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Abstract

The nursing plan of care is a vital component in the treatment of hospitalized patients diagnosed with mental disorders.  The following case study examines the nursing care of a 35 year old female with schizophrenic disorder during inpatient hospitalization following an exacerbation of hallucinatory symptoms.  Pertinent physical and psychosocial problems related to the diagnosis are considered, as well as pharmacological interventions and therapies utilized during the acute phase of treatment.  Relevant nursing diagnoses are identified, and the plan of care is discussed, including short and long term goals, nursing interventions, implementation, and evaluation of the patient’s progress.  Lastly, the efficacy and value of the nursing plan of care for mental health patients is reflected upon from a student nurse perspective.
Nursing Care of a Patient with Schizophrenic Disorder: A Case Study

Nursing Diagnoses and Plan of Care
The plan of care for M.W. described next includes the top three nursing diagnoses including risk for self-directed and other-directed violence, anxiety, and impaired social interaction.  While disturbed sensory perception is also a relevant nursing diagnosis, many of the interventions for each of the other three diagnoses address the management of M.W.’s psychotic symptoms, and is therefore not included in this study. The plan of care includes short and long term goals for each diagnosis, as well as appropriate nursing interventions.  
The primary nursing diagnosis for M.W. is risk for self-directed and other-directed violence related to command hallucinations and delusional thinking secondary to schizophrenic disorder.  Evidence to support this diagnosis includes a history of two previous suicide attempts, voices telling her to harm herself or others with a knife, impulsivity, feelings of helplessness and hopelessness, dysphoria, and reported thoughts of suicide.  Short term goals focus on the safety of M.W. and others during her hospitalization.  They include her remaining free from injury and not causing harm to others during her hospital stay, reporting a decrease in number and severity of hallucinations, and verbalization that she will seek out and speak with staff before acting out on any impulses to harm herself or others.  Long term goals are directed toward risk control, including compliance with prescribed treatments and therapies, impulse control, and identifying and reducing stressors that may precipitate an exacerbation in psychotic symptoms.  One goal is for M.W. to verbalize understanding that she needs to take all medications as prescribed, and that she must follow up with all therapy and physician appointments following discharge from the hospital.  Goals addressing impulse control include maintaining self control without supervision, and utilizing available social support following discharge from the hospital.  Another goal is for her to identify and verbalize factors that may precipitate or increase psychotic symptoms, in addition to strategies to avoid or reduce them.

The priority nursing intervention for this diagnosis is to initiate and maintain suicide precautions, including ongoing observation and provision of a safe environment, for as long she is at risk of harming herself or others.  Another important intervention is to encourage M.W. to find a staff member and speak to them about any urges to harm herself or others before acting on them.  Other interventions include monitoring for adverse side effects and desired results of antipsychotic medications, and discussing plans with M.W. for dealing with command hallucinations in the future, including identifying precipitating factors and ways to reduce impulsive behavior.
The second diagnosis, anxiety related to unconscious conflict with reality, is evidenced by her statement “I don’t feel safe,” expressed fear of acting on the hallucinations to harm herself or others, poor eye contact, feelings of inadequacy, hopelessness and helplessness, short attention span, impaired memory, disorganized thought processes, and poor judgment.  Short term goals for M.W. are for her to verbalize a feeling of safety while in the hospital, and to report a decrease in hallucinations, as they are a primary source of her current state of anxiety.  Long term goals focus on a return to normal functioning and strategies to reduce stress and anxiety in her life.  They include an expressed decrease in feelings of hopelessness, and demonstration of improved attention span, memory and judgment.  Since M.W. stated that she has identified stress as a possible precipitating factor to increased hallucinations, which are a significant cause of her anxiety, another goal is for her to develop and verbalize strategies that she can use after discharge to reduce stress in her life.  
The initial focus of nursing interventions for this diagnosis is to provide a therapeutic milieu and create an atmosphere of trust.  It is important to utilize a calm and reassuring approach, and to remain with her if she experiences severe anxiety.  Anxiolytics should be administered as prescribed, and M.W. should be monitored for anxiety reduction and possible adverse affects.  Additional interventions include helping her to identify environmental sources of anxiety and strategies to reduce these sources, as well teaching her relaxation techniques and helping her to identify activities that have helped her to reduce stress in the past.
The third diagnosis relevant to M.W.’s current condition is impaired social interaction related to altered thought processes and disturbed auditory and visual sensory perception secondary to schizophrenia.  This diagnosis is evidenced by her report of being able to read others’ minds, thinking that people are talking about her behind her back, and fear that she might respond to her hallucinations.  Both short and long term goals for this diagnosis are directed at management of hallucinations and delusions, self control of distorted thought, and improved social interactions.  Short term goals include M.W.’s verbalization that she can recognize when hallucinations and delusions are occurring, that she refrains from responding to them, and that she asks for validation of reality when necessary.  Long term goals are for her to be able to perceive her environment correctly, interact appropriately with others, and express increased comfort in her interactions with others.  
Nursing interventions to help M.W. achieve these goals include providing opportunity for her to discuss her hallucinations and delusions without reinforcing or arguing about her false beliefs.  Another is to teach and encourage the use of reality testing, or the validation of delusional beliefs with trusted others.  M.W. should be supported in attending as many group sessions as possible and allowed time for discussion of any difficulties or accomplishments with regard to social interactions.  Certainly correct perception of her environment is strongly influenced by pharmacological control of psychotic symptoms; therefore, as with the other diagnoses, adhering to her medication regimen upon discharge must be strongly reinforced. 
