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Phone : 0990322430 

Diagnosis 


:
 Schizophrenia 
Type of Admission 

:
In voluntary admission 

Date of Admission 

:
22/12/12
Time of Admission 

:
at 1.30 P.M. 
Date of Discharge                 :          09/01/13
Patient’s Report : 
Chief complaints – 

· Sleeplessness 

· Lethargy 

Informant’s Report : 

Informant is mother, age about 50 years, giving relevant information. 
Complaining about the patient are:

· Sudden feeling of fear for going to school and not express interest to read or write

· Self-talking, self-smiling present

· Run away from home 
· Keep himself isolated from others

· Sleeplessness present

· Not interested to do any type of work with interest 

Reliability – Information collected from the informants were reliable and adequate. 

Presenting Complaints : 

· Decreased sleep x 2 years 

· Self smiling x 2 years, self muttering x 2 years 

· Run away from home x 2 years 

· Loss of interest in work x 2 years 

· Decrease interaction x 1 year

· Poor personal hygiene x 6 month 

Reason for admission : 


The patient was admitted in the male ward in the Child Psychiatry unit of NIMHANS, Bangalore on 22/12/12 at 1.30 p.m. He was admitted by his mother. He got admission as he was unmanageable at home. 

History of present illness : 


Onset – insidious, Course – continuous, Progress – deteriorating 


The patient was apparently well approximately 2 years back. Then his family members noticed that his sleep would begin disturbed. Almost all night he would remain awake and smile to self, muttering to self at night. He would absconded from home, not interested to go to school, always resist for that. Once he was roaming outside on the road. He used to sit on dirty place. His mother asked him to come back home, he became aggressive. He preferred to live alone, did not have interest in his study. He mostly wanted to live outside of home. This was his first episode.  He was treated from 01/02/2010 & taking olanzepine 10 & Nitrazepam & stop medication for 3 months back. Now also he keeps himself isolated from other family members, does not take bath & he becomes violent when he asked to do same. 
Past History of Illness : 

Medical : No history of any head injury, seizure, hypertension, hereditary disease or any other medical illness were found. 

Surgical : No history of any type of surgery was found. 

Psychiatric : There was no history of any psychiatric illness previously. 

Family History : 
Type of family 
    : Nuclear family 

Size of the family      : The total number of family members – 4, Mother, elder   brother, one sister & he. 

Head of the family:
Mother – Sumitra Mukherjee, as his father was expired when he was 10 years old. 

Total monthly income of family : Rs.20000/- -- 25000/- 

Source of income : 

His elder brother work in private company. His sister is a beautician. 

Socio-economic status of the family : 

He lives in a family having midium socio-economic status. 

Physical arrangement of living : 


They live in rented house. House is pukka, having two rooms and attached a small verandah. According to his mother statement, the rooms are airy and well lighted. Surrounding is kept clean. Privacy is well maintained. 

Food habit : 

They are non vegetarian, prefer rice at lunch and chapati at dinner. 
Drinking Water : 


They use corporation water for drinking purpose. 

Sanitary arrangement : 


There is a provision for sanitary latrine and bathroom separately. For bathing and household activities they also use corporation water. Household garbage is disposed by corporation. 

Inter familial relations : 

They have good interpersonal relationship among themselves. Their father was expired 5 year back. Then their mother took the responsibilities of both father and mother and they are looked after by their mother with love and affection. They are reared up in congenial atmosphere. 

Social support : 

They have both primary and secondary support system. 

Family Background : 




He lives in a nuclear family. In the family there are his mother, one elder brother who is unmarried & who is working in a private company. One elder sister who is married and lives with her husband separately. His father was expired 5 years ago & the cause is cardiac arrest. At that time his mother was a single guardian to give all sorts of support to him and his siblings, but now she is supported by her elder son and younger daughter. Patient’s elder sister studied up to class XII and now she is a beautician. No family history of mental illness on maternal side or paternal side. Precipitating factor is the absence of father. 
Personal History : 
Birth & Early Development : 


He was delivered normally at full term of pregnancy of his mother. Hospital delivery was done and the newborn cried immediately after birth. He had normal developmental milestones. As per her mother statement, he got immunization as per Schedule. 

Presence of Childhood disorder : 


He had no history of any childhood disorder was found. 

Home atmosphere & adolescent : 


He was reared up in congenial home atmosphere. He had a good inter-personal relationship with his sibling and his mother. 

