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P R E F A C E

The ninth edition of Lippincott’s Manual of Psychiatric Nursing Care Plans continues to be 
an outstanding resource for nursing students and practicing psychiatric–mental health nurses. 
The Manual is a learning tool and a reference presenting information, concepts, and principles 
in a simple and clear format that can be used in a variety of settings. The Manual complements 
theory-based general psychiatric nursing textbooks and provides a solid clinical orientation 
for students learning to use the nursing process in the clinical psychiatric setting. Its straight-
forward presentation and effective use of the nursing process provide students with easily used 
tools to enhance understanding and support practice.

Too often, students feel ill-prepared for their clinical psychiatric experience, and their 
anxiety interferes with both their learning and appreciation of psychiatric nursing. The Man-
ual can help to diminish this anxiety by its demonstration of the use of the nursing process 
in psychiatric nursing and its suggestions for speci!c interventions addressing particular 
behaviors, together with rationale, giving the student a sound basis on which to build clinical 
skills.

The continued, widespread, international use of this Manual supports our belief in the 
enduring need for a practical guide to nursing care planning for clients with emotional or 
psychiatric problems. However, the care plans in this Manual do not replace the nurse’s skills 
in assessment, formulation of speci!c nursing diagnoses, expected outcomes, nursing inter-
ventions, and evaluation of nursing care. Because each client is an individual, he or she needs 
a plan of nursing care speci!cally tailored to his or her own needs, problems, and circum-
stances. The plans in the Manual cover a range of problems and a variety of approaches that 
may be employed in providing nursing care. This information is meant to be adapted and used 
appropriately in planning nursing care for each client.

TEXT ORGANIZATION

The Manual is organized into three parts.
Part One, Using the Manual, provides support for nursing students, instructors, and clini-

cal nursing staff in developing psychiatric nursing skills; provides guidelines for developing 
interaction skills through the use of case studies, role play, and videotaped interaction; and 
provides strategies for developing written nursing care plans.

Part Two, Key Considerations in Mental Health Nursing, covers concepts that are con-
sidered important underpinnings of psychiatric nursing practice. These include the therapeutic 
milieu, sexuality, spirituality, culture, complementary and alternative medicine, aging, lone-
liness, homelessness, stress, crisis intervention, community violence, community grief and 
disaster response, the nursing process, evidence-based practice, best practices, the interdis-
ciplinary treatment team, nurse–client interactions, and the roles of the psychiatric nurse and 
of the client.

Part Three, Care Plans, includes 52 care plans organized into 13 sections. The section 
titles are General Care Plans; Community-Based Care; Disorders Diagnosed in Childhood or 
Adolescence; Delirium, Dementia, and Head Injury; Substance-Related Disorders; Schizo-
phrenia and Psychotic Disorders/Symptoms; Mood Disorders and Related Behaviors; Anxi-
ety Disorders; Somatoform and Dissociative Disorders; Eating Disorders; Sleep Disorders 
and Adjustment Disorders; Personality Disorders; and Behavioral and Problem-Based Care 
Plans.

iv



Preface       v

NURSING PROCESS FRAMEWORK

The Manual continues to use the nursing process as a framework for care, and each care plan 
is organized by nursing diagnoses. The care plans provide an outcomes-focused approach, 
and therapeutic goals content is included in the basic concepts section and the introductory 
paragraphs of the care plans.

NEW TO THIS EDITION

 
Using the Internet

 
is also available on thePoint

Manual

*

Personality Disorders

USING THE MANUAL

The Manual is an ideal text and reference for mental health and general clinical settings, 
including community and home care nursing, in addition to its use as a text for students. The 
Manual offers sound guidance to those professionals who have less con!dence in dealing with 
clients who are experiencing emotional dif!culties and offers new staff members guidelines 
for clear and speci!c approaches to various problems. The Manual can be especially helpful in 
the general medical or continuing care facility, where staff members may encounter a variety 
of challenging patient behaviors.

We believe that effective care must begin with a holistic view of each client, whose life is 
composed of a particular complex of physical, emotional, spiritual, interpersonal, cultural, 
socioeconomic, and environmental factors. We sincerely hope that Lippincott’s Manual of 
Psychiatric Nursing Care Plans, in its ninth edition, continues to contribute to the delivery of 
nonjudgmental, holistic care and to the development of sound psychiatric nursing knowledge 
and skills, solidly based in a sound nursing framework.

RESOURCES FOR STUDENTS, INSTRUCTORS,  
AND PRACTICING NURSES

Visit  at http://thePoint.lww.com/Schultz9e for materials to assist students and 
-

ing the Manual). Resources on thePoint include all 52 care plans, the Sample  Psychosocial 

*From Nursing Diagnoses: De!nitions and Classi!cation 2012–2014. Copyright © 2012, 1994-2012  
by NANDA International. Used by arrangement with Blackwell Publishing Limited, a company of  
John Wiley & Sons, Inc.

http://thePoint.lww.com/Schultz9e
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 Assessment Tool, and lists of resources for additional information. Individual care plan !les 
can be downloaded onto a personal computer to streamline the student’s or nurse’s efforts, 
enhance the care planning process, and facilitate the consistent use of care plans in any setting 
where mental health clients are encountered. Also included is a sample Watch & Learn video 
clip from Lippincott’s Video Guide to  Psychiatric–Mental Health Nursing Assessment, as well 
as Practice & Learn activities from Lippincott’s Interactive Case Studies in Psychiatric–Mental 
Health Nursing.
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and using care plans also help avoid burnout by decreasing 
frustration and repetition and increasing effective communi-
cation among the staff.

An important part of psychiatric nursing skill is conscious 
awareness of interactions, both verbal and nonverbal. In psy-
chiatric nursing, interactions are primary tools of interven-
tion. Awareness of these interactions is necessary to ensure 
therapeutic, not social, interactions and requires thinking on 
several levels while the nurse is planning for and engaged in 
the interaction:

-
ent behaviors and problems.

diagnosis and expected outcomes?
-

!ed and the structure of the interaction planned.

monitor the responses of the client, evaluate the effective-
ness of the interaction, and make changes as indicated.

Techniques for Developing Interaction Skills

Manual can be used to facilitate the development of 
interaction skills and awareness in classes, group clinical 
settings, and individual faculty–student interaction in con-
junction with various teaching methods. Effective techniques 
include the following:

Case studies: presentation of a case (an actual client, hypo-
thetical example, or paradigm case) by the instructor or 

playing, or verbally described. Students (individually 
or in groups) can perform an assessment, write a care 
plan for the client, and discuss interventions and related 
skills, using the Manual as a resource.

Role-play and feedback: used in conjunction with a case 
study or to develop speci!c communication skills. 
Interactions with actual clients can be reenacted or 
the instructor may portray a client with certain behav-
iors to identify, practice, and evaluate communication 
techniques; students and instructors can give feedback 
regarding the interactions.

Videotaped interactions: for case presentations and role-
play situations to help the student develop awareness by 
seeing his or her own behavior and the interaction as a 
whole from a different, “outside observer” perspective. 

The Manual of Psychiatric Nursing Care Plans is designed 
for both educational and clinical nursing situations. Because 
the care plans are organized according to the nursing pro-
cess within each nursing diagnosis addressed, the Manual 
can effectively complement any psychiatric nursing text and 
can be used within any theoretical framework. Because the 
plans are based on psychiatric disorders, client behaviors, 
and clinical problems, the Manual is appropriate for both 
undergraduate and graduate levels of nursing education.

In the clinical realm, the Manual is useful in any nursing 
Manual can be used to help formulate individual 

nursing care plans in inpatient, partial hospitalization, and 
outpatient situations; in psychiatric settings, including resi-
dential and acute care units, locked and open units, and with 
adolescent and adult client populations; in community-based 
programs, including individual and group situations; in gener-
al medical settings, for work with clients who have psychiat-
ric diagnoses as well as those whose behavior or problems are 
addressed in the Manual; and in skilled nursing facilities and 
long-term residential, day treatment, and outpatient settings.

NURSING STUDENTS AND 
INSTRUCTORS

Development of Psychiatric Nursing Skills  
in Students

For a student, developing nursing skills and comfort with 
clients with psychiatric problems is a complex process of 
integrating knowledge of human development, psychiatric 
problems, human relationships, self-awareness, behavior 
and communication techniques, and the nursing process 
with clinical experiences in psychiatric nursing situations. 

for both students and instructors, or it may be seen as ardu-

the common experience and that this Manual can be used to 

nursing process, and suggest ways to interact with clients 
that result in positive, effective nursing care and increased 
con!dence and comfort with psychiatric nursing.

Good interaction skills are essential in all types of nursing, 

addition, skillful communications enhance the enjoyment of 

career. Ef!cient use of the nursing process and skills in writing 
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 -
cation about client care among different members of the 
nursing staff, who work at different times and who may 
not be familiar with the client (e.g., "oat, registry, or part-
time nurses).

 -
tion of care, identi!cation of goals, and use of consistent 
limits, interventions, and so forth in the nursing care of a 
given client.

 
working with a client (e.g., in a home health or other 
community-based setting).

 
accreditation standards.

 
burnout among the staff.

However, written care plans often are perceived as trou-
blesome, time consuming, or unrelated to the actual care of 

Manual was originally conceived to alleviate 
some of the challenges involved in writing care plans that 
deal with psychiatric problems. Many nurses felt that they 
had to “reinvent the wheel” each time they sat down to write 
a care plan for a client whose behavior was, in fact, similar 
to the behavior of other clients in their experience, although 
they recognized differences among individual clients and 

Manual was !rst written to be a source for 
nurses, from which to choose parts of a comprehensive care 
plan appropriate to the needs of a unique person and to adapt 

Manual can be seen as a catalog of possibilities for the care 
of clients with psychiatric problems that contains sugges-
tions of nursing diagnoses, assessment data, expected out-

-
ever, that all possibilities are contained in the Manual.) It is 
also meant to be a catalyst for thought about nursing care, a 
starting point in planning care for the client, and a structure 
for using the nursing process to ef!ciently address the cli-

Strategies for Promoting the Use of Written  
Care Plans

Even with the Manual as a resource, nursing staff still may 

of written plans, we suggest that nurses identify the barriers 
to their use and plan and implement strategies to overcome 
these barriers. It may be helpful to present the use of writ-
ten plans in a way that they can be easily integrated into the 
existing routine of the nursing staff and seen as bene!cial to 
the staff itself (not only to clients but also for other purposes, 
such as accreditation requirements).

Some possible barriers to the use of written plans and 
suggested strategies to overcome them are as follows:

Barrier: Not enough time allowed to write care plans.
Strategies

writing the nursing care plan as a part of the admis-
sion process for a newly admitted client and allot time 

Review of the video by both the instructor and the stu-

allows feedback, discussion, and identi!cation of alterna-
tive techniques.

Written process recordings: used with brief interactions 
or portions of interactions with or without videotaping. 
Recalling the interaction in detail suf!cient for a written 
process recording helps the student to develop aware-
ness during the interaction itself and to develop memory 
skills that are useful in documentation. Process record-
ings can include identi!cation of goals, evaluation of the 

responses to a statement or behavior, and ways to change 
the interaction (i.e., as if it could be redone), in addition 
to the recording of actual words and behaviors of the 
client and the student.

Written care plans: developed for each client, based on the 

with the client, the instructor can review the plan with the 
student, and the student can identify expected outcomes, 
nursing interventions, and interactions he or she plans to 
use, and so forth. After the interaction, both the care plan 
and the speci!c interaction can be evaluated and revised.

Using the Manual in Teaching Psychiatric Nursing

Instructors may !nd the Manual useful in organizing mate-

Considerations in Mental Health Nursing” section examines 
a number of issues germane to the general practice of psy-
chiatric nursing and the delivery of nonjudgmental nursing 
care. Each group of care plans deals with a set of related 
problems that students may encounter in the psychiatric set-

interventions the student or nurse will use in the planning 

-
tion regarding sexuality, culture, aging, and so forth provides 
the context for the student to individualize the planning and 
delivery of care for each client. A small group of students 

plan that illustrates one of these topics (e.g., loss or chemical 
dependence) to the entire class, with subsequent discussion 
of speci!c behaviors, problems, nursing diagnoses, interven-
tions, and so forth.

CLINICAL NURSING STAFF

clinical setting because

 
deliberate manner with each client.

 
of nursing interventions, allowing revisions based on 
documented plans of care, not unspeci!ed or haphazard 
nursing interventions.
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effectiveness of nursing care, it also can increase the satisfac-

among the bene!ts of using written care plans:

 Increased communication among nursing staff and other 
members of the health care team

 Clearly identi!ed expected outcomes and strategies
 
not need to independently assess, diagnose, and identify 
outcomes and interventions for each client)

 Routine evaluation and revision of interventions
 -
gies: If a nursing intervention is ineffective, it can be re-
vised and a different intervention implemented in a timely 
manner

 Increased consistency in the delivery of nursing care
 Increased satisfaction in working with clients as a result 
of coordinated, consistent nursing care

 Ef!cient, useful structure for change of shift report, staff-
ings or clinical case conferences, and documentation

 More complete documentation with decreased preparation 
time and effort related to quality assurance, utilization 
review, accreditation, and reimbursement issues

In addition to the above points, it may be helpful to inte-
grate care plans and their use into other nursing education 
programs. For example, nursing grand rounds can include a 
case study presented using the written care plan as a frame-

presentation, or as an exercise for the participants. Videotaped 
or role-playing sessions for nursing orientation programs or 
discussion of nursing assessment, planning, and interven-

Manual can be used 
as a resource in planning programs like these or used by the 
participants during the programs. Also, topics discussed in 

groups of care plans, or speci!c care plans can be used to plan 
and implement topical in-service presentations, nursing devel-
opment, or nursing orientation programs. Finally, the format 
used for the care plans in the Manual can be easily adapted us-
ing thePoint (http://thePoint.lww.com/Schultz9e) to construct 
nursing care plans for use in the clinical setting (e.g., replace 
“Rationale” column with “Outcome Criteria” column).

USING THE ELECTRONIC CARE PLANS 
TO WRITE INDIVIDUALIZED PSYCHIATRIC 
NURSING CARE PLANS

Manual includes electronic !les located on thePoint that 
can be easily used to write individualized nursing care plans. 

Man-
ual -

onto the computer and use the information in the care plan 

assessment of the individual client, the student or nurse can 
then cut and paste content, delete information not relevant 

accordingly. Enlist the support of the nursing adminis-
tration in recognizing the necessity of allowing time to 
write nursing care plans when planning staf!ng needs. 
Include writing and using care plans in performance 

efforts in this area. Nursing supervisors and nursing edu-
cation personnel also can assist staff nurses in writing 
plans on a daily basis.

Barrier: Having to “reinvent the wheel” each time a care 
plan is written.

Strategies: Use the Manual
care plan to suggest assessment parameters, nursing di-
agnoses, and so forth, and as a way to stimulate thinking 

-
cols for certain situations (e.g., behavior modi!cation, 
detoxi!cation), have these printed in your care plan  
format with blank lines (___) to accommodate individu-
al parameters or expected outcome criteria as appropri-
ate. If your facility uses electronic medical records, you 
can construct templates using the Manual
and integrate facility-speci!c information (e.g., levels of 
suicide precautions, policies regarding restraints, and so 
forth), and then complete care plans for each client using 
the appropriate template.

Barrier: Care plans require too much writing, or the format 
is cumbersome.

Strategies: Streamline care plan formats and design them to 
be easily used for communication and revision purposes. 

-
ing staff, in care planning conferences, or in informal, 

problems that can be consistently used and adapted to 
individual needs (e.g., levels of suicide precautions). 

book and brie"y noted in the care plan itself (e.g., “Sui-
cide precautions: Level 1”) or integrated into electronic 
care plan templates.

Barrier: No one uses the care plans once they have been 
written.

Strategies: Integrate care plans as the basic structure for 
change of shift report, staf!ngs and case conferences, 
and documentation. For example, review interventions 
and expected outcomes for current problems as you 
review clients in reports, and revise care plans as clients 
are reviewed. Base problem-oriented charting on nursing 
diagnoses in care plans; update care plans while charting 
on clients.

It may be helpful to hold a series of staff meetings and in-
vite the input of all the nursing staff to identify the particular 
barriers in place on your nursing unit and to work together as 
a staff to overcome them.

Additional Benefits of Using Written Care Plans

In addition to overcoming resistance such as that noted, pre-
senting the bene!ts of using care plans may be useful. Because 
the use of written care plans can enhance the consistency and 

http://thePoint.lww.com/Schultz9e
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site to determine its source; for example, an “About” or 
“Contact Us” tab or link. An organization may also list a 
board of directors or advisors; looking at the background or 
credentials of such groups can be useful in determining cred-
ibility. Many sites are sponsored by pharmaceutical compa-
nies or other organizations that may have a vested interest in 
the information provided. Other sites are sponsored by indi-
viduals or client groups that also may have a speci!c point 
of view or bias toward or against speci!c types of informa-
tion or care, or may be seeking donations or support as their 
primary purpose. Many such sites are valuable and useful, 
but others can in"uence clients to engage in nontherapeu-
tic behavior, often under the guise of providing “support.” If 
you are unable to determine the source or sponsor of a site, 
be especially cautious about using it or relying on informa-
tion it provides.

In evaluating the quality of a site, check for currency 
of the site as well as the information provided. Look for a 
“date last updated” note or the resources posted. If there are 
links to other sites and many do not work, the site may be 
outdated. Looking at the site design and the types of links 
posted can also help determine its credibility. If there is a 
registration or log-in required, evaluate the type of informa-
tion required and read the privacy notice or terms and con-
ditions. Many sites rely on obtaining personal information 
in order to send newsletters or advertisements in the future; 
there may also be attempts at identity theft or hacking into 
computers or e-mail systems.

Clients can bene!t from your guidance regarding using 

noted above will help them !nd useful and credible informa-
tion, but also recognize unfounded or dangerous informa-
tion as well. Many sites promise dramatic results from using 
particular products or practices; these should be viewed with 
caution and evaluated according to the parameters above and 
checking other, nonaf!liated sources for corroboration. Cli-
ents need to be especially careful of advice provided by sites 
on the Internet; they should be cautioned to always check 
with their treatment team before changing current treatment 
or starting a new technique or substance (e.g., supplement) 
they !nd on the Internet.

using the Internet. Visit thePoint (http://thePoint.lww.com/
Schultz9e) for a list of these and other helpful Internet re-

Association, and the American Academy of Family Physi-
cians. In addition, the US federal government has a number 
of resources that provide excellent information and initial 

Health Finder, and the Substance Abuse and Mental Health 
Services Administration.

to the client, include additional information related to the 
speci!c client, and add modi!ers, time factors (deadlines), 
and so forth to complete the individualized plan. As the cli-

revised, based on the continuing evaluation of the plan and 

USING WRITTEN PSYCHIATRIC CARE 
PLANS IN NONPSYCHIATRIC SETTINGS

in the nonpsychiatric setting are especially important. In 
such settings, certain psychiatric problems are rarely en-
countered, and the nursing staff may lack the con!dence and 
knowledge to readily deal with these problems. Using the 
Manual in this situation can help in planning holistic care 
by providing concrete suggestions for care as well as back-
ground information related to the disorder or problem itself. 
In addition, the care plans can be used as the basis for a staff 
review or nursing in-service regarding the problem or behav-
ior soon after it is assessed in the client.

USING THE INTERNET

Manual includes Resources for Additional Information 

are located on thePoint to assist the student or nurse in locat-
ing further information related to that section on the Inter-
net. Using search engines such as Google, Yahoo!, or others 
is quite common and can be an ef!cient means of locating 
current information, professional organizations, government 
agencies, and client- or caregiver-sponsored sites. However, 
the Internet can also be a source of incorrect and outdated in-
formation, as well as advertisements, computer viruses, and 

important to use the Internet carefully and judiciously, par-
ticularly in obtaining information for client care or resources 
to which to refer clients.

-
uate at the source. If you !nd an article or book chapter or ex-
cerpt, check the publication date, authors and their credentials 
and con"ict of interest statements, and the publication itself. 
Many articles are posted to look like professional articles but 
are in fact opinion or veiled advertisements. Also, check the 
references to an article, and determine if it is a research-based 
article or an opinion or editorial. In checking a publication, 
try to determine if it is peer-reviewed or published by a repu-
table professional association or government agency.

to you, be sure to have adequate virus protection on your 

http://thePoint.lww.com/Schultz9e
http://thePoint.lww.com/Schultz9e
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9. The interdisciplinary team works within a milieu that is 
constructed as a therapeutic environment, with the aims 
of developing a holistic view of the client and providing 
effective treatment.

THERAPEUTIC MILIEU

Purpose and Definition

The therapeutic milieu is an environment that is structured 
and maintained as an ideal, dynamic setting in which to 
work with clients. This milieu includes safe physical sur-
roundings, all treatment team members, and other clients. It 
is supported by clear and consistently maintained limits (see 
“Limit Setting”) and behavioral expectations. A therapeutic 
setting should minimize environmental stress, such as noise 
and confusion, and physical stress caused by factors, such as 
lack of sleep and substance abuse.

Removal of the client from a stressful environment to a 
therapeutic environment provides a chance for rest and nur-
turance, a time to focus on developing strengths, and an op-
portunity to learn about the psychodynamics of problems 
and to identify alternatives or solutions to those problems. 
This setting also allows clients to participate in an interper-
sonal community in which they can share feelings and ex-
periences and enjoy social interaction and growth as well as 
therapeutic interactions. The nurse has a unique opportunity 
to facilitate (and model) communication and sharing among 
clients in the creation of a continuing, dynamic, informal 
group therapy. This may be done by implementing various 
aspects of a given treatment program (e.g., for chemical de-
pendence), by using therapeutic interactions based on indi-
vidual clients’ care plans, by facilitating structured therapeu-
tic groups, and so forth.

A therapeutic milieu is a “safe space,” a nonpunitive at-
mosphere in which caring is a basic factor. Clients are ex-
pected to assume responsibility for themselves within the 
structure of the milieu as they are able to do so. Feedback 
from staff and other clients and the sharing of tasks or duties 
within the treatment program facilitate the client’s growth. 
In this environment, confrontation may be a positive ther-
apeutic tool that can be tolerated by the client. However, 
nurses and other treatment team members should be aware 
of their roles in this environment to maintain stability and 
safety, but they also should minimize authoritarian behavior 
(e.g., displaying keys as a reminder of status or control; see 
“Nursing Responsibilities and Functions”).

The care plans in this book have been created with cer-
tain fundamental concepts in mind. These key concepts are 
critical considerations in planning care and in working with 
mental health clients. In delineating these concepts and be-
liefs, we hope to stimulate the reader’s thinking about these 
aspects of working with clients, while providing a solid 
foundation for mental health nursing practice.

FUNDAMENTAL BELIEFS

1. A nurse provides only the care the client cannot provide 
for himself or herself at the time.

2. The client basically is responsible for his or her own 
feelings, actions, and life (see “Client’s Responsibili-
ties”), although he or she may be limited in ability or 
need help.

3. The nurse must approach the client as a whole person 
with a unique background and environment, possessing 
strengths, behaviors, and problems, not as a psychiatri-
cally labeled object to be manipulated.

4. The client is not a passive recipient of care. The nurse 
and the client work together toward mutually determined 
and desirable goals or outcomes. The client’s active 
participation in all steps of the nursing process should be 
encouraged within the limits of the client’s present level 
of functioning (see “Client’s Responsibilities”).

5. The predominant goal is the client’s health, not merely 
the absence or diminution of the disease process. The 
client’s eventual independence from the care setting and 
the staff must be a focus of care. If this is impossible, the 
client should reach his or her optimum level of function-
ing and independence.

6. Given feedback and the identi!cation of alternative 
ways to meet needs that are acceptable to the client, he 
or she will choose to progress toward health with more 
appropriate coping mechanisms if he or she is able to 
do so.

7. Physical health and emotional health are interconnected, 
and physical health is a desirable goal in the treatment 
of emotional problems. Nursing care should include a 
focus on the client obtaining adequate nutrition, rest, and 
exercise, and the elimination of chemical dependence (in-
cluding tobacco, caffeine, alcohol, and over-the-counter 
medications or other drugs).

8. The nurse works with other health professionals (and 
nonprofessionals) in an interdisciplinary treatment team; 
the nurse may function as a team coordinator.
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 motivation and ability to change. Both the client and the 
nurse must trust that treatment is desirable and productive. 
A trust relationship between the nurse and the client creates 
a space in which they can work together, using the nursing 
process and their best possible efforts toward  attaining the 
goals they have both identi!ed (see Care Plan 1: Building a 
Trust Relationship).

Building Self-Esteem

Just as a physically healthy body may be better able to with-
stand stress, a person with adequate self-esteem may be better 
able to deal with emotional dif!culties. Thus, an essential part 
of a client’s care is helping to build the client’s self-esteem. 
However, because each client retains the responsibility for his 
or her own feelings, and one person cannot make another per-
son feel a certain way, the nurse cannot increase the client’s 
self-esteem directly.

Strategies to help build or enhance self-esteem must be 
individualized and built on honesty and the client’s strengths. 
Some general suggestions are as follows:

Building a Trust Relationship).

time and activities).

clear to the client.
-

ties that can be easily accomplished; advance the client to 
more dif!cult tasks as he or she progresses.

small, giving sincere appropriate feedback for meeting 
expectations, completing tasks, ful!lling responsibilities, 
and so on.

limits that have been set, but withdraw attention from 
the client if possible rather than chastising the client for 
exceeding limits.

use it only when the client can tolerate it.
-

ever possible. If the client is pleased with the outcome of 
his or her decision, point out that he or she was respon-
sible for the decision and give positive feedback. If the 
client is not pleased with the outcome, point out that the 
client, like everyone, can make and survive mistakes; then 
help the client identify alternative approaches to the prob-
lem. Give positive feedback when the client takes respon-
sibility for problem solving and praise his or her efforts.

Limit Setting

Setting and maintaining limits is integral to a trust rela-
tionship and to a therapeutic milieu. Effective limits can 

Maintaining a Safe Environment

One important aspect of a therapeutic environment is the exclu-
sion of objects or circumstances that a client may use to harm 
himself or herself or others. Although this is especially impor-
tant in a mental health setting, this should be considered in any 
health care situation. The nursing staff should follow the facil-
ity’s policies with regard to prevention of routine safety haz-
ards and supplement these policies as necessary, for example:

drowsy owing to psychotropic drugs).

substance abuse is suspected.

Listed below are very restrictive measures for a unit on 
which clients are present who are exhibiting behavior that is 
threatening or harmful to themselves or others. These measures 
may be modi!ed based on assessment of the clients’ behaviors.

glasses, vases, salt and pepper shakers).

easily broken.

needles) out of reach of clients and allow their use only 

(disposable razors are easily broken to access blades).

pool cues) and dangerous equipment (e.g., electrical 
cords, scalpels, Pap smear !xative), and keep them out  
of the client’s reach.

client care areas.

all times.
-

cury in manometers).

treatment team members should search the client and all 
of his or her belongings and remove potentially danger-
ous items, such as wire clothes hangers, ropes, belts, 
safety pins, scissors and other sharp objects, weapons, 

place inaccessible to the client. Also, search any packages 
brought in by visitors (it may be necessary to search visi-
tors in certain circumstances). Explain the reason for such 

The Trust Relationship

One key to a therapeutic environment is the establishment of 
trust. Trust is the foundation of a therapeutic relationship, and 
limit setting and consistency are its building blocks. Not only 
must the client come to trust the nurse, but the nurse must 
trust himself or herself as a therapist and trust the  client’s 
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expressly needs someone else to be in control (see “Nursing 
Responsibilities and Functions”).

SEXUALITY

Human sexuality is an area in which the feelings of treatment 
team members are often evoked and must be considered. Be-
cause it is basic to everyone, sexuality may be a factor with 
any client in a number of ways. Too often the discomfort of 
both the nurse and the client interferes with the client’s care; 
you, the nurse, can signi!cantly overcome this discomfort 
by dealing with your own feelings and approaching this facet 
of the client’s life in a professional way.

Client problems involving sexual issues or sexuality may 
be related to the following:

activity, marriage, or the loss of a sexual partner (see Care 

Body Image)

a sexual act, such as incest or rape (see Care Plan 31: 

Emotional, or Physical Abuse)
-

ated with sexual activity, such as incest, exhibitionism, or 
rape (see “Clients With Legal Problems”)

-
fusing, or unacceptable to the client or signi!cant others

-
side of marriage

-
tionships

impair sexual functioning (frank discussion regarding this 
problem can help prevent noncompliance with medica-
tions by possibly identifying alternative medication[s] or 
helping the client to adapt to the side effects in the interest 
of treatment goals)

These problems may be dif!cult for a client to reveal ini-
tially or to share with more than one staff person or with 
other clients. In situations like these, it is often helpful to the 
client if the nurse asks about problems related to sexuality in 
the initial nursing assessment and care planning. Be sensi-
tive to the client’s feelings, and remember that both male and 
female clients have a human need for sexual ful!llment. A 
matter-of-fact approach to sexuality on your part can help to 
minimize the client’s discomfort.

Sexual activity or sexually explicit conversations may oc-
cur on the unit, posing another challenge related to sexuality. 
This may include clients being sexual with one another, a cli-
ent making sexual advances or displays to others, or a client 

provide a structure and a sense of caring that words alone 
cannot. Limits also minimize manipulation by a client and 
secondary gains such as special attention or relief from 
responsibilities.

Before stating a limit and its consequence, you may wish 
to review the reasons for limit setting with the client and in-
volve the client in this part of care planning, possibly work-
ing together to decide on speci!c limits or consequences. 

the client and do not argue or indulge in lengthy discussions 
or give undue attention to the consequences of an infraction 
of a limit. Some basic guidelines for effectively using limits 
are as follows:

1. State the expectation or the limit as clearly, directly, and 
simply as possible. The consequence that will follow the 
client’s exceeding the limit also must be clearly stated at 
the outset.

direct, with some bearing on the limit, if possible, and 
should be something that the client perceives as a nega-
tive outcome, not as a reward or producer of secondary 
gain. For example, if the consequence is not allowing the 
client to go to an activity it will not be effective if the cli-
ent did not want to go anyway, or the client is allowed to 
watch television or receives individual attention from the 
staff, which the client may prefer.

3. The consequence should immediately follow the client’s 
exceeding the limit and must be used consistently, each 
time the limit is exceeded and with all staff members. 
One staff member may be designated to make decisions 
regarding limits to ensure consistency; however, when 
this person is not available, another person must take 
responsibility, rather than deferring the consequences.

Remember, although consequences are essential to set-
ting and maintaining limits, they are not an opportunity to 
be punitive to a client. The withdrawal of attention is per-
haps the best and simplest of consequences to carry out, 
provided that attention and support are given when the cli-
ent meets expectations and remains within limits, and that 
the client’s safety is not jeopardized by the withdrawal 
of staff attention. If the only time the client receives at-
tention and feedback, albeit negative, is when he or she 
exceeds limits, the client will continue to elicit attention 
in that way. The client must perceive a positive reason 
to meet expectations; there must be a reward for staying 
within limits.

Regarding limits, do not delude yourself in thinking that a 
client needs the nurse as a friend or sympathetic person who 
will be “nice” by making exceptions to limits. If you allow 
a client to exceed limits, you will be giving the client mixed 
messages and will undermine the other members of the treat-
ment team as well as the client. You will convey to the client 
that you do not care enough for the client’s growth and well-
being to enforce a limit, and you will betray a lack of control 
on your part at a time when the client feels out of control and 
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your own feelings about homosexuality and take responsi-
bility for dealing with those feelings so that you are able to 
provide effective, nonjudgmental nursing care for all clients.

-
liefs and cultural values of both clients and treatment team 
members. It is important that the nurse is aware of the cli-
ent’s  cultural background and its implications for the client’s 
treatment as well as the nurse’s own cultural values and how 

helpful to involve a chaplain or other clergy member in the 
client’s treatment. Having respect for the client, examining 
your own feelings, maintaining a nonjudgmental attitude, 
encouraging expression of the client’s feelings, and allow-
ing the client to make his or her own decisions are the stan-
dards for working with clients in situations with a moral or 
religious dimension, whether the issue is abortion, celibacy, 
sterilization, impotence, transsexualism, or any other aspect 
of human sexuality.

SPIRITUALITY

Spirituality can encompass a person’s beliefs, values, or phi-
losophy of life. The client may consider spirituality to be 
extremely important or not at all a part of his or her life. The 
spiritual realm may be a source of strength, support, security, 
and well-being in a client’s life. However, the client may be 
experiencing problems that have caused him or her to lose 
faith, to become disillusioned, or to be in despair. Or, the cli-
ent’s psychiatric symptoms may have a religious focus that 
may or may not be related to his or her spiritual beliefs, such 
as religiosity.

Spiritual belief systems differ greatly among people. 
These systems can range from traditional Western, East-

philosophy unrelated to a traditional religion or structured 
set of beliefs. As with other aspects of a client, it is impor-
tant to assess spirituality in the client’s life, particularly as 
it relates to the client’s present problem. It also is impor-
tant to be respectful of the client’s beliefs and feelings in the 
spiritual realm and to deliver nonjudgmental nursing care 
regardless of the client’s spiritual beliefs. Spiritual issues 
often are closely linked to the client’s cultural background, 
so you need to be aware of the client’s cultural values and of 
your own feelings in order to avoid giving negative messages 
about the client’s spirituality. Remember that the client has a 
right to hold his or her own beliefs and it is not appropriate 
for you to try to convince the client to believe as you do or to 
proselytize your beliefs in the context of care.

If the client is experiencing spiritual distress, it may be 
appropriate to contact your facility’s chaplain or to refer the 
client to a leader of his or her faith for guidance. Nursing care 
can then continue in conjunction with the recommendations 
of this specialist to meet the client’s needs in a respectful 
manner. The nurse’s role is not limited to alleviating spiritual 
distress, but also includes viewing spirituality as an integral 
aspect of the client’s overall plan of care.

masturbating openly on the unit. Sexual acting-out on the unit 
can be effectively managed by setting and maintaining lim-
its (see “Limit Setting”), as with other acting-out situations. 
Again, a matter-of-fact approach is often most effective.

In residential or long-term care facilities, clients’ needs for 
intimate relationships and sexual activity can pose sensitive, 
complex issues. It is important to develop policies that incor-
porate legal considerations regarding clients’ rights to sexual 
relations and obligations to protect clients from harm. These 
policies may include guidelines for criteria to determine the 
client’s ability to consent to sexual activity and to provide for 
privacy (e.g., for masturbation or other sexual activity); client 
education (regarding social skills for developing intimate rela-
tionships, saying “no” to unwanted attention or advances, basic 
anatomy and sexuality, birth control, and prevention of HIV 
infection and other sexually transmitted diseases); and so forth.

Some aspects of the client’s sexuality or lifestyle may be 
disturbing to treatment team members, even though the client 
may not be experiencing a problem or believe that the issue 
is a problem. For example, sexual activity in the young or el-
derly client, sexual practices that differ from those of the staff 
member, transvestism, or homosexuality, may evoke uncom-
fortable, judgmental, or other kinds of feelings in treatment 
team members. Again, it is important to be aware of and deal 
with these feelings as a part of your responsibility rather than 
create a problem or undermine the client’s perception of him-
self or herself by de!ning something as a problem when it is 
not. Providing nonjudgmental care to a client is especially 
important in the area of sexuality because the client may have 
previously encountered or may expect censure from profes-
sionals, which reinforces guilt, shame, and low self-esteem.

Homosexuality is not a mental health disorder. Clients 
who are gay or lesbian may feel positive about their homo-
sexuality and have no desire to change. If a client who is 
homosexual seeks treatment for another problem (e.g., de-
pression), do not assume that this problem is related to the 
client’s homosexuality. However, being a homosexual in our 
society can present a number of signi!cant stresses to an 

problem. Aside from societal censure in general, the client 
faces possible loss of familial support, employment, hous-
ing, or children by revealing his or her homosexuality. A cli-
ent who is lesbian or gay often must deal with these issues 
on a daily basis, but even these stresses must not be confused 
with the client’s sexuality per se.

Clients may choose not to reveal their homosexuality or 
other sexual issues to treatment team members, family mem-
bers, or others (e.g., employers) in their lives. Con!denti-
ality is an important issue in this situation because of the 
potential losses to the client should his or her homosexuality 
become known, and must be respected by the nursing staff. 
Regardless of whether or not a client’s sexual orientation is 
spoken, his or her primary support persons may be a partner, 
a lover, a roommate, or friends, rather than family members. 
It is important to respectfully include this client’s signi!cant 
others in care planning, discharge planning, teaching, and 
other aspects of care, just as family members are included 
in the care of clients who are heterosexual. Remain aware of 
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her fate or as being controlled by an external force or being. 
The latter can lead to clients believing that they will never 

The client’s cultural orientation can largely determine 
what he or she considers “normal” behavior and can pro-
vide the framework for interpreting “abnormal” behavior. 
At times, therapeutic treatment goals (e.g., expressing 
feelings of anger toward one’s parents) are in opposition 
to cultural norms (e.g., parental authority must always 
be respected). In addition, clients from different cultural 
backgrounds may pursue treatments that are quite differ-
ent from therapeutic interventions of the dominant culture, 
including consulting alternative health care practitioners 
and using herbal or traditional medicines. This type of 
data must be assessed and integrated into the client’s plan 
of care. There are many culturally speci!c explanations 

-
zar, 2008). It is important to consider the client’s cultural 
context when assessing behaviors and expecting behavior 
change and to remember that chances for treatment suc-
cess are enhanced when expectations and interventions are 
culturally appropriate.

Remember that members of a dominant culture often ex-
pect those from other cultures to adopt the values of the domi-
nant culture, whether consciously or unconsciously. In fact, 
many people think that their cultural values represent “the 
right way” to live and feel quite judgmental about others not 
accepting those values. As in all other aspects of nursing care, 
this kind of judgment and expectation is inappropriate; nurses 
need to examine their own thoughts and feelings and provide 
nonjudgmental care to all clients. You can use the following 
questions to begin your own self-examination and to make 
sure your self-awareness continues as you deliver care:

Note: Ask this ques-
tion regarding the client’s behavior, participation in the 
treatment plan, expected outcomes, etc.)

Cultural differences and their effects can be obvious or 
subtle. In an increasingly multicultural society, a nurse may 
work with clients from many different cultural groups, and 

CULTURE

Although many people think of culture in terms of race, 
 ethnicity, ancestry, or country of origin, culture includes other 
aspects of a person’s background and sense of self or iden-
tity, including values, practices, and beliefs. Cultural identity 
is made up of many components related to religion, language, 
age or peer group, socioeconomic status, community (e.g., ur-
ban, suburban, or rural), gender, sexual orientation, social or 
family situation (e.g., marital status), physical ability or dis-
abilities, political beliefs, work and educational experience, 
and so forth. Therefore, a person’s cultural background can be 
seen as multidimensional; a person also may belong to several 
cultural groups. For example, a client may be female, white, 
agnostic, lesbian, rural, a nurse, a young adult, and so on. In 
addition, there are differences within cultural groups, includ-
ing variations among subgroups and among individuals. For 
example, there is not one Asian culture but many cultures, and 

cultural orientation and the extent to which he or she identi!es 
with traditional cultural values or has adopted other values and 
beliefs. Some cultural differences are quite obvious, but others 
are so subtle that they often are overlooked entirely.

-
quires an awareness of both the client and oneself as cultural 
beings. This awareness should include recognition that while 

-

need to maintain their own cultural awareness on a daily ba-
sis with all clients because of the multilevel nature of cul-

differences and of what the client’s culture means to him or 
her is essential if the nurse is to adequately assess the client 
and plan care that is culturally appropriate.

Nurses may have different perceptions and expectations 
of clients and their behavior based on the client’s and the 
nurse’s cultural backgrounds, particularly when the differ-
ences between them are more pronounced. The greatest 
danger in this situation is if this occurs without the nurse’s 
awareness. Always evaluate your own attitude toward and 
expectations of each client, especially if you do not expect 
full participation or recovery from a particular client.

The client may also have expectations and perceptions 
of the staff and of health care based on cultural differences 
and on experiences with health care and providers. For ex-
ample, the client may be fearful or guarded and may need 
reassurance, especially if great cultural or language differ-
ences exist.

The client’s culture may have a strong effect on the cli-
ent’s view of his or her illness, treatment, and expectations 
for recovery. For example, psychiatric illness may be associ-
ated with shame, guilt, or social ostracism in some cultures, 
or may be accepted fatalistically or with equanimity in other 
cultures. Similarly, a client from one cultural background may 
have high expectations of health and may view recovery as a 
process for which he or she is primarily responsible, whereas 
a client from a different background may see illness as his or 
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complete knowledge of all the cultural nuances of all the cli-
ents with whom he or she may work, maintaining an aware-
ness that there may be cultural implications and evaluating 
this at each step of the nursing process is the best strategy.

COMPLEMENTARY AND ALTERNATIVE 
MEDICINE

Complementary and alternative medicine (CAM) is a term 
that denotes a range of treatments, treatment disciplines, di-
etary supplements, vitamins, and health practices considered 
to be alternatives and supplements to conventional medical 
treatments and medications. There is a wide range of disci-
plines and substances included under this general term, and 
there is widespread and increasing use of these practices in 

comprise traditional healing methods from many cultures, 
bodywork and physical activity practices, herbs, vitamins, 
and other dietary supplements, as well as medical disciplines 
like chiropractic, holistic, and naturopathic medicine.

-
ropractic, osteopathic, Ayurvedic, homeopathic, and holistic 
practitioners; Tai Chi, Yoga, Pilates physical activity; mas-
sage therapies, Rol!ng, Feldenkrais bodywork; behavioral 
feedback, mind/body, guided imagery, relaxation techniques; 
and herbs, Chinese medicine, dietary supplements, and nutri-
tional therapies.

According to the National Center for Complementary and 

-

encountered in psychiatric nursing have used, or currently 

supplements, and so forth, in your assessment of the client, 
as they may impact his or her condition, behaviors, and re-
covery. If the client is currently taking or has recently taken 
herbal or other dietary supplements, it is especially impor-
tant to determine the details of these and to consult with a 
pharmacist about their effects and possible interactions with 
other medications the client may be taking. Because supple-
ments fall under different government regulations than other 
medications, there may be limited research regarding dos-
age and ef!cacy and limited testing for safety and toxicity 
related to some products. Or, because these substances are 
sold over the counter, clients may not fully understand their 
potency and may believe that the suggested use guidelines 

are explicitly marketed for mood- or other psychiatrically 
related problems, such as depression, stress, memory, and 
insomnia; the client may have used them in an attempt to 
self-medicate and may believe strongly in their effectiveness 
or may prefer them to other medications because the client 
sees these products as more “natural” than traditional phar-
maceutical medicines.

he or she cannot expect to learn enough about each of these 
cultures to provide culturally competent care for each client. 
However, the nurse can and should try to learn about the 
cultures most frequently represented by clients in his or her 

-
sess each client with regard to his or her cultural background. 
Remember, however, that it may be falsely reassuring to the 
nurse to “learn” some aspects of a particular culture; the 
nurse may then apply that learning to all clients of that cul-
ture, which can lead to stereotyping.

Remember also that it is not always desirable to match 
culturally similar staff with the client (i.e., in making nursing 
care assignments). Although this may be done with good in-
tentions, the client may feel segregated, devalued, or stereo-
typed. In addition, both the client and the nurse can bene!t 
from developing cross-cultural relationships.

The greatest obstacles to cross-cultural care are not in 
what the nurse might not know about the client’s culture 
beforehand, but in the nurse’s lack of cultural awareness, 
assumptions, and prejudices regarding the client; failure to 
acknowledge the need to learn about the client’s culture; or 
expectation that the client behave in ways that are incompat-
ible with the client’s culture. Therefore, the nurse must adopt 
the practice of learning about each client’s unique cultural 
orientation to provide culturally sensitive care. This learn-
ing can be accomplished by gathering information from a 
variety of sources, including the client and his or her family 
or signi!cant others. For example, the nurse may want to 
ask questions regarding the appropriateness or acceptability 
of certain communication techniques and interventions, or 
about expectations for recovery and the client’s view of his 
or her behavior or illness.

Good communication skills can help bridge cultural dif-
ferences. For example, if the client seems uncomfortable 
with direct questions in certain areas, you might preface 
your questions by saying, “I know it may feel awkward to 
talk about these things, but it will help us care for you if you 
can tell me…,” and so forth. In addition, asking the client 
and the family or signi!cant others about their culture can 
help to build a trusting relationship by demonstrating respect 
for and interest in the client and his or her culture. If you are 
honest about wanting to learn and state your awareness that 
you do not already know everything, it can help you form a 
partnership with the client for his or her treatment and en-
courage the client’s participation. It can also reassure a cli-
ent who may have had negative experiences with health care 
providers or others from the dominant culture. Then, be sure 
to share what you learn with other treatment team members 
and incorporate it in the client’s written plan of care.

Nursing interventions also have cultural implications, and 
these cultural implications need to be considered when writ-
ing and implementing a client’s care plan. Some interventions 
may be especially sensitive, such as using touch to comfort 
a client who is distressed. However, other interventions and 
communication techniques may be culturally sensitive as 
well, such as using direct eye contact, speaking directly to the 
client regarding his or her illness, discussing emotional topics 
(e.g., sexuality), and so on. Because each nurse cannot have a 
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has sexual feelings, or has no need for independence. It is 
important to promote independence to the client’s optimal 
level of functioning no matter what the client’s age and to 
provide the necessary physical care and assistance without 
drawing undue attention to the client’s needs. An adult or 
elderly client may never have needed someone to care for 
him or her and may feel humiliated by being in a dependent 
position. The client may have previously been proud of his 
or her independence and may have gained much self-esteem 
from this. This client may experience both fear and despair 

-
ings as inappropriate because of your own discomfort; in-
stead, encourage the client to express these feelings and give 
the client support while promoting as much independence as 

-
tural backgrounds and spiritual beliefs. In addition, aging 
is a universal experience that involves multiple losses and 
grief. Therefore, it can be a dif!cult issue for treatment team 
members and can result in uncomfortable feelings, denial, 
and rejection of the client. With aging or aged clients, as 
with other dif!cult issues, discomfort on the part of the nurse 

and awareness of your feelings and those of the client to-
gether contribute to good nursing care that maintains the cli-
ent’s dignity.

LONELINESS

Loneliness is an emotional state of dissatisfaction with the 
quality or quantity of relationships. It has been described as 
a painful emotion related to unmet needs for intimacy. Cli-
ents who have psychiatric problems may experience lone-
liness as a result of their psychiatric illness (i.e., if earlier 
relationships deteriorate because of the client’s illness), or 
loneliness can be a contributing factor to the client’s illness. 
Loneliness also can be a problem for a client’s caregiver, 
especially if he or she is the primary or sole caregiver and if 
no one else lives with the client.

Feelings of loneliness can result from physically being 
alone, but they also encompass feelings of emotional isola-
tion or a lack of connection to others. Although social isola-
tion can be a contributing factor to loneliness, they are not 
the same thing. Loneliness is perceived by the individual as 
a negative, unpleasant, and undesired state. Social isolation 
or lack of contact with other people can occur without loneli-
ness and may be a situation preferred and chosen by the cli-
ent. A client may desire to be alone for a variety of reasons, 
which may or may not be related to psychiatric problems, 

factors in determining a client’s loneliness are that the client 
is dissatis!ed and experiencing discomfort. Finally, a client 
may choose to be alone, yet also feel lonely; that is, the per-
son may be dissatis!ed with the feelings of loneliness that 
result from choosing to be alone.

 belief in their ef!cacy. Because these practices, supplements, 
and practitioners may be important to and bene!t the client, it 
is important for the nurse to be (or become) familiar with them 
when a client has used or is thinking of using them. If the client 

the client continue or resume their use. As with other aspects 
of client care, it is essential to remain nonjudgmental about 
the client’s practices, while assisting the client to evaluate the 
bene!ts as well as precautions related to these resources.

products, including government resources such as the Na-

and the National Cancer Institute’s Of!ce of Complemen-

information on speci!c disciplines, products, and services. 
-

tion on dietary supplements, and the National Library of 
-

line (see Web Resources on thePoint).

