hard for these patients to stay focused and move two steps forward without taking one step back. The plan of care has shown good outcomes. The patient has improved each day and is now making choices for herself. She still has a long way to go, but this plan is a good beginning to help prevent the patient from hurting herself and empowering her self-esteem.
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