Scholastic & Extra Curricular Activities : 

He started schooling at the age of 5 years. He studied up to class VIII. He had an average performance in study. No history of any extra curricular activities was found. 

Vocation / Occupation : 

Currently he is at home. Before his illness he was a student of class IX.

Sexual & Marital history : 


He is unmarried. No history of any sexual exposure was found. 

Premorbid personality : 


Prior to the illness he had a good interpersonal relationship with his siblings, mother and other also. At leisure times he used to watch TV and spend time with his friends though he had limited friend. His diet and sleeping pattern were normal. He used to take good care of his health and hygiene. Before illness she had a well adjusted pre morbid personality. 
Mental Status Examination:

Language of Interview- Bengali 

●Patient is conscious 

●General appearance – Mesomorphic body built, untidy. 

●Personal hygiene – poorly maintain, beard unshaven, dressed according to season. 

●Facial expression – Sad looking, Calus, quiet, sometime smiling without any reason. Looks appropriate his age. 

●Gait – Normal 

●Gesture – closed posture was maintained. 

●Posture – Eye to Eye contact maintained

●Attitude – Non co-operative, irrigable, rapport was established with difficulty. 

●Motor activity – sometime increased motor activity 

Urine – passed, Stool – passed 

●Speech -  Incoherent decrease productivity of speech. 

Cognitive functions – 

Attention & Concentration – Attention was easily aroused and well sustained. He was able to tell the name of the days of the week in backward direction. 

Orientation – he was oriented to time, place person, day, month and year. 

Memory – Immediate and recent memory was present, but remote memory was absent. He was able to recall such pairs of words as head-chair, table-chair, pen-notebook within a few second. He also recall the menu of the breakfast which she had in the morning. But he was unable to recalled the name of one his friends during his school age. 

 Abstract ability – He was able to describe the similarities between pen and pencil. 

General information – He was able to tell the name of the state where he belongs to. 

Calculation – He was unable to calculate. 

Intelligence – He was studied upto class IV. His general knowledge was good rathe than his education. 

Mood & affect – he was inapathetic mood. The patient was showed lack of interest in all activities. When I asked him “How are you feeling now”, He told “I am alright”. But his affect was constricted. So his mood was inappropriate with his affect. 

Though / Progression of thought – Thought retardation was present. Initiation and movement of thought was slow. The patient speaks slowly in a low tone. 

Formation – There was no abnormality in the formation level of thought. 

Content – No impairment was detected. 

Perceptual disorder – No abnormality was detected. 

Judgement – Judgement was intact & logical. When I asked the patien “What will you do if you find that a house is on fire?” He told that he will pour water. 

Insight – Insight was in level 1. He had complete denial of his illness. When he was asked why you are admitted here. He told that I have no illness. I did not know why my mother admitted me here. 

Diagnosis – Schizophrenia

Schizophrenia is the most common of the psychotic disorder. The expression of manifestation varies across patients and overtime, but the effect of illness is always severe and usually long lasting. The word Schizophrenia was derived from Greek Skhizo meaning split and phren meaning mind. So the literal meaning of “Schizophrenia” becomes split mind. Schizophrenia is a group of disorders manifested by characteristics disturbances of thinking, mood and behavior. 
Definition : 


According to ICD – 10, Schizophrenia in general, is characterized by fundamental and characteristic disorder of thinking, perception and inappropriate of blunt affect. Delusions are often bizarre, hallucination, especially auditing are common. Mood is shallow and incongruous. Ambivalence disturbance in volitions may appear. The American Psychiatric Association defines Schizophrenia as “a group of disorders manifested by a characteristic disturbance of thinking, mood and behavior. 
Another Definition – Schizophrenia is a psychotic condition characterized by a disturbance in thinking, emotions, volitions and faculties in the presence of clear consciousness which usually leads to social withdrawl. 

Epidemiology : 


Schizophrenia is the most common of all psychiatric disorders and is prevalent in all cultures across the world. About 15% of new admissions in mental hospitals are schizophrenic patient. 

It has been estimated that about 3 to 4 per 1000 in every community suffer from Schizophrenia. About 1% of the general population stands the risk of developing this disease in their lifetime. 50% of all mental hospital beds are occupied by patients diagnosed as Schizophrenia. 

Incidence: 

· Eldest child is more vulnerable. 

· 15-30 years the peak incidence. 