THE AGING CLIENT

People are aging throughout life; developmental growth, 
challenges, changes, and concomitant losses occur on a con-
tinuum from birth to death. As people go through life stages, 
they experience changes in many aspects of their daily lives. 
Some of these changes are gradual and barely noticed; others 
may be sudden or marked by events that result in profound 
differences in one’s life. Aging necessitates adjustment to 
different roles, relationships, responsibilities, abilities, work, 
leisure, and levels of social and economic status; changes 
in self-image, independence, and dependence; and changes 
in physical, emotional, mental, and spiritual aspects of life. 
Adjustment from adolescence into early adulthood entails a 
major transition in terms of independence, roles, and rela-

older age, and becoming elderly results in many changes, 
some of which affect one’s self-esteem and body image, 
and which may entail signi!cant losses over time. As one 
becomes increasingly aged, these losses may become major 
factors in one’s life. Loss of physical abilities, altered body 
image, loss of loved ones, loss of independence, economic 
security and social status, and the loss of a sense of the future 
may present signi!cant problems to a client. For example, 
despair, spiritual disillusionment, depression, or suicidal be-
havior may occur, to which these life changes are major con-
tributing factors. If the client’s presenting problem does not 
seem to be related to aging or factors associated with aging, 
developmental or adjustment issues still need to be assessed 
to gain a holistic view of the client.

Remember that the elderly client is a whole person with 

over a certain age has organic brain pathology, no longer 
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persons without mental illness, the mentally ill homeless are 
homeless longer, have less family contact, spend more time 
in shelters or in jail, and face greater barriers (National Co-
alition for the Homeless, 2009). For this population, profes-
sionals replace families as the primary source of help.

Studies have shown that providing housing alone does not 
signi!cantly change the situation of the mentally ill homeless 

Chronically homeless adults with severe mental illness tend 
to use costly inpatient and emergency services when they be-
come seriously ill, but use few health maintenance services. 
Projects that provide access to mental health treatment, so-
cial services, and rehabilitation services in addition to stable 
community housing have much greater success in making 
a signi!cant difference in the lives of this population. One 
such project in California found that individuals who were 
engaged in treatment and had !nancial support in addition to 
housing had decreased use of inpatient and emergency ser-
vices, fewer homeless days, less involvement with the jus-
tice system, and an improved quality of life compared with 
persons receiving minimal or traditional, less comprehensive 
services. Although it is dif!cult to engage homeless persons 
in a therapeutic relationship, when that relationship has been 
established, results can be positive. It is especially important 
for the nurse to work effectively with the interdisciplinary 
team to coordinate resources for the client who is homeless 
and to facilitate planning for the client’s future needs.

STRESS

Clients come to a mental health facility with a variety of prob-
lems, many of which may be seen as responses to stress or as 
occurring when the client’s usual coping strategies are inad-
equate in the face of a certain degree of stress. For example, 
post-traumatic behavior has been identi!ed as a response to a 
signi!cant stressor that would evoke distress in most people, 
and grieving is a process that normally occurs in response to 
a loss or change. A stressor is not necessarily only one major 
event, however, and some problems may be related to the 
constant presence of long-term or unrelenting stress, such as 
poverty or minority status and oppression. Stressors are usu-
ally perceived as unpleasant or negative events; however, a 
signi!cant “happy” event, such as marriage or the birth of a 
child, also can cause a major change in the client’s life and 
overwhelm his or her usual coping strategies.

Stress may be a signi!cant contributing factor to a client’s 
present problem. For example, psychosomatic illnesses, eat-
ing disorders, and suicidal behavior have all been linked to 
client response to stressors. It is important to assess all cli-
ents with regard to the stress in their lives (both perceived 
and observable) and to their response to stress, regardless of 
the presenting problem.

There is a danger in labeling a severely stressed client as 
ill when he or she seeks help. Labeling separates the client 
from other “normal” people and may lead the nurse to expect 
illness behavior rather than to continue to see the client as a 

The nurse needs to be aware of the risk for and situation 
of loneliness when working with clients in any setting. As-
sessment of inpatients should include the client’s history of 
loneliness as well as present feelings of loneliness in the 
facility. Risk factors for loneliness include mental illness 
(e.g., depression, schizophrenia), social isolation, certain 
age groups (e.g., adolescents, the elderly), chronic physical  
illness or impairment, alcohol or drug abuse, loss of signi!-
cant other(s), change in residence, and loss of employment. 
However, loneliness can occur without these risk factors and 
although assessing risk factors may help identify loneliness, 
it is the client’s perception of his or her feelings that is the 
key in determining loneliness. Because it is an emotional 
state, it is not necessarily “rational.” That is, a client may 
appear to have a very supportive familial or social network, 
yet complain of feeling lonely. Conversely, the client may 
appear to have virtually no support system or relationships 
and may be content with that situation. Assessment for lone-
liness should include the intensity and duration of feelings of 
loneliness, the client’s perception of factors that contribute to 
the loneliness; the client’s perception of the quality of his or 
her relationships and of himself or herself within those rela-
tionships; the client’s perception of his or her connection to 
the community; the client’s spiritual beliefs and feelings of 
support from these beliefs and from the client’s relationship 
to a higher power; actions that the client has taken to relieve 
loneliness in the past; and the effectiveness of those actions.

A number of nursing interventions can be used in address-
ing the risk for or situation of loneliness, such as facilitating 
the client’s development of social, relationship, and leisure 
activity skills; promoting the client’s self-esteem; and iden-
tifying sources of social contact and support in the client’s 
living situation and community. These include interpersonal 
relationships, adopting a pet if the client is able to care for 
an animal, referral to supportive groups, placement in an ap-
propriate group-living situation, identi!cation of continued 
treatment resources, and so on. In addition, educating the 
client and signi!cant others about loneliness, and teaching 
the client how to communicate needs for support and inti-
macy (e.g., helping the client learn how to tell others when 
he or she is feeling lonely, and helping the client’s signi!cant 
others learn how to respond by listening or attending to the 
client) can be effective interventions (see Care Plan 8: Partial 
Community Support).

HOMELESSNESS

Homelessness represents a signi!cant challenge to nurses 
and other health care professionals, as well as to society in 
general, and clients who are homeless may be encountered 
in any type of health care setting. Homeless persons with 
mental illness may be found in shelters and jails, as well as 

-
-
 

have substance-related problems. Compared with homeless 
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 occurrences per year. Victims of violence or abuse can be 
any age, from small infants to the elderly; they may be a 
child, spouse, partner, parent, or acquaintance. Violence is 
often perpetrated by someone known to the victim. There 
is also a growing concern for children who witness acts of 
violence. Results of multiple studies indicate that exposure 
to violence has a profound negative effect on children’s cog-
nitive, social, psychological, and moral development (Gw-

Nurses working with children and adults who have expe-
rienced or witnessed violence in their home or community 
need to understand and recognize the mental–emotional 
distress that can result from these experiences. These indi-
viduals may be seen in a clinic, doctor’s of!ce, or school 
while being treated for other medical problems. The chal-
lenges for the nurse are to recognize when individuals have 
been affected by violence in their lives, provide support to 
them, and, through collaboration with other disciplines, 
make referrals to address the resulting emotional issues.

COMMUNITY GRIEF AND DISASTER 
RESPONSE

Terrorism, large-scale violence, and disaster are severely dis-
turbing problems that engender feelings of profound grief, 
anxiety, vulnerability, and loss of control throughout the 
communities that they affect, whether local or worldwide. 
Incidents like the terrorist attacks on the World Trade Center 
in New York City, the shootings at Columbine High School 
in Colorado, the Oklahoma City bombing, Pearl Harbor, and 
the assassinations of political leaders have triggered national 
grief. Awareness of these issues has increased profoundly in 

threats of biological and chemical weapons attacks, and major 

aftermath also trigger this type of response, which has been 
called critical incident stress or disaster response, though de-
liberate human attacks generally result in more severe stress 
(Eisenman et al., 2009). Traumatic events such as these are 
expected to produce signi!cant distress in any person, includ-
ing the distress of surviving such an event when others did not 

-
ously healthy, fully functional people would be expected to 
need support from others to deal with their response to the 
event, and the effects of such events extend well beyond those 
directly harmed—including signi!cant others and people in 
the local community, in the nation, and throughout the world.

Terrorism, a disaster, or a violent event in one’s commu-
nity can be seen as a life-changing event, both in terms of 
actual changes (e.g., the loss of a family member) and less-
concrete changes (e.g., seeing the world differently or the 
loss of feeling safe). Grief resulting from such an event can 
last months or years, although the intensity of feelings is ex-

that they “should get over” their grief in a much shorter time, 
and the nurse’s knowledge of the grief process can validate 

unique and multifaceted person who possesses strengths and 
who deals with stress in daily life. It is important to realize that 
stressors are real and demand responses from everyone: the 
client, his or her signi!cant others, and treatment team mem-
bers. Illness and caregiving are themselves stressors (see Care 

-
ber Considerations”). One of the most important therapeutic 
aims in nursing care is to help the client deal with the stress of 
present problems and to build skills and resources to deal with 
stress in the future. Teaching stress management skills, includ-
ing how to identify stress and the problem-solving process, is a 
critical part of client education (see “Client Teaching”).

CRISIS INTERVENTION

Individuals experience a crisis when they are confronted by 
some life circumstance or stressor that they cannot manage 
effectively through use of their customary coping skills. Ca-
plan (1964) identi!ed the stages of crisis: (1) the individual 
is exposed to a stressor, experiences anxiety, and tries to 
cope in a customary fashion; (2) anxiety increases when the 
customary coping skills are ineffective; (3) all possible ef-
forts are made to deal with the stressor, including attempts 
at new methods of coping; and (4) when previous coping 
attempts fail, the individual experiences disequilibrium and 
signi!cant distress. Crises may occur as an acute response to 
an external situation; an anticipated life transition; traumatic 
stress; maturational or developmental issues; psychopathol-
ogy, such as a personality disorder; or a psychiatric emer-
gency, such as an overdose or psychosis.

whether or not an individual experiences a crisis: the indi-
vidual’s perception of the event, the availability of situation-
al supports, and the availability of adequate coping mecha-
nisms. When the person in crisis seeks assistance, these 
factors represent a guide for effective intervention. The per-
son can be assisted to view the event or issue from a different 
perspective, that is, as an opportunity for growth or change 
rather than a threat. Assisting the person to use existing sup-
ports or helping the individual to !nd new sources of support 
can decrease the feelings of being alone and overwhelmed. 
Finally, assisting the person to learn new methods of coping 
will help resolve the current crisis and give him or her new 
coping skills to use in the future.

Persons experiencing a crisis are usually distressed and 
likely to seek help for their distress. They are ready to learn 
and even eager to try new coping skills as a way to relieve 
their distress. This is an ideal time for intervention that is 
likely to be successful.

COMMUNITY VIOLENCE

Violence within a community has been identi!ed as a na-
tional health concern and a priority for intervention in the 
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identify, express, and accept feelings they experience in re-
sponse to an overwhelming event. Nurses can play a signi!-
cant role in helping their communities deal with traumatic 
events by joining in disaster nursing efforts, direct involve-
ment in crisis intervention and community response, and 
also by educating individuals and the community about such 
events and their sequelae. For example, nurses can speak to 
community groups to help people understand that a normal 
response to traumatic events includes deep and prolonged 
feelings of grief, anxiety, and so forth. Nurses can also help 
people less directly affected by the event to understand the 
needs of those more directly affected, and help to minimize 
any negative impact of others’ reactions, media coverage, 
and so forth, on those most affected. There are many re-
sources available that can help prepare nurses to assist their 
communities and clients in dealing with terrorism, disas-
ter, or other traumatic events, in nursing and other mental 
health–related literature. A number of government agencies 
and professional and community organizations also have 
Web-based resources, such as the following:

Resources

Information Center

disaster nursing, educate their communities, and help enable 
effective responses to future events.

THE NURSING PROCESS

The nursing process is a dynamic and continuing activity that 
includes nurse–client interaction and the problem-solving 
process. Because the client is an integral part of this pro-
cess, client input in terms of information, decision making, 
and evaluation is important; the client should participate as a 
team member as much as possible. The client’s family or sig-
ni!cant others also may be included in the nursing process, 
as the client may be seen as part of an interactive system of 
people. Contracting with the client and his or her signi!cant 
others can be a useful, direct way of facilitating this partici-
pation and may help the client and the family to see them-
selves as actively involved in this process of change.

The nursing process includes the following steps:

1. Assessment of data about the client, including identi!ca-
tion of his or her personal strengths and resources

2. Formulation of nursing diagnoses

their continued feelings and reassure them. In fact, certain 
circumstances can trigger a renewed intensity of grief-relat-
ed feelings many years after the event, such as sensory expe-
riences (sights, smells, and songs), anniversary dates (of the 
event, of a loved one’s birthday, or of major holidays or ex-
periences shared with the community), or similar disastrous 
events seen in the media.

Although grief can be expected to be prolonged after a 
major disaster, individuals may need more intensive thera-
peutic intervention if disabling grief persists beyond several 
months’ duration. For individuals with mental illness, poor 
coping skills, or inadequate social support, traumatic events 
of this nature can be overwhelming and result in exacer-
bation of illness or symptoms, loss of functional abilities, 
and need for hospitalization or increased community-based 
treatment (see Care Plan 50: Grief and Care Plan 31: Post-

Optimal community response to this type of event in-
cludes making resources available to offer support and assist 
with the grief and post-trauma response. Crisis intervention 
techniques, such as individual or group counseling to ac-
knowledge the event and associated feelings and to facilitate 
the individual’s expression of feelings in a safe environment, 
can be effective in working with those directly or indirectly 
affected. Community responses, such as mourning or honor-
ing rituals (e.g., memorial services) or a geographic location 

-
ers, and so forth in honor or memory, can help people !nd 

-
ming that acknowledges the event and people’s responses 
can help community members to process their feelings re-
lated to the event, even if they are housebound or distant 
from the rest of the affected community.

Several phases have been identi!ed in a community’s 
response to disaster: heroic, honeymoon, inventory, dis-
illusionment, and reconstruction. Similar to the stages of 
the grief process, these phases represent the collective feel-
ings and responses of the community to a signi!cant loss 
or change. The !rst, or heroic, phase includes the imme-
diate response to the event, when people perform acts of 
courage to save others. The honeymoon phase describes the 
period of longer-term rescue and relief efforts, when people 
are relieved, grateful, and receiving the tangible support of 

inventory phase, people become stressed 
and fatigued from dealing with the increased efforts of  
recovery and the limits of available assistance. The disil-
lusionment phase often begins when relief teams withdraw 
from the community and community members are expected 
to resume independent functioning; feelings of anger and 
resentment surface, as they do in the normal grief process. 
The reconstruction phase represents the community’s return 
to functioning and integrating the event and associated loss-
es. As in the grief process, these phases vary in length and 
progression among individuals and communities.

It is important for nurses and other mental health profes-
sionals to remember that many people lack earlier exposure 
to signi!cant grief and do not have the knowledge or skills to 
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 6.  Cultural considerations. (Remember that cultural back-
ground extends beyond race or ethnicity; see “Culture”)

have on his or her expectations (and the expectations 
of the client’s signi!cant others) for treatment and 

client has used or is using now (in connection with the 

 7.  Appearance.
clothing, and hygiene.

 8.  Substance use or dependence. Include the client’s use of 
the following:

intake can be similar)

occur with abuse of some over-the-counter medications)
-

 9. Orientation and memory. Check for

 10.  Allergies to both food and medication. It may be neces-
sary to ask the client’s signi!cant others for reliable 
information or to check the client’s past records if 
 possible.

 11.  Complete physical systems review. The client may mini-
mize, maximize, or be unaware of physical problems.

 12.  Dentures and dentition. These may be a factor in nutri-
tional problems.

 13.  Physical disabilities, prostheses.
assistance in ambulation or other activities of daily 

 14. Medications. Include questions about

effects, and adverse effects—include complementary 
and alternative medicines (see “Complementary and 

past

that he or she is not taking now

3. Identi!cation of expected outcomes, Problem, Etiology, 
Symptoms (PES) statement, including establishing timing 
and speci!c client-centered goals

4. Identi!cation of therapeutic goals, or nursing objectives
5. Identi!cation and implementation of nursing interven-

tions and solutions to possible problems
6. Evaluation and revision of all steps of the process  

(ongoing)

Because every client is in a unique situation, each care plan 
must be individualized. The care plans in this Manual consist 
of background information related to a behavior or problem 
and one or more nursing diagnoses that are likely to be ap-
propriate to clients experiencing the problem. Other related 
diagnoses also are suggested, but the care plans in the Manual 
are written using the primary diagnoses given as the basis for 
the nursing process. Within each of these diagnoses are assess-
ment data commonly encountered with the particular behavior 
being addressed, suggestions of expected outcome statements 
appropriate to the diagnosis, and interventions (with rationale) 
that may be effective for clients with that nursing diagnosis. 
All of this is meant to be used to construct individualized care 
plans that are based on nursing diagnoses, using speci!c data, 
outcomes, and interventions for each client.

Assessment

The !rst step in the nursing process—the assessment of the 
client—is crucial. The following factors are important in as-
sessing a client to formulate nursing diagnoses and to plan 
and implement care in mental health nursing (see Appendix 
A: Sample Psychosocial Assessment Tool):

 1.  Client participation. Ask for the client’s perceptions 
regarding the following:

 2.  Client’s strengths.

 3. Client’s coping strategies.

-

 4. The client’s family or signi!cant others.

-

-
ni!cant others regarding the client’s illness, hospital-

 5. Primary language.
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 30. Employment. Include the client’s

 31. Level of income.

 32. Spirituality.

 33. Value system and personal standards.

 34.  Interests and hobbies. Include the client’s hobbies, both 
before the present problems began and those of continu-
ing interest to the client.

 35.  Previous hospitalizations, treatment history. Include 
both medical and psychiatric hospitalizations and 
signi!cant treatment history (e.g., signi!cant outpatient 
therapy or other treatment). Note length of stay and 
reason for hospitalization. Include complementary and 
alternative medicine treatment (see “Complementary 

Assess the client in a holistic way, integrating any rel-
evant information about the client’s life, behavior, and feel-
ings as the initial steps of implementing the nursing process. 
Remember that the focus of care, beginning with the initial 
assessment, is toward the client’s optimum level of health 
and independence from the hospital.

Nursing Diagnosis

The second step of the nursing process is to formulate nurs-
ing diagnoses. The nursing diagnosis is a statement of an 
actual or potential problem or situation amenable to nursing 
interventions. It is based on the nurse’s judgment of the cli-
ent’s situation following a nursing assessment. It provides 
information and a focus for the planning, implementation, 
and evaluation of nursing care and communicates that infor-
mation to the nursing staff.

-
cal psychiatric diagnoses are used to categorize and describe 
mental disorders. The Diagnostic and Statistical Manual of 
Mental Disorders Text Revision (DSM-IV-TR) (American 
Psychiatric Association, 2000) is a taxonomy that describes 
all recognized mental disorders with speci!c diagnostic cri-
teria. For each disorder, the DSM-IV-TR also provides in-
formation about symptoms; associated features; laboratory 
!ndings; prevalence; etiology; course of the disorder; and 
relevant age, gender, and cultural features. The manual is 
used by all mental health disciplines for the diagnosis of psy-
chiatric disorders.

 15. Suicidal ideation. Include questions regarding

 16. Perceptions, presence of hallucinations or delusions.

 hallucinations

 17. Aggression.

 18.  Family history. Have there been mental health problems 

 19. Present living situation.

 20. Relationships with others.

 21.  Sexuality. Are any aspects of sexuality causing prob-

 22.  Behavior and activity level. -
eral behavior during the assessment.

 23. Eye contact.

 24.  Affect and mood.
facial expressions, and demeanor.

 25. Ability to communicate.
-

verbal communication.

 26.  Tremors or !dgeting.
frequency of repetitive movements.

 27. Daily living habits.

 28. Health practices.

 29. Cognition and intellectual functioning. Include the client’s
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the nurse’s perception of the factors related to the problem 
or contributing to its etiology.

-
!cially recognized nursing diagnoses. The organization 
reviews proposed nursing diagnoses according to certain 
criteria to ensure clear, consistent, and complete statements. 
The list of of!cial diagnoses is organized into 13 domains, 
including Health Promotion, Nutrition, Elimination, Activ-
ity/Rest, Perception/Cognition, Self-Perception, Role Rela-
tionships, Sexuality, Coping/Stress Tolerance, Life Princi-

-

International for approval.
Each care plan in this Manual is written using nursing 

diagnoses frequently identi!ed with the disorder, behavior, 
or problem addressed in the care plan. In addition, related 
nursing diagnoses are identi!ed that are often associated 
with the problems addressed in that care plan; interventions 
for these related diagnoses can be found in other care plans 
in the Manual. The speci!c diagnoses in the individualized 
nursing care plan for a given client will be based on the ac-
tual data collected in the nursing assessment of that client.

Expected Outcomes

The next step is the identi!cation of expected outcomes, 
which gives direction and focus to the nursing process and 
provides the basis for evaluating the effectiveness of the 
nursing interventions used. Expected outcomes are client-

-
ress toward resolving the problem or nursing diagnosis or 
preventing problems identi!ed as potential or high risk. Ex-
pected outcomes also are called outcome criteria or goals, 
and they contain speci!c information (modi!ers) and time 
factors (deadlines) so that they are measurable and can be 
evaluated and revised as the client progresses. The expected 
outcomes in this Manual have been written as general state-
ments to be used in writing speci!c expected outcomes for 
an individual client. For an individualized care plan, speci!c 
modi!ers and timing must be added for outcome criteria.

The general outcome statements in the Manual are identi-
!ed as immediate, stabilization, or community outcomes to 
suggest time frames, but speci!c timing must be written in 
the individual nursing care plan. In the care plans that follow, 
examples of timing have been provided as suggestions for 
immediate outcomes, but they are intended to be modi!ed 
by the nurse as the individual client’s care plan is being writ-
ten and revised. Other examples of individualized outcomes 
are as follows:

loss (modi!er) for 10 minutes (modi!er) each day by 
11/18/13 (time factor).

each day by 1/6/14 (time factor).

by 9/16/12 (time factor).

A multiaxial classi!cation system that involves assess-
ment on !ve axes, or domains of information, allows the 

person’s condition.

mental retardation and personality disorders), such as 
major depressive disorder, schizophrenia, bipolar disorder, 
anxiety, and so forth.

any prominent maladaptive personality characteristics and 
defense mechanisms.

potentially relevant to the understanding or management 
of the person and his or her mental disorder.

that may affect the diagnosis, treatment, and prognosis of 
the mental disorder. Included are problems with primary 
support group, social environment, education, occupation, 
housing, economics, and access to health care and legal 
systems.

psychological functioning using the Global Assessment 
of Functioning (GAF), which rates functioning on a scale 
from 0 to 100. A score is given for the person’s current 
functioning, and a score may also be given for earlier 
functioning (e.g., highest GAF in the past year, or GAF  
6 months ago) when that information is available.

Although nursing students or staff nurses do not use the 
DSM-IV-TR to diagnose clients, it can be a helpful resource 
to describe the characteristics of the various disorders and to 
understand other aspects of psychiatric care.

Nursing diagnoses differ from medical psychiatric diagno-
ses in that it is the client’s response to that medical problem, or 
how that problem affects the client’s daily functioning, which 
is the concern of the nursing diagnosis. Only those problems 
that lend themselves to nursing’s focus and intervention can 
be addressed by nursing diagnoses. And, like other parts of 
the nursing process, the nursing diagnosis is client-centered; 
the focus of the nursing diagnosis is the client’s problem or 
situation rather than, for example, a problem the staff may 
have with a client.

A nursing diagnosis statement consists of the problem or 
client response and one or more related factors
or contribute to the client’s problem or response. The phrase 
related to
than stating cause and effect per se. If the relationship of 
these contributing factors is unknown at the time the nurs-
ing diagnosis is formulated, the problem statement may be 
written without them. In the Manual, the problem statement 
or diagnostic category is addressed, leaving the “related to” 
phrase to be written by the nurse working with the individual 
client. Signs and symptoms, or de!ning characteristics, are 
the subjective and objective assessment data that support the 
nursing diagnosis, and they may be noted “as evidenced by 
speci!c symptoms” in the diagnostic statement. This second 
part of the diagnostic statement is written to communicate 
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-

self-responsibility (as the client progresses, he or she may 
be able to participate and take more responsibility in both 
treatment and care planning)

Ideally, evaluation and revision should be integrated into 
the client’s daily care; each observation or nurse–client in-
teraction provides an opportunity to evaluate and revise the 
components of the client’s care plan. Nursing report (change 
of shift) meetings are an ideal time to evaluate the plan’s ef-
fectiveness and revise interventions and expected outcome 
criteria. Client care conferences or nurse–client sessions also 
may be used to discuss revisions. The nursing staff may want 
to schedule time to evaluate and discuss care planning at 
each shift, several times per week, or on whatever timetable 
is appropriate for the unit. Regardless of how it is scheduled, 
however, it is essential to incorporate evaluation and revision 
into care planning for each client and to view nursing care as 

that it can and should be.

Therapeutic Goals

Therapeutic goals, also known as nursing objectives, help 
guide the nurse’s thinking about the therapeutic process of 
working with the client. As the nurse chooses speci!c inter-
ventions designed to resolve the problem stated in the nurs-
ing diagnosis or to improve the client’s health, an awareness 
of the therapeutic framework of the nurse’s role in working 
with the client can be helpful, especially to nursing students 
learning this process. General nursing objectives can apply 
to the care of clients with many different problems or behav-
iors. Some of these objectives include the following:

environment for the client and others

aggressive behavior

 program

activities only as necessary to meet needs and promote the 
client’s independence in self-care

and activity

illness, treatment, and medications

client (modi!er) at least twice a day (modi!er) by 6/12/13 
(time factor).

time, an activity or behavior, a topic of conversation, a cer-
tain person or group, and so forth. Expected outcomes should 
be stated in behavioral or measurable terms and should be 
reasonable and attainable within the deadlines stated. The 
suggested outcomes in the Manual are not written in any par-
ticular order to denote priority; in a speci!c plan of care, the 
nurse will designate priorities. The community outcomes not-
ed in the Manual can be seen as discharge criteria and viewed 
as the goals of the nursing process for the hospitalized client.

Implementation

The identi!cation of nursing interventions and their imple-
mentation are the next steps in the nursing process. Here, 
the nurse can choose and implement speci!c measures to 
achieve the expected outcomes identi!ed. Nursing interven-
tions may be called actions, approaches, nursing orders, or 
nursing prescriptions. They must be individualized to in-
clude modi!ers that specify parameters, for example,

(days, evenings)

times per day
am daily prior to breakfast in 

hospital gown only

Interventions address speci!c problems and suggest pos-
sible solutions or alternatives that nurses use to meet client 
needs or to assist the client toward expected outcomes. Writ-
ing speci!c nursing interventions in the client’s care plan 
helps ensure consistency among treatment team members in 
their approaches to the client and aids in the evaluation of the 
client’s care. In addition to speci!c problem-solving mea-
sures, nursing interventions include additional data gather-
ing or assessment, health promotion and disease prevention 
activities, nursing treatments, referrals, and educating the 
client and family or signi!cant others.

Evaluation and Revision

The !nal steps in the nursing process are not termination 
steps but ongoing activities incorporated into the entire pro-
cess to evaluate and revise all other steps. As new informa-
tion is discovered throughout the client’s care, it must be 
added to the original assessment. Evaluation and revision 
are necessitated as the client reveals additional (or different) 
information and as the client’s behavior changes over time. 
Evaluation and revision include the following:

different, or additional, related factors that will change the 
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practice, practice guidelines, practice parameters,  treatment 
or medication protocols, or algorithms recommended for use 
in treating patients with acute or chronic  disease. There are 
many examples of such standards or protocols in the medi-

Clinical Practice Guidelines
increasing number of guidelines in the psychiatric and nurs-
ing literature, such as the American Psychiatric  Association’s 
(APA) Practice Guidelines (APA, 2011). Organizations may 
also publish position papers, which represent the of!cial view 
of the organization and may be based on research or on expert 
opinion.

Levels of evidence or evidence-grading systems often are 
used in evidence-based documents to refer to the sources of 
information supporting the recommendations. For example, 
levels of evidence may be de!ned as follows:

generalizable, randomized controlled trials

control studies

-

The authors of guidelines may also distinguish supportive 
evidence sources as scienti!c or research-based recommen-
dations and clinical recommendations. Such clinical recom-
mendations are not supported by scienti!c (i.e., randomized, 
controlled) research, but are based on clinical studies, rec-
ommendations found in the literature, or from the authors’ 
clinical experience.

Standards and guidelines may be issued by governmen-
tal, professional, or academic organizations, and generally 
are revised by the organization from time to time or as in-
dicated by new evidence that comes to light. For example, 
the Agency for Healthcare Research and Quality (AHRQ), 

issues information and recommendations related to a num-
ber of conditions and medications. The National Guideline 
Clearinghouse publishes evidence-based clinical practice 
guidelines and related information documents produced 
by the AHRQ and many other organizations, and the Na-

-
forming Transformation) (see Web Resources on thePoint). 
The American Psychiatric Nurses Association (APNA) has 
published a series of position articles that include Standards 
of Practice related to seclusion and restraint (APNA, 2010). 

-
tions Research Center has published evidence-based guide-
lines that address many aspects of nursing, including a num-
ber of guidelines related to the care of elderly clients; clients 

Iowa College of Nursing, 2010).
Evidence-based practice documents can be invaluable to 

nurses and nursing students in planning care for clients in 

making abilities

others

to a greater level of independence

To maintain a client-centered care planning focus with a 
direct connection between expected outcomes and interven-
tions, the Manual does not include a separate section delin-
eating therapeutic goals for each nursing diagnosis. Instead, 
speci!c therapeutic goals (in addition to those listed above) 
that are particularly important to consider in working with 
clients with speci!c problems or behaviors are included in 
the introduction sections of the care plans.

Documentation

Another aspect of nursing and interdisciplinary team care is 
documentation. Written records of client care are important 
in several ways.

1. Written care plans serve to coordinate and communi-
cate the plan of nursing care for each client to all team 

opportunity for all team members to be consistent and 
comprehensive in the care of a particular client. Ongoing 

the client’s needs and corresponding changes in care.
2. A written care plan is an effective, ef!cient means of 

communication among team members who cannot all 

staff, supervisors, etc.).
3. Nursing documentation or charting in the client’s 

medical record serves to clearly communicate nursing 
observations and interventions to other members of the 
interdisciplinary treatment team (e.g., physicians, social 
workers, discharge planners, etc.). Information in the 
chart is also available as a record in the event of transfer 
to another facility, follow-up care, or future admissions.

4. The chart is a legal document, and the written record of 
nursing care may be instrumental in legal proceedings 
involving the client.

5. The documentation of care is important for accreditation 
and reimbursement purposes. Quality assurance and utili-
zation review departments, accreditation bodies, and third-
party payers depend on adequate documentation to review 
quality of care and determine appropriate reimbursement.

EVIDENCE-BASED PRACTICE

The term evidence-based practice is used to describe care 
planning and treatment decisions that are based on research or 
expert opinion, which supports the ef!cacy of the intervention. 
Often, evidence-based practice refers to using standards of 
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their own clinical practice and setting in much the same way 
as they might use this Manual as a starting point for written 
care plans. Within a practice setting, nurses can collaborate 
to adapt published best practices or design best practices for 
the types of clients usually seen, incorporating speci!c fac-
tors such as age or other demographic groups, cultural char-
acteristics, institutional policies (such as suicide or seizure 
precautions), expected time frames, outcome criteria, and so 
forth. In fact, nurses can use the care plans in the Manual to 
begin to explore potential best practice areas for the situa-
tions most commonly encountered in their setting, and use 
the care plan as a starting point in drafting a best practice.

Nurses can work effectively in their respective practice 
settings with the other members of the interdisciplinary 
team (see below) to develop or adapt best practices. Steps 
in developing and implementing best practices include the 
following:

-
disciplinary treatment team) about best practices and the 
proposed effort

addressed

evidence-based or best practice information and related 
research

situation

possible to the practice setting (e.g., clients, institution, 
outcome criteria) and considering how it can be integrated 
into existing practices at the setting

-
ing the best practice

variances, client and staff responses, and so forth

 implementation

with the practice setting’s quality improvement process)

it for publication

INTERDISCIPLINARY TREATMENT TEAM

In all treatment and rehabilitation settings or programs, the con-
cept of the interdisciplinary treatment team approach is most 
effective in dealing with the multifaceted problems of persons 
with mental illness. Team members have expertise in their 
speci!c areas, and through their collaborative efforts, they can 

treatment team can include the psychiatrist, psychologist, psy-
chiatric nurse, psychiatric social worker, occupational thera-
pist, recreation therapist, vocational rehabilitation specialist, 

mental health nursing. Nurses can consult these documents 
in the literature or on the Internet (see Web Resources on 
thePoint) and use them to learn about a condition, related 
research and treatment recommendations, and other consid-
erations. Nurses can incorporate this information in build-
ing care plans and in developing best practices in their own 
practice area.

BEST PRACTICES

The terms best practice, clinical pathway, critical pathway, 
care path, multidisciplinary action plan (MAP), and inte-
grated care pathway refer to documents written to guide 
care for clients with a speci!c diagnosis or situation. This 
type of document may be developed and published by an in-
dividual or group in a speci!c clinical practice or academic 
setting and proposed or described as a best practice. Or, it 
may be the result of a collaborative effort or generated by 
an organization or based on research, as in evidence-based 
practice. Authors who develop and propose best practices 
contribute to the body of nursing knowledge by carefully 
documenting the nursing care process and practices, includ-
ing the evaluation of the practice and suggestions for adapta-
tion or future research by others. When a speci!c situation 
has not yet been addressed by evidence-based practice rec-
ommendations, best practices are an effective way to share 
clinical information and experiences.

Best practice documents usually are speci!c and detailed 
in their approach to care. They may include detailed infor-
mation regarding the problem addressed, assessment data, 
tests or monitoring, medical and nursing diagnoses, roles of 
the interdisciplinary team members, equipment, timing, ex-
pected outcomes, interventions, sequences for treatment de-
cisions or medications and dosages, evaluation criteria, cli-
ent and family education, special considerations, exceptions 
or variances, complications, documentation requirements, 

algorithms, decision trees, matrices, or !ll-in-the-blank for-
mats and may include physician and nursing orders, proce-
dure-speci!c instructions, and information sheets for client 
or staff education. These documents may guide care over a 
continuum, beginning prior to admission to a facility and 
continuing through community-based care. They also can 
be integrated with the documentation system in a practice 
setting to streamline charting by the nursing staff and oth-
er disciplines. Best practices can help ensure positive out-
comes for clients, a consistent approach to care, increased 
collaboration among members of the interdisciplinary team, 
routine evaluation of care, enhanced nursing satisfaction, 
compliance with accreditation standards, and ef!cient use 
of resources.

Although best practices are not equivalent to standards of 
care and may not necessarily be based on scienti!c research, 
they can be extremely valuable to nurses and nursing stu-
dents in care planning. By learning from the documented ap-
proach of others, nurses can avoid “reinventing the wheel” in 
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it is a part of the art and science of nursing, a blend of con-
versation and caring, of limits and reinforcement, of commu-
nication techniques and one’s own words. Communicating 
with a client can range from sitting with a client in silence 
to speaking in a structured, carefully chosen way (e.g., in 
behavior modi!cation techniques). Or an interaction may be 
in the context of a social or recreational activity, in which the 
nurse teaches or models social skills through his or her own 
conscious “social” conversations. Regardless of the situa-
tion, remember that every interaction with a client is part of 
your professional role and therefore must be respectful of the 
client and his or her needs.

A number of communication skills, or techniques, have 
been found to be effective in therapeutic interactions with 

These techniques, or communication tools, are meant to be 
speci!cally chosen to meet the needs of particular clients 
and modi!ed to be used most effectively. It is important for 
you to be comfortable as well as effective in therapeutic 
communication: use your own words; integrate purpose-
ful communication techniques into conversations; follow-
ing an interaction, evaluate its effectiveness and your own 
feelings, and then modify your techniques in subsequent 
interactions. Like other aspects of nursing care, commu-
nication is dynamic, and should be evaluated and revised. 
The following are suggestions, or guidelines, to improve 
therapeutic communication:

the purpose of communication. Tell the client that you 
would like to talk with him or her.

The use of given (!rst) names may be decided by the 
facility or the individual unit philosophies or may depend 
on the comfort of the client and the nurse or the nature of 
the client’s problem.

not stare at the client.

communicating, both verbally and nonverbally.

yourself, other treatment team members, or other clients.

one-word answers.

-
ent of your nonjudgmental attitude.

your interaction with the client.

will allow the client to validate your perception of what he 

-
ing on the client’s needs, a dietitian, pharmacist, physical or 
speech therapist, pastoral care counselor, or member of the 
clergy may be consulted. Not all settings have a full-time 
member from each discipline on their team; the program and 
services offered in any given setting will determine the com-
position of the team. The treatment team may also extend 
across settings to include other professionals involved in the 
client’s care, for example, a community-based case manager 
or home health nurse.

The role of case manager has become increasingly im-
portant in the current managed care environment and cli-
ents’ needs for a variety of services that may involve various 
resources in order to coordinate care. Although individu-
als may become certi!ed as case managers, there is not a 
standard educational preparation for this role. People from  
different backgrounds (e.g., social work, nursing, psychol-
ogy) may !ll this role by virtue of their skills and experience. 
The psychiatric nurse is in an ideal position to ful!ll the role 
of case manager for clients with mental health problems, 
with knowledge and skills in psychopharmacology, client 
and family education, and medical as well as psychiatric dis-
orders. Whether or not you function as a case manager, it is 
essential to be an integral part of the interdisciplinary team, 
bringing nursing expertise and clinical perspective to the 
team. Each team member can bene!t from the expertise and 
clinical perspectives of the other disciplines as well as access 
more information and resources on behalf of the client.

NURSE–CLIENT INTERACTIONS

Communication Skills

Effective therapeutic communication between a nurse and 
a client is a conscious, goal-directed process that differs 
greatly from a casual or social interaction. Therapeutic com-
munication is grounded in the purposeful, caring nature of 
nursing care. It is a tool with which to

The nurse must be aware of the client and his or her needs 
when communicating with the client; as with all nursing 
care, it is the client’s needs that must be met, not the nurse’s 
needs.

Therapeutic conversations are goal-oriented, used as 
nursing interventions to meet therapeutic goals. However, 
therapeutic communication is not a stiff, rote recitation of 
predetermined phrases used to manipulate the client. Rather, 
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entirely comfortable. You can facilitate the expression of 
emotions by giving the client direct verbal support, by using 
silence, by handing the client tissues, and by allowing the 
client time to ventilate (without probing for information or 
interrupting the client with pat remarks).

The goal in working with a client is not to avoid painful 
feelings but to have the client express, work through, and 
come to accept even “negative” emotions, such as hatred, 
despair, and rage. In accepting the client’s emotions, you 
need not agree with or give approval to everything the client 
says—you can support the client by acknowledging that he 
or she is experiencing the emotion expressed without agree-
ing with or sharing those feelings. If you are uncomfortable 
with the client’s ventilation of feelings, it is important that 
you examine your own emotions and talk with another staff 
member about them, or that you provide the client with a 
staff member who is more comfortable with expression of 
those feelings.

Teaching the Client and Significant Others

Client teaching is an essential component of nursing care. In 
mental health nursing, client teaching can take many forms 
and address many content areas. It is important to consider the 
learning needs of the client and signi!cant others when per-
forming an initial assessment, when planning for discharge, 
and throughout the client’s treatment. The assessment of a 
client (or signi!cant others) with regard to teaching includes 
consideration of the following:

client’s major emotional concerns before he or she can 
attend to learning information)

concentration span

read or comprehend English

-
tal illness)

Optimal conditions for client teaching and learning may 
not exist during an inpatient stay; many factors may be 
present that diminish the effectiveness of teaching. How-
ever, the client’s hospital stay may be the only opportunity 
for teaching, and certain information (especially regarding 
medications and self-care activities) must be conveyed be-
fore discharge. In addition, follow-up appointments may be 
scheduled for continued teaching after discharge, if indicat-

or she is trying to say, or to correct it. You also can point 
out seemingly contradictory statements and ask for clari-

simply describe what you think the client is feeling in your 
own terms; instead, use such phrases as “I hear you saying 

means; take the responsibility yourself for not understand-
ing and ask the client to clarify. This gives the client the 
responsibility for explaining his or her meaning.

client’s expression of feelings. This devalues the client’s 
feelings, undermines trust, and may discourage further 
communication.

-
ences in relation to the client’s problems.

you advise a client and your advice is “good” (i.e., the 
proposed solution is successful), the client has not had the 
opportunity to solve the problem, to take responsibility or 
credit for a good decision, and to enjoy the increased self-
esteem that comes from a successful action. If your advice 
is “bad,” the client has missed a chance to learn from 
making a mistake and to realize that he or she can survive 
making a mistake. In effect, the client has evaded respon-
sibility for making a decision and instead may blame the 
staff member for whatever consequences ensue from that 
decision.

the problem-solving process (see “Client Teaching”).

your observations.

struggle.

personally.

pejoratively. Clients with certain problems will not under-
stand abstractions such as humor. Remember to evaluate 
the use of humor with each individual client.

Expression of Feelings

A signi!cant part of therapy is the client’s expression of 
feelings. It is important for the nurse to encourage the cli-
ent to ventilate feelings in ways that are nondestructive and 
acceptable to the client, such as writing, talking, drawing, 
or physical activity. The client’s cultural background may 

the acceptability of various means of expression. Asking the 
client what he or she has done in the past and what methods 
of expression are used in the family, peer group, or cultur-
al group(s) may help you identify effective and culturally 
acceptable ways in which the client can express and work 
through various feelings.

It also may be desirable to encourage expressions, such 
as crying, with which the client (or the nurse) may not feel 



the client through the translator; the client should demon-
strate understanding by verbalizing the information back 
to the translator, who can then relay it to the nurse, to 
ensure accuracy of communication.

-
though you also may need to talk with the translator at 
some points, it is important to address the client directly 
when giving information, asking questions, and listening 
to the client’s responses. Speaking directly to the cli-
ent allows you to make eye contact, to demonstrate your 
awareness of the client as a person, to use your tone of 
voice and facial expression to convey interest and caring, 
and so forth.

-
cult to convey through a third person and another lan-
guage. Be as simple and as direct as possible when using 
a translator.

-
tion cup that the client will use to measure the medication 
dose at home), or other simple materials (e.g., a calendar to 
record medication doses, which you then give to the client).

that the translator can review with you and the client for 
accuracy.

so that you have an opportunity to follow up to assess the 
learning and accuracy that occurred in the !rst session.

Examples of topics appropriate for nurse–client teaching 
include the following:

General health, wellness, health promotion: basic informa-
tion regarding nutrition, exercise, rest, hygiene, and the 
relationship between physical and emotional health

Emotional health: ways to increase emotional outlets, ex-
pression of feelings, and increasing self-esteem

Stress management: identifying stressors, recognizing one’s 
own response to stress, and making choices about stress, 
relaxation techniques, and relationships between stress 
and illness

Problem-solving and decision-making skills: the use of the 
problem-solving process, including assessment of the 
situation, identi!cation of problems, identi!cation of 
goals, identi!cation and exploration of possible solu-
tions, choice of a possible solution, evaluation, and revi-
sion

Communication skills: effective communication techniques, 
expressing one’s needs, listening skills, and assertive-
ness training

Social skills: developing trust, fundamentals of social 
interactions, appropriate behavior in public and in social 
situations, eating with others, eating in restaurants, 
intimate relationships, saying “no” to unwanted attention 
or advances

Leisure activities: identi!cation of leisure interests, how 
to access community recreation resources, and use of 
libraries

ed. Signi!cant others can assist in reinforcing teaching, and 
home care with continued instruction may be possible.

Choosing the mode of education best suited to the cli-
ent and the situation is also important. A variety of teaching 
techniques and tools can be integrated into the teaching plan 
according to the client’s needs, the clinical setting, available 
resources, and the nurse’s expertise. Effective teaching tools 
include the following:

Presentation of information to a group or an individual: 
lecture, discussion, and question and answer sessions; 
verbal, written, or audiovisual materials

Simple written instructions, drawings or photographs, or 
both (especially for clients with low literacy or language 
differences)

Repetition, reinforcement, and restatement of the same 
material in different ways

Group discussions to teach common topics, such as safe 
use of medications, and to promote compliance with 
medication regimens by encouraging peer support

Social or recreational activities to teach social and leisure 
skills

Role-playing to provide practice of skills and constructive 
feedback in a supportive milieu

Role-modeling or demonstration of skills, appropriate be-
haviors, and effective communication

Interpreters or translated materials for clients whose pri-
mary language is different from your own

Return demonstrations or explanations: Asking for the cli-
ent’s perception of the information presented is crucial. 
Clients may indicate understanding because they want to 
please, because they are embarrassed about low literacy 
levels, or because they think they “should” understand. 
Remember, learning does not necessarily occur because 
teaching is done.

Remember that educational materials will be most effective 
when they match the client’s culture, language, and learning 
abilities. If culturally speci!c materials are not available, be 
sure to choose or develop materials that are culturally sen-

pictorial materials if written materials are unavailable for a 
given language or if the client’s reading skills are limited.

If you need to use a translator for teaching or other in-
teractions, remember that family members or others signi!-
cant to the client may not be the best people to translate for 
the client. The client may be reluctant to talk about certain 
things with family or signi!cant others present, or the family 
members or signi!cant others may not be accurate in trans-
lating because of their own feelings about the client, the ill-
ness, and so on. If you must use a client’s signi!cant others 
to translate because a staff member or volunteer is not avail-
able, be aware of these issues and try to discuss them with 
the client and translator, as appropriate. Ideally, a translator 
would be available who is a health care worker accustomed 
to translating in mental health interactions and education.

Several considerations are important for translated ses-
sions even with an experienced translator:
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-
ary approach to care

 behavior

cultural values and practices, especially if they differ from 
your own

-
tration, individual interactions (verbal and nonverbal), for-
mal and informal group situations, activities, role-playing, 
and so forth

clearly stated

own decisions or mistakes and to assume responsibility 
for his or her emotions and life

the client’s behavior

times

(see “Professional Role”)

ideas, theories, and research

Professional Role

clients. A client comes to a treatment setting for help, not 
to engage in social relationships, and needs a nurse, not a 
friend. It is neither necessary nor desirable for the client to 
like you personally (nor for you to like the client) in a thera-
peutic situation.

Because the therapeutic milieu is not a social environ-
ment, interactions with clients should be directed only to-
ward therapeutic goals, teaching interaction skills, and fa-
cilitating the client’s abilities to engage in relationships. The 
nurse must not offer personal information or beliefs to the 
client, nor should the nurse attempt to meet his or her own 
needs in the nurse–client relationship. Although this may 
seem severe, its importance extends beyond the establish-
ment and maintenance of a therapeutic milieu. For example, 
a client who is considering an abortion but who has not yet 
revealed this may ask the nurse if he or she is Catholic. If the 
response is, “Yes,” the client may assume that the nurse is 
therefore opposed to abortion, and may be even more reluc-
tant to discuss the problem. The point is that the client must 
feel that the nurse will accept him or her as a person and his 
or her feelings and needs. If the nurse reveals personal in-
formation, the client may make assumptions about the nurse 
that preclude such acceptance or that confuse the nature and 
purpose of the therapeutic relationship.

Because a therapeutic relationship is not social, there is 
no reason for the nurse to discuss his or her marital status 
or to give his or her home address or telephone number to 
the client. Giving the client information of a personal nature 
may encourage a social relationship outside the health care 

Community resources: identi!cation and use of social ser-
vices, support groups, transportation, churches, social or 
volunteer groups

Vocational skills: basic responsibilities of employment, 
interviewing skills, and appropriate behavior in a work 
setting

Daily living skills: basic money management (e.g., bank 
accounts, rent, utility bills), use of the telephone and 
Internet, and grocery shopping

Speci!c psychodynamic processes: grieving, developmental 
stages, interpersonal relationships, secondary gain, and 
so forth

Speci!c mental health problems: eating disorders, schizo-
phrenia, suicidal behavior, and so forth

Speci!c physical illness pathophysiology and related self-
care
and so forth

Prevention of illness: prevention of HIV and other com-
municable disease transmission, tobacco cessation, and 
so forth

Relationship dynamics: healthy relationships, secondary 
gains, and abusive relationships

Self-care or caregiver responsibilities: how to change dress-
ings, range of motion exercises, and safety and supervi-
sion concerns for neurologic illness

Medications: purpose, action, side effects (what to expect, 
how to minimize, if possible, when to call a health 
professional), dosage, strategies for compliance, special 
information (e.g., monitoring blood levels), and signs 
and symptoms of overdose or toxicity

ROLE OF THE PSYCHIATRIC NURSE

Nursing Responsibilities and Functions

As a nurse in a therapeutic relationship with a client, you 
have certain responsibilities. These include the following:

the nursing process
-

comfort (i.e., do not require the client to prove distress or 
illness to you)

(within the limits of safety, ethics, and good nursing care)

functioning and making that level the goal of the nursing 
process

protecting the client and others from injury

as the client can maintain self-control

willing to work through those feelings
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consultant or specialist to discuss emotions and plan nursing 
care also can be used in this way.

Treatment team members may !nd themselves becoming 
angry with a client who is manipulative, hostile, or aggres-
sive. It is important in an acute situation to identify your own 
emotions and deliberately withdraw from the client (if safety 
considerations allow) if those feelings are interfering with 
your care of the client. If you !nd yourself reacting in an an-
gry or punitive way, for example, it is best to ask another staff 
member to deal with the client. If a client has become aggres-
sive, requiring interventions such as restraint or seclusion, 
treatment team members may meet for a brief conference 
after an event to discuss the interventions as well as emotions 
generated by the client’s behavior and the measures taken to 
provide safety. Sometimes a client’s behavior is simply dif-
!cult to tolerate or work with for extended periods (as with 
manic behavior); nursing care assignments can be discussed 
and structured to limit individual staff contacts with this cli-
ent to brief periods (maybe 1 or 2 hours at a time).

Remember, however, that expression of emotions by 
treatment team members is not to pass judgment on the 
client or the client’s behavior. Rather, such discussions are 
held to avoid being judgmental or passive–aggressive in the 
client’s care. Other ways to deal with staff considerations 
include scheduling and encouraging breaks from the unit, 
making nursing assignments that vary treatment team mem-
bers’ experiences and client interactions, supporting educa-
tional activities and other professional growth opportunities 
for staff members, and using support groups for nursing staff 
that include peers from other units.

Client Advocacy

The nurse in the mental health care setting has a unique and 
vital role as a client advocate. Clients who are experiencing 
emotional problems are often unaware of their rights or un-
able to act in their own interest. Some clients (those hospital-
ized or restrained against their will) are almost completely 
dependent on the staff to safeguard their legal rights. Also, 
the trauma and confusion of entering a mental health facility 
may be so overwhelming to the client and his or her signi!-
cant others that they may become extremely passive in this 
regard. In addition to planning and implementing individual-
ized nursing care in the best interest of the client, the nurse 
should be familiar with the rights of hospitalized clients and 
should monitor all aspects of client care with these in mind. 
As a client advocate, the nurse can offer to help the client 
and his or her family or signi!cant others.

Client’s Rights

In any nursing practice in which mental health problems are 
encountered, the nurse must be aware of the state and fed-
eral laws regarding the client’s rights and certain aspects of 
client care. Anything that is deemed part of treatment but 
against the client’s will must be examined by the nurse with 
respect to the law as well as to the client’s well-being and 

setting, foster dependence on a staff member after termina-
tion of the professional relationship, or endanger the nurse 
if the client is or becomes aggressive or hostile. If informa-
tion of a personal nature like this is requested by the client, 
it is appropriate for the nurse to respond by stating that such 
information is not necessary to the client and is inappropri-
ate to the therapeutic relationship. The nurse can use this 
opportunity to teach the client about the nature and impor-
tance of the therapeutic relationship (as opposed to a social 
relationship), as the client may not have experience with this 
type of relationship.

Treatment Team Member Considerations

This Manual often refers to the identi!cation, awareness, and 
expression of feelings treatment team members have when 
working with clients. It is essential that you recognize that you 

that may evoke an emotional response in you (e.g., issues of 
sexuality or religion) or that prompt you to remember simi-
lar experiences of your own (present or past). Your response 
may be painful or uncomfortable, may involve fear or judg-
ment, or may be something of which you are hardly aware. 
The importance of recognizing and working through these 
emotions lies in the fact that if you do not do this, you will 
respond nevertheless but in a way that may adversely affect 
both you and the client. For example, you may unconsciously 
convey disapproval to the client, or you may avoid interacting 
with the client on certain topics or problems. You may deny 
your feelings and project them onto the client, or your frustra-
tion tolerance with the client may be very low. If the client’s 
problems remind you of an experience that was painful in 
your own life, which you may or may not remember (such as 
abuse or incest), then you may minimize the client’s feelings 
or distance yourself from the client. Finally, working with cli-
ents may become so stressful to you that you may suffer from 
burnout and may even leave nursing. Not only do attempts 
to ignore such emotions often lead to a decreased awareness 
of the client’s feelings and interference with the therapeutic 
relationship, they also take an emotional toll on the nurse and 
increase the stress involved in interpersonal work.

Remember that emotional responses to clients are to be 
expected and are not unprofessional. It is indeed not profes-
sional to act these out with the client, but it is part of the 
nurse’s professional role to acknowledge and accept respon-
sibility for them. A good way to increase awareness of staff 
feelings is to hold client care conferences and staff meetings. 
At least a part of these meetings can be devoted to the staff’s 
feelings regarding the client. For example, treatment team 
members may be frustrated about a client’s lack of response 
to treatment. At a client care conference, these feelings can 
be explored and the nursing care plan evaluated and revised, 
thus improving the client’s care as well as dealing with the 
staff’s feelings of hopelessness and averting apathy regard-
ing the client. Staff meetings can provide support for the 
feelings of treatment team members and assure staff mem-
bers that they are not alone in their reactions toward a client. 
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document those observations. In any case, this observation 
must be accurate and thoroughly documented in the client’s 
chart because the chart is a legal document and may be pre-
sented as evidence in court.

Examination of your own feelings about the client is cru-
cial in situations in which criminal activity is involved. You 
must become and remain aware of your feelings to work 
effectively with the client and remain nonjudgmental. For 
instance, whether you feel that the client “could not possi-
bly be guilty” or “is absolutely despicable,” you will not be 
treating the client objectively. And yet it is realistic to expect 
that anyone working with the client will have feelings about 

explore, and deal with emotions so that you can remain ob-
jective in your nursing care of the client.

ROLE OF THE CLIENT

The client plays an active role in the therapeutic relation-
ship. It is important to engage the client in as much of his 
or her care planning and treatment as possible. Encourag-
ing the client to identify treatment goals will help the client 
see his or her role as an active one and be more invested in 
the outcome of the strategies used. Asking the client to help 
evaluate the effectiveness of nursing interventions can pro-
mote the client’s sense of control and responsibility and can 
aid in learning to evaluate his or her condition over time. In 
addition, it will maintain a focus on expected results from 
treatment, progress, and eventual discharge from the facility.

Client’s Responsibilities

A client has certain responsibilities within the therapeutic 
relationship. The client’s ability to accept or ful!ll some of 
these responsibilities may vary according to his or her men-
tal state or problems. As the client progresses, the degree of 
self-responsibility he or she assumes should increase. Client 
responsibilities include the following:

a positive step toward the goal of optimum health

though that may be dif!cult

health
-

tion as soon and as much as possible

between physical and mental health

undesirable, to form an accurate database on which to 
plan and evaluate care

the treatment team or in the facility has taken or will take 
responsibility for treating the client within legal or ethical 
limits. Your role as client advocate is especially important 
here. Commitment of a client to a treatment facility, the use 
of physical restraints, and the use of medication and elec-
troconvulsive or other invasive therapies against the client’s 
will must be scrutinized and handled carefully by the nurse.

In any situation that might have legal rami!cations, the 
nurse must know the law, must acutely observe the client, 
and must document those observations accurately. Good 
documentation is essential and should be speci!c in all re-
spects. For example, if a client is physically restrained, the 
nurse must chart the following:

restraints

while he or she was restrained (e.g., removing one limb 
restraint at a time and performing range of motion exer-
cises; offering liquids, food, and commode)

-
tion of the restraint, including observations and determi-
nations related to the continued need for restraints

member of the treatment team (such as a physician) disagree 
regarding the treatment of a client when legal considerations 
may be a factor. For example, the nurse may believe that a 
client is actively suicidal, whereas the other members of the 
treatment team feel that the client is ready for a weekend at 
home. In this kind of situation, the nurse must document all 
observations that led to this judgment and should seek help 
from nursing or other administrators at the facility.

Clients with Legal Problems

Another potentially dif!cult situation is the treatment of a 
client who has been charged with or convicted of a violent 
crime (such as rape, child abuse, murder, or arson) or who 
talks about these behaviors while in the hospital. Again, it is 
essential to be aware of legal factors pertinent to the client’s 
treatment, for example:

If a client is at the facility for observation, it must be de-
termined if there will be any treatment given (beyond safety 
considerations) or if the staff will only observe the client and 
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 PART 2  Resources for Additional 
Information

Visit thePoint (http://thePoint.lww.com/Schultz9e) for a 
list of these and other helpful Internet resources.

Agency for Healthcare Research and Quality

American Association for Geriatric Psychiatry
American Counseling Association
American Psychiatric Association
American Psychiatric Nurses Association
American Psychological Association
American Red Cross

Information Center
-

tion

-
tion

International Critical Incident Stress Foundation

-
cine

National Guideline Clearinghouse

National Institute on Aging
-

zations

-
logical Nursing Interventions Research Center

http://thePoint.lww.com/Schultz9e
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The Manual of Psychiatric Nursing Care Plans is intended 
as a resource in planning for each client’s care. Because each 
client is a person with a unique background and a particular 
set of behaviors, problems, strengths, needs, and goals, each 
client needs an individual plan of nursing care. The care plans 
that follow provide information concerning clients’ behaviors 
and suggestions regarding nursing care, including nursing di-
agnoses, that are most likely to be used in writing an indi-
vidual client’s care plan.

For each diagnosis addressed in the following care plans, 
suggestions are given for the following:

or problems addressed in the care plan.

achieved before discharge from an acute care setting); and 

stable with the support of the community). Immediate 

only; actual time frames need to be determined by the 
nurse as he or she performs nursing assessment and ongo-
ing evaluation of care.

nursing diagnosis, to be selected for implementation as 
appropriate for a given client’s situation. Care plans may 
contain more interventions than needed for a particular 
client’s situation or alternative approaches; alternatively, 
the individual client’s plan of care may need additional 
interventions as is developed.

tool to help in understanding the intervention and as an 
aid in selecting the appropriate interventions for an indi-
vidual care plan.

Because of individual differences and because the care plans 
in this Manual
to psychiatric diagnoses), a plan from this Manual should 
not be copied verbatim for an individual client’s plan of care. 
Some care plans contain seemingly contradictory problems 
that call for different approaches or suggest different pos-

plans in the Manual are intended as resources from which 
to glean appropriate information and suggestions for use in 
each client’s case.

This Manual focuses primarily on the client’s behavior, 
which enables the nurse to plan care using nursing diagno-
ses formulated on the basis of nursing assessment, rather than 

depending on a psychiatric diagnosis, or in the absence of a 
speci!ed psychiatric diagnosis. This is important for several 
reasons: not all clients with emotional problems are found in 
psychiatric settings or carry a psychiatric diagnosis; psychi-
atric diagnoses are not always immediately determined; and 
most important, good nursing care must involve seeing the cli-
ent holistically, using a nursing framework, rather than solely 
in terms of a psychiatric diagnosis.

The nursing process includes assessment, formulation 

-
pected outcomes, establishment of a timetable to evaluate 
all parts of the process, and revision of each step when ap-

is speci!c to the person—it must be determined for each cli-
ent. The sections included in each plan in this Manual are 
intended to be used as resources and references; in planning 
care for a client, the nurse must select appropriate items from 
these care plans or use them as a framework from which to 
write others more appropriate for the individual client and 
then supply timing, evaluation, and revision speci!c to the 
situation.

in each of the care plans in the Manual:

-
tion about the diagnosis, behaviors, or problems addressed 
in the care plan. This information may include a basic 

epidemiology, course of the disorder, and general inter-
ventions.
Nursing Diagnoses: The nursing diagnoses most likely to 

the behaviors or problems to be addressed in the care plan 
are presented, followed by a list of other nursing diagno-
ses addressed elsewhere in the Manual that may be useful 
in planning care for some clients with these behaviors or 

all nursing diagnoses that may be generated; rather, the 
diagnoses presented address problems that commonly oc-
cur and are to be used as guides in formulating diagnoses 
appropriate for individual clients.

For each nursing diagnosis addressed in the care plan, the 
following elements of care planning are given:

Assessment Data: Information likely to be assessed with 
regard to the client’s appearance, behavior, and situation.



Expected Outcomes: Outcomes or outcome criteria that 
the nurse and the client may identify as a focus for nurs-
ing care, for the client’s progress, and for evaluating the 
effectiveness of the care plan. The outcome criteria, or 
goals, are written in terms of the client’s behavior. The 
nurse should write these outcomes in very speci!c terms 
so that they can be used as a basis for evaluation and revi-
sion. Deadlines or other timing criteria need to be includ-
ed in the individual client’s care plan for each outcome. 

of interaction, speci!c people or types of people involved 

“The client will talk with a staff member about loss for 

Implementation (Nursing Interventions and Rationale): 
This section presents choices and alternatives that the 

called nursing orders or nursing prescriptions, are given as 

speci!c practical suggestions, and, often, details are given 
for more than one approach so that care can be tailored to 
individual differences within a given behavior or problem. 

-
ment team and they collaborate in providing care and sup-
porting common goals, outcomes, and interventions with 
other health professionals, the client, and the client’s sig-

collaborative in nature are indicated by an asterisk. When 
writing interventions for an individual’s care plan, the 

-
portant part of the nursing process, although it is seldom 
written out in an individual client’s care plan. It has been 
included in this Manual as a means of communicating the 
principles on which the suggested interventions are based 
and to show that nursing interventions are to be written 

of nursing knowledge, rationale for nursing interventions 
will become more distinct and speci!c.
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The !rst two care plans in this section should be used in every client’s care because they 
address two of the most important facets of treatment: establishing the therapeutic relation-
ship and planning for the client’s independence from treatment. For work with any client 
to be most effective, it must be soundly based in a trusting relationship. The client and the 
nurse must see each other and their work as valuable, strive toward mutually agreed-on 

-
tionship. Discharge planning should begin immediately when therapy begins, providing a 
focus for goals and an orientation toward as much independence as possible for the client. 
Discussing discharge plans with the client from the outset will help minimize the client’s 
fears of discharge and will facilitate goal identi!cation and an active role for the client in 

optimum level of functioning, the quality of the client’s home situation and relationships 
with signi!cant others, and the need for client teaching throughout nursing care planning 
and implementation.

-
ni!cant others may lack knowledge or understanding of their condition, treatment, safe use 
of medications, and other care-related needs. Clients who are unable or unwilling to adhere 
to their treatment plans, regardless of their primary problems or behaviors, are addressed in 

may be appropriate for use in clients with any of the behaviors addressed elsewhere in the 
Manual.

Many times clients are cared for at home by a family member, partner, or friend. Care-
givers often undertake the care of a client with little preparation or knowledge and with 

the considerations related to caregiving and the needs of caregivers. Using it will help the 
nurse in planning care for the client after discharge and in addressing the needs of caregivers 
to ensure continued success.

General Care Plans

S E C T I O N  O N E

37



38

The nurse–client relationship is an interpersonal process in which mutual learning occurs and 
in which the nurse supports the client’s growth in insight and changing behavior. The therapeu-
tic relationship is built on trust between the nurse and the client, and, in contrast to personal or 

time limited and focused on the client in terms of learning, meeting needs, and growing. The 
nurse is responsible for facilitating and guiding the relationship to achieve these goals.

Phases of the Relationship

-
ual and is not always clearly delineated. These phases are as follows:

1. Introductory or orientation phase. This phase is the foundation of the relationship. The 
nurse becomes acquainted with the client and begins to establish rapport and mutual trust. 

Testing phase. The nurse’s truthfulness, sincerity, and reliability are tested in this phase. 
The client may say or do things to shock the nurse to see if he or she will reject the client. 
The client may become manipulative in an attempt to discover the limits of the relation-
ship or test the nurse’s sincerity and dependability. The client’s attitude and behavior may 

opportunity for the nurse to demonstrate respect, consistency, and effective limit setting.
3. Working phase. Transition to this phase is accompanied by the client’s willingness to 

assume a more active role in the relationship. This usually is the longest phase of a trust 
relationship and the most overtly productive. The client begins to trust the nurse and starts 
to focus on problems or behaviors that need to be changed. During times of frustration, 
the client may revert to testing behaviors. The nurse should anticipate this and avoid be-
coming discouraged or giving up on the relationship.
Termination phase. This phase provides closure to the relationship. Ideally, planning for 
termination of the relationship begins during the orientation phase or as soon as the client 

the client to return home, to the community, or to a more permanent placement can be 

agency) for unanticipated reasons, termination is less organized and usually more dif!cult. 
In that situation, it is important to try to talk with the client, even brie"y, to achieve some 
closure to the relationship.

General Interventions
The nurse needs to be aware of a number of factors as he or she begins a relationship with a 
new client, including the client’s presenting problems and relationship behavior, the client’s 

-
ground and its implications for the client’s perceptions of and participation in a therapeutic 
relationship. Many clients are unaware of the characteristics of a therapeutic relationship, and 
the nurse may need to help the client learn to participate to the greatest bene!t.

NURSING DIAGNOSIS ADDRESSED IN THIS CARE PLAN
Impaired Social Interaction

Building a Trust Relationship

C A R E  P L A N  1
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RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Ineffective Coping

Impaired Social Interaction

 Dif!culty trusting others
 Dif!culties in relationships with signi!cant others
 Dif!culties with others in school or work environment
 Discomfort in social or interactive situations

Nursing Diagnosis

The client will

 Demonstrate the ability to interact with staff and other clients within the therapeutic milieu 

The client will

the therapeutic relationship
 Identify relationships and resources outside the hospital environment to be used as support 
system

 Terminate the nurse–client relationship successfully

The client will

 Use community support system successfully

Immediate

Stabilization

Community

Nursing Interventions *denotes collaborative interventions

Introduce yourself to the client. Explain your role on the 
unit or within the treatment team.

Assess the client’s behavior, attitudes, problems, and 
needs.

Obtain the client’s perception of his or her problems and 
what the client expects to gain from the relationship or 
hospitalization.

Make your expectations for the relationship clear to the 
client.

Be honest in all interactions with the client. Avoid gloss-
ing over any unpleasant topics or circumstances. Take a 

(continued on page 40)

Rationale

An introduction and explanation will help the client  
know what to expect from you, other staff, and the 
 hospitalization.

Baseline data are essential for developing a plan of nursing 
care.

The client’s actions are based on his or her perceptions, 
which may or may not be the same as other people’s per-
ceptions or objective reality.

Defining your expectations helps the client identify his or 
her role and understand what is expected of him or her.

Honesty is essential if a trusting relationship is to develop. 
You are not doing the client a favor by avoiding unpleasant 
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 matter-of-fact approach to such problems as commitment, 
legal difficulties, and so forth.

Let the client know that you will work with him or her for a 
specified period of time and that the relationship will end 
when the client is no longer in treatment.

Show the client you accept him or her as a person by 
initiating interactions, remaining with the client in silence, 
using active listening, and so forth.

Encourage the client to interact with other staff and clients. 
Avoid becoming the only one the client can talk to about 
his or her feelings and problems.

Let the client know that pertinent information will be 
communicated to other staff members. Do not promise to 
keep secrets (e.g., from other staff) as a way of obtaining 
information from the client.

Be consistent with the client at all times.

Set and maintain limits on the client’s “negative” or unac-
ceptable behavior; withdraw your attention from the client 
if necessary when it is safe to do so.

Do not allow the client to bargain to obtain special favors, 
avoid responsibilities, gain privileges, or otherwise subvert 
limits.

Give attention and positive feedback for acceptable or posi-
tive behavior.

When limiting the client’s behaviors, offer acceptable 
alternatives (e.g., “Don’t try to hit someone when you’re 
angry—try punching your pillow instead.”). See “Key Con-
siderations in Mental Health Nursing: Limit-Setting.”

Establish a regular schedule for interacting with the client 
(such as 1 hour each day or 10 minutes every hour), what-
ever fits your schedule and the client is able to tolerate.

At the beginning of your interaction with the client, inform 
him or her of how much time you have to spend. If you 
must interrupt the interaction, tell the client when you 
expect to return.

Do whatever you say you will do, and, conversely, do not 
make promises you cannot keep. If extenuating circum-
stances prevent you from following through, apologize and 
honestly explain this to the client. Expect the client to be 
disappointed or angry; help him or her to express these feel-
ings appropriately, and give support for doing so.

Teach the client social skills. Describe and demonstrate 
specific skills, such as eye contact, attentive listening, 
nodding, and so forth. Discuss the types of topics that are 
appropriate for social conversation, such as the weather, 
news, local events, and so forth.

areas; the client will need to deal with these problems.  
You show that you are trustworthy by discussing these  
issues without judging or rejecting the client.

Explaining the time limitations helps to set the limits of the 
professional relationship. It also conveys your positive ex-
pectation that the client will improve and leave the hospital.

Conveying acceptance can help the client feel worthwhile. 
It is possible to accept the client yet not accept “negative” 
or undesirable behaviors.

Becoming the sole confidant of the client may seem flatter-
ing, but it may be manipulative on the part of the client, and  
it inhibits the client’s ability to form relationships with others.

A promise of keeping secrets is not one you can keep.  
The client has a right to know how information is 
 communicated and used in his or her treatment.

Your consistency demonstrates that you are trustworthy, 
and it reinforces limits.

Lack of attention can help extinguish unacceptable behavior. 
The client’s safety and the safety of others are priorities.

Allowing bargaining permits the client to be manipulative 
and undermines limits and trust.

Desirable behaviors increase when they are positively 
reinforced.

By offering alternative ways to express feelings, you teach 
 acceptable as well as unacceptable behavior. The client 
is more likely to abandon old behaviors if new ones are 
 available.

Regular schedules provide consistency, which enhances 
trust. The client also can see that your interest in him or  
her continues.

Discussing your schedule conveys your respect for the  
client and lets the client know what to expect from you.

The client must know what to expect and will trust you 
more when you follow through. Extenuating circumstances 
that necessitate a change of plans happen in everyday life; 
the client has the opportunity to deal with the frustration or 
disappointment that may ensue in an acceptable manner.

The client may never have learned basic social skills and 
how to use them appropriately.

Nursing Interventions *denotes collaborative interventions Rationale
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Help the client identify and implement ways of expressing 
emotions and communicating with others.

Assist the client in identifying personal behaviors or 
problem areas in his or her life situation that interfere with 
relationships or interactions with others.

Teach the client a step-by-step approach to solving 
 problems: identifying the problem, exploring alternatives, 
 evaluating the possible consequences of the alternative 
 solutions, making a decision, and implementing the solution.

Assist the client in identifying more effective methods of 
dealing with stress. Teach the client basic stress manage-
ment techniques, such as conscious breathing and relax-
ation, moderate physical activity, and so forth.

Anticipate the client’s anxiety or insecurity about being 
discharged from the hospital and terminating the thera-
peutic relationship, including the possibility that the client 
may revert to manipulative behavior or his or her presenting 
problem behavior as termination approaches. Remember: 
The termination phase of the therapeutic relationship should 
begin in the introductory or orientation phase and should be 
reinforced as a goal and as a positive outcome throughout 
the entire therapeutic relationship.

Point out to the client that his or her success in relation-
ships in the hospital can serve as learning experiences 
to be used in establishing and maintaining other types of 
relationships after discharge.

*Assist the client in identifying sources of support outside 
the hospital, including agencies or individuals in the com-
munity and on the Internet, if appropriate, as well as signifi-
cant others in his or her personal life.
*Assist the client in making plans for discharge (returning 
home, employment, and so on). See Care Plan 2: Dis-
charge Planning.

The client’s ability to identify and express feelings and to 
communicate with others is impaired.

The client must identify what behaviors or problems need 
modification before change can occur.

The client may be unaware of a logical process for  
examining and resolving problems.

The client may be dealing with stress in the most  
effective way he or she can and may need to learn new 
skills and behaviors.

Once the client is comfortable in the relationship, you  
may expect that he or she will perceive the end of the  
relationship as threatening and the beginning of other rela-
tionships as entailing risk. In addition, the termination of the 
relationship is a loss for the client (and for the staff).

The client may not be aware of the steps in building  
relationships; you can help the client learn about relation-
ships and build social skills by using the client’s current 
relationships and interactions as examples. Recognizing  
the client’s successes can help build confidence.

Community support may help the client deal with future 
stress and avoid hospitalization.

Making specific discharge plans enhances the client’s 
chances for success in the community.

Nursing Interventions *denotes collaborative interventions Rationale
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Discharge planning is a process that should begin on the client’s admission to the treatment 

underlie the client’s plan of care throughout a hospital stay in recognition of the temporary 
nature of hospitalization.

When a client has been in an inpatient setting, discharge from that setting does not neces-
sarily mean that no further assistance is needed. It is important to assess the client’s need for 

activities or programs, or an agency-based outpatient or partial hospitalization program. When 
clients are discharged from the hospital with signi!cant needs, it is particularly important to 
provide thorough discharge planning and emotional support to enhance the client’s likelihood 
of successful transition to the community.

Discharge planning is a dynamic process and must undergo evaluation and change through-
out the client’s care. If the client needs continued care, the following alternatives may need to 
be evaluated:

 Transfer to another hospital or institution
 Discharge to a sheltered or transitional setting
 Discharge with other supportive services in the community

The basic goal related to discharge from any treatment setting is that the client will reach his 
or her optimal level of wellness and independence. Such an approach will encourage goal-
oriented planning and discourage the client and the staff from seeing hospitalization as an end 
in itself or a panacea. The client should work with the staff as soon as possible to develop an 
ongoing plan of care that is oriented toward discharge. In assessing the client with regard to 
discharge plans, it is important to obtain the following information:

 The client’s ability to function independently before hospitalization
 The client’s home environment
 The type of situation to which the client will be discharged
 The client’s optimal level of functioning outside the hospital
 The client’s own support system outside the hospital
 The client’s need for follow-up care, including frequency, type, location, or speci!c thera-

pist or program

It also is important to assess the client’s feelings about hospitalization and discharge and the 
client’s motivations to remain hospitalized or in treatment, to be discharged, and to change his 
or her former situation to prevent readmission. The nurse should remain aware of any second-
ary gains the client obtains from being hospitalized or in treatment.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Impaired Home Maintenance

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Ineffective Coping
Ineffective Health Maintenance

Discharge Planning

C A R E  P L A N  2
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Impaired Home Maintenance
Inability to independently maintain a safe growth-promoting immediate environment.

 Dependence on hospital or treatment team

 Inadequate support system
 Inadequate !nancial resources
 Disorganized or dysfunctional living environment

Nursing Diagnosis

The client will

-
tion, and physical care, if needed)

 Meeting emotional needs through signi!cant relationships, social activities, a general sup-
port system, and so forth

 Dealing with stress or problems

limitations, etc.)

The client will

 Verbally identify and contact resource people in the community for various needs
 Identify needed services or resources to use after discharge

The client will

 Implement plans to maintain community functioning

Immediate

Stabilization

Community

Nursing Interventions *denotes collaborative interventions

On admission, ask the client about his or her expectations 
for hospitalization and plans for discharge. Attempt to keep 
discharge plans as a focus for discussion throughout the 
client’s hospitalization.

Encourage the client to identify his or her goals and expec-
tations after discharge.

Help the client assess personal needs for specificity and 
structure. If it is indicated, assist the client in making a time 
schedule or other structure for activities (work, study, recre-
ation, solitude, social activities, and significant relationships).

Use role-playing and setting up hypothetical situations with 
the client when discussing discharge plans.

(continued on page 44)

Rationale

Discussing discharge plans will reinforce the idea that the 
client’s hospitalization is temporary and that discharge is 
the eventual goal.

Focusing on the client’s life outside the hospital may help 
to diminish fears of discharge.

The client may be overwhelmed by the lack of structure in 
the home environment after a stay in an institution, which 
often is very structured and in which the client’s choices 
and need for decision making are limited.

Anticipatory guidance can be effective in preparing the 
client for future situations. Role-playing and hypothetical 
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Teach the client about his or her illness, medications (ac-
tion, toxic symptoms, and side effects), nutrition, exercise, 
and medical conditions requiring physical care, if needed.

Talk with the client regarding medication or other treatment 
schedules and reasons for continuing therapy. Attempt to 
involve the client in treatment decisions, especially regard-
ing therapies after discharge.

Talk with the client about ways to meet personal needs af-
ter discharge (e.g., obtaining food, money, shelter, clothing, 
transportation, and a job).
*Assess the client’s skills related to meeting the above 
needs (e.g., using a telephone and directory, managing a 
checkbook and bank accounts, contacting other community 
resources, arranging job interviews). Work with the client 
and obtain help from other disciplines if indicated, such 
as vocational rehabilitation, therapeutic education, and so 
forth.
*Before discharge, encourage the client to make arrange-
ments as independently as possible (e.g., find housing, 
open bank accounts, obtain a job). Give support for these 
activities. Work with other members of the treatment team 
to identify resources if additional assistance is needed.

Encourage the client to continue working toward goals that 
have been identified but not yet realized (e.g., obtaining 
a high school diploma or graduate equivalent, vocational 
plans, divorce). Give positive support for goal identification 
and work that has begun.

If the client is transferring to another facility, give the client 
factual feedback regarding his or her progress, and discuss 
the need for further treatment. Point out the reasons for 
the transfer, if possible, such as the need for longer-term 
or another type of care, different treatment structure, or 
another location. Involve the client in the decision-making 
process and offer the client choices as much as possible.

Stress that transfer to another care setting is not a 
 punishment.
*Attempt to give the client information about this new envi-
ronment; arrange a visit before the transfer, if possible, or 
provide the name of a contact person at the new facility.

situations allow the client to practice new behaviors in a 
nonthreatening environment and to receive feedback on 
new skills.

The client needs health information to participate effective-
ly in his or her own care and to achieve independence and 
optimal health outside the hospital.

The client’s participation in decisions may increase his or 
her motivation to continue therapies.

The client may need direction or assistance in making 
these plans.

The client may lack daily living skills and may need to de-
velop and practice them before discharge.

The client will be leaving the support of the hospital and 
staff and needs to be as independent as possible.

The client is leaving a supportive environment and may 
need encouragement to continue working toward goals 
outside the hospital.

It is important that the client understand the reasons for 
continued treatment, transfer decisions, and so forth, as 
much as possible. Giving the client choices or input will 
help diminish feelings of helplessness and frustration.

The client may see the need for continued care as a failure 
on his or her part.

Information about the new environment will help diminish 
the client’s anxiety.

Nursing Interventions *denotes collaborative interventions Rationale
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Anxiety

source often nonspeci!c or unknown to the individual); a feeling of apprehension caused by 
anticipation of danger. It is an alerting signal that warns of impending danger and enables 
the individual to take measures to deal with threat.

 Verbalized nervousness, apprehension
 Fear of failure
 Withdrawn behavior

Nursing Diagnosis

The client will

The client will

-
strate the problem-solving process, discuss feelings with staff rather than acting out hostile 
behavior)

-
ation

 Terminate staff–client relationships

The client will

 Solve problems and make decisions independently

Immediate

Stabilization

Community

Nursing Interventions *denotes collaborative interventions

Help the client identify factors in his or her life that have 
contributed to need for treatment (e.g., living situation, 
relationships, drug or alcohol use, inadequate coping 
mechanisms). Discuss each contributing factor, how the 
client sees these now, what can be changed, what the 
client is motivated to change, and how the client will deal 
differently with these things to prevent rehospitalization.

Always orient discussions with the client toward his or her 
eventual discharge.

Support the client and give positive feedback when the cli-
ent plans for discharge or talks positively about discharge.

(continued on page 46)

Rationale

The client’s therapy and work inside the hospital must be 
integrated with his or her life outside the hospital to remain 
effective. Outside influences or situations may need to be 
changed to promote the client’s well-being. Anticipatory  
guidance can be effective in helping the client prepare for 
future situations.

Providing a focus on discharge will minimize the client’s 
focusing only on the hospitalization and will promote the 
client’s acceptance of discharge plans as discharge nears.

Your support for the client’s active progress toward and 
acceptance of discharge may enhance the client’s positive 
anticipation of discharge.
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Encourage the client to view discharge as a positive step 
or sign of growth, not as being forced to leave the hospital. 
Try to convey this in your attitude toward the client.

Encourage the client to express feelings about leaving the 
hospital, including anticipated problems, fears, and ways to 
deal with the outside world.

Encourage the client to express his or her feelings regard-
ing termination of therapeutic relationships and the loss of 
hospitalization.

*Use formal and informal group settings for discussions. 
A discharge group that includes all clients who are near 
discharge may be helpful.

Talk with the client about the feelings he or she may ex-
perience after discharge (such as loneliness) and how the 
client will deal with those feelings.
*Give the client a telephone number and name (if possible) 
to call in case of a crisis or situation in which the client 
feels overwhelmed.

Deliberately terminate your relationship with the client, 
and talk with him or her about this. Acknowledge and deal 
with your own feelings about the client and the client’s 
discharge before talking with the client; try not to merely 
withdraw attention from or avoid the client because he or 
she will be leaving.
*Do not encourage the client’s dependence on the staff 
members or hospital by suggesting the client pay casual 
visits to the unit or by giving the client home addresses or 
telephone numbers of staff members. It may be neces-
sary to establish a policy that clients may not visit the unit 
socially after being discharged.

The client may see discharge as punishment or rejection. 
Your conveyance of the client’s discharge and independence 
as positive may help the client view discharge in a more 
positive light.

The client may be fearful of being outside a structured,  
supportive environment; may fear a return of symptoms;  
or may be anxious about dealing with significant others,  
his or her job, and so forth.

Discharge from the safety, security, and structure of the 
hospital environment represents a real loss to the client 
for which grief is an expected and appropriate response. 
Encouraging the client to work through his or her feelings 
regarding this loss will foster acceptance and growth.

Groups allow clients to offer support for the feelings of oth-
ers in similar situations, and they provide a nonthreatening 
environment in which to explore new behaviors.

Identifying feelings and exploring ways to deal with them 
can help diminish the client’s fears and help the client  
learn effective ways of coping with them.

Tangible information can help decrease the client’s fears 
and prepare for dealing with crises in ways other than 
returning to the hospital.

Your relationship with the client is a professional one and 
must be terminated at the time hospitalization ends. The 
client needs to develop and maintain optimal independence. 
Your own feelings of discomfort or loss must not prevent 
you from helping the client acknowledge and work through 
termination of the relationship.

It is not desirable or therapeutic for clients to become 
friends with staff members or to engage in social relation-
ships with them after discharge.

Nursing Interventions *denotes collaborative interventions Rationale
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De!cient knowledge, or the lack of speci!c information, in the client or signi!cant others 

care plan has been included in the Manual to address the situation in which the client or the 
signi!cant others lack the information necessary to regain, maintain, or improve health. Many 
nursing and other health care organizations have mandated client teaching as a basic part of 
the rights of all clients to health care.

diagnosis, or health state; treatment plan or regimen; safe use of medications, self-care needs, 
social skills, problem solving, or other general daily living activities; prevention of future 

wide range of factors, including cognitive or skill de!cits, cultural factors, physical limita-
tions, or psychiatric problems such as denial of problems, lack of motivation, or feelings of 
being overwhelmed.

and the ability of the client and his or her signi!cant others to learn and promoting the integra-

Speci!c techniques regarding assessment, content areas, and methods of client teaching 

this Manual. In creating a client’s individual care plan, the nurse can integrate the information 
included here into the nursing diagnoses most appropriate to that client’s care, as the nursing 
interventions for virtually all nursing diagnoses can include teaching the client and his or her 
signi!cant others.

NURSING DIAGNOSIS ADDRESSED IN THIS CARE PLAN

Deficient Knowledge

C A R E  P L A N  3
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Note: The following steps of the nursing process are written in terms of the 
client but may be equally or more appropriate for the client’s signi!cant 
others and caregivers.

Deficient Knowledge (Specify)

 Verbalization of knowledge de!cit or need for learning
 Incorrect or inadequate demonstration of self-care skills
 Incorrect verbal feedback regarding self-care information
 Inappropriate behavior related to self-care

Nursing Diagnosis

The client will

The client will

and vocational skills)

 services and support groups)

The client will

 Meet own self-care needs independently
 Use community resources to meet own needs

Immediate

Stabilization

Community

Nursing Interventions *denotes collaborative interventions

Assess the client’s current level of knowledge, misconcep-
tions, ability to learn, readiness to learn, knowledge needs, 
level of anxiety, and perceptions of greatest needs and 
priorities.

Provide information and teach skills as appropriate to the 
specific knowledge deficit. In the individual care plan, 
write a formal teaching plan with specific information, 
techniques, timing, and outcome criteria appropriate to the 

Rationale

To be effective in meeting the client’s needs, your teach-
ing plan must be based on an accurate assessment of the 
client’s knowledge deficit and ability to learn. In addition, 
if the client is anxious, his or her ability to learn will be 
impaired until the level of anxiety decreases. Interventions 
will be most effective if you focus first on meeting the cli-
ent’s perceived needs and priorities, and then progress to 
other necessary teaching.

Different clients may have very different learning needs, 
abilities, and situations. It is just as important to individualize 
a client’s teaching plan as it is to write an individual  nursing 
care plan for each client. A written, formal teaching plan will 



Deficient Knowledge       49

individual client (see “Key Considerations in Mental Health 
Nursing: Client Teaching”).

Provide written information or other supporting materials 
as appropriate.

Provide information in a matter-of-fact, nonjudgmental, 
reassuring manner.

Provide information at a pace at which the client can learn 
effectively. Do not try to teach all necessary information 
at one time. Use as many teaching sessions as the client 
needs to learn, if at all possible.

Ask the client to verbalize or demonstrate understanding of 
the information or skill. Ask the client directly if he or she 
has any questions; assure the client that asking questions 
or asking for clarification is an important part of the learning 
process. Allow the client sufficient time to formulate and 
ask questions.

Give the client positive feedback for asking questions, ver-
balizing information, demonstrating skills, and otherwise 
participating in the teaching–learning process.

Document teaching, the client’s response to teaching, and 
indications of understanding verbalized or demonstrated by 
the client.

Repeat your assessment of the client’s learning and 
understanding at another time (i.e., after the instructional 
episode) before the client’s discharge.

If possible, allow and encourage the client to assume 
increasing responsibility in performing his or her own self-
care before discharge.

help ensure consistency among nursing staff and a method 
of evaluating progress.

Informational materials or sample products support and 
reinforce learning and recall, especially after the client is 
discharged.

Information concerning psychiatric problems or illnesses 
can be threatening or have negative connotations to a 
client, especially in some cultures. The client may have 
 misconceptions or internalized judgment, humiliation, 
shame, and so forth, related to his or her behaviors, experi-
ences, or psychiatric diagnoses. Conveying information in 
a nonjudgmental manner can reassure the client and help 
with his or her acceptance of the condition or situation.

The client’s ability to learn may be impaired.

The client may feel inadequate or intimidated in a learning 
situation and may indicate understanding (e.g., by nodding 
his or her head or answering “yes” to the question, “Do 
you understand?”) when he or she actually does not under-
stand or has not learned the information or skill. Adequate 
assessment of learning requires verbalization or active 
demonstration of learning.

Recognition and positive support will reinforce the client’s 
efforts and encourage further participation.

It is important to document teaching and learning both 
for successful implementation of the teaching plan and to 
protect the nurse from later claims that such teaching and 
learning did not occur.

Repeated assessment of learning is essential to ensure 
that the client has retained the information.

Learning is most effective when the client actually practic-
es and integrates new information and skills. Encouraging 
the client to integrate and demonstrate new information 
and skills in a protected environment allows the client to 
ask questions, clarify understanding, and build confidence 
in his or her self-care abilities.

Nursing Interventions *denotes collaborative interventions Rationale



50

-
enon in health care. In this care plan, two approaches to nonadherent behavior are presented. 

clients who refuse to comply or who make a speci!c decision to be noncompliant. The second 
approach uses the nursing diagnosis “Ineffective Self-Health Management” for the client who 
is unable to follow the therapeutic regimen.

Initially, neither the nurse nor the client may be aware of the reasons for noncompliance. 

the client is unable or unwilling to follow his or her treatment regimen and to assist the client 

Psychologic factors, including lack of knowledge; clients’ attitudes, values, and beliefs; 

Environmental and social factors, including lack of support system, !nances, transportation, 
and housing, and other problems that may distract from health needs

Characteristics of the regimen, such as not enough bene!t perceived by the client, demands 
too much change from the client, too dif!cult or complicated, distressing side effects, 
leads to social isolation or stigma

Characteristics of the nurse–client (or other health care personnel) relationship, such as 
faulty communication in which the client perceives the nurse as cold, uncaring, or au-
thoritative; the client feels discouraged or treated as an object; or the client and the nurse 
are engaged in a struggle for control

It is estimated that up to 50% of all clients fail to follow their prescribed regimen correctly. 
These clients are often able to verbalize their understanding of the therapeutic regimen, but 

regarding prescribed medications is a signi!cant problem that often leads to rehospitalization. 

medications, taking a larger or smaller dose than prescribed, erratic or sporadic ingestion of 
the medication, or taking the medication of others.

Working with the noncompliant client can be frustrating. The nurse may feel angry or 
impatient when the client fails to follow the prescribed regimen, which can damage the thera-
peutic relationship. It is important for the nurse to recognize and deal with his or her own 
feelings regarding the client’s noncompliant behavior to remain effective in the nurse–client 

therapeutic regimen.
If the client is willing but unable to follow his or her regimen, it is important to assess 

the causes of his or her inability to adequately care for himself or herself. These factors may 
-

tions, !nancial or other resources, relationships with signi!cant others, living situation, and 
so forth. Using this information, the nurse can collaborate with the interdisciplinary team to 
make changes to the regimen or identify ways to impact other aspects of the client’s situation 
to enhance his or her ability to provide self-care.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN

Ineffective Self-Health Management

Nonadherence

C A R E  P L A N  4
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Noncompliance
Behavior of a person and/or caregiver that fails to coincide with a health-promoting or 

care professional. In the presence of an agreed-on, health-promoting, or therapeutic plan, 
person’s or caregiver’s behavior is fully or partially nonadherent and may lead to clinically 
ineffective or partially ineffective outcomes.

 Objective tests indicating noncompliance, such as low neuroleptic blood levels
 Statements from the client or signi!cant others describing noncompliant behavior

 Failure to keep appointments
 Failure to follow through with referrals

Nursing Diagnosis

The client will

The client will

 Verbalize acceptance of illness

 medication)

The client will

 Inform care provider of need for changes in therapeutic recommendations

Immediate

Stabilization

Community

Nursing Interventions *denotes collaborative interventions

Observe the client closely to ensure that medications are 
ingested. Remain with the client long enough to see that 
the medication was swallowed.

Explain the need for medications honestly and directly. Give 
the client full explanations (e.g., “This is an antidepressant 
to improve your mood so you’ll feel less suicidal”).

Help the client to draw a connection between noncompli-
ance and the exacerbation of symptoms.

Encourage the client to express his or her feelings about 
having a chronic illness and the continued need for 
 medication.

(continued on page 52)

Rationale

The client must ingest medications because he or she is  
being evaluated for the drug’s effectiveness, side effects, or 
any problems associated with the prescribed medication.

Honest and complete explanations foster trust. The cli-
ent may be more likely to comply if he or she feels fully 
informed.

The client may not have made this connection previously. 
The client is more likely to comply if he or she can see the 
benefits of compliance.

The client may be hesitant to express feelings, especially 
negative ones, without explicit permission from the nurse. 
Discussing feelings about chronic illness and the continued 
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Ineffective Self-Health Management

of illness and its sequelae that is unsatisfactory for meeting speci!c health goals.

 Verbalized desire to comply with therapeutic regimen

levels outside therapeutic range

Nursing Diagnosis

If the client expresses feelings of being stigmatized (i.e., 
being observed taking medications by friends or cowork-
ers), assist the client to arrange dosage schedules so that 
he or she can take medications unobserved.

If the client has stopped taking medications when he or 
she “feels better,” discuss the role of the medication in 
keeping the client free of symptoms.

If the client is noncompliant because he or she feels 
“dependent” on the medication, assist the client to gain a 
sense of control over the medication regimen. This may in-
clude supervised self-administration of medication, select-
ing convenient and acceptable times to take the medica-
tion, or setting limits on essentials and allowing control of 
nonessentials (e.g., “You may take the medication before 
or after breakfast, but you must take it before 10:00 AM”).

If the client is experiencing distressing side effects, encour-
age him or her to report them rather than stopping medica-
tion entirely.

If the client still refuses to be compliant, encourage him or 
her to report this decision accurately. Remain matter-of-fact 
and nonjudgmental in your approach to the client when he 
or she is discussing this decision. Give positive feedback 
for honest reporting.

*Teach the client and the family or significant others about 
the client’s illness, treatment plan, medications, and so 
forth.

need for medication can be an initial step toward the client’s 
acceptance of his or her health status. The client may begin  
to see long-term medication as a positive way to remain  
more healthy rather than a negative indication of an illness.

Taking medications regularly in the presence of others  
may have elicited unwanted questions about the client’s 
illness, need for medications, and so forth.

Many people believe that people take medications when 
they are sick and should not have to take them when they 
are not sick or feel better. The client on long-term or main-
tenance therapy needs a different perspective to remain 
compliant.

Allowing the client to make choices or decisions about 
some aspects of the therapeutic regimen enhances a  
sense of personal control, thus decreasing feelings of  
helplessness and dependency.

A negotiated change of dosage or medication may  
alleviate side effects and eliminate noncompliance.

If the client perceives a greater reward for honesty than for 
strict compliance, he or she is more likely to report accurately. 
It is essential to have accurate information before decisions 
regarding changes in medication or dosages are made;  
therefore, it is necessary to know whether the client is  
taking the medication. If the client refuses to comply and 
subsequently experiences the return of symptoms or rehospi-
talization, you can use these data for future discussions about 
compliance.

The client and the significant others may have incomplete 
or inaccurate information that is contributing to the client’s 
noncompliance.

Nursing Interventions *denotes collaborative interventions Rationale



Nonadherence       53

 Dif!culty integrating therapeutic regimen into daily life

The client will

-

The client will

 Demonstrate skills or knowledge needed to ensure effective regimen management

The client will

 Follow through with discharge plans, including evaluation of adherence to and effective-
ness of therapeutic regimen

Immediate

Stabilization

Community

Nursing Interventions *denotes collaborative interventions

*Teach the client and the family or significant others about 
the client’s illness and therapeutic regimen.