· Common in both sex. 

· Low socio-economic group. 

· Child born from consanguineous parent and Schizophrenic parents. 

Causes of Schizophrenia : 

According to book – The causes of Schizophrenia are still uncertain most likely no single factor is responsible, rather the disease probably results from a combination of influences including biological, psychological and environmental factors. 

(A) Biological influences : Studies have revealed that the rate of Schizophrenia among monozygotic twin is four times higher than that of dizygotic twin. The children who are born of Schizophrenic mothers are more likely to develop Schizophrenia than children of other person. The siblings or off spring of a Schizophrenic have 5-10% risk of developing Schizophrenia than the general population. 

(B) Biochemical influences : The dopamine hypothesis suggests that Schizophrenia may be caused by an excess of dopamine activity, may be related to increased production or release of dopamine at nerve terminals, increased receptors or a combination of these. 
(C)  Physiological influences : In 2003, Sadock & Sadock reported that the incidence of Schizophrenia is high after prenatal exposure to influenza. With the use of neuro imaging technologies, structural brain abnormalities including ventricular enlargement, Sulci enlargement, erebellar atrophy, decrease in cerebral and intracranial size have been observed in individuals with Schizophrenia. 
(D) Psychological influences : Poor parent-child relationship and dysfunctional family system are responsible in the causation of Schizophrenia. 

(E) Environmental influences : Person who live in low socio-economic families and areas are prone to Schizophrenia. 

(F) Stressful life events : There is scientific evidence to indicate that stress causes Schizophrenia. But stressful life events may be associated with exacerbation of Schizophrenic symptoms and increased rates of relapse.
According to Patient : 

A) Psychosocial Factors : 

i) Ineffective Father – child relationship  

As his father was expired about 5 years back, when he was only 10 years old. So he was deprived from the love and affection of his father. 

ii) Poor parent-child relationship : 

During his childhood, his mother was the only one support person in the family, so she was very much stressed enough, work in the private book binding company and having less time to look after her children. There was a fair interpersonal relationship among the Siblings. 
B) Socio-cultural factors : 
i)  Midium socio-economic status : Though this family now belongs to medium socio-economic status, previously after their father’s death, they very badly struggled for their existence. Persons in this type of situation are prone to Schizophrenia as they as deprived of affection from parents, schooling, playmates and also undergo a lot of stress in their life. 

ii) Stress : The patient passed through a lot of stress in their life and there is unknown cause in the school atmosphere about him. 

Clinical Features : 

According to Book : 

Kurt Schneider criteria for Schizophrenia – 

i) First-rank Symptoms - 

· Audible thoughts 
· Voices arguing or discussing or both 

· Voices commenting on one’s action 

· Thought withdrawal 
· Thought insertion

· Thought broadcasting 

· ‘Made’ feelings or affect

· Made impulses

· Somatic passivity                 [image: image1.jpg]


             

· Delusional perception 

ii) 2nd rank Symptoms :
· Other disorder of perception 

· Sudden delusional ideas

· Perplexity 

· Depressive and euphoric mood changes
Bleuler’s Classification : 


Patient with Schizophrenia may present with various symptoms Bleuer classified them into :- 

Primary Fundamental Symptoms : which are present in some extent in every case of Schizophrenia. These primary symptoms are also known as Bleuler’s 4 A’s. These are as follows – 

(1) Associative looseness 
(2) Autism 

(3) Inappropriate affect 

(4) Ambivalence 

Secondary / Accessory Symptoms : which may or may not be present. These are as follows :- 

1. Disorder of perception 

2. Disorder of thought 

3. Disorder of activity

4. Deteriorated appearance and manner 

5. Disturbance in attention

Symptoms of Schizophrenia can be grouped as 
1. Schizophrenia with positive symptoms 

2. Schizophrenia with negative symptoms 

Positive symptoms of Schizophrenia are :-

1. Delusion 

2. Hallucination 

3. Bizarre behavior 

4. Aggression 

5. Agitation 

6. Suspiciousness 

7. Hostility 

8. Excitement 

9. Grandiosity

10. Conceptual disorganization 

Negative Symptoms of Schizophrenia are 

1. Apathy
2. Avolition 
3. Social withdrawal 

4. Diminished emotional responsiveness

5. Blunted affect

6. Stereotyped thinking 

7. Artificial gesture / detachment 

8. Lack of spontaneity

According to Patient : 
The following clinical features were present in the patient 
· Decreased sleep. 
· Fear to go to school
· Self smiling. 