Explore reasons for ineffective regimen management with 
the client. For example, can the client perform needed 
skills for compliance? Can the client afford the medication? 
Does he or she forget to take medicines? Does he or she 
forget that medicine was taken and repeat doses? Can the 
client find transportation to appointments to get refills or 
new prescriptions?

If the client does not have appropriate skills, teach him or 
her the skills required for effective management. Break 
skills into small steps, and proceed at a pace with which 
the client is comfortable. Give positive feedback for the 
client’s efforts and progress.

Do not limit skill teaching and evaluation of the client’s 
mastery of skills to one session. Evaluate the client on 
several occasions if necessary to determine confidence and 
mastery of the skill (see Care Plan 3: Deficient Knowledge).
*If the client cannot afford medicines, refer him or her to 
social services or discuss possible alternative, less expen-
sive medications with the physician.

If the client cannot remember to take medicines or forgets 
he or she has already taken medicines and repeats doses, 
set up a concrete system to eliminate this type of problem. 
For example, help the client make a chart on which the cli-
ent can cross off doses as they are taken, or use a pill box 
with separate compartments for each dose that the client 
can have filled at the pharmacy.

(continued on page 54)

Rationale

The client and significant others may have incomplete  
or inaccurate information about the client’s illness or thera-
peutic regimen.

Identifying barriers to effective management will  
determine the interventions needed.

The client must know the needed skills before he or she 
can become independent in performing them and remain 
compliant. Positive feedback will enhance the client’s  
confidence and thus will enhance chances for success.

The client may be able to perform the skill once adequately  
if it has just been demonstrated. That does not mean the  
client knows all he or she needs to know to comply  
at home.

The client may need financial assistance if that is the only 
barrier to compliance. A less expensive medication that 
would meet the client’s therapeutic needs may be available.

A concrete system for taking medicines eliminates the 
client’s problems with trying to remember dosages and 
schedules.
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*If the client is taking a medication that is available as a 
long-acting intramuscular preparation, such as fluphenazine 
(Prolixin) or haloperidol (Haldol), investigate the possibility 
of its use with the client and his or her physician.
*If the client has difficulty finding transportation to appoint-
ments or to the pharmacy for new prescriptions or refills, 
help the client identify resources in this area. If public 
transportation is available, teach the client the specific 
routes he or she will need to take and procedures neces-
sary to access public transportation (e.g., if exact change 
is required). If the client forgets appointments, arrange to 
have someone at the client’s clinic and call to remind him 
or her of the appointment.

If the client has areas of nonadherence other than medi-
cation, such as a prescribed or restricted diet, use the 
interventions described previously to resolve that area of 
noncompliance.

Many clients prefer receiving injections once every  
2 to 4 weeks to taking oral medications on a daily or more 
frequent basis.

Once a specific barrier has been identified, plans can be 
made to eliminate that barrier, resulting in the client’s  
compliance. The client may be able to order prescription  
refills by telephone or online and receive by mail, and may 
be able to use a reminder service through this type of 
provider.

Exploring reasons for noncompliance, teaching, validating 
needed skills, and arranging needed resources are effec-
tive methods of dealing with many types of nonadherent 
behavior.

Nursing Interventions *denotes collaborative interventions Rationale
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In the past, many clients with debilitating or terminal neurologic or psychiatric illnesses were 
placed in institutional facilities, particularly in the later stages of the illness, often because 
of inappropriate behaviors and inability to manage self-care. Today an increasing number of 
these individuals receive home care. This trend toward caring for family members at home is 
related to the high costs of institutional care, dissatisfaction with care in long-term settings, 
and rejection of some clients by institutions because of the nature of their illness or the be-
haviors that result from the illnesses. In addition, many clients and their families want to draw 

institutional setting. Because of their increasing role in health care, family caregivers require 
special attention and support from nurses. This care plan is designed to include the caregiver 
as a team member, identifying the special needs of the caregiver in this dual role of both pro-
viding and needing care.

The effect on the family unit of caring for a client is profound, and it has given rise to the 
phrase, caregiver’s syndrome. Family caregivers need an ongoing relationship with a knowl-
edgeable health professional in the community who can provide information, support, and 

-

The rise in the number of reported incidents of elder abuse or dependent adult abuse -
tional or physical abuse of an adult who is dependent on others for his or her care for !nan-
cial, physical, or mental health reasons) is a major cause for concern. Inadequate knowledge, 
meager !nancial resources, and inadequate training or support for caregivers are some of the 
factors thought to in"uence this alarming trend.

If home care is being considered following an inpatient stay, the caregiver must be involved 

care in a supportive environment and allows the nurse to assess the abilities and behaviors of 
the caregiver. The caregiver may show signs of emotional wear and tear, such as frustration, 
resentment, apathy, and inattention to personal needs. In a long-term home care situation, a 

I

include providing information, emotional support, and referrals for continued support in the 
community.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN

Social Isolation

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL

Insomnia

Supporting the Caregiver

C A R E  P L A N  5
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Caregiver Role Strain
Dif!culty in performing family/signi!cant other caregiver role.

 Change in role or responsibility

 Intermittent apathy toward the client

 client
 Inattention to own needs
 Fatigue

Nursing Diagnosis

The caregiver will

The caregiver will

 Identify community and agency resources for assistance, if indicated
 Verbalize knowledge of the client’s illness, care requirements, safe use of medications, and 
so forth

The caregiver will

 Demonstrate needed psychomotor skills independently
 Follow through with plans for support after discharge

Immediate

Stabilization

Community

Nursing Interventions *denotes collaborative interventions

*Teach the caregiver and other family members or sig-
nificant others about the client’s illness, treatment, and 
medications. Discuss a care plan for home use that clearly 
defines the client’s responsibilities and the caregiver’s 
responsibilities.
*Allow the caregiver to observe you working with the client 
during meals and other activities of daily living. Give the 
caregiver the rationale for the type and manner of assis-
tance you provide the client.
*Gradually increase the caregiver’s responsibility for meal-
times and other activities of daily living until he or she is 
ready for the primary role in each area.
*Help the caregiver identify potential hazards in the home.
*If the client requires constant supervision at home, help 
the caregiver plan to do daily chores, errands, and recre-
ational activities when someone else is available to stay 
with the client.

Rationale

Giving the caregiver(s) specific information will help clarify 
expectations of the client, caregiver(s), and others.

The caregiver can learn techniques by watching you and 
practicing them with supervision. Understanding the 
rationale for care techniques can enhance the caregiver’s 
success in providing effective care.

Gradual assumption of responsibility will enable the care-
giver to feel less overwhelmed and to move at his or her 
own pace, which will enhance success.

The home situation must be physically safe for the client.

The caregiver must be able to manage the home and do 
necessary chores. Also, the caregiver needs periods of 
relief from constant involvement with the client.
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Social Isolation
-

tive or threatening state.

Nursing Diagnosis

 Disinterest in previous hobbies or other pleasurable activities

 Feelings of helplessness
 Feelings of frustration

*Discuss the client’s safety needs with the caregiver. If 
possible, arrange a home care nurse visit to evaluate the 
home environment and make recommendations. Encour-
age the caregiver to remain aware of safety considerations 
as the client’s condition changes.
*Discourage the caregiver from making unnecessary 
changes in the client’s immediate environment. Encourage 
the development of a routine for the client’s activities at 
home. (This routine does not have to be strictly rigid, but it 
should have some structure.)
*Encourage structure in care, hygiene, sleep, and activity. 
Caution the caregiver to avoid letting the client sleep when-
ever he or she desires, such as all day.
*Ask the caregiver about the client’s previous bedtime rou-
tines, and encourage adherence to prior routines.

*Help the caregiver plan how to manage visitors at home 
(not too many in 1 day, preferably 1 or 2 people at a time, 
etc.).

*Remind the caregiver that the client’s memory may be 
very poor and that this is out of the client’s control.

*Remind the caregiver that the client is not a child. In fact, a 
child can be expected to learn to provide self-care indepen-
dently—the client may not be able to do so.
*Encourage the caregiver to discuss any feelings he or she 
may have about meeting the client’s personal needs.

*Encourage the caregiver to discuss feelings associated 
with role reversal. (“My mother used to help me dress 
when I was a child, and now I’m helping her get dressed.”)
*Assist the caregiver in identifying supportive resources in 
the community and on the Internet.

The client’s safety and the safety of others is a priority.  
The home environment may need to be altered for safety 
and the caregiver may need to learn to recognize the need 
for further changes or placing the client outside the home.

Familiar activities help the client to maintain reality  
orientation, which also helps the caregiver. The caregiver, 
however, needs to feel that some flexibility is acceptable  
so that he or she does not feel like a slave to the client  
and his or her routine.

An established regular routine also allows the caregiver  
to meet his or her own need to sleep at night, which is 
important for the caregiver’s health.

The client may be unable to provide this information.  
Replicating prior habits will enhance successful adherence 
in the future.

The client will be less confused and be able to enjoy  
visitors more if he or she is not too fatigued by too many 
people at once. Too much stimulation can increase confu-
sion or acting-out behavior.

Recognition of the client’s memory impairment can help the 
caregiver avoid the frustration of repeated explanations and 
avoid expecting the client to work harder to remember.

When seeing childlike behaviors (such as the inability to 
dress oneself), it is easy to begin treating the client like a 
child. This must be avoided to preserve the client’s dignity.

The caregiver may be repulsed or upset by the idea of an 
adult parent or family member needing help with bathing, 
dressing, and so forth.

It may be difficult for the caregiver to see a parent, spouse, 
or partner (on whom the caregiver used to depend) become 
dependent on the caregiver.

Resources can provide tangible support (e.g., respite care, 
meals, transportation) as well as emotional and informa-
tional support (e.g., caregiver Web sites).

Nursing Interventions *denotes collaborative interventions Rationale
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The caregiver will

 Verbalize plans to meet his or her own needs independent of the caregiving situation within 

-
actions with nursing staff

The caregiver will

-
ti!ed for services)

 Manage his or her own feelings regarding the client’s behavior

The caregiver will

 Implement plans to meet his or her own needs independent of the caregiving situation

 
physical activity)

Immediate

Stabilization

Community

 Failure to use available resources
 Inadequate or ineffective coping skills

Nursing Interventions *denotes collaborative interventions

*Encourage the caregiver to continue any activities in which 
the client can engage and feel successful and that the cli-
ent and caregiver enjoy.

*Remind the caregiver that inappropriate behaviors such as 
indiscriminate undressing and profanity are not within the 
client’s conscious control; they are part of the illness.

*Encourage the caregiver to discuss his or her feelings of 
embarrassment related to the client’s inappropriate social 
behavior.
*Role-play with the caregiver to help him or her have a 
short explanation to give visitors or others regarding the 
client’s behavior.

*Encourage the caregiver to plan time away from home 
regularly to meet his or her own needs. The caregiver 
should not wait until the client is better or until the care-
giver “can’t take any more.”

Encourage the caregiver to engage in regular physical activ-
ity, outside or inside the home.

Rationale

Enjoyable activities between the client and caregiver can 
enhance their relationship. Not all of the interactions be-
tween the client and the caregiver have to be centered on 
care and physical or emotional dependence.

Out of frustration, the caregiver may become angry with 
the client about his or her behavior. It is important that  
the caregiver make a distinction between the client and  
his or her behavior and deal with behaviors without punish-
ing the client. The caregiver can then express anger to 
others and not become angry with the client.

The caregiver can use you as a sounding board—he or she 
may not be able to share these feelings with the client or 
other family members.

If the caregiver practices what to say and how to prepare oth-
ers for the client’s behavior, he or she can alleviate some of  
the shock or discomfort experienced when the client displays 
such behavior. The caregiver is less likely to become isolated if 
feelings of guilt or embarrassment are minimized.

The caregiver needs to spend personal time away from  
the client regularly. Burnout can occur quickly if the care-
giver has no relief.

Physical activity will promote the caregiver’s health and 
well-being. Simple home exercise equipment or video 
resources (e.g., interactive video exercise programs) can  
be used when the caregiver is unable to leave the client. 
When possible, walking with a neighbor or friend provides 
both physical activity and social contact.
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*Teach the caregiver stress management principles and 
techniques.

*Refer the caregiver or family members to community or 
Internet resources as indicated by the client’s problems or 
the caregiver’s needs.

The caregiver may be unaware of effective stress 
 management techniques. Managing stress will enhance  
the caregiver’s well-being and ability to care for the client.

Community and Internet resources can offer support, 
information, and tangible help (e.g., respite care, meals, 
transportation).

Nursing Interventions *denotes collaborative interventions Rationale
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1. During an admission interview the nurse learns that the 
client hasn’t taken any medication for 3 weeks. Which of 
the following is the best initial response by the nurse?

a. Don’t you know your symptoms will return if you 
don’t take your medication?

b. Taking medication is a very important part of your 
treatment.

c. Tell me what was happening when you stopped taking 
medication.

d. Why would you stop taking your medication?

2. Which of the following is essential for successful dis-
charge planning?

a.

b. Client participation in planning

c. Follow-up medical appointments

d. Support of family for the plan

3. Which of the following behaviors by the nurse would 
undermine building a trust relationship?

a.

b. Being honest with the client at all times

c. Meeting with the client on a regular schedule

d. Setting limits on unacceptable behavior

4. Which of the following statements most likely indicates a 

a. “It’s dif!cult to see my mother’s health going down-
hill.”

b.

c. “Sometimes I need to get away from caring for my 
father.”

d. “Taking care of my son is a tremendous responsibility.”

SECTION 1 REVIEW QUESTIONS

SECTION 1 Recommended Readings

Care Management Journal, 11

International Journal of Mental Health Nursing, 19

-
tated discharge from a mental health service. Austral-
asian Psychiatry, 17

of an illness self-management group using wellness 
recovery action planning. Psychiatric Rehabilitation 
Journal, 34

 SECTION 1  Resources for Additional 
Information

of these and other helpful Internet resources.

Family Caregiver Alliance
National Center on Elder Abuse
National Family Caregivers Association

http://thePoint.lww.com/Schultz9e
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Community-Based Care

For many years, the majority of mental health care was provided in the hospital setting. 
Since the 1970s, many clients have been treated in less restrictive or community-based set-
tings. Although this trend has had many positive aspects, adequate funding for community 
programs as an alternative to inpatient care has not kept pace with the need. In addition, 
some clients with mental illness are reluctant to use community services, which adds to the 
number of people whose needs are not adequately met.

Individuals who enter inpatient treatment settings now are often acutely ill when they 
are admitted and have a relatively short length of stay. Inpatient care is primarily focused 
on stabilization of the client’s symptoms or behavior, early and effective discharge plan-
ning, speci!c treatment planning with achievable, short-term goals, and referral to follow-
up care in the community. Clients who are chronically mentally ill have a broad range of 
problems. Some clients have been discharged from a long-term hospital setting and may 
have been hospitalized as adults, with problems such as schizophrenia or bipolar disorder. 
Others may have been institutionalized in facilities for the developmentally disabled when 
they were children and have been discharged into the community as adults. In addition to 
the dif!culties encountered because of a developmental disability or a major psychiatric 
illness, these clients may have special needs as a result of having lived in a long-term fa-
cility. Their basic needs may have been met by the staff of the institution, sometimes for 
many years; consequently, they have become very dependent. Often, they have minimal 
skills in meeting their own needs independently. These are skills that the community as-
sumes that any adult can do, such as using the telephone or public transportation, buying 
groceries, preparing meals, doing laundry, and so forth. The inability of such clients to 
care for themselves in these ways may have nothing to do with their psychiatric illness or 
other disability, but may be the result of long-term institutional living without learning or 
practicing these skills.

Another segment of the chronically ill population, one that is rapidly expanding, in-
cludes clients who have not been in long-term care facilities for extended periods. Instead, 
they have lived in the community, either on their own or in an environment that is struc-
tured or supervised to some degree. Such clients often are intermittently admitted to acute 
care facilities and discharged to a community setting. They may or may not receive care on 
an outpatient basis between hospital admissions. Lacking adequate skills or abilities to live 
in the community, they often have costly rehospitalizations.

The care plans in this section are designed to assist nurses in providing care for chroni-
cally mentally ill clients in the hospital, during an acute episode of illness, and in the 
community setting between episodes of acute care, or addressing problems after long-term 
institutionalization.

S E C T I O N  T W O
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C A R E  P L A N  6

In the United States, more clients with serious and persistent mental illness (SPMI) are receiv-
ing care in the community than at any other time. This is related to the cost of hospitalization 
and to medications that control symptoms, enabling clients to return to the community setting 
earlier and remain in the community for longer periods.

People with SPMI are found across the adult life span, usually from 20 to 60 years of age. 
They experience “positive” symptoms of illness, such as delusions and hallucinations, which 
frequently determine the criterion for admission and discharge in the acute setting and usu-
ally respond in some degree to psychopharmacology. “Negative” symptoms, such as social 
withdrawal, anhedonia (inability to experience pleasure), anergy (lack of energy), and apathy, 
unfortunately often persist over time and do not necessarily respond to medications. The on-
going presence of these negative symptoms presents a major barrier to the client’s recovery 
and improved functioning in the community.

Traditional methods of treatment often are unsuccessful with clients who are functionally 
impaired because these methods do not address the primary problems of this group. Clients 
with SPMI often lack skills for successful community living and typically are readmitted to 
hospitals because of frustration, stress, loneliness, and the poor quality of their lives, rather 
than the reemergence of positive psychiatric symptoms.

Skills needed for community living fall into !ve categories:

1. Activities of daily living: This includes personal hygiene, grooming, room care, laundry, 
restaurant use, cooking, shopping, budgeting, public transportation, telephone use, and 
procurement of needed services, and !nancial support. Clients may have dif!culty in any 
or all of these areas, related to lack of knowledge, skill, experience, or support.

2. Vocational skills: This includes paid employment in a competitive or sheltered work set-
ting, volunteer work, or any productive, useful service that the client perceives as making 
a contribution. Clients may lack speci!c work skills or good work habits, job-seeking or 
job-keeping skills, interest, or motivation.

3. Leisure skills: This includes the ability to choose, plan, and follow through with pleasur-
able activities during unstructured time. Clients may lack the interest or skills to !ll their 
free time or may lack leisure habit patterns, such as taking a walk, reading the newspaper, 
and so forth.

4. Health maintenance: This includes managing medications, keeping appointments, pre-
venting or treating physical illnesses, and crisis management. Clients with SPMI frequent-
ly use medications inappropriately or trade them with friends, use chemicals, or drink 
alcohol. These clients often do not recognize or seek treatment for physical illness, and 
they are reluctant to keep appointments due to denial of illness, lack of control over their 
lives, fear of hospitals and physicians, and so forth.

5. Social skills: This includes social conversation, dealing with landlords and service provid-
ers, talking about feelings and problems, and so forth. When clients have severe social 
skill de!cits, they have increased dif!culties in the other four areas, as well as the inability 
to maintain a state of well-being.

The ability to generalize knowledge frequently is impaired in clients with SPMI; learning skills 
in their own homes or communities eliminates that very dif!cult step. Outreach programs, in 
which practitioners go to the clients’ own environments, have been most successful in helping 
clients develop needed skills. Settings like community support services and drop-in centers 

Serious and Persistent Mental Illness
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also have been more successful than traditional outpatient or hospital-based day programs. This 
also may be due to a “less clinical” approach and a lack of association with inpatient treatment.

In the community, people with SPMI usually have a case manager. It is important to com-
municate closely with the case manager during the client’s hospital stay to facilitate achieve-
ment of treatment goals and to make the client’s transition into the hospital and back to the 
community as smooth and “seamless” as possible.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Ineffective Health Maintenance
Impaired Social Interaction
De!cient Diversional Activity

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Chronic Low Self-Esteem
Impaired Home Maintenance
Disturbed Thought Processes
Ineffective Coping
Risk for Loneliness

Ineffective Health Maintenance
Inability to identify, manage, and/or seek out help to maintain health.

ASSESSMENT DATA

 Lack of daily living skills
 Dif!culty making choices
 De!cient problem-solving skills
 Apathy
 Anergy
 Low frustration tolerance

Nursing Diagnosis

The client will

 Communicate accurate information regarding symptoms, medication compliance, eating 
habits, and so forth within 24 hours

 Maintain contact with community professionals throughout hospitalization

The client will

 Participate in planning self-care
 Verbalize knowledge of illness, treatment, safe use of medications, and independent living 
skills

The client will

 Seek medical treatment for health-related needs
 Demonstrate maintenance of safe home environment
 Demonstrate adherence to established daily routine
 Demonstrate adequate independence in activities of daily living

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Review with the client the events that have led to increas-
es in psychiatric symptoms or hospitalizations.

*Engage the client in mutual goal-setting, such as avoiding 
hospitalization, becoming more satisfied with his or her life, 
meeting needs, and so forth.

Use an assertive approach when attempting to engage the 
client in a particular activity.

Be directive with the client, and do not ask “yes/no” ques-
tions or questions that require a choice. For example, say 
“It is time for group,” rather than “Do you want to go to 
group?”

Use a behavioral approach when teaching skills.

Model the skill or behavior for the client.

Coach the client to replicate the skill or behavior.

Prompt the client to continue practicing the skill or be-
havior. Reinforce success with verbal praise and tangible 
rewards, such as a soda, a snack, and so forth.

Teach the client a basic problem-solving sequence. It may 
help to write the steps.

Help the client establish a daily schedule. Writing on a 
daily or weekly calendar is usually helpful. Once the client 
agrees to a particular appointment or activity, instruct the 
client to write it on the calendar.

Assess the client for living skills that are absent or need 
improvement. Include hygiene, grooming, shopping, ob-
taining housing, budgeting, using telephones and transpor-
tation, cooking, and ability to call a doctor or other agencies 
for service.
*Teach the client about cooking and requirements for ad-
equate nutrition. Referral to a dietitian may be indicated.

Have the client demonstrate skills if possible. If skills are 
assessed verbally, avoid asking “Do you know how to…?” 
Rather, say “Tell me how you…?” 

The client may not recognize the relationship between the 
need for hospitalization, particular health behaviors, and 
recurrence of the illness.

The client’s willingness to participate is increased if he or 
she values the reasons for doing so.

A positive attitude is conveyed with this approach. The 
client may respond to a tentative approach with a negative 
answer, and there will be no opportunity to proceed.

The client is likely to respond “no” to “yes/no” questions 
because of the negativism he or she feels, or it may simply 
seem easier not to do something.

A behavioral approach decreases reliance on the client’s 
verbal skills and ability to think abstractly and provides the 
client with the experience of doing the skill rather than 
simply hearing about how to do the skill.

Modeling provides a clear, concrete example of what is 
expected.

Coaching allows shaping—a behavioral procedure in which 
successive approximations of a desired behavior are 
positively reinforced—toward successful completion of the 
target behavior.

The client may need reminders because of a lack of 
interest or initiative. Coupling verbal praise with tangible 
rewards is the most successful means of reinforcement. 
It helps the client perpetuate the behavior or skill until it 
becomes part of his or her daily routine.

Problem solving in a methodical fashion may be a skill the 
client has never had, or it may have been impaired by the 
illness.

A written schedule provides a visual aid to which the client 
can refer. Once the client has written it on the calendar, it 
is more likely that he or she will follow through, much as 
with a written contract.

A variety of skills are needed for independent living. It is 
imperative to identify deficient areas as the initial step of 
the learning process.

The client may have little or no knowledge of nutritional 
needs or food preparation skills.

Areas such as hygiene or grooming are easily assessed 
by the client’s appearance, but skill demonstration may be 
necessary in areas such as use of telephone or transporta-
tion. If you ask the client if he or she has a particular skill, 
the response may be “yes” because the client is embar-
rassed at not having the skill or because the client mistak-
enly believes that he or she has the skill.

Rationale
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IMPLEMENTATION (continued)

Teach skills in the client’s own environment when possible. 
For example, if you are teaching how to do laundry, use the 
laundromat the client will use regularly.

Instruct the client about signs of physical illness that re-
quire medical attention. Give specific parameters, such as a 
“fever of 102º F.”
*Assist the client to identify the clinic or physician services 
that he or she will contact if physical illness occurs. 

*Encourage the client to discuss with his or her physician 
any difficulties with medications or needs for changes 
before the client initiates changes on his or her own. 

Tell the client that if he or she does alter the pattern of 
medications without professional help, you would like him 
or her to report this honestly.

Give the client positive feedback for attempts in the self-
care area and for honesty in reporting.

*Teach the client and the family and significant others, if 
any, about the client’s illness, treatment, and safe use of 
medications.

Transferring or generalizing knowledge from one situation 
to another may be difficult for the client.

Specific indicators are easier for the client to recognize 
because the client’s judgment often is ineffective.

It is easier to choose health care providers when the client 
is well, before an urgent situation develops. Knowing who to 
call when a need arises will help the client follow through.

This strategy allows the client to participate in managing 
his or her health and to meet perceived needs regarding 
medication changes.

It is more important to have accurate information on which to 
base decisions than to create the illusion of a “good” patient.

Even if attempts at self-care are unsuccessful initially, it is 
important to reinforce the client’s sense of personal control 
over his or her life and honesty in relationships with health 
care providers.

The client and significant others may have little or no knowl-
edge of the client’s illness, treatment, or medications.

Nursing Interventions *denotes collaborative interventions Rationale

Impaired Social Interaction
Insuf!cient or excessive quantity or ineffective quality of social exchange.

ASSESSMENT DATA

 Feelings of worthlessness
 Dif!culty initiating interaction
 Lack of social skills
 Social withdrawal
 Low self-esteem
 Absence of available signi!cant others

Nursing Diagnosis

The client will

 Engage in social interactions with nursing assistance within 24 hours
 Demonstrate acceptance of feedback from others within 24 to 48 hours

The client will

 Continue to participate in social activities
 Verbalize decreased anxiety during social interactions

The client will

 Communicate with others in suf!cient quantity to meet basic needs
 Verbalize increased feelings of self-worth

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Teach the client appropriate interactive and social skills. 
Describe and demonstrate specific skills, such as eye 
contact, attentive listening, nodding, and so forth. Discuss 
basic manners (please, thank you), especially in making 
requests. Discuss topics appropriate for casual social 
conversation, such as the weather, local events, news, and 
so forth.
*Assist the client to approach someone and ask a question 
or make a request. Use real-life situations, such as seek-
ing assistance in a store, asking directions, or renting an 
apartment.
*Role-play situations in which the client must accept “no” 
to a request and in which the client must appropriately 
refuse a request from someone else.

Practice giving and receiving compliments with the client. 
Make sure compliments are sincere.

Facilitate the client’s practicing interactions, requests, and 
conversations with other clients as well as staff.

The client may have little or no knowledge of social 
interaction skills. Use of basic manners will result in more 
successful interactions for the client. Modeling provides a 
concrete example of the desired skills.

Asking questions is an essential skill in daily life. Using real 
situations makes the exercise more meaningful for the 
client.

Low frustration tolerance makes hearing a negative answer 
difficult for the client. Clients frequently comply with re-
quests from others, and then regret doing so because they 
are unable to refuse in a socially appropriate manner.

Chronically mentally ill clients rarely notice things about 
other people without practicing that skill. Receiving compli-
ments can be awkward due to low self-esteem.

Varying the client’s exposure to others in social situations 
can help build the client’s confidence and comfort level in 
approaching and dealing with other people.

Rationale

Deficient Diversional Activity
Decreased stimulation from (or interest or engagement in) recreational or leisure activities.

ASSESSMENT DATA

 Anhedonia
 Inattentiveness
 Feelings of boredom
 Expressed desire for purposeful activity
 Lack of leisure skills
 Inability to manage unstructured time

Nursing Diagnosis

The client will

 Participate in leisure activities organized by others within 24 to 48 hours
 Express feelings of satisfaction with a leisure activity within 2 to 3 days

The client will

 Prepare a list of activities to pursue in the community, such as taking walks, going to a 
library, and so forth

 Develop a schedule that includes leisure activities

The client will

 Engage in leisure activities independently
 Participate in productive activities

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Encourage the client to develop leisure habits, such as 
reading the newspaper or watching television at a certain 
time each day. It may be beneficial for the client to write 
these activities on a daily schedule.

Introduce the client to activities that are suitable for one 
person, such as drawing, solitaire, reading, writing, or 
sketching in a journal.

Assist the client in identifying and trying activities that 
are free or low cost, such as taking walks, attending free 
concerts, and so forth.

Facilitate client’s interactions and relationships with other 
clients as well as staff.

*Facilitate the client’s interactions with others outside the 
hospital setting. If a drop-in center or other service is avail-
able, accompany the client to acquaint him or her with oth-
ers. Plan a group activity that three or four clients attend.
*Assist the client in finding a suitable volunteer activity or 
an activity involving helping other people, animals, or the 
environment. Refer to vocational services as appropriate.

Lack of interest or past pleasure experiences causes clients 
to be reluctant to try activities. Establishing habits or a 
schedule eliminates the need to make a decision about 
whether or not to pursue an activity each day.

The client needs to have some leisure activities to pursue 
independently for those times when other people are not 
available.

Chronically mentally ill clients usually have limited financial 
resources. The cost of movies, bowling, or independent 
transportation can be prohibitive.

Varying the client’s exposure to others in social situations 
can help build the client’s confidence and comfort level in 
approaching and dealing with other people.

It is important for the client to establish a social network 
because professionals cannot meet all of the person’s 
needs. The client is not likely to form relationships indepen-
dently.

Many clients resist doing things just for fun because these 
activities do not provide a sense of productivity or mak-
ing a contribution. Feeling useful or needed enhances 
self- esteem and provides an opportunity for praise or 
 recognition from others.

Rationale
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Clients with SPMI living in the community may need periodic short-term hospitalizations or 
extended supervision in a sheltered setting due to an exacerbation of psychiatric symptoms 
or a lack of success in community living. This is often related to failure to take medication as 
prescribed or to disordered water balance (DWB). DWB, also called psychogenic polydipsia, 
can lead to water intoxication and has become a major management problem for many clients 
with SPMI. The types of services the client needs for success may not exist in the community 
or may have waiting lists, and !nancial dif!culties due to lack of successful employment or 
limited governmental support usually complicate the client’s problems.

Psychiatric treatment and nursing care of clients with SPMI usually focus on minimizing 
inpatient hospitalization, maximizing client self-reliance, decreasing dependence on institu-
tions and services, and placing the client in the community in the least restrictive environment.

Research has shown that interventions designed to promote social support improve the qual-
ity of life in the community and improve the functional abilities of the client are strongly cor-
related with a decreased need for rehospitalization. Different groups of clients have varying 
needs, and one of the challenges in community care is identifying the interventions associated 
with success for a particular group. Socialization, housing, crisis intervention, integrated medi-
cal services, vocational rehabilitation, and individually tailored plans have been successful 
(Bartels & Pratt, 2009; Mohamed, Neale, & Rosenheck, 2009) Nurses must work closely with 
the client’s case manager, community agencies, and other community resources to achieve 
these objectives.

It can be frustrating to see the client return to the hospital setting repeatedly after careful 
planning for follow-up or placement. Although it may be challenging, it is necessary to take a 
“fresh look” at the client’s behavior, problems, and situation with each admission to provide 
effective care and promote the client’s chances for future success. The nurse must be aware 
of his or her attitudes toward the client with SPMI. One pitfall in working with these clients 
is failing to view the client as an adult, especially if the client exhibits immature or attention-
seeking behavior. It also is important not to see the client’s readmissions as failures of the staff 
or of the client.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Risk-Prone Health Behavior
Ineffective Self-Health Management
Ineffective Health Maintenance

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Disturbed Thought Processes
Disturbed Sensory Perception (Specify: Visual, Auditory, Kinesthetic, Gustatory, Tactile, 

Olfactory)
Risk for Injury

Acute Episode Care
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Risk-Prone Health Behavior
Impaired ability to modify lifestyle/behaviors in a manner that improves health status.

ASSESSMENT DATA

 Poor impulse control
 Dif!culty making decisions and choices
 Limited ability to deal with stress or changes
 Feelings of fear, hopelessness, and inadequacy
 Low self-esteem
 Anxiety

Nursing Diagnosis

The client will

 Be free of injury throughout hospitalization
 Demonstrate decreased acting-out behavior within 24 to 48 hours
 Verbally express feelings of fear, hopelessness, inadequacy, if present, with nursing assis-
tance, within 24 to 48 hours

The client will

 Return to the community to the least restrictive environment that is safe
 Establish supportive relationships in the community setting

The client will

 Use relationships in the community to meet needs
 Maintain community placement or move to a more independent setting

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Ask the client about any ideas or plans for suicide.

Remove any potentially harmful objects from the client’s 
possession (razor, nail file, etc.).

Remove the client to a quiet area or seclusion if he or she 
is acting out.

Withdraw your attention when the client is acting out if it is 
safe to do so. Tell the client that you will return when he or 
she is more in control.

Encourage the client to talk about his or her feelings when 
the client is not upset or acting out.

As the client gains skill in discussing feelings, encourage 
the client to talk with someone when he or she begins to 
become upset rather than acting out.

Teach the client a step-by-step problem-solving process. 
For example, identify the problem, examine alternatives, 
weigh the pros and cons of each alternative, select and 
implement an approach, and evaluate the results.

(continued on page 70)

Rationale

The client’s safety is a priority.

These items may be used for self-destructive actions or 
acting out toward others.

Acting-out behavior usually decreases when the client is 
alone or has no one to pay attention to the behavior.

Your inattention to the client’s behavior will facilitate the 
 extinction of the behavior. Your stated intent to return con-
veys your acceptance of the client.

The client will be better able to verbalize feelings when he 
or she is in control of his or her behavior.

After the client is able to verbalize feelings, he or she can 
begin to use expression of feelings to replace acting out.

The client may not know the steps of a logical, orderly 
process to solve problems. The ability to use the problem-
solving process in real-life situations is a useful skill and 
provides opportunities for the client to have successful 
experiences.
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IMPLEMENTATION (continued)

*Assist the client to approach someone and ask a ques-
tion or make a request for assistance. Use real-life situ-
ations, such as seeking assistance in a clinic, refilling a 
prescription, or making an appointment with a health care 
 professional.
*Assist the client in identifying the resources he or she will 
access in the community, for example, his or her case  
manager, pharmacy, support groups, physician, and so 
forth. Assist the client to make a list with contact informa-
tion for each resource identified.

If the client lacks these skills, it is more likely that he or 
she will not access appropriate care when needed. Using 
real situations makes the exercise more meaningful for the 
client.

Having resource and contact information readily available 
will facilitate the client’s ability to access needed care and 
support.

Nursing Interventions *denotes collaborative interventions Rationale

Ineffective Self-Health Management
Pattern of regulating and integrating into daily living a therapeutic regimen for the treatment 
of illness and its sequelae that is unsatisfactory for meeting speci!c health goals.

ASSESSMENT DATA

 Noncompliance with prescribed medications
 Psychogenic polydipsia (excessive intake of water or other "uids)
 Increase or worsening of psychiatric symptoms
 Lack of knowledge or understanding of therapeutic regimen

Nursing Diagnosis

The client will

 Ingest all medications as given throughout hospitalization
 Establish "uid intake–output balance within 2 to 3 days

The client will

 Verbalize intent to comply or demonstrate ingestion of prescribed medication
 Demonstrate ability to monitor own "uid intake without staff intervention

The client will

 Take medications as prescribed or seek needed changes from health care providers
 Consume "uids within safe, established guidelines

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Observe the client closely to ensure ingestion of 
 medications.

Explore the client’s reasons for noncompliance with medi-
cations: Is the client resistant to taking medications? Can 
the client afford the medication? Does the client forget to 
take it?
*If the client cannot afford to purchase the medication, re-
fer him or her to social services for help to obtain financial 
assistance.

Rationale

The client must ingest medications as prescribed before 
their effectiveness can be determined.

Identifying the reason for noncompliance will determine 
your interventions to gain the client’s compliance.

The client may need financial assistance if that is a signifi-
cant barrier to compliance.
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IMPLEMENTATION (continued)

If the client cannot remember to take medications, set up 
a system with him or her to check off the medication times 
or use a pill box with separate compartments for each 
dose.
*If the client is resistant to taking daily medications, 
discuss with the physician about the use of long-acting in-
tramuscular medications or attempting to manage without 
medications.
*Teach the client and his or her family or significant others, 
if any, about polydipsia or DWB.

If the client is severely water “intoxicated,” medical treat-
ment may be required. The client may require seclusion 
and be allowed only supervised access to water.

If the client is able to monitor his or her own weight, a 
target weight protocol can be used in the management of 
DWB. The client is taught to regulate fluid intake to keep 
his or her weight under a preset “target” of no more than 
a 7% weight increase on a day-to-day basis.

Setting a designated amount of fluid to be consumed every 
30 to 60 minutes throughout the day can be effective in 
managing DWB. Assist the client to use a checklist to 
monitor fluid intake.

If the client experiences anxiety in concert with the desire 
for increased fluids, teach the client a relaxation technique, 
such as progressive muscle relaxation.

Offer the client calorie-free gum or hard candy if he or she 
complains of excessive thirst.
*Assess the client’s use of alcohol or other chemicals. If 
chemical use is a major problem for the client, consider a 
referral to a treatment program.

A concrete system for taking medications minimizes prob-
lems the client has with trying to remember without being 
reminded.

Noncompliance due to resistance is the most difficult to 
change. The client does have the right to refuse medica-
tions. It is preferable to know that the client is not taking 
medication rather than to assume compliance.

The client and his or her significant others may lack knowl-
edge about the severe medical consequences of DWB or 
may fail to understand how drinking water (or other “harm-
less” fluids) could be a problem.

Severe water intoxication causes confusion, increased 
psychosis, hyponatremia, lethargy, and seizures. The client 
must be “dried out” to a normal baseline of fluid balance 
before he or she can benefit from any teaching to learn 
self-control of water intake.

Clients with the internal control to regulate water con-
sumption based on the frequent monitoring of body weight 
have been reported to have success in preventing further 
episodes of water intoxication (Goldman, 2009).

This structured approach can be useful with clients expe-
riencing difficulty delaying gratification related to drinking 
fluids, or making decisions about whether or not to drink 
fluids, how much to drink, and so forth.

Relieving the client’s anxiety will enhance the ability to 
resist drinking increased amounts of fluid.

Calorie-free gum or hard candy can help the client limit 
fluid intake.

Alcohol and other mood-altering drugs can interfere with 
the effectiveness of the client’s prescribed medication, 
fluid and electrolyte balance, and general health status.

Nursing Interventions *denotes collaborative interventions Rationale

Ineffective Health Maintenance
Inability to identify, manage, and/or seek help to maintain health.

ASSESSMENT DATA

 Lack of independent living skills
 Lack of social skills
 Dif!culty handling unstructured time
 Poor nutritional intake
 Lack of or ineffective interpersonal relationships

Nursing Diagnosis
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The client will

 Participate in performance of personal hygiene within 24 hours
 Eat appropriate, nutritious foods with nursing guidance within 2 to 3 days
 Participate in activities or hobbies within 2 to 3 days

The client will

 Demonstrate adequate personal hygiene skills
 Verbalize plans for use of unstructured time, such as walking or going to a community 
center

 Demonstrate basic independent living skills, such as using public transportation

The client will

 Participate in planned programs, such as vocational or sheltered workshops, recreational or 
outpatient groups, or community support services

 Perform needed activities consistently to maintain community living

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Indicate your expectation at the beginning of the hospital-
ization that the client will return to the community setting.

Do not allow the client to become too settled in the hos-
pitalization. Always focus on the client’s achievement of 
expected outcomes and eventual discharge. The client who 
returns frequently to the hospital should not be greeted as 
a friend but as a person who is hospitalized on a short-term 
basis for specific reasons.

Encourage the client to develop routines for personal 
hygiene and grooming activities. Establishing a written 
schedule for some activities (e.g., bathing, washing hair) 
may be helpful.

Give the client honest praise for accomplishments.

Encourage the client to eat nutritious meals. Assess the 
client’s selection of food at mealtimes.
*Assess the client’s situation with regard to food, cooking, 
shopping, and so forth. Refer the client to services (such as 
community centers that serve meals, home-delivered meal 
services) as appropriate.
*Teach the client about basic nutrition and how to choose 
more healthful foods. Consultation with a dietitian, if avail-
able, may be helpful.

Help the client plan meals in advance, perhaps for 1 week. 
Consider the client’s food preparation skills and income; 
does he or she receive financial assistance for food?

Assess the client’s ability to perform essential daily skills, 
such as using the telephone book, using the transportation 
system, knowing how to get emergency assistance, and 
so forth. Have the client demonstrate these skills when 
possible.

Rationale

Your positive approach may help decrease the client’s 
dependence on an institution.

The client’s hospitalization must be focused on therapeu-
tic work toward expected outcomes and discharge. If the 
client views hospitalization as a comfortable rest from 
the challenges of life, he or she is more likely to become 
dependent on the institution and the staff and less likely  
to participate in treatment and work toward discharge as  
a goal.

The client is more likely to follow through if he or she is 
following a routine rather than having to decide each time 
whether or not to bathe, change clothes, wash hair, and so 
forth.

Positive feedback for independent skills will increase the 
frequency of the behavior and enhance the client’s self-
esteem.

You will be able to evaluate the client’s knowledge about 
basic foods needed for a nutritious diet.

The client’s ability to procure and prepare nutritious food 
may be impaired.

The client may lack knowledge about the nutritional value 
or health implications of foods. Making better food choices 
will help the client maintain a better level of overall health.

Making a plan and following through each week will help 
the client budget enough money for nutritious food and will 
avoid the necessity for daily decisions about what to eat.

Assessing the client’s skill level will determine how well he 
or she performs certain skills and help you determine the 
interventions needed. Demonstrations are helpful because 
the client may be unable to explain what he or she can do, 
or the client may say “I know that” because he or she is 
too embarrassed to admit a knowledge deficit.
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IMPLEMENTATION (continued)

For any skill, the client needs to learn and give simple step-
by-step directions.

Perform the skill with the client initially, and gradually prog-
ress to the client’s independent performance of the skill.

*Involve the client in social interactions with others to prac-
tice social skills. The client may need to learn what topics 
generally are acceptable for social conversation.

Ask the client to describe what he or she does during a 
usual day, week, and weekend. Writing down the activities 
may be helpful.

Assess the client’s previous level of interest and participa-
tion in leisure or recreational activities.

Explore possible alternatives for “fun” activities. Help 
the client try new activities. Keep in mind the cost of the 
activity and whether it requires the participation of other 
people.

Encourage the client to engage in daily physical activity, 
such as walking for at least 30 to 45 minutes each day.

Help the client make a specific plan for unstructured time, 
including activities alone or with others, leisure activities, 
or whatever the client desires.
*Help the client make plans to deal with changes or 
problems that may occur while he or she is living in the 
community. Role-playing might be helpful. Work with the 
client’s community case manager if available.

Small parts of a task are easier to learn than tackling the 
whole task at once.

It may be easier for the client to learn the skill by observing 
how it is done before he or she can progress to indepen-
dence.

You can be a role model for the client in social interchang-
es. The client may need to learn to avoid certain topics 
when in social situations, for example, not discussing  
hospitalizations when he or she first meets someone.

You can obtain data regarding the amount of unstructured 
time the client has available.

If you can build on previous interests, it may be easier to 
obtain the client’s involvement.

The client may not have had many successful leisure 
activities. It would be frustrating to the client to begin a 
new hobby that he or she could not afford or to learn card 
games or board games if most of the client’s leisure time 
is solitary.

Daily physical activity provides many health benefits, as 
well as a low-cost leisure activity.

Structuring his or her time will decrease the chance of the 
client ruminating and becoming more isolated.

If the client has an idea of what he or she can anticipate 
and alternative ways to deal with stress or change, he or 
she is less likely to return to the hospital as soon as he or 
she encounters any crisis.

Nursing Interventions *denotes collaborative interventions Rationale
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Partial hospitalization and home care programs are widely regarded as representing cost- 
effective alternatives to inpatient hospitalization. As the US health care system continues to 
search for cost containment, the use of less costly forms of treatment for mental health prob-
lems, such as day treatment or brief respite stays in sheltered community settings, will con-
tinue to be emphasized, and more clients can be anticipated to need transitional services as a 
result of shortened inpatient lengths of stay.

Some clients in partial care will need continued support for an extended time, although it 
may decrease in frequency or intensity over time. Others need partial hospitalization or home 
care as a transitional step between an inpatient facility and independent living, or as a less 
costly alternative to inpatient hospitalization.

Partial hospitalization programs are designed to help clients make a gradual transition from 
the inpatient setting to living more independently. In day treatment programs, clients return 
home at night; evening programs are just the reverse. Services in partial programs can vary, 
but usually include groups for building communication and social skills, problem-solving, 
medication management, and education. These programs may also offer individual counsel-
ing, vocational assistance, and occupational or recreation therapy (Videbeck, 2011).

Partial hospitalization includes day hospitalization, day treatment, and day care programs. 
Day hospitalization and day treatment programs usually offer more intensive treatment (in-
cluding crisis care) than day care programs, which focus more on educational, supportive, and 
rehabilitation needs. The intensity of partial hospitalization programs can meet the needs of 
some clients who might otherwise require inpatient care, and can result in decreased symp-
toms, fewer hospitalizations, improved community functioning, and greater satisfaction with 
services. The structure of day treatment or day care programs can be helpful to clients in tran-
sition from inpatient treatment, as well as to clients who need continued structure to maintain 
community living. Partial hospitalization programs may be offered at various hours (e.g., day, 
evening, weekends, or overnight) to meet clients’ needs for treatment and support while en-
couraging participation in their community, jobs, school, and so on.

Residential treatment settings offer a wide variety of services, depending on the particular set-
ting. Some offer transitional housing and programs with the expectation that residents will prog-
ress to more independence. Other programs offer services for as long as they are needed, even 
years. Board-and-care homes offer housing, laundry facilities, and one common meal a day, but 
rarely provide programming. Adult foster homes may care for one to three individuals with mental 
illness in a family-like atmosphere, including meals and social activities with the family. Halfway 
houses serve as a temporary placement that provides programming and support as the client pre-
pares for independent living. Group homes usually house 6 to 10 residents who take turns cooking 
meals and share household chores under the supervision of one or two staff members. Independent 
living programs are often housed in an apartment complex, where clients share an apartment. Staff 
members are available to provide crisis intervention, transportation, assistance with !nances or 
other tasks of daily living, drug monitoring, and referrals to other programs and medical services.

Psychiatric or psychosocial rehabilitation programs may be connected to housing arrange-
ments. These services go beyond symptom control and medication management to focus on 
personal growth, client empowerment, reintegration into the community, and improved quality 
of life. Community support services include drop-in centers, organized social and educational 
programs, vocational programs, and assistance with the wide variety of skills and activities 
needed to live successfully in the community. The clubhouse model, pioneered by Fountain 
House in New York, is based on four guaranteed rights of members: a place to come to, mean-
ingful work, meaningful relationships, and a place to return to, a lifetime membership.

Partial Community Support
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Assertive community treatment (ACT) is one of the most effective community-based ap-
proaches for persons with mental illness. An ACT program has a problem-solving orienta-
tion; staff members attend to speci!c life issues, no matter how mundane. Most services are 
provided directly rather than relying on referrals to other programs or agencies, and they take 
place in the client’s home or community, not in an of!ce. ACT services are more intense than 
some other types of programs with three or more face-to-face weekly contacts that are tailored 
to meet the client’s needs. The team approach allows all staff to be equally familiar with all 
clients, so clients do not have to wait for an assigned staff member. ACT programs also make 
a long-term commitment to clients, providing services for as long as the need persists, with 
no time restraints.

Psychiatric home care services offer treatment to clients who are homebound for physical 
or psychiatric reasons. These services vary in frequency and intensity, and the client’s “home” 
environment may be a hotel room, family home, board and care facility, sheltered living situ-
ation, or another residential facility.

It is important to remember that the eventual goal is the client’s optimal level of functioning 
and, if possible, independence from care, even community-based care. Planning for discharge 
from partial support programs is as much an essential focus as it is for inpatient care.

Many clients living in the community have case managers, whose role is to help these cli-
ents obtain or continue treatment, with an emphasis on community settings. The client’s case 
manager may be provided by a health plan, a local government agency (e.g., public health 
department), or another facility. If possible, the nurse should try to work closely with the case 
manager to coordinate care planning and resources. If the client does not have an identi!ed 
case manager, the nurse providing community-based care often assumes this role, including 
coordinating care, facilitating communication among care providers, identifying appropriate 
services and resources, supervising nonprofessional caregivers (e.g., in the home care setting), 
acting as a client advocate (e.g., vis-à-vis payers and service organizations), and making refer-
rals. An interdisciplinary approach to care is especially important in the community setting; 
the nurse works in collaboration with psychiatrists and other health care providers to plan, 
provide, evaluate, and revise the client’s care. It is important for the nurse to work with the 
client’s community case manager, if any, and the interdisciplinary treatment team to identify 
and remain aware of all of the types of placement, program, and service resources available to 
clients in their community and those that can be accessed from their community. Medication 
management and educating the client and signi!cant others are key components of nursing 
care in the home setting. Home care provides an opportunity to identify factors that may be 
contributing to the client’s illness, reinforcing problems (e.g., secondary gains), or interfer-
ing with progress, and to gain a more complete picture of the client’s strengths and sources 
of support. The nurse also can more fully explore cultural factors relevant to the client’s care 
and functioning in the community. It is especially important to be culturally sensitive in the 
client’s home environment and to be aware of your own reactions and behaviors there.

Important therapeutic goals with clients in partial care include promoting the client’s safety 
and ability to function in the community, promoting compliance with the treatment plan and 
medications, improving the client’s social skills, and decreasing feelings of hopelessness and 
loneliness. Remember that a client who has few social contacts may not necessarily experi-
ence loneliness; that is, if the client is not dissatis!ed with limited social activity, he or she 
may not need interventions to diminish loneliness. However, the client does need to have suf-
!cient interpersonal skills to succeed in daily living activities, and needs to develop these as 
fully as possible to foster optimal independence.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Ineffective Health Maintenance
Risk for Loneliness

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Ineffective Coping
Ineffective Self-Health Management
Impaired Home Maintenance
Impaired Social Interaction
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Ineffective Health Maintenance
Inability to identify, manage, and/or seek out help to maintain health.

ASSESSMENT DATA

 Self-care de!cits
 Inadequate independent living skills
 Inadequate social skills
 Ineffective personal and family relationships
 Ineffective management of leisure or unstructured time
 Inadequate compliance with medication or therapeutic regimen
 Inadequate social support
 Inadequate !nancial resources or inability to manage !nances
 Need for continued psychiatric treatment and/or follow-up

Nursing Diagnosis

The client will

 Actively participate in partial hospitalization or home treatment program  
within 24 to 48 hours

 Participate in leisure activities within the program setting within 2 to 3 days

The client will

 Demonstrate skill development, medication compliance, and improved interpersonal  
interactions

 Demonstrate needed community living skills, such as shopping, cooking, and so forth
 Verbalize plans for problem-solving and managing change

The client will

 Demonstrate adequate social skills and use of leisure time
 Manage medications and therapeutic recommendations independently
 Implement problem-solving skills in the community

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Monitor the client’s physical health status and response to 
medications.
*Assess the client’s level of independence in self-care 
and community living skills. Assist the client or instruct 
caregiver(s) to help the client do things that he or she is 
not yet independent in doing. Caution caregivers about do-
ing things for the client that he or she can do. Discuss the 
concepts of the client working toward maximum function-
ing and independence, secondary gain, and positive ex-
pectations for the client’s behavior, progress, and eventual 
independent functioning, as appropriate. Teach caregivers 
a stepwise approach to the client, gradually handing over 
more responsibility for self-care.
*Assess the client’s situation with regard to food, cooking, 
shopping, and so forth. Refer the client to services (such as 
community centers that serve meals, home-delivered meal 
services), as appropriate.

Rationale

The client’s physical health is a priority and may affect his 
or her mental health status.

The client’s highest level of independent living is the goal. 
Caregivers may not understand the concepts of the client’s 
eventual independence, secondary gain, and so forth, and 
may need to learn about how to help the client progress 
toward self-sufficiency.

The client’s ability to procure and prepare nutritious food 
may be impaired.
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IMPLEMENTATION (continued)

*Teach the client about basic nutrition and how to choose 
more healthful foods. Consultation with a dietitian, if avail-
able, may be helpful.
*Assess the client’s home environment regarding safety 
issues, including repairs that may be needed (e.g., unsafe 
stairway) and security (e.g., locks on doors and windows).
*Assess the client’s transportation needs and resources, 
especially transportation to and from treatment, physician 
appointments, obtaining necessary items (e.g., medi-
cations, food), and leisure activity opportunities. Make 
referrals to community resources or social services as 
needed. Teach the client about using public transportation 
or transportation services, as appropriate.

Teach the client a simple problem-solving process: identify 
the problem, consider possible solutions, evaluate these 
alternatives, select and implement a solution, and evaluate 
the effectiveness of the solution. Teach the client how to 
adapt this process for decision making as well.
*Help the client use these processes in situations that arise 
in the home, community life, job, and so forth. Coach the 
client through the steps of the process in actual situations 
at first, and then have the client practice the process more 
and more independently.
*Help the client identify appropriate people to contact in 
the event of a crisis or immediate need. Assist the client 
as necessary to write down these names and telephone 
numbers, including a number the client can call to contact 
someone for help 24 hours a day. Identify a place in the 
client’s environment (such as in the client’s home or room) 
to keep this information and care-related items (such as 
medication box, calendar for appointments, etc.).

Teach the client about basic manners and social skills, such 
as how to interact with merchants, prospective landlords 
and employers, how to eat in restaurants, and so on.
*Use role-modeling and practice sessions, first on a one-on-
one basis, then in small groups. Encourage the client to 
practice skills with other clients or family members, then to 
use them in real situations.

At the end of each visit or contact with the client, review 
with the client his or her plans for the time until the client’s 
next treatment episode. For example, ask the client, “What 
do you need to do to get through the night until you come 
back tomorrow?” or “What will you do tomorrow before I 
see you in the afternoon?”
*Teach the client about seeking a job, interviewing skills, 
and appropriate behavior at work, both paid and volun-
teer. Refer the client to a vocational counselor if possible. 
Encourage the client to seek part-time work initially if he or 
she has not been employed recently.

The client may lack knowledge about the nutritional value 
or health implications of foods. Making better food choices 
will help the client maintain a better level of overall health.

The client’s ability to assess safety needs may be impaired. 
The client’s safety is a priority.

The client’s ability to comply with continued treatment and 
medications and to develop community living skills will be 
impaired if he or she cannot obtain needed transportation. 
The client may have no knowledge of or experience with 
public transportation, services, and so on.

The client may never have learned a logical approach 
to problem solving or decision making. These skills are 
needed for successful community living.

The client will learn more effectively if he or she can apply 
learning to actual life situations.

The client’s anxiety can be diminished if he or she knows 
how to obtain help. Simple information that is kept in 
a consistent place can help the client be successful in 
remembering and using the information appropriately. The 
client may be able to avoid unnecessary emergency room 
visits by contacting identified providers when he or she has 
a problem or need.

These skills are important for successful community living. 
The client may never have learned these behaviors, or they 
may be impaired as a function of the client’s illness.

The client can learn in a nonthreatening atmosphere, and 
then gradually apply skills in more challenging situations.

If the client is anxious about being on his or her own 
between contacts, helping the client anticipate both the 
interim activities and the fact that contact will be reestab-
lished can help decrease anxiety.

The client may lack skills with which to find and perform 
in a job. Part-time or volunteer work can allow a client to 
become accustomed to the structure and expectations  
of a work environment more gradually than full-time 
 employment.

Nursing Interventions *denotes collaborative interventions Rationale

(continued on page 78)
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IMPLEMENTATION (continued)

Teach the client about basic money management (e.g., 
bank accounts, check cashing, paying rent and bills, bud-
geting), using the telephone, and shopping for food and 
other items.
*Monitor the client’s medication regimen. Ask the client 
if he or she has an adequate supply of medication. In the 
client’s home, ask the client to show you the medications, 
assist the client in filling the medication box, or check it if 
the client is able to fill it independently; ask the client about 
beneficial effects of the medication and any side effects. 
Enlist the help of the client’s caregivers in monitoring and 
encouraging compliance with the medication regimen, if 
necessary.

Teach the client the name of the medication(s), its pur-
pose, desired effects, time frame for effects (e.g., some 
antidepressants may take weeks to achieve the full desired 
effect), side effects, signs of toxicity, dosage, and times to 
take the medication.
*Tell the client when to call the nurse or physician, for 
 example, for specific toxic effects or if the client has  
unpleasant side effects and wants to discontinue the 
medication.

*If the client is experiencing unpleasant side effects, 
talk with the client’s physician about possible alternative 
 regimens (e.g., take sedating medications at night) or 
medications.

Use simple written information to support teaching about 
medications and other issues.

Talk with the client about the importance of continuing to 
take the medication as prescribed, despite feeling better or 
despite certain side effects.

Ask the client to give you his or her understanding of infor-
mation, and ask whether he or she is having any difficul-
ties with compliance (if it is an established medication) or 
whether he or she sees any barriers to compliance (if it is a 
new medication).

Give the client positive feedback when he or she is compli-
ant with medications, treatment, keeping appointments, 
learning skills, and so forth, even if success is partial or if 
the client simply attempts to follow the plan.

Caution the client against changing the medication regi-
men, trading medications with other clients, or taking ad-
ditional medications (e.g., medications the client has taken 
in the past or over-the-counter drugs). Explain the possible 
consequences of not taking medications or of taking non-
prescribed medications.

These skills are necessary for successful independent 
living. The client may be vulnerable to others’ trying to take 
advantage of him or her, and will benefit from knowing 
how to handle these situations.

One of the primary causes of hospital readmission is 
clients’ noncompliance with medications. Structure and 
reinforcement can help the client continue taking medica-
tions correctly.

The client is more likely to be safe and comply with medi-
cations if he or she understands these aspects.

The client needs this information to take medications 
safely. The client may not be aware that, if a medication 
causes unpleasant side effects, an alternative often can be 
found that will provide a similar therapeutic effect and en-
able the client to continue receiving the benefit of medica-
tion treatment.

These measures can assist the client in continuing to take 
the medications. Often an alternative medication may be 
better tolerated by the client.

Written information can support the client’s learning if it is 
at the appropriate literacy level and does not overwhelm 
the client with too much information or complexity.

Many clients with psychiatric illnesses discontinue their 
medications because they experience unpleasant side ef-
fects, or because they “feel better” and do not understand 
the need for maintenance of medication therapy.

Asking for the client’s understanding and perspective will 
help you assess the degree to which the client has learned 
the information and his or her feelings about it.

Positive feedback can help develop desired behaviors and 
enhance the client’s self-esteem.

These behaviors are common ways in which a client can 
disturb the medication regimen.

Nursing Interventions *denotes collaborative interventions Rationale
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IMPLEMENTATION (continued)

Encourage the client to discuss these issues; stress that 
honest reporting is most helpful to successful treatment. 
Give the client positive feedback if he or she brings up 
these issues.

Use a written contract with client to enhance compliance 
with a treatment or medication regimen.

Help the client develop a structure for his or her time that 
incorporates treatment, medication regimen, work, house-
hold chores, leisure activities, and so forth. Help the client 
learn to use lists (e.g., to manage tasks), a calendar (e.g., 
to provide date orientation and to record appointments), 
and so forth.
*Coordinate referrals to other professional, supportive care, 
and community resources, such as social services, church 
or clergy, and recreational programs.
*As the client progresses toward discharge from partial 
services, make a (written) plan with the client regarding 
how to identify increasing symptoms, what to do if the 
client becomes physically ill, who to contact for help in the 
future, and so on.
*If you will be terminating your relationship with the client, 
but the client is to receive services from a new provider, 
introduce the client to the new provider if possible, before 
you end your relationship with the client.

It is not helpful for the nurse to have incomplete or false 
information regarding a client’s self-care.

Some clients respond well to the structure and commit-
ment implied by a written contract.

Following a structured routine can diminish feelings of 
purposelessness and helplessness. The client also can 
avoid having to make decisions about whether or not to do 
each activity each day if he or she is accustomed to a daily 
routine. The client’s organizational skills may be impaired; 
these tools can help the client succeed with multiple tasks.

The client’s ability to identify and gain access to resources 
is impaired.

A written plan can help diminish the client’s anxiety and en-
sure that he or she will seek help before problems become 
too severe.

Remember that the client’s ability to form relationships is 
impaired. Meeting the new provider with your support can 
help ensure that the client will continue treatment despite 
a change in relationships.

Nursing Interventions *denotes collaborative interventions Rationale

Risk for Loneliness
At risk for experiencing discomfort associated with a desire or need for more contact with 
others.

RISK FACTORS

 Social isolation
 Inadequate social and relational skills
 Ineffective personal relationships
 Passivity
 Low self-esteem
 Hopelessness
 Powerlessness
 Anxiety or fear
 Inadequate leisure activity skills
 Inadequate resources for transportation or leisure activities
 Chronic illness or disability

Nursing Diagnosis
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The client will

 Participate in the therapeutic relationship, for example, talk with staff for 10 to 15 minutes  
twice a day within 24 to 48 hours

 Initiate interactions with others within 2 to 3 days
 Identify strategies to prevent or alleviate feelings of loneliness with nursing assistance 
within 2 to 3 days

The client will

 Increase contacts with others
 Verbalize decreased feelings of loneliness
 Demonstrate increased interpersonal contacts, for example, interact with an increased  
number of people or for longer periods

 Demonstrate increased communication, social, and leisure activity skills

The client will

 Express satisfaction with leisure and social activities
 Maintain ongoing interpersonal relationships that are satisfying

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Build a trust relationship with the client (see Care Plan 1: 
Building a Trust Relationship).

Teach the client about the therapeutic relationship, includ-
ing the purposes and boundaries of such relationships.

*Assess the client’s living situation and support system. 
Make recommendations for changes that would decrease 
the client’s risk for loneliness, and make referrals as ap-
propriate.
*Teach the client, appropriate caregiver(s), and other sup-
port people about the client’s illness.

*Teach the client, caregivers, and other support people 
about loneliness, and help them develop ways in which to 
interact to help the client. For example, help the client iden-
tify ways to communicate that he or she feels lonely, and 
help the client’s significant others identify ways to respond.

Encourage the client to express feelings regarding loneli-
ness and other emotions that may be difficult for the client. 
See other care plans as appropriate.

Encourage the client to identify strategies to use when 
feeling lonely, including things that have alleviated these 
feelings in the past. If the client has difficulty identify-
ing strategies, make suggestions or ask the client about 
diversional activities; hobbies; physical activities; household 
activities; listening to music; volunteer work (especially 

Rationale

The client may be cautious or wary of a new relationship. 
The client may have had many relationships with health 
care providers in the past and may have suffered grief and 
loneliness when those relationships ended.

The client may not have experienced a therapeutic relation-
ship or may have become dependent on one in the past. 
The client needs to know that this is not a social relation-
ship, that the goals include eventual termination of the 
relationship, and so on.

Making a change in the client’s living situation to increase 
contact with other people can be effective in helping the 
client overcome social isolation and loneliness.

The client and his or her support network may have little or 
no knowledge of the client’s illness. This information can 
help diminish fears and prevent the client’s isolation from 
supportive relationships.

The client and his or her support network may have little 
knowledge of loneliness or how to communicate and 
respond to help the client. The client may not know how to 
ask for help or may have felt unheard in the past.

Expressing feelings verbally or nonverbally can help the cli-
ent work through emotions that are difficult or painful.

Activities like these may be effective in alleviating the 
client’s feelings of loneliness. If the client has a number 
of activities from which to choose, he or she can learn to 
anticipate and prevent feelings of loneliness.
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IMPLEMENTATION (continued)

if the client is unable to have a job); solitary activities to 
express feelings, such as writing in a journal or drawing; 
social activities; and support groups.
*Use telephone contact between home care visits as ap-
propriate, or encourage the client to make regular tele-
phone contacts with other people.

Encourage the client to develop a structure for daily activi-
ties and leisure time, including social activities.

*Help the client identify resources in the community that 
can provide social functions, offer social support, and 
meet needs for interpersonal activity, for example, sup-
port groups, recreational programs, senior or community 
centers, cultural or church groups, volunteer work, hobby 
or special interest groups, and community colleges.
*Explore with the client his or her interests and hobbies 
(present and past). Help the client identify activities related 
to these interests, such as going to the library or to con-
certs, movies, or other entertainment. Help the client learn 
how to identify free or low-cost activities if finances are 
limited. Refer the client to a recreational therapy program, 
if available, to build leisure skills.

Encourage the client to engage in daily physical activity, 
such as walking for at least 30 to 45 minutes each day.
*Teach the client about basic manners and social skills, 
including socially appropriate conversation topics, how to 
engage someone in a conversation, listening skills, steps in 
building relationships, how to say no to unwanted attention 
or relationships, handling rejection by others, and so forth. 
Use role modeling and group sessions (if available) to help 
the client learn and practice these skills.

Spend a part of each contact with the client by addressing 
the client’s general well-being and conveying interest in the 
client as a person. Inquire about the client’s feelings, per-
ceptions, and sense of progress toward his or her goals.

At the end of each visit or contact with the client, review 
with the client what his or her plans are for the time, until 
your next contact.

*Encourage the client to form relationships with a variety 
of people in the community. Help the client understand 
that relationships change over time and that he or she will 
continue to need to form new relationships.

*In a group situation, encourage clients to give each other 
feedback and support. Use role-playing and role-modeling 
techniques.

Using the telephone for daily contact with others can be 
more feasible than in-person contacts, yet it can effectively 
create and maintain a sense of connection with other 
people.

Following a structured routine can diminish feelings of pur-
poselessness and helplessness. The client can avoid having 
to decide whether or not to do each activity each day if he 
or she is accustomed to a routine and expects to follow it.

Most communities have resources that can help meet 
these kinds of needs. The structure of these activities can 
help the client’s daily routine and form a framework within 
which to develop relationships.

Clients often complain of loneliness or feeling worse when 
they are alone and have nothing to do. Planning and partici-
pating in activities can help prevent feelings of loneliness 
and give the client something to look forward to. These 
activities can also be shared with others.

Daily physical activity provides many health benefits as well 
as a low cost leisure activity.

The client may have never learned basic manners or skills 
in interacting or building relationships, or these may have 
been adversely affected by the client’s illness. Social skills 
can help the client develop (more satisfying) relationships 
and alleviate loneliness. The client may also be vulnerable 
to people who would take advantage of him or her, espe-
cially if his or her judgment is impaired by illness.

The client can benefit from perceiving that you are inter-
ested in him or her as a person and in his or her well-being, 
as well as in his or her compliance and participation in the 
treatment program.

Reviewing plans helps remind the client how to use time 
between contacts with the nurse and can diminish anxiety 
if the client relies heavily on contacts with the nurse for 
support.

Overreliance on just one or two people can result in the cli-
ent having inadequate support if the support person is not 
available and can contribute to a support person becoming 
“burned out” by excessive demands. The client can antici-
pate and better deal with relationships that change or end.

Clients can learn and practice interactive skills in a safe, 
supportive environment.

Nursing Interventions *denotes collaborative interventions Rationale

(continued on page 82)
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IMPLEMENTATION (continued)

Give the client positive feedback for accomplishments 
(even small ones), for participating in activities, for making 
efforts (even if not entirely successful), for improving social 
skills, and so forth. Be honest in your feedback; do not use 
false flattery.

*Help the client identify ways in which he or she can 
give back something to support people or caregivers. For 
example, the client may be able to make a small gift, write 
a thank-you note, or do some household chores that the 
caregiver would ordinarily do.

Encourage the client to get a pet, if he or she is able to 
handle the responsibility (or has a significant other or 
long-term caregiver that is willing to) and is not at risk for 
harming an animal.
*Refer the client to other resources in the community that 
can address needs for transportation, financial assistance, 
and so forth.

Positive feedback can reinforce desired behaviors and 
help enhance the client’s self-esteem. The client may not 
receive positive feedback from others. Clients with low 
self-esteem are at increased risk for loneliness. Flattery 
and insincerity are not helpful and can undermine the trust 
relationship.

Reciprocity in support relationships, even if limited, can 
help prevent burnout of caregivers or support people and 
enhance the quality of relationships. The client may have 
limited skills in mutual support and expressing thanks.

Relationships with pets can be therapeutic, yet not require 
the level of social skills needed for interpersonal relation-
ships. For example, having a pet can help meet some of 
the client’s needs for affection and physical contact.

Clients who lack transportation and financial resources 
are at increased risk for loneliness. The nurse often is the 
primary link between the client and other needed services.

Nursing Interventions *denotes collaborative interventions Rationale



1. A client with schizophrenia tells the nurse that he usually 
spends all his time in his apartment since he has no place 
to go and doesn’t know anyone in the apartment com-
plex. Which of the following interventions would be most 
bene!cial for this client?

a. Arranging for the client to attend day treatment

b. Encouraging the client to call his family more often

c. Making an appointment for the client to see the nurse 
every day for the next week

d. Telling the client that rehospitalization may be 
 necessary

2. A client with severe and persistent mental illness living 
in an apartment in the community tells the nurse that 
he does nothing all day except eat, sleep, and smoke 
cigarettes. Which of the following interventions would be 
most appropriate for this client?

a. Asking a relative to call the client two or three times a 
day to decrease sleeping

b. Arranging for the client to move to a group home with 
structured activities

c. Having the client make lists of hobbies to pursue to 
decrease boredom

d. Helping the client to set up a daily activity schedule 
that includes setting a wake-up alarm

3. The nurse is working in a psychosocial rehabilitation pro-
gram for clients with severe and persistent mental illness. 
Which of the following strategies would the nurse expect 
to be least bene!cial in this type of program?

a. Assisting clients with living arrangements

b. Helping clients with insight-oriented therapy

c. Linking clients with community resources

d. Teaching independent living skills

4. A client with severe and persistent mental illness tells 
the nurse he stopped taking his medications 2 weeks ago, 
stating, “I am tired of not being able to have a few beers 
with my friends, and besides, I feel !ne without them.” 
Which of the following responses by the nurse would be 
best?

a. “I know how dif!cult it must be to live with changes 
caused by your illness.”

b. “If your friends really care about you, it won’t matter 
if you can’t drink with them.”

c. “It is very important that you begin taking your medi-
cations again.”

d. “You will have to talk to the doctor about your 
 medi cations.

SECTION 2 REVIEW QUESTIONS

SECTION 2 Recommended Readings
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Lifestyle interventions for adults with serious mental 
illness: A systematic literature review. Psychiatric Ser-
vices, 61(8), 774–782.

Cummings, S. M., & Kropf, N. P. (2009). Formal and infor-
mal support for older adults with severe mental illness. 
Aging and Mental Health, 13(4), 619–627.

Hamilton, I. (2010). Ensuring integrated treatment for 
people with mental health and substance use problems. 
Nursing Times, 106(11), 12–15.

Lloyd, C., King, R., & Moore, L. (2010). Subjective and 
objective indicators of recovery in severe mental illness: 
A cross-sectional study. International Journal of Social 
Psychology, 56(3), 220–229.

Lloyd-Evans, B., Slade, M., Jagielska, D., & Johnson, S. 
(2009). Residential alternatives to acute psychiatric 
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of Psychiatry, 195(2), 109–117.

 SECTION 2  Resources for Additional 
Information

Visit thePoint (http://thePoint.lww.com/Schultz9e) for a list 
of these and other helpful Internet resources.

American Public Health Association
Assertive Community Treatment Association
Case Management Society of America
Community Access
Community Support Programs
Family Caregiver Alliance
Fountain House
Homelessness Resource Center
National Alliance to End Homelessness
National Association for Home Care & Hospice
National Association of Case Management
National Family Caregivers Association
SAMHSA—Co-Occurring and Homeless Activities Branch
The Way Back
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Disorders Diagnosed 
in Childhood or 
Adolescence

There is widespread agreement that children in our society must face an increasing num-
ber of complex challenges, such as drugs and alcohol, violence in the community, and pa-
rental problems and issues. These problems only further complicate the already formidable 
task of “growing up” and forming an identity. The period of growth and development that 
spans childhood and adolescence can include turmoil, inconsistency, and unpredictability 
in the normal course of events. However, for some children and adolescents, these dif!cult 
times are further complicated by psychosocial or emotional problems that often require 
professional intervention. The care plans in this section address mental health concerns that 
are problematic before a youngster reaches adulthood.

S E C T I O N  T H R E E
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C A R E  P L A N  9

Attention de!cit/hyperactivity disorder (ADHD) is a neurobehavioral disorder usually !rst 
diagnosed in childhood that is characterized by inattention, distraction, restlessness, hyper-
activity, and/or impulsivity (Centers for Disease Control [CDC], 2010a). It is important to 
distinguish ADHD from other childhood disorders, as well as from behavior in a child who is 
simply dif!cult to manage; children from chaotic environments, for example, are often misla-
beled as hyperactive when problem behaviors are actually occurring due to other factors (e.g., 
abuse, head injuries, or learning disabilities).

Manifestations of ADHD occur in all of a child’s environments (home, school, social situa-
tions), whereas other types of problems often occur only in particular situations. At school, the 
client frequently experiences poor performance, including incomplete assignments, dif!culty 
with organization, and incorrect and messy work. Verbally, the client disrupts others, fails to 
heed directions, and interrupts in conversations. At home, the client is accident-prone and is 
intrusive with family members. With peers, the client is unable to follow the rules of games, 
fails to take turns, and appears oblivious to the desires or requests of others.

The incidence of ADHD in school-aged children is estimated to be between 3% and 7% 
(American Academy of Child and Adolescent Psychiatry [AACAP] & American Psychiatric 
Association [APA], 2010a), and the disorder is more common in boys than in girls (APA, 2000).  
Usually, ADHD is identi!ed when a child enters the educational system. Hyperactivity is often 
a major component of the disorder in younger children, although this is less common in adoles-
cents. ADHD may occur without hyperactivity, but less frequently. By adolescence, hyperactive 
behavior usually is reduced to !dgeting and an inability to sit for sustained periods.

Many individuals experience problems with ADHD beyond childhood, especially if no ef-
fective treatment was received earlier. About 60% of children with ADHD continue to have 
problems in adolescence (AACAP, 2007). These problems may include adjustment reactions, 
depression, anxiety, and conduct problems such as lying, stealing, truancy, and acting out. 
About 40% of children with ADHD have symptoms that persist into adulthood, including un-
successful experiences in social, vocational, and academic settings that result from inattention, 
disinhibition, and lack of persistent effort, motivation, and concentration (AACAP, 2007).

Stimulant medications such as methylphenidate hydrochloride (e.g., Ritalin) or amphet-
amine sulfate (e.g., Adderall, Concerta), and an antidepressant, atomoxetine (Strattera), fre-
quently are used to decrease hyperactive behavior. Nursing objectives for clients with ADHD 
include managing symptoms, developing social skills, and providing the client and the signi!-
cant others with education and resources for continued support. It is important to work with 
the interdisciplinary treatment team to coordinate follow-up care and communication with 
school personnel, whose participation is a crucial element in the successful treatment of both 
adolescents and children.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Risk for Injury
Ineffective Role Performance

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Ineffective Therapeutic Regimen Management
Chronic Low Self-Esteem
Impaired Social Interaction
Interrupted Family Processes

Attention Deficit/Hyperactivity  
Disorder
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Risk for Injury
At risk for injury as a result of environmental conditions interacting with the individual’s 
adaptive and defensive resources.

RISK FACTORS

 Motor-perceptual dysfunction, for example, poor hand–eye coordination
 Inability to perceive potentially harmful situations
 Intrusive behavior with others
 Impulsivity

Nursing Diagnosis

The client will

 Be free of injury or unnecessary risks throughout treatment
 Respond to limits regarding intrusion on others within 2 to 3 days

The client will

 Engage in activities without taking unnecessary risks, for example, walking rather than  
running down the stairs

 Demonstrate decreased intrusive behavior (e.g., interrupting others)

The client will

 Recognize potentially harmful situations independently
 Use internal controls to manage impulsivity

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Do not assume that the client knows proper or expected 
behavior. State expectations for behavior in clear terms.

Assess the frequency and severity of accidents.

Provide supervision for potentially dangerous situations. 
Limit the client’s participation in activities when safety 
 cannot be ensured.

Talk with the client about safe and unsafe behavior. Explain 
that accidents will result in increased supervision and that 
purposeful unsafe behavior will have consequences.

Attempt to distinguish between accidents and behaviors 
that are deliberate.

If the situation is determined to be accidental, institute 
safeguards or limitations as appropriate.

If the situation is determined to be deliberate, institute 
consequences in a nonpunitive manner.

Make corrective feedback as specific as possible, for  
example, “Do not jump down the stairs. Walk down  
one step at a time.”

Developmentally, the client may be unable to process 
social cues to guide reasonable behavior choices.

It is necessary to establish a baseline before planning 
interventions.

The client’s ability to perceive harmful consequences of a 
behavior is impaired.

This provides the client with clear expectations.

Physical safety is a priority. Accidents will require increased 
supervision, but deliberate actions can be altered with 
behavioral techniques.

Different interventions are instituted for accidents than for 
deliberate actions.

Logical consequences for an undesirable behavior can 
diminish the occurrence of the behavior.

Specific information will help the client understand 
 expectations.

Rationale

(continued on page 88)
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IMPLEMENTATION (continued)

Provide consequences that are directly related to the 
undesirable behavior. Institute consequences as soon as 
possible after the occurrence of the behavior.
*Teach the client’s parents or caregivers about ADHD and 
the client’s treatment plan and medication, if any.
*Assist the client’s parents or caregivers to make the dis-
tinction between accidental and purposeful incidents.

Nursing Interventions *denotes collaborative interventions Rationale

The client will be better able to draw the correlation be-
tween undesirable behavior and consequences if the two 
are related to each other.

The client’s parents or caregivers may lack knowledge 
about ADHD and treatment.

This will enable them to deal with behaviors at home more 
effectively.

Ineffective Role Performance
Patterns of behavior and self-expression that do not match the environmental context, norms, 
and expectations.

ASSESSMENT DATA

 Short attention span
 High level of distractibility
 Labile moods
 Low frustration tolerance
 Inability to complete tasks
 Inability to sit still or !dgeting
 Excessive talking
 Inability to follow directions

Nursing Diagnosis

The client will

 Successfully complete tasks or assignments with assistance within 24 to 36 hours
 Demonstrate acceptable social skills while interacting with staff or family members,  
for example, listening while others talk rather than interrupting within 2 to 3 days

The client will

 Participate successfully in the educational setting
 Demonstrate the ability to complete tasks with reminders
 Demonstrate successful interactions with family members

The client will

 Verbalize positive statements about himself or herself
 Demonstrate successful interactions with nonfamily members
 Complete tasks independently

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Identify the factors that aggravate the client’s behavior and 
those that help the client’s performance.

Provide an environment as free from distractions as 
 possible. Institute interventions on a one-to-one basis. 
Gradually increase the amount of environmental stimuli.

Rationale

The external stimuli that exacerbate the client’s problems 
can be identified and minimized. Likewise, factors that 
positively influence the client can be effectively used.

The client’s ability to deal with external stimulation is 
impaired.
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IMPLEMENTATION (continued)

Engage the client’s attention before giving instructions (i.e., 
call the client’s name and establish eye contact).

Give instructions slowly, using simple language and 
 concrete directions.

Ask the client to repeat instructions before beginning 
tasks.

Separate complex tasks into small steps.

Provide positive feedback for completion of each step.

Allow breaks, during which the client can move around.

State expectations for task completion clearly.

Initially, assist the client to complete tasks.

Progress to prompting or reminding the client to perform 
tasks or assignments.

Give the client positive feedback for performing behaviors 
that come close to task achievement.

Gradually decrease reminders.

Assist the client to verbalize by asking sequencing ques-
tions to keep on the topic (“Then what happens?” and 
“What happens next?”).
*Teach the client’s family or caregivers to use the same 
procedures for the client’s tasks and interactions at home.

*Explain and demonstrate “positive parenting” techniques 
to family or caregivers such as time-in for good behavior, 
or being vigilant in identifying and responding positively to 
the child’s first bid for attention; special time, or guaranteed 
time spent daily with the child with no interruptions and 
no discussion of problem-related topics; ignoring minor 
transgressions by immediate withdrawal of eye contact or 
physical contact and cessation of discussion with the child 
to avoid secondary gains.

The client must hear the instructions as a first step toward 
compliance. He or she may not comprehend instructions if 
his or her attention is distracted by something else.

The client’s ability to comprehend instructions (especially if 
they are complex or abstract) is impaired.

Repetition demonstrates that the client has accurately 
received the information.

The likelihood of success is enhanced with less 
 complicated components of a task.

The client’s opportunity for successful experiences is 
increased by treating each step as an opportunity for 
 success.

The client’s restless energy can be given an accept-
able outlet, so he or she can attend to future tasks more 
 effectively.

The client must understand the request before he or she 
can attempt task completion.

If the client is unable to complete a task independently, 
having assistance will allow success and will demonstrate 
how to complete the task.

The amount of intervention gradually is decreased to 
increase client independence as the client’s abilities 
increase.

This approach, called shaping, is a behavioral procedure 
in which successive approximations of a desired behavior 
are positively reinforced. It allows rewards to occur as the 
client gradually masters the actual expectation.

Client independence is promoted as staff participation is 
decreased.

Sequencing questions provide a structure for discussions 
to increase logical thought and decrease tangentiality.

Successful interventions can be instituted by the client’s 
family or caregivers by using this process. This will promote 
consistency and enhance the client’s chances for success.

It is important for parents or caregivers to engage in 
techniques that will maintain their loving relationship with 
the child while promoting, or at least not interfering with, 
therapeutic goals. Children need to have a sense of being 
lovable to their significant others that is not crucial to the 
nurse–client therapeutic relationship.

Nursing Interventions *denotes collaborative interventions Rationale
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C A R E  P L A N  1 0

Clients with conduct disorders exhibit a persistent pattern of behavior in which the “basic 
rights of others or major age-appropriate societal norms or rules are violated” (APA, 2000, 
p. 93). The client’s dif!culties usually exist in all major life areas: at home, at school, with 
peers, and in the community. Problematic behaviors include aggression that is harmful or 
threatening to animals or other people, property damage or vandalism, stealing or lying, or 
breaking rules. However, isolated acts of these types of behaviors do not warrant a diagnosis 
of conduct disorder.

Conduct disorders are more prevalent in boys than in girls, especially when the disor-
der presents earlier in childhood. General prevalence is estimated at up to 10% and has 
 apparently increased in recent decades (APA, 2000). The onset of a conduct disorder usually 
 occurs  between mid-childhood and mid-adolescence, although it can occur in preschool-aged 
 children; it rarely begins after the age of 16 years. Earlier onset is associated with a poor-
er prognosis and an increased likelihood that the individual will have antisocial personality 
 disorder as an adult (APA, 2000).

Behavioral symptoms may begin with relatively minor problems such as lying and prog-
ress to more severe behaviors such as mugging or rape as the individual moves into later 
adolescence. As the adolescent grows older, complications often develop, including school 
suspension, legal dif!culties, substance use, sexually transmitted diseases (STDs), pregnancy, 
injury from accidents and !ghts, and suicidal behavior. Persistent illegal activity and diagno-
ses of adult antisocial behavior, antisocial personality disorder, and chemical dependence are 
 common for these individuals as adults.

Treatment should be appropriate to the child’s age and developmental stage. It is impor-
tant to provide education about the disorder and to work with the child’s family and school 
personnel to coordinate care. In cases with mild impairment, improvement is demonstrated as 
the adolescent matures and may require only special education classes and supportive therapy 
for the family. Treatment of adolescent clients may include social skills development and 
anger management, in addition to individual and family therapy. Nurses should work with the 
 interdisciplinary treatment team to identify appropriate follow-up and social services for legal 
problems, substance abuse, and concurrent, additional mental health disorders.

Referral to supportive community resources and organizations is also important. For exam-
ple, TOUGHLOVE is a national parent support group that assists parents in setting basic rules 
the adolescent must follow—if the rules are ignored, the adolescent must leave home. These 
limits are established in an atmosphere of love and caring, hence the name of the organization.

In severe cases, problems related to conduct disorders tend to be chronic and often require 
placing the client in an institutional setting.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Noncompliance
Risk for Other-Directed Violence
Ineffective Coping

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Impaired Social Interaction
Chronic Low Self-Esteem
Interrupted Family Processes

Conduct Disorders
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Noncompliance
Behavior of a person and/or caregiver that fails to coincide with a health-promoting or thera-
peutic plan agreed upon by the person (and/or family and/or community) and health care 
professional. In the presence of an agreed upon, health-promoting or therapeutic plan, the 
person’s or caregiver’s behavior is fully or partially nonadherent and may lead to clinically 
ineffective or partially ineffective outcomes.

ASSESSMENT DATA

 Egocentrism
 Disobedience
 Feelings of frustration
 Lack of remorse for unacceptable behavior
 Manipulative behavior
 Cheating (schoolwork, games, sports)

Nursing Diagnosis

The client will

 Participate in treatment program within 2 to 4 days
 Adhere to rules within 2 to 4 days

The client will

 Attend school
 Be truthful
 Demonstrate compliance with negotiated rules and expectations with parents

The client will

 Adhere to expectations independently
 Demonstrate socially acceptable behavior in the community

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Inform the client of expectations and limits in a matter-
of-fact manner.

Do not make exceptions to stated expectations or rules.

Avoid making promises; instead, say, “If possible, I will.”

Contract with the client (ahead of time) for requests 
or privileges. It may be beneficial to write and sign the 
 agreement.

Validate the client’s feelings of frustration, but remain firm 
in denying requests for exceptions to limits.

Avoid power struggles with the client. Do not engage in 
lengthy explanations or debating once expectations have 
been stated.

Demonstrate consistency in your responses to the client, 
and ensure consistency among all staff members.

(continued on page 92)

Rationale

This allows the client to be aware of expectations without 
being “challenged” by them.

Consistency will discourage manipulative behavior.

The client may try to use an unfulfilled promise as an 
example of your not adhering to expectations or commit-
ments.

Using a contract with the client allows him or her to be 
rewarded for setting a goal and attaining it. A written agree-
ment leaves no room for “forgetting” and minimizes the 
opportunity for manipulation.

Validating feelings conveys empathy yet allows consistency 
in setting and maintaining limits.

Debating promotes opportunity for manipulation. If en-
gaged in a power struggle, the adolescent may escalate his 
or her behavior to “save face” or “win” the struggle.

Consistent staff response is a primary way to avoid 
 manipulation.
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IMPLEMENTATION (continued)

Designate one staff member each shift to be the primary 
contact person for the client. Other staff should refer 
requests to the designated staff person. See “Key Consid-
erations in Mental Health Nursing: Limit Setting.”

Protect other clients from being drawn into the client’s 
influence, especially those who might be nonassertive or 
vulnerable.

Institute a daily schedule for getting up, going to bed, 
studying, activities of daily living, enjoying free time, and 
so forth.

Give positive feedback for completion of each component 
of the schedule.

Designation of one staff person for decisions regarding 
client behavior decreases the opportunity for lying and 
manipulating.

Clients with conduct disorders have established patterns of 
using others for their own gain.

Increased structure will increase chances for compliance 
with expectations.

Positive reinforcement of a desired behavior increases the 
frequency of its occurrence.

Nursing Interventions *denotes collaborative interventions Rationale

Risk for Other-Directed Violence
At risk for behaviors in which an individual demonstrates that he or she can be physically, 
emotionally, and/or sexually harmful to others.

RISK FACTORS

 Temper outbursts
 Reckless, thrill-seeking behavior
 Inability to express feelings in a socially acceptable, safe manner
 Lack of remorse for destructive behavior
 Destruction of property
 Cruelty to animals
 Physical aggression
 Running away from home
 Use of tobacco, alcohol, and drugs
 Involvement in violent situations or crimes

Nursing Diagnosis

The client will

 Be free of injury throughout hospitalization
 Refrain from harming others or destroying property throughout hospitalization
 Eliminate physically aggressive behavior within 24 to 36 hours

The client will

 Verbalize feelings in a socially acceptable, safe manner, for example, speaking in a calm 
voice

 Reside in the least restrictive environment necessary for safety of self and others
 Participate in substance dependence treatment, if indicated

The client will

 Demonstrate safe behavior independently
 Engage in age-appropriate activities

Immediate

Stabilization

Community

EXPECTED OUTCOMES
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Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced  
responses, and/or inability to use available resources.

ASSESSMENT DATA

 Few or no meaningful peer relationships
 Inability to empathize with others
 Inability to give and receive affection
 Low self-esteem, masked by “tough” act

Nursing Diagnosis

The client will

 Engage in social interaction with staff and other clients, initially with staff assistance for 
5 to 10 minutes at least twice a day, gradually increase over time

 Verbalize feelings within 2 to 3 days
 Learn problem-solving process within 2 to 3 days

The client will

 Demonstrate effective problem-solving and coping skills
 Assess own strengths and weaknesses realistically, for example, make a list of strengths 
and weaknesses and review with the nurse

EXPECTED OUTCOMES

Immediate

Stabilization

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Investigate any threats or talk of suicide seriously, and insti-
tute interventions as indicated (see Care Plan 26: Suicidal 
Behavior).

If the client is losing behavioral control, ask him or her to 
leave the situation or ask others to leave.

Institute time-out procedure (retreat to a neutral 
 environment to provide the opportunity to regain  internal 
control). Teach the client that time-out is a positive 
 opportunity for “cooling off,” not a punishment. Remain 
matter-of-fact when instituting this procedure.

Encourage the client to work toward instituting time-out for 
himself or herself when unable to handle a situation in any 
other way.

Following the time-out period, when the client is more 
calm, discuss the situation with him or her.

Encourage the client to keep a diary of his or her feelings, 
the situation in which the feelings were experienced, what 
he or she did to handle the situation or feelings, and so 
forth.

Assist the client in examining alternatives to acting-out 
 behavior. Anger management classes or counseling may 
be appropriate referrals; community or online support 
groups may be beneficial to the client and his or her family.

Rationale

Client safety is a priority.

The reinforcement for acting out is diminished when there 
is no audience.

The purpose of time-out periods is to allow the client to 
regain control in a neutral setting.

Self-imposed time-out is a skill the client can use in other 
situations. This promotes development of the client’s 
 internal self-control.

Any discussion will be more productive when feelings and 
behavior are not excessive or out of control. Remember 
that time-out is not a punishment or a “solution,” rather a 
means to facilitate more effective methods of coping.

Adolescents often have difficulty identifying and  discussing 
feelings. A written journal provides more concrete 
 information about the connection between the client’s 
 feelings and behavior.

This allows the client to develop a repertoire of choices for 
future situations. The client’s behavior impacts his or her 
family, and the family may benefit from support groups or 
continued family therapy.
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Encourage the client to discuss his or her thoughts and 
feelings.

Give positive feedback for appropriate discussions.

Tell the client that he or she is accepted as a person, 
 although a particular behavior may not be acceptable.

Give the client positive attention when behavior is not prob-
lematic.

Teach the client about limit setting and the need for limits. 
Include time for discussion.

Teach the client the problem-solving process as an alterna-
tive to acting out (identify the problem, consider alterna-
tives, select and implement an alternative, evaluate the 
effectiveness of the solution).

Help the client practice the problem-solving process with 
situations on the unit, and then with situations the client 
may face at home, school, and so forth.

Role-model appropriate conversation and social skills for 
the client.

Specify and describe the skills you are demonstrating.

Practice social skills with the client on a one-to-one basis.

Gradually introduce other clients into the interactions and 
discussions.

Assist the client to focus on age- and situation-appropriate 
topics.

Encourage the client to give and receive feedback with oth-
ers in his or her age group.

Facilitate expression of feelings among clients in super-
vised group situations.

Teach the client about transmission of human immunodefi-
ciency virus (HIV) infection and other STDs.

*Assess the client’s use of alcohol or other substances, 
and provide referrals as indicated.

Rationale

Verbalizing feelings is an initial step toward dealing with 
them in an appropriate manner.

Positive feedback increases the likelihood of continued 
performance.

Clients with conduct disorders frequently experience 
rejection. The client needs support to increase self-
esteem, while understanding that behavioral changes are 
 necessary.

The client may have been receiving the majority of atten-
tion from others when he or she was engaged in problem-
atic behavior, a pattern that needs to change.

This allows the client to hear about the relationship be-
tween aberrant behavior and consequences during a time 
that the client’s behavior is not problematic. The client may 
have no knowledge of the concept of limits and how limits, 
including self-imposed limits, can be beneficial.

The client may not know how to solve problems construc-
tively or may not have seen this behavior modeled in the 
home.

The client’s ability and skill will increase with practice. He 
or she will experience success with practice.

This allows the client to see what is expected in a non-
threatening situation.

Clarification of expectations decreases the chance for 
misinterpretation.

As the client gains comfort with the skills through practice, 
he or she will increase their use.

Success with others is more likely to occur once the client 
has been successful with the staff.

Peer relationships are enhanced when the client is able to 
interact as other adolescents do.

Peer feedback can be influential in shaping the behavior of 
an adolescent.

Adolescents are reluctant to be vulnerable to peers and 
may need encouragement to share feelings.

Because these clients may act out sexually or use intrave-
nous drugs, it is especially important that they be educated 
about preventing transmission of HIV and STDs.

Often adolescents with conduct disorders also have sub-
stance abuse issues.

The client will

 Demonstrate development of relationships with peers
 Verbalize real feelings of self-worth that are age appropriate
 Perform at a satisfactory academic level

Community
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An adjustment disorder involves an excessive reaction to an identi!ed psychosocial stress-
or, in that the individual experiences more distress than would be expected from the speci!c 
stressor or that the individual’s functioning is impaired to a greater degree than would be 
expected. Stressors for adolescents may be easily identi!able, such as separation or divorce 
of parents, moving to a new community or school, pubertal changes, and so forth. Less-
evident stressors, such as emerging sexual feelings, desire for increased autonomy, and the 
growing signi!cance of peers, can be a primary source of con#ict or add stress to other 
dif!culties.

Adjustment disorders are diagnosed in male and female adolescents in approximately 
equal numbers, and prevalence rates are estimated at between 2% and 8% (APA, 2000). 
Adjustment disorders occur within 3 months after the onset of the stressor but do not persist 
longer than 6 months after the stressor is no longer present. Adolescents with adjustment 
disorders can be at risk for juvenile delinquency, maladaptive sexual behavior, substance 
use, teen pregnancy, and STDs, including HIV infection. The ultimate problem area for 
adolescents is suicidal behavior, which is among the three leading causes of death for youth 
15 to 24 years of age, according to the U. S. Substance Abuse and Mental Health Services 
Administration.

Nursing care for the adolescent experiencing an adjustment disorder centers on provid-
ing a protective environment in which the client can have corrective emotional experiences. 
These experiences include limits for behavior, interpersonal relationships, peer-group sup-
port and feedback, development of coping skills, and achievement of developmental tasks. 
The promotion of coping abilities in teens is a major objective in the prevention of teen 
suicide (Logan, 2009).

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Ineffective Coping
Interrupted Family Processes
Situational Low Self-Esteem

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Risk for Other-Directed Violence
Risk for Suicide
Impaired Social Interaction
Anxiety

Adjustment Disorders of Adolescence

C A R E  P L A N  1 1

Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced  
responses, and/or inability to use available resources.