· Self muttering.

· Run away from home.

· Wandering aimlessly. 

· Aggressiveness. 

· Decreased interaction. 

· Loss of interest in study. 

· Poor personal hygiene.  

Diagnostic Test: 
The diagnosis of Schizophrenia is based entirely on the psychiatric history and mental status examination. It is not based in laboratory tests. In case of Schizophrenia the following test may be done. 

· Blood for complete blood count, Differential Count (DC), fasting blood sugar (FBS), Post Prandial blood sugar (PPBS) Prolactin. 

· Electrocardiogram (ECG)

· Electroencephalogram (EEG)

· Computed tomography scan (CT Scan) 

· Magnetic Resonance Imaging (MRI)

· Position Emission Testing Scan (PET Scan) 

According to Patient – 

The following investigations were done for the patient – 

· Blood for Hb%, TC, DC, ESR, Platelet Count, Urea, Creatinine, total protein, albumin, globulin. 

Management of Schizophrenia – 

According to Book :- 

1.
Pharmacological Management : 


Antipsychotic drugs are generally prescribed for the treatment of Schizophrenia. Atypical antipsychotics are beneficial when negative symptoms are prominent. Antiparkinsonian drugs are given to reduce extrapyramidial symptoms. 
2.
Electro Convulsive Therapy :


Indication for ECT in Schizophrenia include 

· Catatonia 

· Acute exacerbation not controlled with drugs. 

· Severe side-effects with drugs.
3.
Psychosocial Treatment & Rehabilitation 


Psychosocial treatment can be divided into the following steps – 

i) Psychoeducation – of the patient and family regarding the nature of illness, its course & treatment, which is very important in the successful management of Schizophrenia. 
ii) Group therapy – In this therapy a group of patients having common problem work together towards a common purpose. Beneficial changes in emotionally disturbed patients occur as a result of their interaction with other patients. 

iii) Family therapy – It consist of treating the family as an unit. Aim of family therapy is to change way a family interacts. 

iv) Milieu therapy – It is an approach in which there is maximum use of social system, hospital personnel and hospital community to modify the patient’s behavior, so that he may manage his life and his personal relationship in a more constructive manner. 

v) Individual Psychotherapy – It helps the patient to discover for himself the reasons for his behavior. The therapist listens to the patient and helps the patient to find a way of dealing with his problems. 

vi) Psychosocial Rehabilitation – which includes activity therapy to develop work habit training in a new vocation or retraining in a previous skill, vocational guidance, independence job placement, self employment which helps the patient to fit in the society. 
According to the Patient : 

1. Pharmacological Management : 

· Tab Olanzapine (5mg) 1-0-1 

· Tab serenace (5mg) 1-1-1

· Tab Pacitane (2mg) 1-1-0

· Tab Nitrazepam (10mg) 0-0-1

· Palipendone (6mg) 1-x-x 

	Generic name
	Trade name
	Dose
	Indication
	Contraindication
	Side effect
	Nurses Responsibility

	Olanzapine 
	Olize 
	5-20 mg/day 
	· Acute and chronic psychosis. 
· Psychotic depression 

· Secondary psychosis 

· Mood disorder 

· Autistic disorder 

· Demontia related Psychosis

· Hunting ton’s disease. 
	· Hypersensitivity
· CNS depression 

· Blood dyscrasia 

· Parkinson’s disease 

· Hepatic, renal and cardiac in sufficiency
	· Somnolence 
· Dry mouth 

· Dizziness 

· Constipation 

· Dyspnoce 

· Increased appetite 

· Tremor 

· Weigh gain 
	· The body weight the patient should be measured as regular intervals. 
· Dry mouth may be reduced by encoura-ging the patient to rinse his mouth frequently, drink plenty of water and maintain good oral hygiene. 

· The patient should be observed closely for side effects. 

· Incase of drowsiness, the patient should be advised to take bed rest. 

	Haloperidol 
	Serenace 
	5-100 mg/day 
	· Schizophrenia 
· Bipolar disorders 

· Secondary Psychosis 

· Severe agitation and violent behavior 

· Severe anxiety 

· Nausea 

· Emesis 

· Intractable hiccups 
	· A history of severe allergic response 
· Presence of severe cardiac abnormality 

· High risk of narrow angle glaucoma 
	Neurological adverse effects 
· Neuroleptic induced parkinsonism 

· Neuroleptic induced a Kathisia 
	· The body weight of the patient should be measured at regular intervals. 
· An intake & output chart should be maintained. 