Nursing Diagnosis
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ASSESSMENT DATA

 Impulsive behavior
 Acting-out behavior
 Suicidal behavior
 Discomfort with sexual feelings
 Poor social skills
 Anxiety
 Dif!culty expressing feelings
 Unmet needs for affection, closeness, and peer-group acceptance
 Ineffective relationships
 Lack of leisure skills

The client will

 Refrain from harming self or others throughout hospitalization
 Abstain from using alcohol and drugs throughout hospitalization
 Comply with structured daily routine within 24 to 48 hours
 Identify consequences of maladaptive behavior patterns, for example, verbalize limits that 
have been set and the consequences that have been identi!ed for exceeding limits, within  
2 to 3 days

The client will

 Eliminate maladaptive coping patterns (alcohol and drug use, acting out, suicidal behavior)
 Complete daily expectations independently
 Verbalize accurate information regarding substance use, sexual activity, and prevention of 
HIV and STD transmission

The client will

 Express satisfaction with peer and family relationships
 Demonstrate use of the problem-solving process in decision making

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Provide a safe environment for the client. See Care Plan 
26: Suicidal Behavior.

State rules, expectations, and responsibilities clearly to the 
client, including consequences for exceeding limits.

Use time-out (removal to a neutral area) when the client 
begins to lose behavioral control.

Encourage the client to verbalize feelings.

Allow the client to express all feelings in an appropriate, 
nondestructive manner.

Use a matter-of-fact approach when discussing these emo-
tionally charged issues with the client.

Avoid looking shocked or disapproving if the client makes 
crude or outrageous statements.

Ask the client to clarify feelings if he or she is vague or is 
using jargon (“Can you explain that to me?”).

Rationale

The client’s safety is a priority.

The client needs clear expectations regarding behavior and 
what to expect if he or she exceeds limits.

Time-out is not a punishment but an opportunity for the 
client to regain control. Instituting time-out as soon as the 
client’s behavior begins to escalate may prevent acting out 
and give the client a successful experience in self-control.

Identifying and verbalizing feelings is difficult for an adoles-
cent but is a necessary step in resolving difficulties.

The client may have many negative feelings that he or she 
has not been allowed or encouraged to verbalize.

A matter-of-fact approach will decrease the client’s anxiety 
and demonstrate that these issues are a part of daily life, 
not topics about which one needs to be ashamed.

Testing behavior, to see your reaction, is common in 
 adolescents.

Clarification avoids any misunderstanding of what the 
client means and helps the client develop skill in verbally 
expressing himself or herself.
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IMPLEMENTATION (continued)

Encourage a physical activity if the client is better able to 
discuss difficult issues while doing something physical 
(e.g., take a walk with the client while talking).

Provide factual information about sexual issues, substance 
use, consequences of high-risk behavior, and preventing 
transmission of HIV and STD infections.

Written information, such as pamphlets, often is helpful.

Assess the client’s understanding through a return expla-
nation by the client in his or her own words. Do not rely 
on asking “Did you understand?” or “Do you have any 
 questions?”

Teach the client a simple problem-solving process: describe 
the problem, list alternatives, evaluate choices, and select 
and implement an alternative.

Have the client list actual concerns or problems he or she 
has been having.

Assist the client in applying the problem-solving process to 
situations in his or her life.

Discuss the pros and cons of choices the client has made.

Avoid offering personal opinions. Ask the client, “Knowing 
what you know now, what might you do next time that 
happens?”

Physical activity such as walking provides an outlet for 
anxious energy. Eye contact may be difficult if the client 
feels uncomfortable and is diminished while walking with 
someone.

Adolescents frequently have inadequate or incorrect infor-
mation. Any client who may be sexually active or who may 
use intravenous drugs is at increased risk for HIV and other 
infections.

Written information allows the client to learn privately, 
which may be less embarrassing for him or her.

Clients may deny questions or say they understand when 
they do not to decrease discomfort, avoid admitting they 
do not understand, or avoid further discussion.

The adolescent client has probably not thought about using 
a systematic approach to solving problems and may not 
know where to begin.

Listing concerns helps the client to examine the problems 
that he or she would like to resolve.

Personal experience in using the problem-solving pro-
cess is more useful to the client than using hypothetical 
examples.

Guiding the client through the process while discussing 
actual concerns shows him or her how to use the process.

The client’s ability to make more effective decisions is a 
priority. Your opinions diminish the client’s opportunity to 
develop skills in this area.

Nursing Interventions *denotes collaborative interventions Rationale

Interrupted Family Processes
Change in family relationships and/or functioning.

ASSESSMENT DATA

 Inadequate parent–child interactions
 Ineffective communication about family roles, rules, and expectations
 Rigid family roles
 Inability to express feelings openly and honestly
 Situational, developmental, or maturational transition or crisis

Nursing Diagnosis

The client will

 Listen to feelings of family members within 24 to 48 hours
 Express feelings within the family group within 3 to 4 days

EXPECTED OUTCOMES

Immediate
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Help the client clarify issues he or she would like to dis-
cuss with his or her parents. A written list may be helpful.

Encourage the client to use “I” statements to describe 
what he or she thinks or feels, such as “I think . . .,” “I 
feel . . .,” “I need . . .,” and so forth, rather than general 
statements.
*Encourage the client’s parents to communicate with the 
client in the same way (see above).
*Facilitate family sessions for sharing feelings, concerns, 
and ideas. Establish limits for these meetings that encour-
age mutual support, self-responsibility, and emotional 
safety.
*Help the client and parents take turns talking and listening. 
Do not get drawn into giving opinions or advice.

*Help clarify statements made by others. Provide a summary 
for the family group, for example, saying “Sounds like . . .”

Help the client and family members learn to seek clarifica-
tion and confirm understanding.

*Guide the client and parents toward negotiating expecta-
tions and responsibilities to be followed at home. A written 
contract may be helpful.

Rationale

Anticipatory discussion may decrease the client’s discom-
fort and help the client be specific and avoid generaliza-
tions. Writing the ideas ensures that important issues will 
not be forgotten due to anxiety and provides a focus to 
keep the client on task.

Statements using “I” assume responsibility for the state-
ment of feelings, are less likely to be blaming in nature, 
and can help the client learn how to share his or her 
thoughts and feelings.

Parents also can benefit from assistance in making “I” 
statements and focus on feelings rather than blaming.

Such meetings can be a semiformalized method for initiat-
ing family interaction. Adolescents and their parents may 
find this difficult to do without assistance.

Your role is to facilitate communication, not to get involved 
in family dynamics. You must not give the perception of 
taking sides.

Your communication skills can be helpful in clarifying ideas. 
A summary statement can reiterate important discussion 
points and provide closure.

The client and family members can build these skills with 
your assistance, and then use them in their continuing 
relationships and discussions.

Negotiating may be unfamiliar to the adolescent and his or 
her parents, but it is a skill that can help adolescents sepa-
rate from parents, which is an important developmental 
task. Writing the agreement increases clarity for all parties 
and decreases future manipulation or misunderstanding.

Situational Low Self-Esteem
Development of a negative perception of self-worth in response to a current situation.

ASSESSMENT DATA

 Negative self-image
 Low self-esteem
 Feelings of doubt
 Minimizing strengths
 Underachievement

Nursing Diagnosis

The client will

 Participate in family problem solving
 Negotiate behavioral rules and expectations with parents

The client will

 Demonstrate compliance with negotiated rules independently
 Report satisfaction with family communication and relationships

Stabilization

Community
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The client will

 Identify feelings of doubt and uncertainty within 24 to 48 hours
 Give and receive honest feedback with peer group within 2 to 3 days

The client will

 Make realistic, positive self-statements
 Identify own strengths and weaknesses realistically
 Express feelings in an acceptable manner, such as talking or writing in a journal

The client will

 Verbalize increased feelings of self-worth
 Report increased satisfaction with peer relationships

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Provide direct, honest feedback on the client’s communica-
tion skills.

Be specific with feedback (e.g., “You look at the floor when 
someone is talking to you.”). Do not assume the client will 
know what you mean by general or abstract comments.

Role-model specific communication skills (i.e., listening, 
validating meaning, clarifying, etc.).

Encourage clients to practice skills and discuss feelings 
with each other. Suggest to the client that he or she may 
have concerns similar to others and that perhaps they 
could share them with each other.

Give positive feedback for honest sharing of feelings and 
concerns (e.g., “You were able to share your feelings even 
though it was difficult”).

Do not allow the client to dwell on past problems, “reliv-
ing” mistakes, or self-blame. Help the client separate 
behavior from the sense of personal worth.

Help the client change from a focus on the past to a focus 
on the present. For example, asking “What might you do 
differently now?” or “What can be learned from . . .?” can 
help the client with that transition.

Rationale

The client may not have had feedback about his or her 
communication skills. Feedback helps the client under-
stand his or her behavior from others’ points of view.

General statements are less helpful to the client than 
specific feedback.

Modeling desired behaviors and skills gives the client a 
clear picture of what is expected. Practicing skills in a non-
threatening environment enhances comfort with their use.

The stage can be set for honest sharing if the client feels 
he or she is not too different from peers. Learning that 
others have similar feelings can help the client accept and 
express his or her own feelings.

Positive feedback increases the frequency of desired 
behavior.

The client may believe that past unacceptable behavior 
makes him or her a “bad” person.

Once you have heard the client express feelings about past 
behavior, it is not useful to allow the client to ruminate—
the past cannot be changed.

 Emotional distancing of signi!cant others
 Absence of satisfactory peer relationships
 Ineffective communication skills
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1. An effective nursing intervention for the impulsive and 
aggressive behaviors that accompany conduct disorders is

a. Assertiveness training

b. Consistent limit setting

c. Negotiation of rules

d. Open expression of feelings

2. The nurse would expect to see all the following behaviors 
in a child with ADHD except

a. Easily distracted and forgetful

b. Excessive running, climbing, and !dgeting

c. Moody, sullen, and pouting behavior

d. Interrupts others and can’t take turns

3. A 9-year-old client with ADHD tells the nurse, “No 
one in my class likes me because they think I’m stupid. 
And they’re right, I am stupid!” Which of the  following 

nursing diagnoses would the nurse identify for this 
 client?

a. Anxiety

b. Impaired socialization

c. Ineffective coping

d. Low self-esteem

4. Which of the following children is most at risk for an 
adjustment disorder?

a. A 10-year-old boy who has never liked school and has 
a few friends

b. A 16-year-old boy who has been struggling in school, 
getting only Cs and Ds

c. A 13-year-old girl who is upset about not being se-
lected for the cheerleading squad

d. A 16-year-old girl who recently moved to a new school 
after her parents’ divorce

SECTION 3 REVIEW QUESTIONS

SECTION 3 Recommended Readings

Bartlett, R., Rowe, T. S., & Shattell, M. M. (2010). Per-
spectives of college students on their childhood ADHD. 
American Journal of Maternal Child Nursing, 35(4), 
226–231.

Bornovalova, M. A., Hicks, B. M., Iacono, W. G., & 
 McGue, M. (2010). Familial transmission and heritabil-
ity of childhood disruptive disorders. American Journal 
of Psychiatry, 167(9), 1066–1074.

Golder, T. (2010). Tourette syndrome: Information for 
school nurses. Journal of School Nursing, 26(1), 11–17.

Salmeron, P. A. (2009). Childhood and adolescent atten-
tion-de!cit hyperactivity disorder: Diagnosis, clinical 
practice guidelines, and social implications. Journal of 
the American Academy of Nurse Practitioners, 21(9), 
488–497.

 SECTION 3  Resources for Additional 
Information

Visit thePoint (http://thePoint.lww.com/Schultz9e) for a list 
of these and other helpful Internet resources.

American Academy of Child and Adolescent Psychiatry
Association of Child and Adolescent Psychiatric Nurses
Attention De!cit Disorder Association
Bipolar Children
Bipolar Disorder Resource Center
Child and Adolescent Bipolar Foundation
Children and Adults with ADHD
Conduct Disorder Resource Center
Inspire USA Foundation
Learning Disabilities Association of America
Learning Disabilities Online
National Center for Learning Disabilities, Inc.
National Center for Mental Health and Juvenile Justice
National Federation of Families
National Institute of Mental Health Information
National Resource Center on AD/HD
Oppositional De!ant Resource Center
Parents Med Guide—American Academy of Child 

and  Adolescent Psychiatry, American Psychiatric 
 Association

Tough Love International

http://thePoint.lww.com/Schultz9e
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Delirium, Dementia,  
and Head Injury

Clients with delirium, dementia, or head injury may experience signi!cant cognitive im-
pairment. Delirium is often due to an underlying medical condition, such as alcohol with-
drawal, sepsis, head trauma, or metabolic imbalances. The client usually returns to his or 
her previous level of functioning when the underlying cause is successfully treated.

Dementia usually is a chronic, progressively deteriorating disease, beginning with 
memory loss and other cognitive dif!culties. Nursing interventions are designed to help 
the client maintain functioning as long as possible and provide support to both the client 
and his or her family or signi!cant others (see Care Plan 5: Supporting the Caregiver).

Clients who have had a head injury may experience emotional, functional, cognitive, 
and personality changes that affect both the client and his or her signi!cant others. Care 
Plan 14 addresses issues speci!c to clients with head injury and their caregivers.

S E C T I O N  F O U R
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C A R E  P L A N  1 2

A delirium is de!ned as “a disturbance of consciousness and a change in cognition that 
 develop over a short period of time” (APA, 2000, p. 135), which is not related to a preexisting 
or developing dementia. The client has reduced awareness, impaired attention, and changes in 
cognition or perceptual disturbances. These disturbances may include misinterpretations (the 
client may hear a door slam and believe it is a gunshot), illusions (the client may mistake an 
electric cord on the #oor for a snake), or hallucinations (the client may “see” someone lurking 
menacingly in the corner of the room when no one is there). The client may also demonstrate 
increased or decreased psychomotor activity, fear, irritability, euphoria, labile moods, or other 
emotional symptoms.

The underlying causes of delirium include medical conditions (e.g., metabolic distur-
bances, infection), untoward responses to medications, sleep/wake cycle disturbances, sen-
sory deprivation, alcohol or substance intoxication or withdrawal, or a combination of these 
conditions. Delirium is most common in persons older than 65 years who are hospitalized 
for a medical condition; prevalence is greater in elderly men than in women. In the general 
population, delirium occurs in 10% to 30% of hospitalized medically ill patients and as many 
as 60% of nursing home residents at or over age 75 (APA, 2000). Children on certain medi-
cations, such as anticholinergics, and those with febrile illnesses often experience delirium 
as well.

Delirium usually has an acute onset, from hours to days, and #uctuates throughout the 
day, with periods of lucidity and awareness alternating with episodes of acute confusion, 
disorientation, and perceptual disturbances. Clients with delirium may make a full recovery, 
especially if the underlying etiologic factors are promptly treated and corrected or are self-
limited ( duration of symptoms ranges from hours to months). However, some clients may 
have continued cognitive de!cits or may develop seizures, coma, or death, especially if the 
cause of the delirium is not treated (APA, 2000). Medical treatment for clients with delirium 
is focused on identifying and resolving the underlying cause(s). Nursing care for these cli-
ents involves providing safety, preventing injury, providing reality orientation, and supporting 
physiologic functioning.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Acute Confusion
Impaired Social Interaction

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Risk for Injury
Ineffective Role Performance
Noncompliance
Interrupted Family Processes
De!cient Diversional Activity
Impaired Home Maintenance
Situational Low Self-Esteem

Delirium
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Acute Confusion
Abrupt onset of reversible disturbances of consciousness, attention, cognition, and percep-
tion that develop over a short period of time.

ASSESSMENT DATA

 Poor judgment
 Cognitive impairment
 Impaired memory
 Lack of or limited insight
 Loss of personal control
 Inability to perceive harm
 Illusions
 Hallucinations
 Mood swings

Nursing Diagnosis

The client will

 Be free of injury throughout hospitalization
 Engage in a trust relationship with staff and caregiver within 24 hours
 Increase reality contact within 24 to 48 hours
 Cooperate with treatment within 8 to 24 hours

The client will

 Establish or follow a routine for activities of daily living
 Demonstrate decreased confusion, illusions, or hallucinations
 Experience minimal distress related to confusion
 Validate perceptions with staff or caregiver before taking action

The client will

 Return to optimal level of functioning
 Manage health conditions, if any, effectively
 Seek medical treatment as needed

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Do not allow the client to assume responsibility for deci-
sions or actions if he or she is unsafe.

If limits on the client’s actions are necessary, explain  
limits and reasons clearly, within the client’s ability to 
understand.

Involve the client in making plans or decisions as much as 
he or she is able to participate.

Assess the client daily or more often if needed for his or 
her level of functioning.

Allow the client to make decisions as much as he or she is 
able.

Assist the client to establish a daily routine, including 
 hygiene, activities, and so forth.

The client’s safety is a priority. He or she may be unable to 
determine harmful actions or situations.

The client has the right to be informed of any restrictions 
and the reasons limits are needed.

Compliance with treatment is enhanced if the client is 
emotionally invested in it.

Clients with organically based problems tend to fluctuate 
frequently in terms of their capabilities.

Decision-making increases the client’s participation, inde-
pendence, and self-esteem.

Routine or habitual activities do not require decisions about 
whether or not to perform a particular task.

Rationale

(continued on page 104)
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IMPLEMENTATION (continued)

In a matter-of-fact manner, give the client factual feedback 
on misperceptions, delusions, or hallucinations (e.g., “That 
is a chair”) and convey that others do not share his or her 
interpretations (e.g., “I don’t see anyone else in the room”).
*Teach the client and his or her family or significant others 
about underlying cause(s) of confusion and delirium.

Nursing Interventions *denotes collaborative interventions Rationale

When given feedback in a nonjudgmental way, the client 
can feel validated for his or her feelings, while recognizing 
that his or her perceptions are not shared by others.

Knowledge about the cause(s) of confusion can help the 
client seek assistance when indicated.

Impaired Social Interaction
Insuf!cient or excessive quantity or ineffective quality of social exchange.

ASSESSMENT DATA

 Apathy
 Emotional blandness
 Irritability
 Lack of initiative
 Feelings of hopelessness or powerlessness
 Recognition of functional impairment

Nursing Diagnosis

The client will

 Respond to interpersonal contacts in the structured environment, for example, interact with 
staff for a 5 minutes within 24 hours

 Verbalize feelings of hopelessness or powerlessness with nursing assistance within  
24 hours

 Verbalize or express losses with nursing assistance within 24 to 48 hours

The client will

 Demonstrate appropriate social interactions
 Participate in leisure activities with others
 Verbalize or demonstrate increased feelings of self-worth if long-term de!cits are present, 
if possible

The client will

 Progress through stages of grieving within his or her limitations if long-term de!cits  
are present

 Participate in follow-up care as needed

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Encourage the client to verbalize feelings, especially feel-
ings of frustration, powerlessness, and so forth.

Give the client positive feedback when he or she is able to 
identify areas that are difficult for him or her.

Rationale

Expressing feelings is an initial step toward dealing with 
them constructively.

Positive reinforcement of a desired behavior helps to 
increase the frequency of that behavior.
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IMPLEMENTATION (continued)

Ask the client to clarify any feelings that he or she express-
es vaguely. Encourage the client to be specific.

If the client becomes agitated or seems unable to express 
himself or herself, redirect the client to a more neutral 
topic, or engage the client in a calming or pleasurable 
 activity.

Encourage the client to interact with staff or other clients 
on topics of interest.

Give the client positive feedback for engaging in social 
interactions and leisure activities.
*Assist the client to develop plans for follow-up care as 
needed. Provide referrals to social services and community 
agencies when indicated.

Asking for clarification can prevent misunderstanding and 
help the client more clearly identify and work through 
 feelings.

The client may be overwhelmed by feelings or unable to 
express himself or herself in a way that is therapeutic or 
productive, especially as the organic changes progress.

The client may be reluctant to initiate interaction and may 
need encouragement to converse with others.

Positive feedback increases the likelihood that the client 
will continue to interact and participate in activities.

If recovery from delirium is incomplete, the client may 
need support or assistance when returning to the 
 community.

Nursing Interventions *denotes collaborative interventions Rationale
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The primary feature of dementia is impaired memory, with at least one of the following cog-
nitive de!cits: aphasia (impaired language), apraxia (impaired motor function), agnosia 
(impaired object recognition), and impaired executive functioning (abstract thinking and the 
ability to plan and execute complex behaviors). Symptoms of dementia can also include disori-
entation, poor judgment, lack of insight, socially inappropriate behavior, anxiety, mood distur-
bances, sleep disturbances, delusions, and hallucinations. Dementia results from the direct ef-
fects of one or more medical conditions or the persistent effects of substance use (APA, 2000).

The major disorders that result in dementia include the following:

 Vascular dementia results from a decreased blood supply to and hypoxia of the cerebral 
cortex. Initial symptoms are forgetfulness and a short attention and concentration span. It 
usually occurs between the ages of 60 and 70, is progressive, and may result in psychosis.

 Alzheimer’s disease has organic pathology that includes atrophy of cerebral neurons, 
plaque deposits, and enlargement of the third and fourth ventricles of the brain. It usually 
begins in people older than 50 years (and incidence increases with increasing age), may 
last 5 years or more, and includes progressive loss of speech and motor function, profound 
personality and behavioral changes (such as paranoia, delusions, and hallucinations), and 
inattention to hygiene.

 Pick’s disease involves frontal and temporal lobe atrophy and results in a clinical picture 
similar to Alzheimer’s disease. Death usually occurs in 2 to 5 years.

 Creutzfeldt-Jakob disease is a central nervous system disorder, an encephalopathy caused 
by a “slow virus” or prion (APA, 2000). It can occur at any age in adults but most com-
monly develops between ages 40 and 60. This disease involves altered vision, loss of 
coordination or abnormal movements, and dementia that usually progresses quite rapidly 
(over the course of a few months).

 AIDS dementia complex (ADC) results from direct invasion of nervous tissue by human 
immunode!ciency virus as well as from other illnesses that can be present in AIDS, such 
as toxoplasmosis and cytomegalovirus. ADC can result in a wide variety of symptoms, 
ranging from mild sensory impairment to gross memory and cognitive de!cits.

 Parkinson’s disease is a progressive disease involving loss of neurons of the basal ganglia 
that produces tremor, muscle rigidity, and loss of postural re#exes. Psychiatric manifesta-
tions include depression, dementia, and delirium, which have become more prevalent as 
successful medical treatment has extended life expectancy.

The prevalence of severe dementia has been reported to be 3% in adults, with increasing 
prevalence in older age groups, to as high as 25% in people older than 85 years (APA, 2000). 
Some minor forgetfulness usually occurs in elderly clients, but this differs drastically from the 
changes seen in dementia. The prevalence of chronic illnesses, including dementia, increases 
as average life expectancy increases. However, dementia is not necessarily a component of the 
aging process, and it is erroneous to assume that because a client is elderly he or she will be 
confused, forgetful, or demented.

Although dementia is generally considered to be progressive, symptoms can also stabilize 
for a period or resolve, as sometimes seen in vascular dementia. In progressive dementia, 
symptoms may begin as mild memory impairment with slight cognitive disturbance and prog-
ress to profoundly impaired memory and cognitive functioning. The speci!c course of demen-
tia varies according to the underlying disorder.

Dementia
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Clients with dementia have an impaired ability to learn new material and eventually forget 
previously learned material. Deterioration of memory and language function, including loss 
of the ability to correctly identify familiar people or objects or remember their relationships or 
function, and the loss of ability to comprehend written or spoken language, as well as speech 
pattern disturbances (e.g., echolalia, perseveration) present tremendous challenges for both 
the client and caregiver(s). Wandering, confusion, disorientation, and the inability to correctly 
use items such as eating utensils produce signi!cant safety issues and profound functional 
impairment.

Nursing care of a client with dementia is focused on ensuring the client’s safety and meet-
ing needs for adequate nutrition, hydration, rest, and activity. Nursing objectives also include 
helping the client attain and maintain his or her optimal level of functioning, providing sup-
port and education to the client and signi!cant others, and working with the rest of the health 
care team to ensure appropriate follow-up care and continued support in the community.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Bathing Self-Care De!cit
Dressing Self-Care De!cit
Feeding Self-Care De!cit
Toileting Self-Care De!cit
Impaired Memory
Impaired Environmental Interpretation Syndrome
Impaired Social Interaction

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Risk for Other-Directed Violence
Risk for Injury
Insomnia
Interrupted Family Processes
Ineffective Role Performance

Bathing Self-Care Deficit
Impaired ability to perform or complete bathing activities for self.

Dressing Self-Care Deficit
Impaired ability to perform or complete dressing activities for self.

Feeding Self-Care Deficit
Impaired ability to perform or complete self-feeding activities.

Toileting Self-Care Deficit
Impaired ability to perform or complete toileting activities for self.

ASSESSMENT DATA

 Attention de!cits
 Apathy
 Impaired performance of daily living activities

Nursing Diagnosis
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Offer the client small amounts of food frequently, including 
juices, malts, and fortified liquids.

Provide a quiet environment with decreased stimulation 
for meal times. Assist the client with eating (e.g., feed the 
client) as necessary.

Monitor the client’s bowel movements; do not allow 
 impaction to occur.

Provide activity and stimulation during the day. Do not 
 allow the client to sleep all day.

Provide a regular routine and a quiet environment at 
 bedtime.

Use bedtime medication for sleep if necessary. Closely 
observe the client for beneficial effects or potential side 
 effects. Dosages may need to be decreased for the elderly.

Assess the client’s ability to ambulate independently;  assist 
the client until you are sure of physical safety.

Explain any task in short, simple steps. Use clear, direct 
sentences; instruct the client to do one part of the task at 
a time.

Tell the client your expectations directly. Do not ask the 
 client to choose unnecessarily (e.g., tell the client it is time 
to eat rather than asking if he or she wants to eat).

Do not confuse the client with reasons as to why things 
are to be done. Abstract ideas will not be comprehended.

Allow the client an ample amount of time to perform any 
given task.

Remain with the client throughout the task; do not attempt 
to hurry the client.

Assist the client as needed to maintain daily functions and 
adequate personal hygiene.

Use of fortified liquids will provide the maximum amount of 
nutrition without fatiguing the client.

The client may be easily distracted by external stimuli.

The client’s inactivity, decreased food and fluid intake, lack 
of awareness of personal needs, and use of major tranquil-
izers can cause constipation and can lead to impaction if 
not monitored.

The client will be wakeful at night, when confusion is 
worse, if he or she sleeps excessively during the day.

These measures facilitate readiness for sleep.

Sedatives or hypnotics may be helpful to facilitate sleep 
but can cause restlessness and confusion. Slow metabo-
lism or decreased liver or kidney function can result in 
toxicity in elderly clients.

Independence is important for the client, but physical 
safety is a priority.

A complex task is easier for the client if it is broken down 
into a series of steps. The client may not be able to remem-
ber all the steps at once.

The client may not be able to make choices or may make 
poor choices.

Abstract ideas will not be comprehended.

It may take the client longer to do even simple tasks 
 because of a short attention or concentration span.

Trying to rush the client will frustrate him or her and make 
completing the task impossible.

The client’s sense of dignity and well-being is enhanced if 
he or she is clean, smells good, looks nice, and so forth.

Rationale

The client will

 Establish adequate nutrition, hydration, and elimination, with nursing assistance, within  
24 to 48 hours (e.g., eat at least 30% of meals)

 Establish an adequate balance of rest, sleep, and activity within 48 to 72 hours  
(e.g., sleep at least 3 hours per night within 48 hours)

 Tolerate personal care activities within 8 to 24 hours

The client will

 Participate in daily activities as independently as possible
 Experience minimal distress over lost abilities

The client will

 Maintain balanced physiologic functions
 Attain his or her optimal level of functioning

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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Impaired Memory
Inability to remember or recall bits of information or behavioral skills.

ASSESSMENT DATA

 Inability to recall factual information or events
 Inability to learn new material or recall previously learned material
 Inability to determine if a behavior was performed
 Agitation or anxiety regarding memory loss

Nursing Diagnosis

The client will

 Respond positively to memory cues if possible within 48 to 72 hours
 Demonstrate decreased agitation or anxiety within 24 to 48 hours

The client will

 Attain an optimal level of functioning with routine tasks
 Use long-term memory effectively as long as it remains intact
 Verbalize or demonstrate decreased frustration with memory loss

The client will

 Maintain an optimal level of functioning
 Feel respected and supported

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Provide opportunities for reminiscence or recall of past 
events, on a one-to-one basis or in a small group.

Encourage the client to use written cues such as a 
 calendar, lists, or a notebook.

Minimize environmental changes. Determine practical 
 locations for the client’s possessions, and return items to 
this location after use. Establish a usual routine and alter 
the routine only when necessary.

Provide single-step instructions for the client when 
 instructions are needed.

Provide verbal connections about using implements. For 
example, “Here is a washcloth to wash your face,” “Here is 
a spoon you can use to eat your dessert.”

Integrate reminders of previous events into current interac-
tions, such as “Earlier you put some clothes in the washing 
machine; now it’s time to put them in the dryer.”

Assist with tasks as needed, but do not “rush” to do things 
for the client that he or she can still do  independently.

Use a matter-of-fact approach when assuming tasks the cli-
ent can no longer perform. Do not allow the client to work 
unsuccessfully at a task for an extended time.

Rationale

Long-term memory may persist after loss of recent 
memory. Reminiscence is usually an enjoyable activity for 
the client.

Written cues decrease the client’s need to recall appoint-
ments, activities, and so on from memory.

There is less demand on memory function when  structure 
is incorporated in the client’s environment and daily 
 routine.

Clients with memory impairment cannot remember 
 multistep instructions.

The client may not remember what an implement is for; 
stating its related function is an approach that compen-
sates for memory loss.

Providing links with previous behaviors helps the client 
make connections that he or she may not be able to make 
independently.

It is important to maximize independent function, yet assist 
the client when memory has deteriorated further.

It is important to preserve the client’s dignity and minimize 
his or her frustration with progressive memory loss.
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Impaired Environmental Interpretation Syndrome
Consistent lack of orientation to person, place, time, or circumstances over more than 3 to 
6 months necessitating a protective environment.

ASSESSMENT DATA

 Disorientation in known and unknown environments
 Inability to reason
 Inability to concentrate
 Poor judgment
 Misperceptions
 Confusion

Nursing Diagnosis

The client will

 Be free of injury throughout hospitalization
 Refrain from injuring others or destroying property throughout hospitalization
 Demonstrate decreased agitation or restlessness within 24 to 48 hours
 Increase reality contact within his or her limitations within 48 to 72 hours

The client will

 Feel comfortable and supported in his or her environment
 Demonstrate accurate awareness of surroundings when possible

The client will

 Attain his or her optimal level of functioning
 Live in the least restrictive environment possible

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Observe the client to ascertain his or her whereabouts at 
all times.

Check the client frequently at night.

Provide adequate light in the environment, even at night 
(e.g., a night-light).

Do not isolate the client. It may be helpful to place the  client 
in a room near the nursing station to facilitate interaction.

Assess the client’s disorientation or confusion regularly.

Provide adequate restraints (Posey, vest, etc.) if necessary 
for protection. Note: Side rails alone may prove dangerous 
if the client tries to climb over them. Be aware of and  
follow restraint policies and procedures.

Refer to the date, time of day, and recent activities during 
your interactions with the client.

Correct errors in the client’s perceptions of reality in a 
matter-of-fact manner. Do not laugh at the client’s misper-
ceptions, and do not allow other clients to ridicule the client.

Rationale

The client may wander off and endanger himself or herself 
unknowingly.

Confusion or disorientation may increase at night.

Adequate light decreases the client’s misperceptions of 
shadows, and so forth.

Contact with others is reality. Hallucinations usually in-
crease when the client is alone.

The client’s level of orientation may vary.

Restraints can increase the client’s agitation and fear 
but may be needed for his or her safety. The client may 
not understand or remember the purpose of side rails or 
restraints.

Reminders help to orient the client without the client hav-
ing to ask.

Failing to correct the client’s errors in reality contact or 
laughing at the client undermines his or her sense of per-
sonal worth and dignity.
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IMPLEMENTATION (continued)

*Encourage visits from the client’s friends and family, and 
assess their effect on the client’s confusion and memory. 
You may need to limit the visits if the client tolerates them 
poorly.

Allow the client to have familiar possessions such as 
pictures and personal clothing in his or her room. Assign 
the same staff members to work with the client whenever 
possible.

Family and friends usually enhance the client’s reality 
 contact. Increased agitation or confusion following visits 
may signal the need to limit frequency or duration of visits.

These measures may help to decrease the client’s 
 confusion.

Nursing Interventions *denotes collaborative interventions Rationale

Impaired Social Interaction
Insuf!cient or excessive quantity or ineffective quality of social exchange.

ASSESSMENT DATA

 Confusion with or without periods of awareness and lucidity
 Feelings of frustration
 Feelings of hopelessness
 Impaired memory, particularly concerning recent events
 Disinterest in surroundings
 Socially inappropriate behavior
 Decreased social interaction

Nursing Diagnosis

The client will

 Interact with others in the immediate environment within 24 hours
 Express feelings of frustration or hopelessness if possible within 24 to 48 hours
 Demonstrate decreased socially inappropriate behavior within his or her limitations within 
48 to 72 hours

 Verbalize fewer negative comments about self within 3 to 5 days

The client will

 Engage in satisfactory interpersonal relationships within his or her limitations
 Verbalize increased feelings of self-worth within his or her limitations

The client will

 Remain involved in his or her surroundings
 Continue to maintain interpersonal relationships within his or her limitations

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Intervene as soon as you observe inappropriate behavior 
(e.g., undressing, advances toward others, urinating some-
where other than the bathroom).

Take a matter-of-fact approach; do not chastise or ridicule 
the client.

Rationale

You must protect the client’s privacy and dignity when he 
or she is unable to do so.

Scolding the client (as you might a child) is not helpful, 
because the client is not willfully misbehaving, and this is 
something the client cannot understand.

(continued on page 112)
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IMPLEMENTATION (continued)

Offer acceptable alternatives, and redirect the client’s 
activities (“Mr. X, it is not appropriate to undress here, I’ll 
help you to your room to undress”).

Praise the client for appropriate behavior.

*Determine what the client’s interests, hobbies, and 
favorite activities were before hospitalization. (It may be 
necessary to obtain this information from the client’s family 
or friends.)

Assess the client’s current capacity for engaging in former 
hobbies or activities. Make these activities available as 
much as possible.

Introduce activities during a time of the day when the 
 client seems most able to concentrate and participate.

Approach the client with a calm, positive attitude. Convey 
the idea that you believe he or she can succeed.

Begin with small, short-term activities with one staff 
 member, and gradually progress to small groups.

Increase the length or complexity of the activity or task 
gradually if the client tolerates increased stimulation.

Evaluate the activities and approaches; identify and con-
tinue those that are most successful.

Encourage small group activities or discussions with clients 
who share similar interests.
*Involve the client with people from the community, such 
as volunteers, for social interactions. Identify groups out-
side the hospital in which the client can participate in the 
future.

Allow the client to ventilate feelings of despair or hopeless-
ness. Do not merely try to cheer up the client or belittle his 
or her feelings by using pat phrases or platitudes.

Providing alternatives guides the client to appropriate be-
havior, of which he or she may be unaware.

Positive feedback can be supportive for the client, increas-
es the frequency of desired behavior and lets the client 
know what is acceptable.

It is easier to continue or resume previous interests and 
hobbies than to develop new ones. Activities that were 
familiar and enjoyed in the past may bring pleasure to the 
client.

Some activities may not be feasible, depending on the 
client’s physical and mental capabilities; however, the client 
may be able to assume a spectator role for these activities.

This will maximize the client’s ability to participate 
 successfully.

A positive approach enhances the client’s confidence.

Successful completion is more likely with simple, short 
activities that involve fewer people.

Gradually increasing complexity challenges the client to his 
or her maximum potential.

Consistency decreases the client’s frustration and builds on 
success.

The client’s social skills may be enhanced when discussing 
common interests with others.

The client has an opportunity to become familiar with 
people in the community with whom he or she may con-
tinue to socialize after hospitalization.

It is important to remember that the client is an adult, and 
disability can be quite frustrating to him or her. Giving false 
hope of recovery is not helpful to the client.

Nursing Interventions *denotes collaborative interventions Rationale
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A traumatic head injury can result in a multitude of mental health problems for a client, in-
cluding amnesia; depression; anxiety; irritability; decreased attention, concentration, and cog-
nition; dementia; and mood and personality changes (APA, 2000). Head injuries are usually 
caused by trauma sustained during falls, diving, vehicular accidents, physical stunts, assault, 
physical abuse, or contact sports. Traumatic head injury is a leading cause of neurologic dis-
ability among adolescents and adults under the age of 35. It is most common in young men 
and is often associated with substance abuse (APA, 2000).

As medical technology and trauma services have improved, many people now survive an 
initial injury and must cope with signi!cant alterations in health, lifestyle, employment, and 
numerous other areas. After physical rehabilitation is completed, residual problems include 
memory, cognitive and sensory de!cits, impulsivity, and profound personality changes.

Most clients with head injuries have some awareness of their previous functioning and the 
current level of impairment. However, both the client and signi!cant others may need help in 
identifying and accepting changes, especially if the client looks the same as before the injury, 
and some symptoms may be subtle.

Following physical recovery, few resources are available for long-term rehabilitation for 
these clients. Families must cope with drastic changes in the client’s ability to earn a living, 
participate in social activities, or function in previous roles. Others are forced to assume new 
roles as the family system attempts to reestablish equilibrium.

The nurse must facilitate grief work with the client and signi!cant others for actual, tan-
gible losses, as well as the less tangible losses of potential achievements or aspirations. It is 
also important for the nurse to teach the client and signi!cant others about head injury and its 
sequelae, the grief process, and caregiving.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Risk for Injury
Risk-Prone Health Behavior

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Ineffective Coping
Interrupted Family Processes
Chronic Low Self-Esteem
De!cient Diversional Activity
Noncompliance
Impaired Social Interaction
Risk for Other-Directed Violence
Impaired Memory

Head Injury

C A R E  P L A N  1 4

Risk for Injury
At risk of injury as a result of environmental conditions interacting with the individual’s 
adaptive and defensive resources.

Nursing Diagnosis
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RISK FACTORS

 Lack of awareness of physical or cognitive impairment
 Sensory or memory de!cits
 Impulsive behavior
 Impaired cognition
 Inability to distinguish potentially harmful situations
 Inappropriate or unacceptable social behavior

The client will

 Be safe and free from injury throughout hospitalization
 Respond to limits regarding safety within 24 to 48 hours
 Respond to cues from others regarding acceptable social behaviors within 3 to 4 days

The client will

 Refrain from unnecessary risks
 Perform daily routines safely, including self-care activities, responsibilities, and  
recreation

 Demonstrate socially appropriate behavior

The client will

 Use community resources to ensure safety
 Collaborate with case manager or signi!cant other in decision making

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Provide a safe environment.

Protect the client from harming himself or herself by 
removing the items that could be used in self-destructive 
behavior or by restraining the client (see Care Plan 47: 
 Aggressive Behavior).

Remove the client to a quiet area if the client acts out or is 
exhibiting increased agitation.

Intervene if the client is exhibiting behavior that is unsafe. 
Use a calm, matter-of-fact approach. Do not scold or chas-
tise the client or become angry with him or her.

Set and reinforce limits regarding safe behavior.

Teach the client about basic social skills and appropriate 
social interaction.

Give positive feedback for appropriate behavior.

Provide the client with safe opportunities to release tension 
(e.g., exercising in the gym).

The client’s safety is a priority. The client’s behavior may be 
unsafe due to impaired judgment or impulsivity.

The client’s physical safety is a priority.

The client’s ability to deal with stimuli may be impaired.

The client may lack the ability to determine the safety of 
his or her behavior; he or she is not misbehaving willfully. 
The client may respond to verbal corrections but have a 
negative response if you are scolding or angry. Being calm 
and matter-of-fact decreases embarrassment and avoids a 
power struggle.

The client’s ability to recognize unsafe actions is impaired.

The client’s injury may have impaired his or her sense of 
appropriate behavior and social skills. The client may be 
unaware of his or her deficits.

Positive feedback can increase the desired behavior.

Physical activity provides the client with a way to relieve 
tension in a healthy, safe manner.

Rationale



Head Injury       115

Risk-Prone Health Behavior
Impaired ability to modify lifestyle/behaviors in a manner that improves health status.

Nursing Diagnosis

ASSESSMENT DATA

 Irritability
 Mood swings
 Negativism
 Apathy
 Low self-esteem
 Poor judgment
 Impaired cognition
 Resistance to or noncompliance with therapy
 Lack of insight or comprehension

The client will

 Comply with therapeutic regimen, for example, take medications as given within 24 hours
 Participate in planning treatment within 24 to 48 hours
 Respond to cues from others regarding acceptable social behaviors within 2 to 4 days
 Verbalize feelings openly and honestly within 2 to 4 days
 Demonstrate a daily routine, including self-care activities, responsibilities, and recreation 
within 3 to 5 days

The client will

 Verbalize increased feelings of self-worth, for example, verbally identify capabilities  
and strengths

 Demonstrate socially appropriate behavior, for example, listening to others
 Verbalize knowledge of condition and abilities, treatment, or safe use of medication, if any

The client will

 Demonstrate progress in the grief process
 Perform functional role within his or her limitations

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Encourage the client to verbalize feelings openly.

Encourage appropriate expression of anger or resentment.

Do not attempt to cheer the client with statements such as 
“At least you’re alive; that’s something to be thankful for.”

Assist the client to specify his or her losses in concrete 
terms.

Give positive feedback for expression of honest feel-
ings. Avoid reinforcing only hopeful or cheerful client 
 statements.

Assist the client to rediscover past interests or identify 
new ones that are within his or her abilities.

Expressing feelings is an essential step toward dealing 
with those feelings.

The client may benefit from permission to express negative 
feelings safely.

The client may not agree with your opinion or could feel 
that his or her feelings are belittled.

It is easier to deal with a loss stated in specific terms, 
rather than overwhelming, vague terms.

The client must feel free to express actual feelings, not just 
those that are happy or optimistic.

The client may have forgotten past interests or may lack 
motivation to pursue interests.

Rationale

(continued on page 116)
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IMPLEMENTATION (continued)

Ask open-ended questions, rather than questions that can 
be answered “yes” or “no.” For example, ask “What shall 
we try today?” rather than “Do you want to …?”

Make needed adaptations to accommodate the client’s 
physical limitations when possible.

Give the client a list of potential activities from which he or 
she must make a selection for the day.

Help the client to identify choices.

Respond to negativism with validation for the client’s feel-
ings, but maintain positive expectations. For example, if 
the client says, “I don’t know if I’ll like …,” respond with “I 
don’t know either. I guess you’ll have to give it a try.”

Teach the client social skills, such as approaching another 
person for an interaction, appropriate conversation topics, 
and active listening. Encourage him or her to practice these 
skills with staff members and other clients, and give the 
client feedback regarding interactions.

Introduce the client to other clients in the milieu and facili-
tate their interactions on a one client to one client basis. 
Gradually facilitate social interactions between the client 
and small groups, then larger groups.

Intervene if the client is exhibiting behavior that is socially 
inappropriate.

Redirect the client to more socially appropriate behavior.

Role-play real-life situations with which the client has dem-
onstrated difficulty.

Coach the client toward the development of acceptable 
behaviors.

Provide reinforcement for successful use of social skills.

Include the client in planning aspects of daily care (e.g., 
preference of time for therapy) in which he or she can have 
input.

With the client, make a schedule of daily events or activi-
ties. It may be helpful to use a calendar.

Encourage the client to mark off items that are completed.

Offer verbal reminders, if necessary, referring to the writ-
ten schedule.

Refer to the day, date, and upcoming events (e.g., “Today 
is Wednesday; that means occupational therapy will be this 
afternoon.”).
*Teach the client, significant others, and caregivers about 
the client’s injury and deficits, giving specific information.

Negative responses are common when you ask, “Do you 
want …?” questions. Open-ended questions put responsi-
bility on the client to respond more fully.

Previous interests or hobbies may still be possible with 
adaptation or assistive devices.

Allowing the client a choice among recommended activi-
ties gives him or her a sense of control.

The client’s cognitive impairment may prevent him or her 
from seeing alternatives.

It often is unsuccessful to convince the client that he or 
she will like something new. It is more useful to validate 
his or her feelings, yet encourage the client to try some-
thing new.

Social awareness and skills frequently are lost or impaired 
in clients with head injuries.

Gradually increasing the scope of the client’s social interac-
tions will help the client build confidence in social skills.

The client may lack the ability to determine the appropriate-
ness of his or her behavior.

Redirection provides a socially appropriate alternative for 
the client.

Role-playing assists the client to relearn lost skills.

Coaching allows shaping of the client’s behavior toward 
successful completion of the behavior.

Reinforcement enhances the likelihood of recurring  
behavior.

The client is more likely to comply if he or she has had 
input in decision-making.

Routines require fewer decision points. Written materials 
provide a concrete visual reminder.

A sense of accomplishment can be gained by a concrete 
activity like crossing off tasks.

Reminders keep the client focused on the task; referring to 
the written schedule helps the client remember to use it.

Orientation and memory are enhanced with references to 
date, place, time, and situation.

It usually is easier to deal with known facts, even if they 
are difficult, than to fear the unknown.

Nursing Interventions *denotes collaborative interventions Rationale
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IMPLEMENTATION (continued)

*Reassure the client and significant others that behavior 
and personality changes are part of the head injury, not 
willful uncooperativeness.

Inform the client about what to expect from medications. 
Decrease reliance on medications to solve problems.

Instruct the client not to drink alcohol, use drugs, or deviate 
from the prescribed medication regimen.

Encourage the client to continue to express feelings about 
lost capabilities as new situations arise that make deficits 
apparent.

Encourage the client to anticipate mood swings, and help 
him or her to identify ways to manage them.

Assist the client to keep a journal with words or artwork 
(if he or she is able to write, draw, or use a computer) to 
document moods, feelings, and so forth.

Respond to the client’s statements with validating and re-
flecting communication techniques. For example, if the cli-
ent says, “I’ll never be able to do…,” you might say, “That’s 
probably true. It must be very difficult and frustrating…”
*Refer the client or family or significant others to a head 
injury support group in the community or through the 
Internet.

Changes that occur with head injuries often are baffling to 
the client and significant others. It may help them to know 
that these changes are part of the pathology.

Medications may help to stabilize the client’s mood but 
may not eliminate fluctuations. Clients with head injuries 
often attempt self-medication to obtain relief.

Alcohol, drugs, and undesired drug interactions can further 
impair the client’s judgment and cognition.

Dealing with ongoing effects of a head injury is a continu-
ing process.

Mood swings are common in head injuries. Knowing what 
to expect and having a plan to manage moods increases 
the client’s ability to cope with them.

It is sometimes easier for clients to use nonverbal methods 
of expression, particularly if aphasic difficulties interfere 
with verbal abilities.

Validating statements acknowledge the reality of the cli-
ent’s situation, which may not improve. Reflection channels 
the discussion to feelings, with which the client can work.

It often is helpful for clients and significant others to talk 
with others who have shared similar losses and problems, 
particularly with chronic conditions such as head injury.

Nursing Interventions *denotes collaborative interventions Rationale
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1. Which of the following interventions is most appropriate 
in helping a client with early dementia complete activi-
ties of daily living (ADLs)?

a. Allow enough time for the client to complete ADLs as 
independently as possible

b. Provide the client with a written list of all the steps 
needed to complete ADLs

c. Plan to provide step-by-step prompting to complete 
ADLs

d. Tell the client to !nish ADLs before breakfast or the 
nursing assistant will do them

2. A client with delirium is attempting to remove the intra-
venous tubing from his arm, saying to the nurse, “Get off 
me! Go away!” The client is experiencing which of the 
following?

a. Delusions

b. Hallucinations

c. Illusions

d. Disorientation

3. The client with dementia says to the nurse, “I know you. 
You’re Judy, the little girl who lives in my apartment 
building.” Which of the following responses would be 
most therapeutic?

a. “I’m Maggie, a nurse here at the hospital.”

b. “I’ve told you before, I’m Maggie and I don’t live in 
your apartment building.”

c. “You can see that I’m a nurse and not a little girl.”

d. “You know who I am, don’t you?”

4. Which of the following would be the priority when car-
ing for a client with delirium?

a. Correcting the underlying causative condition

b. Controlling behavioral symptoms with low-dose anti-
psychotic medication

c. Decreasing #uids to prevent complications

d. Manipulating the environment to increase  
stimulation

5. Which of the following would the nurse identify as an 
immediate goal to be accomplished in 24 to 48 hours for 
a client with delirium?

a. Become oriented to person, place, and time

b. Establish normal bowel and bladder function

c. Reestablish a normal sleep/wake cycle

d. Verbalize feelings about the experience of  
delirium

6. When communicating with clients with dementia, 
which of the following would the nurse employ 
to deal with decreased attention and increased 
 confusion?

a. Ask the client to go for a walk while talking

b. Eliminate distracting stimuli in the immediate 
 environment

c. Rephrase questions the client doesn’t immediately 
understand

d. Use touch to convey empathy and caring

SECTION 4 REVIEW QUESTIONS
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SECTION 4 Recommended Readings
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 SECTION 4  Resources for Additional 
Information

Visit thePoint (http://thePoint.lww.com/Schultz9e) for a list 
of these and other helpful Internet resources.

Alzheimer Society of Canada
Alzheimer’s Association
Alzheimer’s Disease Education and Referral (ADEAR) 

Center
Alzheimer’s Disease Research Center
American Society on Aging
Brain Injury Association of America
Brainline.org
Centers for Disease Control and Prevention
Family Caregiver Alliance
Gerontological Society of America
Head Injury Association
Institute on Aging and Environment
International Brain Injury Association
National Family Caregivers Association
National Institute on Aging
National Institute of Neurological Disorders and Stroke

http://thePoint.lww.com/Schultz9e
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Substance-Related 
Disorders

A buse of substances may be chronic or acute and may include the use or abuse of alco-
hol, licit (prescription or over-the-counter) drugs, and illicit drugs. The !rst two care plans 
in this section are concerned with acute or short-term treatment plans for the client who 
is withdrawing from alcohol or another substance. Care Plan 17: Substance Dependence 
Treatment Program addresses longer-term treatment for clients with substance depen-
dence. Clients who have a dual diagnosis or comorbid (or co-occurring) disorder—a major 
psychiatric illness and substance use or abuse—have special needs that are not necessarily 
met by traditional treatment for one or the other major problems. Considerations and care 
related to these clients are addressed in Care Plan 18: Dual Diagnosis. Considerations relat-
ed to adult children of alcoholics are found in Care Plan 19: Adult Children of Alcoholics.

S E C T I O N  F I V E
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C A R E  P L A N  1 5

Alcohol is a drug that causes CNS depression. With chronic use and abuse of alcohol, the 
CNS is chronically depressed. An abrupt cessation of drinking causes a rebound hyperactivity 
of the CNS, which produces a variety of withdrawal phenomena. The particular phenom-
ena are peculiar to each client, the client’s pattern of use, and the chronicity of excessive  
alcohol intake.

Withdrawal from heavy or prolonged alcohol ingestion can result in a syndrome with a 
number of characteristic symptoms, including hyperactivity of the autonomic nervous sys-
tem, hand tremor, sleep disturbance, psychomotor agitation, anxiety, nausea, vomiting, sei-
zures, hallucinations, or illusions (APA, 2000). Clients in alcohol withdrawal can experience 
symptoms that range from mild to life-threatening, which necessitates careful assessment and 
monitoring.

In the United States, more than 7% of people 18 years and older—about 13.8 million—
have problems with drinking. Of those, 8.1 million have alcoholism (Alcoholism-Statistics.
com, 2010). Alcohol dependence is three times higher in men than in women, but the ratio 
varies in different age groups and among ethnic and cultural groups. Alcohol dependence has 
been associated with familial, genetic, social, and cultural factors (Alcoholism Information, 
2010). Alcohol withdrawal symptoms usually begin within 4 to 12 hours after the last drink or 
marked reduction in drinking and are usually most severe the day after the last drink and much 
improved after several days. However, some clients may experience less severe symptoms for 
up to 6 months, including increased anxiety, sleep disturbance, and autonomic nervous system 
disturbance (APA, 2000). The most common withdrawal phenomena include the following:

 Physical symptoms including rapid pulse, elevated blood pressure, diaphoresis, sleep distur-
bances, irritability, and coarse tremors, which vary from shaky hands to involvement of the 
entire body.

 Alcoholic hallucinosis or sensory experiences characterized by misperception and mis-
interpretation of real stimuli in the environment (not to be confused with hallucinations), 
sleep disturbances, or nightmares. The client remains oriented to person, place, and time.

 Auditory hallucinations, true hallucinations caused by a cessation of alcohol intake rather 
than a psychiatric disorder, such as schizophrenia. The client hears voices, which usually 
are threatening or ridiculing. These “voices” may sound like someone the client knows.

 Seizures, categorized as grand mal, or major motor seizures, although they are transitory 
in nature. Medical treatment is required.

 Delirium tremens (DTs), the most serious phase of alcohol withdrawal. DTs begin with 
tremors, rapid pulse, fever, and elevated blood pressure, and the client’s condition worsens 
over time. The client becomes confused, is delusional, feels pursued and fearful, and has 
auditory, visual, and tactile hallucinations (frequently of bugs, snakes, or rodents). DTs 
may last from 2 to 7 days and also may include physical complications, such as pneumonia, 
cardiac or renal failure, or death.

Careful assessment of the client’s physical health status is essential during the withdrawal 
process. Use of a global rating scale based on consistent parameters provides a sound basis for 
clinical decision making. Many practical and effective scales are available and usually include 
blood pressure, pulse, temperature, hand tremors, tongue tremors, nausea or vomiting, orien-
tation, and level of consciousness.

Alcohol Withdrawal
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The client’s safety and physical health are priorities in providing nursing care for the client 
in acute alcohol withdrawal. Other nursing objectives include medication management, assist-
ing the client with personal hygiene and activities of daily living, and providing education and 
referrals for the client and signi!cant others for follow-up treatment of alcohol dependence 
and related problems (see Care Plan 17: Substance Dependence Treatment Program and Care 
Plan 19: Adult Children of Alcoholics).

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Risk for Injury
Ineffective Health Maintenance

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Insomnia
Bathing/Hygiene Self-Care De!cit
Dressing/Grooming Self-Care De!cit
Feeding Self-Care De!cit
Toileting Self-Care De!cit
Risk for Other-Directed Violence
Disturbed Sensory Perception (Specify: Visual, Auditory, Kinesthetic, Gustatory,  

Tactile, Olfactory)

Risk for Injury
At risk for injury as a result of environmental conditions interacting with the individual’s 
adaptive and defensive resources.

RISK FACTORS

 Confusion
 Disorientation
 Feelings of fear, dread
 Belligerent, uncooperative behavior
 Seizures
 Hallucinosis
 Delirium tremens
 Suicidal behavior
 Inability to distinguish potential harm
 Threatening or aggressive behavior
 Environmental misperceptions

Nursing Diagnosis

The client will

 Be safe and free from injury throughout hospitalization
 Respond to reality orientation within 12 to 36 hours
 Demonstrate decreased aggressive or threatening behavior within 12 to 36 hours

The client will

 Verbalize knowledge of alcoholism as a disease
 Verbalize risks related to alcohol intake

The client will

 Abstain from alcohol and other drugs
 Accept referral to substance abuse treatment

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Place the client in a room near the nurses’ station or where 
the staff can observe the client closely.

Institute seizure precautions according to hospital policy 
(padded side rails up, airway at bedside, etc.).

Provide only an electric shaver.

Monitor the client’s sleep pattern; he or she may need to 
be restrained if confused or if he or she attempts to climb 
out of bed.

Reorient the client to person, time, place, and situation as 
needed.

Talk to the client in simple, direct, concrete language. Do 
not try to discuss the client’s feelings, plans for treatment, 
or changes in lifestyle when the client is intoxicated or in 
withdrawal.

Reassure the client that the bugs, snakes, and so on are 
not really there.

Tell the client that you know these sights appear real to 
him or her, and acknowledge the client’s fears but leave no 
doubt about hallucinations not being real.

Do not moralize or chastise the client for his or her alcohol-
ism. Maintain a nonjudgmental attitude.

The client’s safety is a priority.

Seizures can occur during withdrawal. Precautions can 
minimize chances of injury.

The client may be too shaky to use a razor with blades.

The client’s physical safety is a priority.

You provide reality orientation by describing situations, 
 stating the date, time, and so forth.

The client can respond to simple, direct statements from 
you. The client’s ability to deal with complex or abstract 
ideas is limited by his or her condition.

You provide reality orientation for the client.

You can demonstrate respect for the client’s experience 
while still providing reality orientation.

Remember that alcoholism is an illness and is out of the 
client’s control at this time. Moralizing belittles the client.

Rationale

Ineffective Health Maintenance
Inability to identify, manage, and/or seek out help to maintain health.

ASSESSMENT DATA

 Physical symptoms (impaired nutrition, #uid and electrolyte imbalance, gastrointestinal 
disturbances, liver impairment)

 Physical exhaustion
 Sleep disturbances
 Dependence on alcohol

Nursing Diagnosis

The client will

 Establish physiologic homeostasis within 24 to 72 hours
 Establish a balance of rest, sleep, and activity within 24 to 72 hours
 Maintain personal hygiene and grooming, for example bathe, wash hair within 24 to 48 hours

The client will

 Maintain physiologic stability
 Establish nutritious eating patterns
 Agree to participate in a treatment program
 Identify needed health resources

EXPECTED OUTCOMES

Immediate

Stabilization
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The client will

 Follow through with discharge plans regarding physical health, counseling,  
and legal problems, as indicated

 Abstain from alcohol and other drugs

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Complete an initial client assessment; ask what and how 
much the client usually drinks, as well as the time and 
amount of the last drink of alcohol. If possible, interview 
family members or significant others to gain accurate infor-
mation regarding alcohol intake.
*Monitor the client’s health status based on standard 
parameters or rating scale. Administer medications as 
ordered or as indicated by alcohol withdrawal protocol. 
 Observe the client for behavioral changes. Alert the physi-
cian to changes or when assessments exceed parameters.

Monitor the client’s fluid and electrolyte balance. 
 Intravenous therapy may be indicated for clients in severe 
withdrawal.

Offer fluids frequently, especially juices and protein shakes. 
Serve only decaffeinated coffee.

Provide food or nourishing fluids as soon as the client can 
tolerate eating; have something available at night. (Bland 
food usually is tolerated more easily at first.)

Administer medication to minimize the progression of with-
drawal or complications and to facilitate sleep.

Encourage the client to bathe, wash his or her hair, and 
wear clean clothes.

Assist the client as necessary; it may be necessary to 
provide complete physical care, depending on the severity 
of the client’s withdrawal.
*After the client’s condition has stabilized, teach the client 
and his or her family or significant others that alcoholism 
is a disease that requires long-term treatment and follow-
up. Refer the client to a substance dependence treatment 
program.
*Refer the client’s family or significant others to Al-Anon, 
Alateen, or Adult Children of Alcoholics, as indicated.

This information can help you anticipate the onset and se-
verity of withdrawal symptoms. The client’s memory may 
be impaired or he or she may not reveal the actual extent 
of alcohol intake.

Blood pressure, pulse, and the presence or absence of 
tongue tremors are the most reliable data to determine the 
client’s need for medication. Use of predetermined param-
eters ensures consistent assessments and reliable data on 
which to evaluate the client’s progress.

Clients with alcohol abuse problems are at high risk for 
fluid and electrolyte imbalances.

Caffeine will increase tremors. Protein shakes and juices 
offer nutrients and fluids to the client.

Many clients who use alcohol heavily experience gastritis 
or anorexia. It is important to reestablish nutritional intake 
as soon as the client tolerates food.

The client will be fatigued and needs rest. Also, he or she 
should be as comfortable as possible.

Personal cleanliness will enhance the client’s sense of 
 well-being.

The client’s needs should be met with the greatest degree 
of independence he or she can attain, which is dependent 
on the severity of withdrawal symptoms.

Detoxification deals only with the client’s physical with-
drawal from alcohol but does not address the primary 
disease of alcoholism.

Alcoholism is an illness that affects all family members and 
significant others.

Rationale
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Substance withdrawal, or drug withdrawal, is a syndrome that develops when someone stops 
or greatly reduces use of a drug after heavy and prolonged use. Two characteristics of physi-
ologic addiction to drugs are tolerance (the need to increase the dose to achieve the same ef-
fect) and withdrawal (physiologic and cognitive symptoms occur after drug ingestion ceases). 
Substance withdrawal can occur in clients of either gender and at any age, as long as a suf-
!cient amount of the substance has been used for a suf!ciently long period. Drug abuse is 
more commonly diagnosed in men, although speci!c drugs have various ratios of male and 
female abusers. Adult females and adolescents of both genders often develop drug tolerance 
and experience complications from drug use more rapidly than adult males.

The timing of onset and duration of withdrawal symptoms after the last dose of the drug 
vary with the type and dose of substance used and the level of tolerance the client had to the 
substance. Withdrawal symptoms can occur when drug ingestion is curtailed or eliminated, 
even when there has been no demonstrable physiologic tolerance.

Clients who abuse prescription drugs have essentially the same problems and dif!culties 
as clients who abuse illicit drugs, although illicit drug abusers have the additional problem of 
unknowingly taking larger doses than intended, or ingesting additional substances of which 
they are unaware. Clients with drug use or abuse problems may have poor general health, 
especially in the area of nutrition, and are at increased risk for infections, gastrointestinal 
disturbances, and hepatitis.

The symptoms of withdrawal are speci!c to the drug taken, although in general present ef-
fects opposite to the drug taken. Withdrawal signs and symptoms for the major categories of 
drugs are found in the table below.

Substance Withdrawal

Drugs

Sedatives, hypnotics, and anxiolytics (including 
 barbiturates, nonbarbiturate hypnotics, benzodiazepines, 
Rohypnol, GHB)

Stimulants (including amphetamines, cocaine, metham-
phetamine). Note: Persons using methamphetamine may 
also experience psychotic symptoms.

Hallucinogens (including LSD, mescaline, psilocybin, PCP, 
Ecstasy)

Restlessness, anxiety, irritability, autonomic hyperactivity 
(increased blood pressure, pulse, respiration, temperature), 
hand tremors, nausea, vomiting, and psychomotor agita-
tion. Delirium, fever, and seizures are rare but occur in 
severe cases.

Dysphoria, fatigue, vivid and unpleasant dreams, hyper-
somnia or insomnia, increased appetite, “crashing,” pos-
sible depressive symptoms with suicidal ideation.

No specific withdrawal symptoms are identified for halluci-
nogens; however, hyperactivity, hallucinations, delusions, 
and violent and aggressive behaviors may occur and persist 
over time.

Withdrawal Symptoms

Treatment of the client with substance withdrawal syndrome focuses on safety, symptom 
management, and meeting the client’s needs for hydration, nutrition, elimination, and rest. 
After the client has been medically stabilized, it is important for the nurse to work with the 
interdisciplinary team to fully assess the client’s substance abuse–related situation and make 
appropriate referrals for continued treatment. An additional treatment goal is educating the 
client and signi!cant others about substance abuse and hepatitis and HIV transmission related 
to needle sharing and sexual activity.
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Note: Do not ask or listen if the client attempts to reveal the names or locations of illicit 
drug sources to you. You do not need this information to work with the client. If you inadver-
tently gain knowledge of this nature, it is treated as con!dential and not used for legal action.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Risk for Injury
Ineffective Health Maintenance

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Risk for Other-Directed Violence
Insomnia
Noncompliance
Disturbed Sensory Perception (Specify: Visual, Auditory, Kinesthetic, Gustatory,  

Tactile, Olfactory)

Risk for Injury
At risk for injury as a result of environmental conditions interacting with the individual’s 
adaptive and defensive resources.

RISK FACTORS

 Fearfulness
 Mood alteration, drastic mood swings
 Confusion
 Disorientation
 Seizures
 Hallucinations
 Delusions
 Physical pain or discomfort
 Uncooperative, hostile behavior
 Disturbances of concentration, attention span, or ability to follow directions

Nursing Diagnosis

The client will

 Be safe and free from injury throughout hospitalization
 Demonstrate decreased aggressive or hostile behavior within 12 to 36 hours
 Respond to reality orientation within 12 to 36 hours
 Verbally express feelings of fear or anxiety within 12 to 24 hours

The client will

 Verbalize knowledge of substance abuse as a disease
 Verbalize risks related to drug ingestion

The client will

 Abstain from the use of substances
 Accept referral to substance abuse treatment

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Place the client in a room near the nurses’ station or where 
the staff can observe the client closely.

It may be necessary to assign a staff member to remain 
with the client at all times.

Institute seizure precautions as needed, according to 
 hospital policy (padded side rails, airway at bedside).

Restraints may be necessary to keep the client from 
 harming himself or herself.

Decrease environmental stimuli (lights, television, visitors) 
when the client is agitated. Avoid lengthy interactions; 
keep your voice soft; speak clearly.

Do not moralize or chastise the client for substance use. 
Maintain a nonjudgmental attitude.

Talk with the client using simple, concrete language. Do 
not attempt to discuss the client’s feelings, plans for treat-
ment, or changes in lifestyle while the client is influenced 
by the drug or in acute or severe withdrawal.

Reorient the client to person, time, place, and situation as 
indicated when the client is confused or disoriented.

The client’s safety is a priority.

One-to-one supervision may be required to ensure the cli-
ent’s safety.

You should be prepared for the possibility of withdrawal 
seizures.

If the client cannot be protected from injury in any other 
manner, restraints may be necessary. Remember, re-
straints are not to be used punitively.

Your presence and use of soft voice tones can be calming 
to the client. He or she is not able to deal with excessive 
stimuli.

Remember that substance use and abuse is an illness and 
out of the client’s control at this time. Moralizing belittles 
the client.

The client’s ability to process abstractions is impaired dur-
ing withdrawal. You and the client will be frustrated if you 
attempt to address interpersonal or complex issues at this 
point.

Presentation of concrete facts facilitates the client’s reality 
contact.

Rationale

Ineffective Health Maintenance
Inability to identify, manage, and/or seek out help to maintain health.

ASSESSMENT DATA

 Dependence on drugs
 Physical discomfort
 Physical symptoms (impaired nutrition, #uid and electrolyte imbalance)
 Sleep disturbances
 Low self-esteem
 Feelings of apathy
 Ineffective coping strategies

Nursing Diagnosis

The client will

 Establish physiologic homeostasis
 Establish a balance of rest, sleep, and activity

The client will

 Establish nutritious eating patterns
 Maintain physiologic stability
 Verbalize knowledge of prevention of HIV transmission
 Agree to participate in a treatment program

EXPECTED OUTCOMES

Immediate

Stabilization
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The client will

 Follow through with discharge plans regarding employment, legal involvement,  
family problems, and !nancial dif!culties

 Abstain from alcohol and drugs

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

*Obtain the client’s history, including the kind, amount, 
route, and time of last drug use. Consult the client’s family 
or significant others to obtain or validate the client’s infor-
mation if necessary.

Be aware of PRN medication orders to decrease physi-
cal symptoms. Do not allow the client to be needlessly 
uncomfortable, but do not use medications too liberally.

You may need to obtain blood or urine specimens for drug 
screening on admission, per physician order and client 
consent. Stress that this information is needed to treat the 
client and is not for legal or prosecution purposes. Note: 
Clients involved in vehicular accidents or charged with 
criminal activity may be an exception in some states.

Remain nonjudgmental in your approach to the client and 
significant others.

Monitor the client’s intake and output and pertinent labora-
tory values, such as electrolytes.

Encourage oral fluids, especially juice, fortified supple-
ments, or milk. If the client is vomiting, intravenous therapy 
may be necessary.

Talk with the client quietly in short, simple terms. Do not 
chatter or make social conversation. Be comfortable with 
silence.

You may touch or hold the client’s hand if these actions 
comfort or reassure the client.

Encourage the client to bathe, wash his or her hair, and 
wear clean clothes.

Assist the client as necessary; it may be necessary to 
provide complete physical care depending on the severity 
of the withdrawal symptoms.
*Teach the client and his or her family or significant oth-
ers that substance dependence is an illness and requires 
long-term treatment and follow-up. Refer the client to a 
substance dependence treatment program.
*Refer the client’s family or significant others to Alanon, 
Alateen, or Adult Children of Alcoholics as indicated.

Teach the client about the prevention of hepatitis and HIV 
transmission.

*If the client is HIV positive, refer him or her for medical 
treatment and counseling related to HIV disease.

Baseline data can help you anticipate the onset, type, and 
severity of physical withdrawal symptoms. The client may 
report an inaccurate estimate of drug use (either minimized 
or exaggerated).

Judicious use of PRN medications can decrease the cli-
ent’s discomfort, but must be used cautiously, as the client 
is already experiencing drug effects.

Drug screens can positively identify substances the client 
has ingested. Often other substances are included in illegal 
drugs, of which the client has no knowledge. The client and 
family must be reassured that treatment is separate from 
legal issues. However, depending on state laws, informa-
tion from laboratory tests may need to be surrendered to 
authorities.

Your nonjudgmental approach can convey acceptance of 
the client as a person, which is separate from drug-taking 
behavior.

The client in withdrawal is at risk for fluid and electrolyte 
imbalances.

Milk, juice, and supplements provide a maximum of nutri-
ents in a small volume. Fluids usually are tolerated best by 
the client initially.

Excessive talking on your part may be irritating to the client 
in withdrawal. The client’s ability to deal with stimuli may 
be impaired.

Your physical presence conveys your acceptance of the 
client.

Personal cleanliness will enhance the client’s sense  
of well-being.

You should attend to the client’s hygiene only to the extent 
that he or she cannot do so independently.

Substance withdrawal deals only with the client’s physi-
cal dependence. Further therapy is needed to address the 
primary problem of substance dependence.

Family and significant others are affected by the client’s 
substance use and also need help with their own issues.

Clients who use intravenous drugs are at increased risk for 
hepatitis and HIV transmission by sharing needles and by 
sexual activity, especially when judgment is impaired.

Clients who are HIV positive face the risk of AIDS as well 
as related social problems. Clients may be unaware of 
available medical treatment and supportive resources.

Rationale
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Clients with substance dependence (including alcohol dependence) exhibit symptoms asso-
ciated with more or less regular use of substances that affect the CNS. This use continues 
despite negative consequences, such as impaired health, legal or employment dif!culties, or 
family discord. Substance dependence or addiction is an illness, although some health profes-
sionals and others still do not share that view. It is not caused by a lack of willpower, nor is it a 
moral weakness. Various theories about the etiology of substance dependence include genetic 
predisposition, body chemistry imbalance, maladaptive response to stress, and personality 
traits or disorders. Evidence suggests a genetic in#uence in the etiology, especially in alcohol 
dependence (APA, 2000).

Clients with substance dependency also often are diagnosed with a personality disorder, 
but this usually does not preclude success in a treatment program. However, if the client has 
a major psychiatric disorder, such as bipolar disorder or schizophrenia, there may need to be 
signi!cant alterations in his or her treatment for substance dependence (see Care Plan 18: 
Dual Diagnosis).

Young adults are at increased risk for substance use, and onset of dependence is highest 
between ages 20 and 50. Substance dependence clients are at increased risk for accidents, ag-
gressive behavior, and suicide (APA, 2000).

Clients who have used intravenous drugs are at increased risk for hepatitis C, HIV disease, 
and AIDS, from sharing needles or unprotected sexual behavior, particularly when judgment 
is impaired under the in#uence of alcohol or drugs.

Detoxi!cation must occur before the client can become successfully involved in treatment. 
The multiple abuse of alcohol and other drugs is common. For recovery to be effective, the 
client must avoid simply transferring his or her use from one substance to another, that is, if a 
client quits using alcohol, he or she must not rely on medications to deal with stress. Substance 
dependence usually has a chronic course that may include periods of exacerbation and remis-
sion, although some clients do achieve lasting abstinence (APA, 2000).

Primary nursing interventions are helping the client acknowledge the substance depen-
dence and facilitating development of effective coping skills. In this type of program, the 
nurse works as an integral part of the treatment team in providing consistent limits, structured 
support, education, and referrals for continued support in the community. It is important to 
involve the client’s signi!cant others in the treatment (whenever possible) to work toward 
resolving the problems and feelings surrounding the client’s substance use and to facilitate 
recovery for the client and affected family members (see Care Plan 19: Adult Children of 
Alcoholics).

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Ineffective Denial
Ineffective Coping

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Ineffective Role Performance
Noncompliance
Impaired Social Interaction

Substance Dependence Treatment 
Program
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Ineffective Denial
Conscious or unconscious attempt to disavow the knowledge or meaning of an event to 
reduce anxiety and/or fear, leading to the detriment of health.

ASSESSMENT DATA

 Denial or minimization of substance use or dependence
 Blaming others for problems
 Reluctance to discuss self or problems
 Lack of insight
 Failure to accept responsibility for behavior
 Viewing self as different from others
 Rationalization of problems
 Intellectualization

Nursing Diagnosis

The client will

 Participate in a treatment program, for example, attend activities and participate in group 
and therapy sessions within 24 to 36 hours

 Identify negative effects of his or her behavior on others within 24 to 36 hours
 Abstain from drug and alcohol use throughout treatment program
 Verbalize acceptance of responsibility for own behavior, including substance dependence  
and problems related to substance use (such as losing his or her job) within 24 to 48 hours

The client will

 Express acceptance of substance dependence as an illness
 Maintain abstinence from chemical substances
 Demonstrate acceptance of responsibility for own behavior
 Verbalize knowledge of illness and treatment plan

The client will

 Follow through with discharge plans regarding employment, support groups, and so forth, 
for example, identify community resources and make initial appointment or schedule time 
to participate in support group sessions

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

*Give the client and significant others factual information 
about substance use in a matter-of-fact manner. Do not 
argue, but dispel myths such as “I’m not an alcoholic if I 
only drink on weekends,” or “I can learn to just use drugs 
socially.”

Avoid the client’s attempts to focus on only external prob-
lems (such as marital or employment problems) without 
relating them to the problem of substance use.

Encourage the client to identify behaviors that have caused 
problems in his or her life.

Do not allow the client to rationalize difficulties or to blame 
others or circumstances beyond the client’s control.

(continued on page 132)

Rationale

Most clients lack factual knowledge about substance use 
as an illness. If the client can engage you in semantic argu-
ments or debates, the client can keep the focus off himself 
or herself and personal problems.

The problem of substance use must be dealt with first 
because it affects all other areas.

The client may deny or lack insight into the relationship 
between his or her problems and behaviors.

Rationalizing and blaming others give the client an excuse 
to continue his or her behavior.
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IMPLEMENTATION (continued)

Consistently redirect the client’s focus to his or her own 
problems and to what he or she can do about them.

Positively reinforce the client when he or she identifies 
and expresses feelings or shows any insight into his or her 
behaviors and consequences.

Encourage other clients in the program to provide feedback 
for each other.

You can facilitate the client’s acceptance of responsibility 
for his or her own behavior.

You convey acceptance of the client’s attempts to express 
feelings and to accept responsibility for his or her own 
behavior.

Peer feedback usually is valued by the client because it 
comes from others with similar problems.

Nursing Interventions *denotes collaborative interventions Rationale

Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced responses, 
and/or inability to use available resources.

ASSESSMENT DATA

 Isolative behavior
 Low self-esteem
 Lack of impulse control
 Super!cial relationships
 Inability to form and maintain intimate personal relationships
 Lack of effective problem-solving skills
 Avoidance of problems or dif!cult situations
 Ineffective coping skills

Nursing Diagnosis

The client will

 Express feelings directly and openly, for example, discuss feelings with staff for at least  
30 minutes at least twice a day within 24 to 36 hours

 Engage in realistic self-evaluation, that is, describe strengths and areas needing support or 
development within 2 to 3 days

 Verbalize process for problem solving within 2 to 3 days

The client will

 Develop a healthful daily routine regarding eating, sleeping, and so forth, for example, 
sleep for at least 6 hours per night without using sleeping medication

 Practice nonchemical alternatives to dealing with stress or dif!cult situations
 Verbalize increased self-esteem, based on accurate information

The client will

 Demonstrate effective communication with others
 Demonstrate nonchemical methods of dealing with feelings, problems, and situations,  
for example, demonstrate and describe the use of the problem-solving process related  
to an actual life situation

 Participate in follow-up or aftercare programs and support groups

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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(continued on page 134)

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Encourage the client to identify personal strengths as well 
as areas that need improvement.

Encourage the client to explore alternative ways of dealing 
with stress and difficult situations.

Talk with the client about coping strategies he or she has 
used in the past. Explore which strategies have been suc-
cessful and which may have led to negative consequences.

Teach the client about positive coping strategies and stress 
management skills, such as increasing physical exercise, 
expressing feelings verbally or in a journal, or meditation 
techniques. Encourage the client to practice these tech-
niques while in treatment.

Help the client develop skills in defining problems, planning 
problem-solving approaches, implementing solutions, and 
evaluating the process.

Help the client express feelings in acceptable ways, and 
give positive reinforcement for doing so.

Involve the client in a group of his or her peers to provide 
confrontation, positive feedback, and sharing feelings.

Focus attention on the “here-and-now”: What can the cli-
ent do now to redirect his or her behavior and life?

Avoid discussing unanswerable questions, such as why the 
client uses substances.

Guide the client to the conclusion that sobriety is a choice 
he or she can make.

Help the client view life and the quest for sobriety in fea-
sible terms, such as “What can I do today to stay sober?”

*Refer the client to a chaplain or spiritual advisor of his or 
her choice, if indicated.

*Teach the client and significant others about prevention of 
hepatitis and HIV transmission, and refer them for testing 
and counseling if appropriate.

*Refer the client to vocational rehabilitation, social services, 
or other resources as indicated.

Rationale

The client may lack insight into his or her strengths and 
weaknesses. Identifying strengths can help the client 
 realize that he or she can successfully cope with life’s 
stressors.

The client may have little experience dealing with life stress 
without chemicals and may be learning for the first time 
how to cope, solve problems, and so forth.

The client may have had success using coping strategies in 
the past but may have lost confidence in himself or herself 
or in his or her ability to cope with stressors and feelings. 
The client needs to replace negative coping strategies 
(e.g., self-medication with drugs or alcohol) with activities 
that are not self-destructive.

The client may have limited or no knowledge of stress 
management techniques or may not have used positive 
techniques in the past. If the client tries to build skills in the 
treatment setting, he or she can experience success and 
receive positive feedback for his or her efforts.

The client may not have used a structured problem-solving 
process. You can provide knowledge and practice of the 
process in a nonthreatening environment.

You are a sounding board for the client. Your feedback en-
courages the client to continue to express feelings.

Groups of peers are a primary mode of treatment in sub-
stance abuse treatment and provide honesty, support, con-
frontation, and validation, based on common experiences.

The client cannot change the past. Once he or she ac-
knowledges responsibility for past behavior, it is not helpful 
or healthy to ruminate or feel guilty about the past.

Asking why is frustrating as well as fruitless; there is no 
answer.

Sobriety, including abstinence from all substances, is as-
sociated with greater success in recovery.

The client may be overwhelmed by thoughts such as “How 
can I avoid using substances for the rest of my life?” and 
can deal more easily with shorter periods. The client needs 
to talk in terms of today, which is more manageable. The 
client needs to believe he or she can succeed to do so.

The client may be overwhelmed with guilt or despair. Spiri-
tual resources may help the client maintain sobriety and 
find social support.

Clients who use substances are at increased risk for 
hepatitis and HIV transmission by sharing needles and by 
sexual activity, especially when judgment is impaired by 
substance use.

The client may need a variety of services to reestablish 
successful functioning.
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IMPLEMENTATION (continued)

*Refer the client and significant others to Alcoholics Anony-
mous, Al-Anon, Alateen, Adult Children of Alcoholics, or 
other support groups in the community or via the Internet 
as indicated.
*Refer the client for treatment for other problems as 
 indicated.

Many clients and significant others benefit from continued 
support for sobriety after discharge. Note: There are many 
different groups modeled on the basic 12-step program, 
including gay, lesbian, and non-Christian groups.

Substance dependence often is associated with posttrau-
matic behavior, abusive relationships, and so forth.

Nursing Interventions *denotes collaborative interventions Rationale
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The term dual diagnosis or comorbid (or co-occurring) disorder is used to describe a client with 
both substance abuse and another psychiatric illness. (Note: Some literature de!nes dual diag-
nosis as mental illness and mental retardation. These clients are not included in this discussion.) 
Clients with mental illness may use substances in an attempt to self-medicate (alleviate symp-
toms of illness), !t in with peers, and reduce social anxiety, or substance dependence may exist 
as a primary illness. It is common for clients with bipolar disorder or schizophrenia to describe 
efforts to use drugs or alcohol to self-medicate, attempting to level high and low mood swings. 
These clients’ substance use, however, results in an exacerbation (not relief) of symptoms.

Substance dependence is a complicating factor with many clients who are chronically men-
tally ill, and substance abuse can occur with many types of mental disorders, including bipolar 
disorder, schizoaffective disorder, schizophrenia, conduct disorders, and personality disor-
ders. It is estimated that 50% of persons with a substance abuse disorder also have a mental 
health diagnosis (Horsfall, Cleary, Hunt, & Walter, 2009).

The course of a client’s dually diagnosed disorder depends on the psychiatric illness(es), 
the type of substance abuse, and other factors, including social support and treatment. Litera-
ture on the topic of dual diagnosis suggests that these clients are a dif!cult challenge and that 
this area needs further research to produce more effective methods of treatment. Traditional 
methods of treatment for major psychiatric illness or primary chemical dependence treatment 
programs are reported to have little lasting success in treating clients who have a dual diag-
nosis (Horsfall et al., 2009). An approach that considers both substance abuse and the speci!c 
psychiatric disorder simultaneously, as opposed to either type of treatment alone, may be 
successful for the client with a dual diagnosis. It is also necessary to tailor the treatment goals 
to the individual client. For example, the goal for a client to experience the social reward of 
achieving one or more years of sobriety is not realistic for a client with schizophrenia. For 
clients with schizophrenia, cognitive impairment and decreased ability to process abstract 
concepts are barriers to successful participation in substance dependency treatment programs. 
Likewise, treatment designed to manage psychotic symptoms is less successful when the cli-
ent uses substances, which may exacerbate symptoms. Some clients with bipolar disorder 
have dif!culty in substance dependence treatment programs with reconciling the concept of 
being drug free with instructions to remain compliant with lithium or other chemotherapy 
regimens. In addition, the impulsiveness associated with bipolar disorder interferes with the 
ability to remain alcohol or drug free. Note: The care plan is based on community treatment 
because, although clients may be readily stabilized in the hospital setting, their treatment 
presents a greater challenge after discharge.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Noncompliance
Ineffective Coping

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Ineffective Health Maintenance
Disturbed Thought Processes
Disturbed Sensory Perception (Specify: Visual, Auditory, Kinesthetic, Gustatory,  

Tactile, Olfactory)
De!cient Diversional Activity
Chronic Low Self-Esteem
Impaired Social Interaction

Dual Diagnosis
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Noncompliance
Behavior of person and/or caregiver that fails to coincide with a health-promoting or 
therapeutic plan agreed on by the person (and/or family and/or community) and healthcare 
professional. In the presence of an agreed upon, health-promoting, or therapeutic plan, the 
person’s or caregiver’s behavior is fully or partially nonadherent and may lead to clinically 
ineffective or partially ineffective outcomes.

ASSESSMENT DATA

 Frequent ingestion of alcohol or drugs
 Neuroleptic blood levels outside therapeutic range
 Exacerbation of symptoms
 Failure to keep appointments or follow through on referrals
 Poor impulse control
 Incongruence between therapeutic regimen and personal values or desires
 Knowledge or skill de!cit

Nursing Diagnosis

The client will

 Verbalize the need for medication compliance throughout the treatment program
 Take medications as directed throughout treatment
 Identify dif!culties associated with alcohol or substance use within 24 to 48 hours
 Refrain from alcohol or nonprescribed drug use throughout treatment

The client will

 Report instances of alcohol or drug use accurately
 Report medication compliance accurately
 Experience diminished or absent psychiatric symptoms

The client will

 Participate in community support programs
 Continue compliance with prescribed medications

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Complete a nursing assessment; discuss patterns of drug 
and alcohol use in a nonjudgmental manner.

Indicate that your need to know is based on the need for 
accurate data to assess the client, not for criticism.

Assist the client to draw correlations between increased 
chemical use and increased psychiatric symptoms.
*Inform the client of drug interactions between medica-
tions and other substances. It may be helpful to consult 
with a pharmacist.

Encourage the client to ask questions if he or she is uncer-
tain about taking medications when drinking and so forth.

Rationale

A nonjudgmental manner increases the chance of obtain-
ing accurate information, builds trust, and lessens the 
possibility of resistance from the client.

This conveys genuine concern for the client, which en-
hances trust.

The effect of increased symptoms caused by alcohol or 
drug use may not be apparent to the client.

Factual information is a sound basis for future problem 
solving. The client may have used several types of drugs 
in addition to several medications, creating complex drug 
interactions.

Safety is a priority. The client who uses drugs or alcohol is 
at a greater risk for an overdose.
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IMPLEMENTATION (continued)

*If the client is having symptoms such as not sleeping, 
encourage him or her to ask a health professional for 
assistance before using drugs or alcohol to alleviate the 
symptoms.

Give positive feedback for honest reporting.

*Encourage the client to participate in peer and support 
groups in the community or on the Internet.

A change in medication or dosage may resolve the client’s 
difficulties without placing him or her at risk. The client may 
also have sleep apnea or another condition that can be 
treated successfully without drugs or alcohol.

If the client perceives a greater reward for honesty than  
for strict adherence, he or she is more likely to report 
honestly.

Support from others with dual diagnoses can help the cli-
ent remain adherent over the long term.

Nursing Interventions *denotes collaborative interventions Rationale

Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced  
responses, and/or inability to use available resources.

ASSESSMENT DATA

 Poor impulse control
 Low self-esteem
 Lack of social skills
 Dissatisfaction with life circumstances
 Lack of purposeful daily activity

Nursing Diagnosis

The client will

 Take only prescribed medication throughout treatment
 Interact appropriately with staff and other clients within 24 to 72 hours
 Express feelings openly within 24 to 48 hours
 Develop plans to manage unstructured time, for example, walking, doing errands, within  
2 to 3 days

The client will

 Demonstrate appropriate or adequate social skills, for example, initiate interactions with others
 Identify social activities in drug- and alcohol-free environments
 Assess own strengths and weaknesses realistically

The client will

 Maintain contact or relationship with a professional in the community
 Verbalize plans to join a community support group that meets the needs of clients with  
a dual diagnosis in the community or on the Internet

 Participate in drug- and alcohol-free programs and activities

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Encourage open expression of feelings.

Validate the client’s frustration or anger in dealing with dual 
problems (e.g., “I know this must be very difficult”).

Consider alcohol or substance use as a factor that influ-
ences the client’s ability to live in the community, similar to 
such factors as taking medications, keeping appointments, 
and so forth.

Maintain frequent contact with the client, even if it is only 
through brief telephone calls.

Give positive feedback for abstinence on a daily basis.

If drinking or substance use occurs, discuss the events 
that led to the incident with the client in a nonjudgmental 
manner.

Discuss ways to avoid similar circumstances in the future.

Teach the client about positive coping strategies and stress 
management skills, such as increasing physical exercise, 
expressing feelings verbally or in a journal, or meditation 
techniques. Encourage the client to practice this type of 
technique while in treatment.

Assess the amount of unstructured time with which the 
client must cope.

Assist the client to plan daily or weekly schedules of pur-
poseful activities: errands, appointments, taking walks, and 
so forth.

Writing the schedule on a calendar may be beneficial.

Encourage the client to record activities, feelings, and 
thoughts in a journal.

Teach the client social skills. Describe and demonstrate 
specific skills, such as eye contact, attentive listening, 
nodding, and so forth. Discuss the kind of topics that are 
appropriate for social conversation, such as the weather, 
news, local events, and so forth.

Give positive support to the client for appropriate use of 
social skills.
*Teach the client and his or her significant others about  
his or her dual diagnosis, conditions, treatment, and  
medications.

*Refer the client to volunteer, educational, or vocational 
services if indicated.

*Refer the client to support services in the community or 
on the Internet that address mental health and substance 
dependence-related needs.

Rationale

Verbalizing feelings is an initial step toward dealing con-
structively with those feelings.

Expressing feelings outwardly, especially negative ones, 
may relieve some of the client’s stress and anxiety.

Substance use is not necessarily the major problem the cli-
ent with a dual diagnosis experiences, only one of several 
problems. Overemphasis on any single factor does not 
guarantee success.

Frequent contact decreases the length of time the client 
feels “stranded” or left alone to deal with problems.

Positive feedback reinforces abstinent behavior.

The client may be able to see the relatedness of the events 
or a pattern of behavior while discussing the situation.

Anticipatory planning may prepare the client to avoid simi-
lar circumstances in the future.

The client may have limited or no knowledge of stress 
management techniques or may not have used positive 
techniques in the past. If the client tries to build skills in the 
treatment setting, he or she can experience success and 
receive positive feedback for his or her efforts.

The client is more likely to experience frustration or dissat-
isfaction, which can lead to substance use, when he or she 
has excessive amounts of unstructured time.

Scheduled events provide the client with something to 
anticipate or look forward to doing.

Visualization of the schedule provides a concrete reference 
for the client.

A journal can provide a focus for the client and yield infor-
mation that is useful in future planning but may otherwise 
be forgotten or overlooked.

The client may have little or no knowledge of social interac-
tion skills. Modeling the skills provides a concrete example 
of the desired skills.

Positive feedback will encourage the client to continue 
socialization attempts and enhance self-esteem.

The client’s significant others can help provide support and 
structure. The client and his or her significant others may 
lack knowledge about his or her conditions, treatment, and 
medications.

Purposeful activity makes better use of the client’s unstruc-
tured time and can enhance the client’s feelings of worth 
and self-esteem.

Clients with dual diagnosis have complicated and long-term 
problems that require ongoing, extended assistance.
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The term adult child of an alcoholic (ACA) refers to a person who was raised in a family 
where one or both parents were addicted to alcohol and who was subjected to dysfunctional 
parenting associated with alcoholism. The National Association for Children of Alcoholics 
(NACoA) was founded in 1983 to support children of alcoholics and for those in a position 
to help them—therapists, physicians, nurses, social workers, and so forth. The signi!cance 
of being an “adult child” has gained attention in only the last several decades, even though 
alcoholism as a family illness has been recognized for much longer.

Self-help support groups, therapy groups, and a wide variety of popular books were de-
veloped in the 1980s to deal with the problems of adult children. In the 1990s, the concept 
broadened to codependence, which included many of the problems previously identi!ed in 
adult children, but is not as tightly coupled with alcoholism. Although clients are unlikely to 
be hospitalized for being codependent or an adult child per se, many clients hospitalized or 
in other treatment settings for other problems may have these issues as complicating factors.

It is estimated that 6.6 million American children younger than 18 years live with at least 
one alcoholic parent, increasing their own risk for alcoholism fourfold. Forty-three percent of 
American adults have a child, parent, sibling, or spouse who was or is an alcoholic (Alcohol-
ism Information, 2010). Children of alcoholics are at the highest risk of developing alcohol-
ism and are prone to learning disabilities, eating disorders, stress-related medical problems, 
and compulsive achieving. Children of alcoholics also often develop an inability to trust, an 
extreme need to control, an excessive sense of responsibility, and denial of feelings; these 
problems persist through adulthood. ACAs are more likely to marry individuals who develop 
alcoholism.

Treatment goals focus on facilitating the client’s insight, self-esteem, and coping and 
 problem-solving skills. Other nursing interventions include teaching the client and signi!cant 
others about substance dependence and working with the treatment team to identify appropri-
ate referrals for continuing support.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Ineffective Coping
Chronic Low Self-Esteem

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Powerlessness
Post-Trauma Syndrome
Ineffective Role Performance

Adult Children of Alcoholics
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Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced responses, 
and/or inability to use available resources.

ASSESSMENT DATA

 Inability to trust
 Excessive need or desire for control, either overtly or covertly expressed
 Very responsible or very irresponsible behavior
 Dif!culty with authority
 Impulsive behavior
 Lack of effective assertiveness skills
 Intolerance of changes
 Dif!culty setting and keeping limits
 Con#ict avoidance behaviors
 Addictive behavior (e.g., to excitement or chaos in daily life or relationships)

Nursing Diagnosis

The client will

 Discuss situations involving con#ict, identifying the con#ict and related feelings within  
2 to 3 days or treatment visits

 Demonstrate choices based on self-approval rather than seeking the approval of others 
within 2 to 3 days or treatment visits

The client will

 Demonstrate appropriate use of assertiveness skills
 Follow through with commitments, for example, keep appointments or make and complete 
plans with others

The client will

 Demonstrate use of effective problem-solving skills
 Participate in substance dependence treatment, if indicated, or support groups after 
 discharge

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Talk with the client about coping strategies he or she has 
used in the past. Explore which strategies have been suc-
cessful and which may have led to negative consequences.

Teach the client about positive coping strategies and stress 
management skills, such as increasing physical exercise, 
expressing feelings verbally or in a journal, or meditation 
techniques. Encourage the client to practice these tech-
niques while in treatment.

Teach the client the problem-solving process: identifying 
a problem, exploring alternatives, making a decision, and 
evaluating its success.

Rationale

The client may have had success using coping strategies in 
the past but may have lost confidence in himself or herself 
or in his or her ability to cope with stressors and feelings. 
Some coping strategies can be self-destructive (e.g., self-
medication with drugs or alcohol).

The client may have limited or no knowledge of stress 
management techniques or may not have used positive 
techniques in the past. If the client tries to build skills in the 
treatment setting, he or she can experience success and 
receive positive feedback for his or her efforts.

The client may have limited skills or experience in rational 
problem solving.
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IMPLEMENTATION (continued)

Have the client make a list of situations that are difficult for 
him or her.

With the client, develop a list of approaches to these situa-
tions, followed by the client’s feelings about each choice.

Assist the client to determine the pros and cons of each 
choice.

Encourage the client to select a choice and make specific 
plans for implementation.

Teach the client about assertiveness skills; differentiate 
among passive, aggressive, and assertive responses.

Teach the client about setting limits, and encourage the use 
of limit-setting skills and awareness in relationships.

Encourage the client to practice using “I” statements to 
express needs or desires.

Role-play previously identified difficult or unfamiliar situa-
tions with the client, incorporating assertiveness skills.

Encourage the client to implement an approach to an iden-
tified problem situation, beginning with the least threaten-
ing situation.

After the client has made an attempt to deal with the situa-
tion, provide time to discuss the client’s attempt(s), focus-
ing on how he or she felt.

Give positive feedback for attempts to use new skills, not 
just for successful resolution of the situation.

If the client was unsuccessful in resolving the problem, 
help him or her to evaluate alternatives and make another 
attempt to solve the problem. Do not punish the client or 
withdraw your attention when the client is unsuccessful.

The client’s interest in learning problem-solving skills is en-
hanced by using actual, rather than hypothetical, situations.

Learning to identify his or her feelings and to couple feel-
ings with choices can be a new experience for the client.

Practicing the problem-solving process will develop profi-
ciency in its use.

ACAs typically have difficulty following through. Specific 
plans increase the likelihood that the client will do so.