	Generic name
	Trade name
	Dose
	Indication
	Contraindication
	Side effect
	Nurses Responsibility

	
	
	
	
	· Presence of history of tardive dyskinesia. 

· The possible ingestion of a substance that will interact with the antipsychotics to induce CNS depression.  
	· Neuroleptic induced tardive dyskinesia 
· Neuroleptic malignant syndrome. 

Non-neurological adverse effects 

· Arrhythmia 

· Orthostatic hypotension 

· Anorexia 

· Nausea 

· Vomiting 

· Diarrhoea 

· Agranulocytosis 

· Photo sensitivity 
· Skin eruptions 

· Allergic dermatitis 

· Weight gain 
	●Incase of gastric irritation the patient should be discouraged to take antacids, as there will be decreased absorption of drugs. 
●The patient should be advised to protect his skin by not going in the sun and to wear protective clothings and sunglases. 

●In case of blurring of vision, the patient should be encouraged to inform immediately. 

●Dry mouth may be reduced by encouraging the patient to rinse his mouth frequently, drink plenty of water and maintain good oral hygiene. 

● Vital signs should be taken regularly. 

● Blood for total count should be checked at regular interval for agranulocytosis. 

● In case of drowsiness the patient should be advised to take bed rest. 

	Generic name
	Trade name
	Dose
	Indication
	Contraindication
	Side effect
	Nurses Responsibility

	Trihexy Phenidyl  
	Pacitane 
	5-15 mg/day 
	●Parkinson’s symptoms. 
●Product induced EPS 
	●Hypersensitivity 
●Tardive dyskinosia

●Angle-closure glaucoma 

●Mayasthenia gravis 
	●CNS – confusion, anxiety, restless-ness, delusion, hallucination, headache, sedation, depression, incoherence, dizziness, flushing, weakness 
●CV – Palpitation, tachycardia, postural hypotension. 

●ENT – Blurred vision, photophobia, dilated pupil, difficulty swallowing, dry eyes, increased intra ocular tension angle closure glaucoma. 

●GI – Dryness of mouth, constipation, nausea, vomiting, abdominal distress, paralytic ileus. 

●GU – Urinary reten-tion, dysuria. 


	●For EPS & Parkinsion’s throughout treatment. 
●Intake & output chart retention commonly causes decrease urinary output. 

●BP, Pulse. 

●Constipation : increase fluid, bulk, exercise. 

●For tolerance over long-term therapy, dosage may have to be increased or medication changed. 

● Mental status – affect, mood, CNS, depression, worsening of mental symptoms during early therapy. 

●For G.O upset give it with or after meal. 

●As drowsiness give it at bedtime. 


	Generic name
	Trade name
	Dose
	Indication
	Contraindication
	Side effect
	Nurses Responsibility

	
	
	
	
	
	● Skin – Urticaria, rash, dry skin, photosensitivity.

● MISC – Suppression of lactation, nosal congestion, decrease sweating, hyper thermia, heat stroke, numbness of fingers.

●MS – weakness, cramping 
	

	Tab Nitrazepam 
	Nira 
	5-10 mg at HS 
	●Used for treatment of sleep disorders, seizure, muscle spasms. 
●Alcohol withdrawal. 
	●Hypersensitivity 
●In pregnancy – it may be teratoganic & cause cleft lip & Palate in the 1st trimester. 
	Common side effects – 
●Nausea, Drowsi-ness 

●Stevens Jonson Syndrome, blood dyscrasis. 

●Risk of depen-dency

●Decrease in coordination may lead to occupational inefficiency & de-crease productivity & increase risk of accident. 
	●Assess – mental status – affect, mood, behavioral changes, depression, confusion, seizure. 
●Assistance with abula-tion during beginning therapy ifdizziness, ataxia. 

Occur 

●Teach the patient & family 

- Not to drive or engage in other hazardous activities while taking the medicine. 

- To avoid breast feeding while taking this medicine. 


	Generic name
	Trade name
	Dose
	Indication
	Contraindication
	Side effect
	Nurses Responsibility

	Tab Paliperi done 
	Palido
	6mg/day
	●Schizophrenia
	●Breast feeding 
●Seizure disorder

●AV block, geriatric patient 

●Hypersensitivity 
	●CNS – EPS, Pseudoperkinsonism, tardive dyskinesia, drowsiness, insomnia, agitation, anxiety, headache. 

●Seizures, neuroleptic malignant syndrome, dizziness. 

●CV – orthostatic hypotension, tachycardia, heart failure. 

●Eye – Blurred vision

●GI – Nausea, vomiting, anorexia, constipation, weight gain.  
	Assess -
●Mental status before initial administration. 

Check – 

●B/P in standing & lying, Pulse respiration. 

●Assess dizziness, faintness, palpitation, tachycardia, or rising. 

●Assess EPS, Pseudo-parkinsonism (rigidity, tremors) 

●Check skin finger daily. 

●Increase bulk & water in diet if constipation occur. 

●Do not break, crush or chew tablet. 

●Increase fluid intake to prevent constipation. 

●Sips of water for dry mouth. 

●Advice the patient to rise from sitting or lying position gradually & avoid hazardous acti-vities if drowsy or dizzy. 


2. Nursing Management : 
Reason for selecting the case: 

· To provide nursing care to the patient. 

· To help the patient to comply with the treatment. 

· To enable the patient to come out of the symptoms. 

· To give reality orientation to the patient. 

Nursing Observation : 
1) Physical Observation

2) Behavior Observation 

Physical Examination :- Pulse 80 beat / min, Respiration 20/min, BP – 120/78 mm of Hg, Weight – 50 Kg.
Objective Data : Mental Status Examination
Nursing Diagnosis : 

(1) Impaired communication related to decreased interaction as evidenced by inability to develop positive relationship with others. 

(2) Social isolation related to decreased interaction as evidenced by inability to develop satisfying relationship with others. 

(3) Poor personal hygiene related to alteration in physical functioning as evidenced by untidy appearance. 
	Nursing Diagnosis
	Goal
	Planning
	Implementation
	Evaluation 

	Impaired communication related to decreased interaction as evidenced by inability to develop positive relationship with others. 
	To improve communication 
	· To use an active friendly approach with him. 
· To listen to him actively. 

· To encourage him to talk. 

· To provide an opportunity to verbalize his emotional and painful experiences. 

· To encourage him to develop relationship with people with whom a positive conversation takes place. 
	· An active friendly approach was used with him. 
· Active listening to him was done. 

· He was encourage to talk. 

· An opportunity to verbalize his emotional and painful experiences was provided to him.

· He was encouraged to develop relationship with whom a positive conversation took place. 
	· He communicated clearly. 
· He communicated with some people about his problems. 



	Social isolation related to decreased interact-tion as evidenced by inability to develop satisfying 
	To reduce social isolation and to improve socialization 
	· To make a friendly approach to the patient. 
· To start conversation on a simple topic. 

· To help him to verbalize his painful experiences. 

· To spend more time with the patient. 

· To show real concern and interest on the patient. 

· To help the patient to gain confidence. 

· To introduce the patients who are in convalescent stage. 
	· A friendly approach was made to the patient. 
· Conversation was started on a simple topic. 

· More opportunities were given to the patient to express his feelings. 

· He was helped to verbalize his painful experiences. 

· More time was spent with the patient. 

· Real concern and interest were shown on him. 

· He was helped to gain confidence. 
	The patient voluntarily spent time with other patients admitted in the ward and staff members. 


	Nursing Diagnosis
	Goal
	Planning
	Implementation
	

	
	
	· To encourage the patient to talk with other patients. 

· To involve the patient in group activities. 
	· The patient was introduced with other patients who where in convalescent stage. 
· He was encouraged to talk with other patients. 

· He was involved in group activities. 
	

	Poor Personal hygiene related to alteration in physiccal functioning as evidenced by untidy appearance 
	To improve personal hygiene. 
	· To asses the patients level of disability. 
· To note areas of strength and weakness. 

· To encourage the patient to perform selfcare to his level of ability. 

· To assist the patient when he is unable to perform his selfcare. 

· To encourage the patient to develop a sense of well being. 

· To encourage the patient to improve his self esteem through independent functioning of self care activities. 

· To maintain non-judgemental attitude when providing assistance to the patient. 

· To provide positive reinforcement to the patient for independent accomplishment. 
	· The patients level of disability was assessed. 
· Areas of strength and weakness of the patient were assessed. 

· The patient was encouraged to perform self care to his level of ability. 

· The patient was assisted when he was unable to perform hi self care. 

· The patient was encouraged to develop a sense of well being. 

· The patient was encouraged to improve his self esteem through independent functioning of self care activities. 

· Non-judgemental attitudes was maintained when providing assistance to the patient. 
· Positive reinforcement was provided to the patient for independent accomplishment. 
	The patient was clean and tidy. He had developed a sense of well being. 


Psychosocial Treatment & Rehabilitation : 
(1) Psychoeducation of the patient and family members regarding the nature of illness, its course & treatment was given. 

(2) Group therapy was given. 

(3) Family therapy was given in order to change the way a family interacts and to get a better response to treatment. 

Prognosis : 
According to Book : Statistics indicates that approximately one third of the patient receiving treatment will improve, one third will not respond and one third maintain an unchanged condition. The prognostic factors in Schizophrenia are divided into good and poor prognostic factors which are as follows :-
	Good Prognostic factor
	Poor Prognostic factor

	i)
	Acute onset
	i)
	Insidious onset 

	ii)
	Onset > 35 years of age 
	ii)
	Onset < 20 years of age. 

	iii)
	Presence of precipitatory stressors. 
	iii)
	Absence of stressors.

	iv)
	Good premorbid adjustment 
	iv)
	Poor premorbid adjustment. 

	v)
	Catatonic type 
	v)
	Disorganised, simple, undifferen-tiated or chronic type. 

	vi)
	Short duration(<6month) 
	vi)
	Chronic course (>2 years) 

	vii)
	Presence of depression.
	vii)
	Absence of depression 

	viii)
	Predominance of positive symptoms.
	viii)
	Predominance of negative symptoms. 

	ix) 
	Family history of mood disorder. 
	ix)
	Family history of Schizophrenia. 

	x)
	First episode. 
	x)
	Past history of Schizophrenia. 

	xi)
	Pyknie physique 
	xi)
	Asthenic type 

	xii)
	Female Sex 
	xii)
	 Male sex 

	xiii)
	Good social support 
	xiii)
	Poor social support or unmarried. 

	xiv)
	Presence of confusion, perplexity or disorientation in acute phase. 
	xiv)
	Flat affect. 


	Good Prognostic factor
	Poor Prognostic factor

	xv)
	Proper treatment, good treatment compliance and good response to treatment. 
	xv)
	Absence of proper treatment or poor response to treatment. 

	xvi)
	Outpatient treatment 
	xvi)
	Institutionalization 

	xvii)
	Normal CT Scan (Cranial) 
	xvii)
	Evidence of ventricular englarge-ment on CT Scan. 


According to Patient : 

	Good Prognostic factor
	Poor Prognostic factor

	i)
	Good premorbid personality 
	i)
	Early onset. 

	ii)
	Positive symptoms
	ii)
	Insidious onset

	
	
	iii)
	Unmarried 

	
	
	iv)
	Mesomorphic physique 

	
	
	v)
	Male Sex 


Several studies have found that over the 5-10 years period after the first psychiatric hospitalization for Schizophrenia, only about 10 to 20% of patients can be described as having a good outcome. More than 50% of patients have a poor outcome, with repeated hospitalization. 

Discharge Plan : 


The patient was discharged on 9/01/13. 

Goal : 

· To help the patient to lead a meaningful life, in the family, in the community. 

· To enable the patient to be socially productive. 

· To take up family roles -  not to become a burden on the family and society. 

Encourage family members to take his opinion on important issues of the family. 

· Continue the medicine according to doctors advice. 

· Follow up at OPD 4 week. 

Advised 

Tab Oleanz (10mg) x – x – 1

Tab Pacetane (2mg) 1 – 1 – x 

Tab Serenace(5mg) 1 – x – 1 

Tab Palido (6 mg) 1 – x – 1 

Student’s Working Experience: 


As a Final year M.Sc. Nursing Student I was posted in the Psychiatric Ward from 27/07/12 to 14/05/13. During those period I established rapport with all types of patients, tried to identify the signs and symptoms of all patients through history taking, mental status examination. I developed a trusting relationship with the patients, encouraged them including this patient also to comply with the treatment, provided nursing care as per their need and helped to come out of their problems and to make them as well that particular patient fit for the society where he belongs. 
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