The client may be unaware of the basis for assertiveness 
skills.

ACAs often have little or no knowledge, experience, or skill 
in using limit setting.

Using “I” statements encourages the client to focus on 
and accept responsibility for his or her own feelings and 
wishes.

Anticipatory practice helps the client be better prepared for 
actual implementation.

The least threatening situation has the greatest chance of 
being a successful initial experience for the client.

If the client was successful, his or her self-worth may be 
enhanced. If unsuccessful, the client learns that one can 
survive having a negative experience.

The client needs positive feedback for trying, not just for 
“winning.”

This will promote the client’s ability to follow through and 
affords another opportunity for success, even following 
unsuccessful experiences. The client’s early experiences 
of lack of success may have resulted in punishment or 
withdrawal of attention.

Nursing Interventions *denotes collaborative interventions Rationale

Chronic Low Self-Esteem
Longstanding negative self-evaluating/feelings about self or self-capabilities.

ASSESSMENT DATA

 Excessive need to control emotions
 Denial of feelings
 Dif!culty expressing feelings
 Fear of emotional abandonment
 Chronic feelings of insecurity
 Reluctance to discuss personal issues
 Guilt feelings
 Harsh judgment of own behavior
 Consistent feelings of failure

Nursing Diagnosis
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 Impaired spontaneity or ability to have fun
 Reluctance to try new things
 Dysfunctional or unsatisfactory relationships (e.g., the client may play the role of the 
 victim or have dif!culty with intimacy)

 Views self as “different” from other people
 Extreme loyalty to others, even when undeserved

The client will

 Verbalize recognition of alcoholism as an illness within 12 to 24 hours
 Demonstrate a focus on self in the present rather than past experiences within 2 to 3 days
 Verbally identify his or her feelings in a nonjudgmental manner within 3 to 4 days

The client will

 Verbalize realistic self-evaluation, for example, make a written list of strengths, abilities, 
and areas needing support or development and discuss with staff

 Demonstrate the ability to engage in spontaneous activities for the sake of having fun
 Verbalize knowledge about alcoholism and related family problems

The client will

 Make decisions and solve problems independently
 Express feelings to others without guilt

EXPECTED OUTCOMES

IMPLEMENTATION

Immediate

Stabilization

Community

Nursing Interventions *denotes collaborative interventions

*Provide education to the client and significant others about 
alcoholism as a family illness.

Encourage the client to remember and discuss experienc-
es of growing up, family interactions, and so forth.

Encourage the client to identify characteristics of himself or 
herself and family members as individuals.

Assist the client to view himself or herself realistically in 
the present and to allow the past to become history.

Encourage the client to verbalize all feelings, especially 
negative ones, such as anger, resentment, and so forth.

Give positive feedback for honest expression of feelings.

Involve the client in small group discussions with others 
having similar issues, if possible.

Suggest appropriate ways of expressing feelings, such as 
talking and writing in a journal.

Encourage the client to use a journal to focus on present 
thoughts, feelings, and their relatedness.

With the client, review journal entries as a basis for iden-
tifying aspects of personal growth for the client, including 
efforts made and successes, even if small.

Rationale

Accurate information helps the client to recognize that pa-
rental alcoholism, not the client, is a source of many family 
problems.

ACAs often have kept “family secrets,” especially related to 
alcoholism, and shared them with no one.

The client’s sense of identity may be enmeshed with the 
entire family. The client may have difficulty seeing himself 
or herself as a separate person.

Once the client has expressed past feelings and experi-
ences, he or she can put them in the past and “let go” of 
them, which can provide opportunities for growth.

ACAs often have learned to “stuff” or deny feelings and are 
not skilled at identifying or expressing them.

Positive feedback increases the frequency of desired 
behavior.

Groups of ACAs allow clients to find that they are not alone 
in their feelings and experiences.

The client needs to identify the most comfortable and ben-
eficial ways of appropriately expressing feelings.

Using a journal can help increase awareness of feelings 
and behavior, promote insight, and help the client focus on 
self-approval, rather than the approval of others.

The client is struggling with issues that often are many 
years old. Progress can be more easily identified if he or 
she has a means for recognizing steps in growth and posi-
tive change.
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IMPLEMENTATION (continued)

See Care Plan 49: Sexual, Emotional, or Physical Abuse.

Encourage the client to make a list of his or her strengths 
and areas he or she would like to change.

Practice giving and receiving compliments with the client.

Assist the client to set small achievable daily or weekly 
goals.

*Provide the client with a reading list of resources related 
to ACAs.
*Encourage the client to continue to seek support after 
the treatment episode. Refer the client to ACA support 
group(s) in the community or on the Internet.

ACAs often have issues involving abuse.

A written list gives the client a concrete focus, so he or she 
is not so likely to feel overwhelmed. The client may have 
the most difficulty identifying positive qualities.

Receiving compliments may be new to the client and can 
increase self-esteem. Giving compliments helps the client 
build communication skills and relationships.

Small goals seem possible to attain and will not discour-
age or overwhelm the client. Attaining even small goals 
provides successful experiences for the client.

The client cannot assimilate all possible information in a 
short time. A list provides an ongoing resource.

The client is dealing with issues that have accumulated 
over a lifetime. Resolving these issues is a long process, 
facilitated by the ongoing support of others in similar 
 situations.

Nursing Interventions *denotes collaborative interventions Rationale
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1. Which of the following would the nurse recognize as 
signs of alcohol withdrawal?

a. Coma, disorientation, and hypervigilance

b. Tremulousness, sweating, and elevated blood pressure

c. Increased temperature, lethargy, and hypothermia

d. Talkativeness, hyperactivity, and blackouts

2. A client who is intoxicated is admitted to the hospital for 
alcohol withdrawal. Which of the following would the 
nurse do to help the client become sober?

a. Give the client black coffee to drink

b. Have the client take a cold shower

c. Provide the client with a quiet room to sleep in

d. Walk around the unit with the client

3. Which of the following would be contraindicated for a 
client who is experiencing severe symptoms of alcohol 
withdrawal?

a. Ambulating the client

b. Lowering environmental stimuli

c. Monitoring intake and output

d. Using short, direct statements

4. Which of the following foods would the nurse eliminate 
from the diet of a client with alcohol withdrawal?

a. Ice cream

b. Milk

c. Orange juice

d. Regular coffee

5. Which of the following interventions would the nurse 
include in the plan of care for the client in severe alcohol 
withdrawal?

a. Continuous use of restraints for safety

b. Informing the client about alcohol treatment programs

c. Remaining with the client when he or she is confused

d. Touching the client before saying anything

6. When caring for a client who has been using PCP, the 
nurse would be especially alert for which of the follow-
ing behaviors?

a. Auditory hallucinations

b. Bizarre behavior

c. Loud screaming

d. Violent behavior

SECTION 5 REVIEW QUESTIONS
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 SECTION 5  Resources for Additional 
Information

Visit thePoint (http://thePoint.lww.com/Schultz9e) for a list 
of these and other helpful Internet resources.

Addiction Technology Transfer Center Network
Adult Children of Alcoholics World Service Organization
Al-Anon/Alateen
Alcoholics Anonymous World Service Organization
American Society of Addiction Medicine
Association of Nurses in Substance Abuse
Co-Occurring Center for Excellence
Dual Diagnosis Resources
Dual Diagnosis Web Site
International Nurses Society on Addictions
National Association for Children of Alcoholics
National Clearinghouse for Alcohol and Drug Information
National Council on Alcoholism and Drug Dependence, Inc.
National Institute on Alcohol Abuse and Alcoholism
National Institute on Drug Abuse
Substance Abuse and Mental Health Services Administration
SAMSA—Co-Occurring and Homeless Activities Branch

http://thePoint.lww.com/Schultz9e
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Schizophrenia and 
Psychotic Disorders/
Symptoms

Schizophrenia is a thought disorder that includes psychotic symptoms such as delusions, 
hallucinations, and disordered thought processes. Psychotic behavior also can be encoun-
tered in clients who are experiencing other problems or disorders, such as bipolar disorder, 
alcohol withdrawal, or dementia. The care plans in this section address common psychotic 
symptoms, such as delusions and hallucinations, as well as problems and disorders that 
may produce psychotic symptoms, such as schizophrenia and certain medical conditions.

S E C T I O N  S I X
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C A R E  P L A N  2 0

Schizophrenia is a disorder that involves characteristic psychotic symptoms (e.g., delusions, 
hallucinations, and disturbances in mood and thought) and impairment in the individual’s 
level of functioning in major life areas. The characteristic symptoms of schizophrenia (APA, 
2000) are listed below. Clients typically experience symptoms in several of these areas.

1. Thought content. Delusional thoughts are fragmented, sometimes bizarre, and frequently 
unpleasant for the client. Many clients believe that their thoughts are “broadcast” to the 
external world, so others are able to hear them (thought broadcasting), that the thoughts 
are not their own but are placed there by others (thought insertion), and that thoughts are 
being removed from their head (thought withdrawal). The client believes all this thought 
control occurs against his or her will and feels powerless to stop it.

2. Perception. The major perceptual disturbance is hallucinations, most commonly audi-
tory (voices). The voices may be familiar to the client and may command the client to 
do things that may be harmful to the client or others; there may be more than one voice 
“speaking” at once. Visual, tactile, gustatory, kinesthetic, and olfactory hallucinations also 
can occur, but less commonly.

3. Language and thought process. The client is unable to communicate meaningful informa-
tion to others. There may be loose associations, or jumping from one topic to an unrelated 
topic. Poverty of speech or alogia (little verbalization), poverty of content (much verbal-
ization but no substance), neologisms (invented words), perseveration (repetitive speech), 
clanging (rhyming speech), or blocking (inability to verbalize thoughts) may occur. The 
client may be unaware that others cannot comprehend what he or she is saying.

4. Psychomotor behavior. The client may respond excitedly to the environment, demonstrat-
ing agitated pacing or other movements, or may be almost unresponsive to the environ-
ment and exhibit motor retardation, posturing, or stereotyped movements. These distur-
bances are usually seen during acute psychotic episodes and in severely chronically ill 
clients.

5. Affect. The client has a restricted mood, may feel numb or lack the intensity of normal 
feelings, and demonstrates a !at or inappropriate affect. The client with a !at affect has a 
lack of expression, monotonous tone of voice, and immobile facies. (Note: Many psycho-
tropic medications produce effects that resemble a !at affect.) An inappropriate affect oc-
curs when the client’s expression is incongruent with the situation; for example, the client 
may talk of a sad event yet be laughing loudly.

6. Avolition. The client’s ability to engage in self-initiated, goal-directed activity is disturbed. 
This can persist into a residual phase, resulting in marked impairment in the client’s so-
cial, vocational, and personal functioning.

The symptoms of schizophrenia often are categorized as hard or soft signs. Hard signs include 
delusions and hallucinations, which are more amenable to the therapeutic effects of medica-
tion. Soft signs, such as lack of volition, impaired socialization, and affective disturbances, can 
persist after major symptoms of psychosis have abated and cause the client continued distress.
The major types of schizophrenia and associated characteristics are as follows:

 Catatonic: generalized motor inhibition, stupor, mutism, negativism, waxy !exibility, or 
excessive, sometimes violent motor activity

 Disorganized: grossly inappropriate or !at affect, incoherence, loose associations, and ex-
tremely disorganized behavior

Schizophrenia
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 Paranoid: persecutory or grandiose delusions, hallucinations, sometimes excessive religi-
osity, or hostile, aggressive behavior

 Undifferentiated: mixed schizophrenic symptoms along with disturbances of thought, af-
fect, and behavior

 Residual: symptoms are not currently psychotic, but the client has had at least one previous 
psychotic episode and currently has other symptoms, which may include social withdrawal, 
!at affect, or looseness of associations

Schizoaffective disorder is no longer categorized as a subtype of schizophrenia (APA, 2000). 
The symptoms are neither exclusively those of a major mood disorder nor of schizophrenia; 
rather, they are a combination of both.

Schizophrenia is equally prevalent in men and women; it affects approximately 1.1% of adults 
in the United States in a given year. The average age of onset is in the late teens or early twen-
ties for men and the twenties or early thirties for women (National Institute of Mental Health, 
2010). Schizophrenia is not diagnosed until relevant symptoms have been present for at least 
six months. Most clients continue to have symptoms that necessitate long-term management; 
these symptoms may wax and wane, be relatively stable, or progressively worsen over time (APA, 
2000). The prognosis for a client with schizophrenia is better when onset is acute; a precipitating 
event is present; or the client has a history of good social, occupational, and sexual adjustment.

Interventions with clients with schizophrenia focus on safety, meeting the client’s basic 
needs, symptom management, medication management (see Appendix E: Defense Mecha-
nisms), and long-term care planning. It is extremely important for the nurse to work closely 
with the interdisciplinary treatment team to coordinate acute care, referrals for continued care, 
and appropriate resources for support in the community.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Disturbed Personal Identity
Social Isolation
Bathing Self-Care De#cit
Dressing Self-Care De#cit
Feeding Self-Care De#cit
Toileting Self-Care De#cit

Disturbed Personal Identity
Inability to maintain an integrated and complete perception of self.

ASSESSMENT DATA

 Bizarre behavior
 Regressive behavior
 Loss of ego boundaries (inability to differentiate self from the external environment)
 Disorientation
 Disorganized, illogical thinking
 Flat or inappropriate affect
 Feelings of anxiety, fear, or agitation
 Aggressive behavior toward others or property

Nursing Diagnosis

The client will

 Be free from injury throughout hospitalization
 Refrain from harming others or destroying property throughout hospitalization
 Establish contact with reality within 48 to 72 hours

EXPECTED OUTCOMES

Immediate
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 Demonstrate or verbalize decreased psychotic symptoms within 24 to 48 hours
 Demonstrate decreased feelings of anxiety, agitation, and so forth within 3 to 5 days
 Participate in the therapeutic milieu, for example, respond verbally to simple questions, 
within 48 to 72 hours

The client will

 Take medications as prescribed
 Express feelings in an acceptable manner, for example, talk with staff about feelings for a 
speci#c time period or frequency

The client will

 Reach or maintain his or her optimal level of functioning
 Cope effectively with the illness
 Continue compliance with prescribed regimen, such as medications and follow-up 
 appointments

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Protect the client from harming himself or herself or 
 others. See Care Plan 26: Suicidal Behavior.

Reassure the client that the environment is safe by briefly 
and simply explaining routines, procedures, and so forth.

Decrease excessive stimuli in the environment. The client 
may not respond favorably to competitive activities or large 
groups if he or she is actively psychotic.

Be aware of as needed (PRN) medications and the client’s 
varying need for them.

Reorient the client to person, place, and time as indicated 
(call the client by name, tell the client where he or she is, 
etc.).

Spend time with the client even when he or she is unable 
to respond coherently. Convey your interest and caring.

Limit the client’s environment to enhance his or her feel-
ings of security.

Help the client establish what is real and unreal. Validate 
the client’s real perceptions, and correct the client’s 
misperceptions in a matter-of-fact manner. Do not argue 
with the client, but do not give support for misperceptions.

Stay with the client when he or she is frightened. Touching 
the client can sometimes be therapeutic. Evaluate the ef-
fectiveness of the use of touch with the client before using 
it consistently.

Remove the client from the group if his or her behavior 
becomes too bizarre, disturbing, or dangerous to others.

Help the client’s group accept the client’s “strange” 
behavior. Give simple explanations to the client’s group as 
needed (e.g., “[Client] is very sick right now; he [or she] 
needs our understanding and support”).

Consider the other clients’ needs. Plan for at least one 
staff member to be available to other clients if several staff 
members are needed to care for this client.

Client safety is a priority. Self-destructive ideas may come 
from hallucinations or delusions.

The client is less likely to feel threatened if the surround-
ings are known.

The client is unable to deal with excess stimuli. The envi-
ronment should not be threatening to the client.

Medication can decrease psychotic symptoms and can 
help the client gain control over his or her own behavior.

Repeated presentation of reality is concrete reinforcement 
for the client.

Your physical presence is reality. Nonverbal caring can be 
conveyed even when verbal caring is not understood.

Unknown boundaries or a perceived lack of limits can fos-
ter insecurity in the client.

The unreality of psychosis must not be reinforced; reality 
must be reinforced. Reinforced ideas and behavior will 
recur more frequently.

Your presence and touch can provide reassurance from the 
real world. However, touch may not be effective if the cli-
ent feels that his or her boundaries are being invaded.

The benefit of involving the client with the group is out-
weighed by the group’s need for safety and protection.

The client’s group benefits from awareness of others’ 
needs and can help the client by demonstrating empathy.

Remember that other clients have their own needs and 
problems. Be careful not to give attention only to the “sick-
est” client.

Rationale
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IMPLEMENTATION (continued)

Explain to other clients that they have not done anything 
to warrant the client’s verbal or physical threats; rather, the 
threats are the result of the client’s illness.

Set limits on the client’s behavior when he or she is unable 
to do so (when the behavior interferes with other clients 
or becomes destructive). Do not set limits to punish the 
client.

Make only promises that you can realistically keep.

Be simple, direct, and concise when speaking to the client.

Talk with the client about simple, concrete things; avoid 
ideological or theoretical discussions.

Direct activities toward helping the client accept and 
 remain in contact with reality.

Initially, assign the same staff members to work with the 
client.

Begin with one-to-one interactions, and then progress to 
small groups as tolerated (introduce slowly).

Establish and maintain a daily routine; explain any variation 
in this routine to the client.

Make the client aware of your expectations for him or her.

Set realistic goals. Set daily goals and expectations.

At first, do not offer choices to the client (“Would you like 
to go to activities?” “What would you like to eat?”). In-
stead, approach the client in a directive manner (“It is time 
to eat. Please pick up your fork.”).

Gradually, provide opportunities for the client to accept 
responsibility and make personal decisions.

Other clients may interpret verbal or physical threats as 
personal or may feel that they are doing something to bring 
about the threats.

Limits are established by others when the client is unable 
to use internal controls effectively. Limits are intended to 
protect the client and others, not to punish inappropriate 
behaviors.

Breaking your promise can result in increasing the client’s 
mistrust.

The client is unable to process complex ideas effectively.

The client’s ability to deal with abstractions is impaired.

Increased reality contact decreases the client’s retreat into 
unreality.

Consistency can reassure the client.

Initially, the client will better tolerate and deal with limited 
contact.

The client’s ability to adapt to change is impaired.

The client must know what is expected before he or she 
can work toward meeting those expectations.

Unrealistic goals will frustrate the client. Daily goals are 
short term and therefore easier for the client to accomplish.

The client’s ability to make decisions is impaired. Ask-
ing the client to make decisions at this time may be very 
frustrating.

The client needs to gain independence as soon as he or 
she is able. Gradual addition of responsibilities and deci-
sions gives the client a greater opportunity for success.

Nursing Interventions *denotes collaborative interventions Rationale

Social Isolation
Aloneness experienced by the individual and perceived as imposed by others and as a 
 negative or threatening state.

ASSESSMENT DATA

 Inappropriate or inadequate emotional responses
 Poor interpersonal relationships
 Feeling threatened in social situations
 Dif#culty with verbal communication
 Exaggerated responses to stimuli

Nursing Diagnosis
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The client will

 Engage in social interaction, for example, verbally interact with other clients for speci#ed 
periods or speci#ed frequency, for example, for 5 minutes at least twice a day within 2 days

 Identify at least two strengths or assets with nursing assistance within 2 to 3 days
 Verbalize increased feelings of self-worth within 5 to 7 days

The client will

 Demonstrate appropriate emotional responses
 Communicate effectively with others
 Demonstrate basic social skills, for example, talk with others about weather, local events, 
or  activities

The client will

 Demonstrate use of strengths and assets
 Establish interpersonal relationships in the community

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Provide attention in a sincere, interested manner.

Support any successes, responsibilities fulfilled, interac-
tions with others, and so forth.

Avoid trying to convince the client verbally of his or her 
own worth.

Initially, interact with the client on a one-to-one basis. Man-
age nursing assignments so that the client interacts with a 
variety of staff members, as the client tolerates.

Introduce the client to other clients in the milieu and facili-
tate their interactions on a one client to one client basis. 
Gradually facilitate social interactions between the client 
and small groups, then larger groups.

Teach the client social skills. Describe and demonstrate 
specific skills, such as approaching another person for 
interaction, eye contact, attentive listening, and so forth. 
Discuss the type of topics that are appropriate for casual 
social conversation, such as the weather, local events, and 
so forth.

Talk with the client about his or her interactions and obser-
vations of interpersonal dynamics.

Help the client improve his or her grooming; assist when 
necessary in bathing, doing laundry, and so forth.

Help the client accept as much responsibility for personal 
grooming as he or she can (do not do something for the 
client that he or she can do alone).

Rationale

Flattery can be interpreted as belittling by the client.

Sincere and genuine praise that the client has earned can 
improve self-esteem.

The client will respond to genuine recognition of a concrete 
behavior rather than to unfounded praise or flattery.

Your social behavior provides a role model for the client. 
Interacting with different staff members allows the client 
to experience success in interactions within the safety of 
the staff–client relationship.

Gradually increasing the scope of the client’s social interac-
tions will help the client build confidence in social skills.

The client may have little or no knowledge of social interac-
tion skills. Modeling provides a concrete example of the 
desired skills.

Awareness of interpersonal and group dynamics is an 
important part of building social skills. Sharing observations 
provides an opportunity for the client to express his or her 
feelings and receive feedback about his or her progress.

Good physical grooming can enhance confidence in social 
situations.

The client must be encouraged to be as independent as 
possible to foster self-esteem and continued self-care 
practices.
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Bathing Self-Care Deficit
Impaired ability to perform or complete bathing activities for self.

Dressing Self-Care Deficit
Impaired ability to perform or complete dressing activities for self.

Feeding Self-Care Deficit
Impaired ability to perform or complete self-feeding activities.

Toileting Self-Care Deficit
Impaired ability to perform or complete toileting activities for self.

ASSESSMENT DATA

 Poor personal hygiene
 Lack of awareness of or interest in personal needs
 Disturbance of appetite or regular eating patterns
 Disturbance of self-initiated, goal-directed activity
 Inability to follow through with completion of daily tasks
 Apathy
 Anergy, or inability to use energy productively

Nursing Diagnosis

The client will

 Establish an adequate balance of rest, sleep, and activity with nursing assistance within  
2 to 4 days.

 Establish nutritional eating patterns with nursing assistance within 2 to 4 days.
 Participate in self-care activities, such as bathing, washing hair, toileting within 48 to  
72 hours.

The client will

 Complete daily tasks with minimal assistance
 Initiate daily tasks

The client will

 Maintain adequate routines for physiologic well-being
 Demonstrate independence in self-care activities

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Be alert to the client’s physical needs.

Monitor the client’s food and fluid intake; you may need to 
record intake, output, and daily weight.

Offer the client foods that are easily chewed, fortified 
liquids such as nutritional supplements, and high-protein 
malts.

Rationale

The client may be unaware of or unresponsive to his or her 
needs. Physical needs must be met to enhance the client’s 
ability to meet emotional needs.

The client may be unaware of or may ignore his or her 
needs for food and fluids.

If the client lacks interest in eating, highly nutritious foods 
that require little effort to eat may help meet nutritional 
needs.

(continued on page 152)
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IMPLEMENTATION (continued)

Try to find out what foods the client likes, including cultur-
ally based foods or foods from family members, and make 
them available at meals and for snacks.

Monitor the client’s elimination patterns. You may need to 
use PRN medication to establish regularity.

Encourage good fluid intake.

Explain any task in short, simple steps.

Using clear, direct sentences, instruct the client to do one 
part of the task at a time.

Tell the client your expectations directly. Do not ask the cli-
ent to choose unnecessarily, that is, tell the client it is time 
to eat or get dressed rather than asking if he or she wants 
to eat or dress.

Do not confuse the client with reasons as to why things 
are to be done.

Allow the client ample time to complete any task.

Remain with the client throughout the task; do not attempt 
to hurry the client.

Assist the client as needed to maintain daily functions and 
adequate personal hygiene.

Gradually withdraw assistance and supervise the client’s 
grooming or other self-care skills. Praise the client for initi-
ating and completing activities of daily living.

The client may be more apt to eat foods he or she likes or 
has been accustomed to eating.

Constipation frequently occurs with the use of major tran-
quilizers, decreased food and fluid intake, and decreased 
activity levels.

Constipation may result from inadequate fluid intake.

A complex task will be easier for the client if it is broken 
down into a series of steps.

The client may not be able to remember all the steps at 
once.

The client may not be able to make choices or may make 
poor choices.

Abstract ideas will not be comprehended and will interfere 
with task completion.

It may take the client longer to complete tasks because of 
a lack of concentration and short attention span.

Trying to rush the client will frustrate him or her and make 
completion of the task impossible.

The client’s sense of dignity and well-being is enhanced if 
he or she is clean, smells good, looks nice, and so forth.

It is important for the client to gain independence as soon 
as possible. Positive reinforcement increases the likelihood 
of recurrence.

Nursing Interventions *denotes collaborative interventions Rationale
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Delusions are false beliefs that are misperceptions or are not based in reality. Bizarre delu-
sions “are clearly implausible and are not understandable and do not derive from ordinary life 
experiences” or represent a belief of “loss of control over mind or body” (APA, 2000, p. 299). 
Nonbizarre delusions are beliefs that are false in the present situation but could possibly hap-
pen in other circumstances.

The client may have delusional ideas in more than one area or may have insight into the 
delusional state but is unable to alter it. Sometimes the delusion is the antithesis of what the 
client thinks or feels. For example, a client who feels unimportant may believe himself or 
herself to be Jesus Christ, or a client who is destitute may believe himself or herself to be a 
wealthy #nancier.

Delusions can occur as one of several symptoms as in schizophrenia or bipolar disorder, 
or the primary symptom, as in a delusional disorder. Common categories of delusions are 
persecutory, grandiose, somatic, religious, poverty or wealth, contamination, and in#delity.

Delusions can also result from sensory deprivation or overload, sleep deprivation, sub-
stance withdrawal, and metabolic disorders. The client may be attempting to meet some need 
through the delusion, such as increased self-esteem, punishment, or freedom from anxiety 
associated with feelings of guilt or fear.

Some clients (especially those with paranoia) may have !xed delusions—delusions that 
may persist throughout their lives. Most delusions that occur during psychotic episodes are 
transient delusions—delusions that do not persist over time, especially when the client is 
compliant in taking prescribed medications.

Three phases have been identi#ed in the process of delusional thinking. First, the client is 
totally involved in the delusions. Second, reality testing and trust in others coexist with the 
delusions. Third, the client no longer experiences the delusions (or is not bothered by them in 
the case of #xed delusions).

Treatment may be primarily focused on the underlying disorder, such as schizophrenia or 
bipolar disorder, and includes providing a safe environment and medication management. It 
is important to remember that delusions are a protection that can be abandoned only when the 
client feels more safe in the reality of his or her environment, and that delusions are not within 
the client’s conscious, voluntary control.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Disturbed Thought Processes
Ineffective Health Maintenance

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Ineffective Therapeutic Regimen Management
Anxiety

Delusions

C A R E  P L A N  2 1

Disturbed Thought Processes*
Disruption in cognitive operations and activities.

Nursing Diagnosis
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ASSESSMENT DATA

 Non–reality-based thinking
 Disorientation
 Labile affect
 Short attention span
 Impaired judgment
 Distractibility

The client will

 Be free from injury throughout hospitalization
 Demonstrate decreased anxiety level within 24 to 48 hours
 Respond to reality-based interactions initiated by others, for example, verbally interact 
with staff for 5 to 10 minutes within 24 to 48 hours

The client will

 Interact on reality-based topics, such as daily activities or local events
 Sustain attention and concentration to complete tasks or activities

The client will

 Verbalize recognition of delusional thoughts if they persist
 Be free from delusions or demonstrate the ability to function without responding to persis-
tent delusional thoughts

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Be sincere and honest when communicating with the 
 client. Avoid vague or evasive remarks.

Be consistent in setting expectations, enforcing rules, and 
so forth.

Do not make promises that you cannot keep.

Encourage the client to talk with you, but do not pry for 
information.

Explain procedures, and try to be sure the client 
 understands the procedures before carrying them out.

Give positive feedback for the client’s successes.

Recognize the client’s delusions as the client’s perception 
of the environment.

Initially, do not argue with the client or try to convince the 
client that the delusions are false or unreal.

Clients with delusions are extremely sensitive about others 
and can recognize insincerity. Evasive comments or hesita-
tion reinforces mistrust or delusions.

Clear, consistent limits provide a secure structure for the 
client.

Broken promises reinforce the client’s mistrust of others.

Probing increases the client’s suspicion and interferes with 
the therapeutic relationship.

When the client has full knowledge of procedures, he or 
she is less likely to feel tricked by the staff.

Positive feedback for genuine success enhances the 
 client’s sense of well-being and helps make nondelusional 
reality a more positive situation for the client.

Recognizing the client’s perceptions can help you 
 understand the feelings he or she is experiencing.

Logical argument does not dispel delusional ideas and can 
interfere with the development of trust.

Rationale

*Note: This nursing diagnosis was retired in NANDA-I Nursing  Diagnoses: 
De!nitions & Classi!cation 2009–2011, but the NANDA-I Diagnosis 
Development Committee encourages work to be done on retired diagnoses 
toward resubmission for inclusion in the taxonomy.
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IMPLEMENTATION (continued)

Interact with the client on the basis of real things; do not 
dwell on the delusional material.

Engage the client in one-to-one activities at first, and then 
activities in small groups, and gradually activities in larger 
groups.

Recognize and support the client’s accomplishments 
( projects completed, responsibilities fulfilled, or interac-
tions initiated).

Show empathy regarding the client’s feelings; reassure 
the client of your presence and acceptance of his or her 
feelings.

Do not be judgmental or belittle or joke about the client’s 
beliefs.

Never convey to the client that you accept the delusions as 
reality.

Directly interject doubt regarding delusions as soon as the 
client seems ready to accept this (e.g., “I find that hard to 
believe.”). Do not argue, but present a factual account of 
the situation.

As the client begins to doubt the delusions or is willing 
to discuss the possibility that they may not be accurate, 
talk with the client about his or her perceptions and feel-
ings. Give the client support for expressing feelings and 
 concerns.

Ask the client if he or she can see that the delusions inter-
fere with or cause problems in his or her life.

If the delusions are persistent but the client can acknowl-
edge the consequences of expressing the beliefs, help him 
or her understand the difference between holding a belief 
and acting on it or sharing it with others. See Care Plan 23: 
Delusional Disorder.

Interacting about reality is healthy for the client.

A distrustful client can best deal with one person initially. 
Gradual introduction of others as the client tolerates is less 
threatening.

Recognizing the client’s accomplishments can lessen 
a nxiety and the need for delusions as a source of 
 self-esteem.

The client’s delusions can be distressing. Empathy conveys 
your caring, interest, and acceptance of the client without 
conveying that the delusions are reality.

It is not appropriate to be judgmental toward a client or his 
or her beliefs. The client’s delusions and feelings are not 
funny to him or her. The client may not understand or may 
feel rejected by attempts at humor.

Indicating belief in the delusion reinforces the delusion 
(and the client’s illness).

As the client begins to trust you, he or she may become 
willing to doubt the delusion if you express your doubt.

As the client begins to relinquish delusional ideas, he or 
she may have increased anxiety or be embarrassed about 
the beliefs.

Discussion of the problems caused by the delusions is a 
focus on the present and is reality based.

Learning to choose to not act on a delusional belief and not 
discuss it with others outside the therapeutic relationship 
may help the client avoid hospitalization and other conse-
quences in the future.

Nursing Interventions *denotes collaborative interventions Rationale

Ineffective Health Maintenance
Inability to identify, manage, and/or seek out help to maintain health.

ASSESSMENT DATA

 Poor diet
 Insomnia, unrestful sleep
 Inadequate food and !uid intake
 Inability to follow through with activities of daily living

Nursing Diagnosis
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

If the client has delusions that prevent adequate rest, 
sleep, or food or fluid intake, you may need to institute 
measures to maintain or regain physical health. For 
example, provide food in containers the client can open 
(i.e., prepackaged foods), sleep medications, or life-saving 
medical treatment such as intravenous, enteral, or total 
parenteral nutrition feedings in severe situations.

If the client thinks that his or her food is poisoned or that 
he or she is not worthy of food, you may need to alter rou-
tines to increase the client’s control over issues involving 
food. As the client’s trust develops, gradually reintroduce 
routine procedures.

If the client is too suspicious to sleep, try to allow the cli-
ent to choose a place and time in which he or she will feel 
most comfortable sleeping. Sedatives as needed may be 
indicated.

If the client is reluctant to take medications, allow him or 
her to open prepackaged (unit-dose) medications.

Design a chart or schedule that indicates the prescribed 
medications and times of administration. The client can 
record medications as they are taken.

As the client establishes adequate intake, sleep, and 
medication compliance, gradually decrease the amount of 
prompting to accomplish these activities.

*Assist the client to compile a checklist to use after 
discharge that describes when the client should seek as-
sistance from health professionals. The list should be as 
specific as possible, for example, “Call case manager if 
there are problems getting prescriptions filled.”

Rationale

The client’s safety and physical health are a priority.

Any steps to directly increase the client’s nutritional intake 
must be taken without validating the client’s delusions. 
They must be taken unobtrusively and should be used if 
the client’s nutritional status is severely impaired.

If the client feels he or she can select the most comfort-
able place to sleep, he or she may feel secure enough to 
sleep. Again, avoid validating the client’s delusions.

The client can see the medications sealed in packages, 
which may decrease suspicion or alleviate anxiety. The cli-
ent’s sense of control is enhanced.

Taking responsibility for recording medications increases 
the client’s participation in his or her care. The client can 
continue using a chart after discharge to enhance compli-
ance with prescribed medications.

Once the client is meeting minimal health needs, it is im-
portant to maximize the client’s independence in perform-
ing these activities.

When the client is stressed, he or she is less likely to 
engage in effective problem solving. Having a specific 
preplanned list enhances the client’s chances for effec-
tive problem resolution before the problem reaches crisis 
proportions.

The client will

 Establish a balance of rest, sleep, and activity with nursing assistance within 2 to 4 days
 Ingest adequate amounts of food and !uids within 2 to 4 days
 Take medications as administered within 24 to 48 hours

The client will

 Complete necessary daily activities with minimal assistance
 Take medications as prescribed

The client will

 Maintain a balance of rest, sleep, and activity
 Maintain adequate nutrition, hydration, and elimination
 Seek assistance from health care professionals at the onset of problems

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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Hallucinations are perceptions of an external stimulus without a source in the external world. 
They may involve any of the senses—hearing, sight, smell, touch, or taste. Clients often act on 
these inner perceptions, which may be more compelling to them than external reality.

Hallucinations may occur with any of the following conditions:

 Schizophrenia
 Bipolar disorder, severe mania
 Hallucinogenic drugs
 Drug toxicity or adverse effects (e.g., digitalis toxicity)
 Withdrawal from alcohol, barbiturates, and other substances
 Alcoholic hallucinosis
 Sleep or sensory deprivation
 Neurologic diseases
 Endocrine imbalance (e.g., thyrotoxicosis)

Current theories of the etiology of hallucinations include a metabolic response to stress, neu-
rochemical disturbances, brain lesions, an unconscious attempt to defend the ego, and sym-
bolic expressions of dissociated thoughts.

Hallucinations usually diminish and may resolve in response to treatment, which centers 
on the underlying disorder or problem, such as schizophrenia or alcohol withdrawal. Goals 
include ensuring the client’s safety, managing medications, and meeting the client’s needs for 
nutrition, hydration, and so forth. Because the client may perceive the hallucination as reality 
and reject the reality of the surrounding environment, it is important for the nurse to interrupt 
the hallucinations with reality by encouraging contact with real people, activities, and interac-
tions. Occasionally, the client may be aware that he or she is hallucinating, but often does not 
recognize hallucinations per se until they subside. The client may then feel ashamed when he 
or she remembers psychotic behavior.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Disturbed Sensory Perception (Specify: Visual, Auditory, Kinesthetic, Gustatory, Tactile, 

Olfactory)
Risk for Other-Directed Violence

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Fear
Ineffective Health Maintenance
Disturbed Thought Processes
Risk for Suicide

Hallucinations

C A R E  P L A N  2 2

Disturbed Sensory Perception (Specify: Visual, Auditory, 
Kinesthetic, Gustatory, Tactile, Olfactory)*

Change in the amount or patterning of incoming stimuli accompanied by a diminished, exag-
gerated, distorted, or impaired response to such stimuli.

Nursing Diagnosis
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ASSESSMENT DATA

 Hallucinations (auditory, visual, tactile, gustatory, kinesthetic, or olfactory)
 Listening intently to no apparent stimuli
 Talking out loud when no one is present
 Rambling, incoherent, or unintelligible speech
 Inability to discriminate between real and unreal perceptions
 Attention de#cits
 Inability to make decisions
 Feelings of insecurity
 Confusion

The client will

 Demonstrate decreased hallucinations within 24 to 48 hours
 Interact with others in the external environment, for example, talk with staff about present 
reality (e.g., tangible objects in the environment) for a speci#ed time period or speci#ed 
frequency (e.g., for 5 to 10 minutes within 24 hours)

 Participate in the real environment, for example, sit with other clients and help with a 
speci#c activity (e.g., crafts projects) for a speci#ed time period (e.g., 10 minutes) within a 
speci#ed time period (e.g., 48 to 72 hours)

The client will

 Verbalize plans to deal with hallucinations, if they recur
 Verbalize knowledge of hallucinations or illness and safe use of medications

The client will

 Make sound decisions based in reality
 Participate in community activities or programs

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Be aware of all surrounding stimuli, including sounds from 
other rooms (e.g., television in adjacent areas).

Try to decrease stimuli or move the client to another area.

Avoid conveying to the client the belief that hallucinations 
are real. Do not converse with the “voices” or otherwise 
reinforce the client’s belief in the hallucinations as reality.

Explore the content of the client’s hallucinations to deter-
mine what kind of stimuli the client is receiving, but do not 
reinforce the hallucinations as real. You might say, “I don’t 
hear any voices—what are you hearing?”

If the client appears to be hallucinating, attempt to engage 
the client in conversation or a concrete activity.

Rationale

Many seemingly normal stimuli will trigger or intensify hal-
lucinations. The client can be overwhelmed by stimuli.

Decreased stimuli decreases chances of misperception. 
The client has a diminished ability to deal with stimuli.

You must be honest with the client, letting him or her know 
the hallucinations are not real.

It is important to determine if auditory hallucinations are 
“command” hallucinations that direct the client to hurt 
himself or herself or others. Safety is always a priority.

It is more difficult for the client to respond to hallucina-
tions when he or she is engaged in real activities and 
 interactions.

*Note: This nursing diagnosis was retired in NANDA-I Nursing  Diagnoses: 
De!nitions & Classi!cation 2012–2014, but the NANDA-I Diagnosis 
Development Committee encourages work to be done on retired diagnoses 
toward resubmission for inclusion in the taxonomy.
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IMPLEMENTATION (continued)

Maintain simple topics of conversation to provide a base in 
reality.

Use concrete, specific verbal communication with the cli-
ent. Avoid gestures, abstract ideas, and innuendos.

Avoid asking the client to make choices. Don’t ask “Would 
you like to talk or be alone?” Rather, suggest that the client 
talk with you.

Respond verbally and reinforce the client’s conversation 
when he or she refers to reality.

Encourage the client to tell staff members about 
 hallucinations.

Show acceptance of the client’s behavior and of the 
 client as a person; do not joke about or judge the client’s 
 behavior.

If the client tolerates it, use touch in a nonthreatening 
 manner and allow the client to touch your hand. Remem-
ber, some clients are too threatened by touch; evaluate 
each client’s response carefully.

Provide simple activities that the client can realistically 
 accomplish (such as uncomplicated craft projects).

Encourage the client to express any feelings of shame 
or embarrassment once he or she is aware of psychotic 
behavior; be supportive.

Note: Not all clients will remember previous psychotic 
behavior, and they may ask you what they did. Be honest in 
your answers, but do not dwell on the psychotic behavior.

The client is better able to talk about basic things; complex-
ity is more difficult.

The client’s ability to deal in abstractions is diminished. The 
client may misinterpret your gestures or innuendos.

The client’s ability to make decisions is impaired, and the 
client may choose to be alone (and hallucinate) rather than 
deal with reality (talking to you).

Positive reinforcement increases the likelihood of desired 
behaviors.

The client has the chance to seek others (in reality) and to 
cope with problems caused by hallucinations.

The client may need help to see that hallucinations were a 
part of the illness, not under the client’s control. Joking or 
being judgmental about the client’s behavior is not appro-
priate and can be damaging to the client.

Your physical touch is reality, and it can help the client to 
reestablish boundaries between self and nonself.

Long or complicated tasks may be frustrating for the client. 
He or she may be unable to complete them.

It may help the client to express such feelings, particularly 
if you are a supportive, accepting listener.

Honest answers may relieve the client. Many times the 
client’s fears about his or her behavior are worse than the 
actual behavior.

Nursing Interventions *denotes collaborative interventions Rationale

Risk for Other-Directed Violence
At risk for behaviors in which an individual demonstrates that he or she can be physically, 
emotionally, and/or sexually harmful to others.

RISK FACTORS

 Fear
 Mistrust or suspicion
 Agitation
 Rapid, shallow breathing
 Clenched teeth or #sts
 Rigid or taut body
 Hostile or threatening verbalizations
 History of aggression toward property or others
 History of violent family patterns
 Low neuroleptic level

Nursing Diagnosis
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Provide protective supervision for the client, but avoid 
hovering over him or her.

Be aware of indications that the client is hallucinating 
 (intent listening or talking to someone when no one is 
present, muttering to self, inappropriate facial expression).

Provide a structured environment with scheduled routine 
activities of daily living. Explain unexpected changes. Make 
your expectations clear to the client in simple, direct terms.

Be alert for signs of increasing fear, anxiety, or agitation 
and intervene as soon as possible.

Avoid backing the client into a corner either verbally or 
physically.

Intervene with one-to-one contact, seclusion, and 
 medication as needed.

Do not expect more (or less) of the client than he or she is 
capable of doing.

As agitation subsides, encourage the client to express his 
or her feelings, first in one-to-one contacts, and then in 
small and larger groups as tolerated.

Help the client identify and practice ways to relieve anxiety, 
such as deep breathing or listening to music. See Care 
Plan 26: Suicidal Behavior and Care Plan 47: Aggressive 
Behavior.

Rationale

The safety of the client and others is a priority. Allowing 
the client to have some personal distance may diminish 
agitation.

The client may act on what he or she “hears.” Your early 
response to cues indicating active hallucinations decreases 
the chance of acting out or aggressive behavior.

Lack of structure and unexplained changes may increase 
agitation and anxiety. Structure enhances the client’s 
security.

The earlier you can intervene, the easier it is to calm the 
client and prevent harm.

If the client feels threatened or trapped, he or she is more 
likely to be aggressive.

The safety of the client and others is a priority.

Expecting too much will frustrate the client, and he or she 
may not even try to comply. Expecting too little may under-
mine the client’s self-esteem, confidence, and growth.

The client will be more at ease with just one person and 
will gradually tolerate more people when he or she feels 
less threatened.

With decreased anxiety, the client will be more successful 
in solving problems and establishing relationships.

The client will

 Be free from injury throughout hospitalization
 Refrain from injuring others or destroying property throughout hospitalization
 Verbally express feelings of anger, frustration, or confusion within 24 to 48 hours
 Express decreased feelings of agitation, fear, or anxiety within 48 to 72 hours

The client will

 Take medications as prescribed
 Demonstrate appropriate methods of relieving anxiety, for example, talking about feelings 
with staff or keeping a journal

The client will

 Demonstrate satisfying relationships with others
 Demonstrate effective coping strategies

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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The primary feature of a delusional disorder is the persistence of a delusion or a false belief 
that is limited to a speci#c area of thought and is not related to any organic or major psychiat-
ric disorder. The different types of delusional disorders are categorized (APA, 2000) according 
to the main theme of the delusional belief:

Erotomania. This is an erotic delusion that one is loved by another person, usually a famous 
person. The client may come into contact with the law as he or she writes letters, makes 
telephone calls, or attempts to “protect” the object of the delusion.

Grandiose. The client is usually convinced that he or she is uniquely talented, has created a 
fantastic invention, has a religious calling, or believes himself or herself to be a famous 
person, claiming the actual person is an imposter.

Jealous. The client believes that a spouse or partner is unfaithful, when that is not true. The 
client may follow the partner, read mail, and so forth, to #nd “proof” of the in#delity. 
The client may become physically violent or demand that the partner never go anywhere 
alone.

Persecutory. This type of delusion is the most common. The client believes that he or she is 
being spied on, followed, harassed, drugged, and so forth, and may seek to remedy these 
perceived injustices through police reports, court action, and sometimes violence.

Somatic. The client believes falsely that he or she emits a foul odor from some body ori#ce, 
has infestations of bugs or parasites, or that certain body parts are ugly or deformed. 
These clients often seek help from medical (nonpsychiatric) sources.

Delusional disorders are uncommon with prevalence under 0.1% (APA, 2000) and are most 
prevalent in people 40 to 55 years of age, although the age of onset ranges from adolescence 
to old age.

The client with a delusional disorder has no other psychiatric symptoms and often can 
function quite well when not discussing or acting on the delusional belief. Occupational and 
intellectual functioning are rarely affected, but these individuals often are dysfunctional in 
social situations and close relationships. The course of delusional disorder varies: some clients 
have a remission without a relapse; some experience relapses after a remission or their symp-
toms wax and wane over time; and some have chronic persistent delusions.

Because the delusion may persist despite efforts to extinguish it, the goal is not to eliminate 
the delusion but to contain its effect on the client’s life. It is important to identify a safe person 
with whom the client can discuss the delusional belief and validate perceptions or plans of 
action in order to prevent the client from acting (irrationally) based on the delusional belief.

NURSING DIAGNOSIS ADDRESSED IN THIS CARE PLAN
Disturbed Thought Processes

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Ineffective Role Performance
Impaired Social Interaction
Risk for Other-Directed Violence

Delusional Disorder
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Disturbed Thought Processes*

Disruption in cognitive operations and activities.

ASSESSMENT DATA

 Erratic, impulsive behavior
 Poor judgment
 Agitation
 Feelings of distress
 Illogical thinking, irrational ideas leading to faulty conclusions
 Extreme, intense feelings
 Refusal to accept factual information from others
 Described by others as “normal” most of the time
 Socially inappropriate or odd behavior in certain situations

Nursing Diagnosis

The client will

 Demonstrate decreased agitation and aggressive behavior within 24 hours
 Verbally recognize that others do not see his or her belief as real within 48 to 72 hours
 Express the delusion and related feelings only to therapeutic staff within 4 to 5 days
 Refrain from acting on the delusional belief within 5 to 7 days

The client will

 Verbalize plans to maintain contact with a therapist to provide an avenue for discussing the 
delusion as needed

 Verbally validate decisions or conclusions about the delusional area before taking action, 
for example, talk with a staff member before acting on thoughts related to the delusion

The client will

 Refrain from any public discussion of the delusional belief
 Attain his or her optimal level of functioning

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Let the client know that all feelings, ideas, and beliefs are 
permissible to share with you.

Do not validate delusional ideas. Let the client know that 
his or her feelings are real, but that the delusional ideas are 
not real even though they seem real.

Avoid trying to convince the client that the delusions are 
not real. Rather, convey that the ideas seem real to the cli-
ent, but others do not share or accept that belief.

Rationale

The client can identify the nurse as someone who will 
not be judgmental of feelings and ideas, even if bizarre or 
unusual.

The client may begin to recognize that not all people share 
his or her belief, but his or her feelings will still be respected.

The client believes the delusions to be true and cannot 
intellectually be convinced otherwise. Debating this issue 
can damage the therapeutic relationship and is futile.

*Note: This nursing diagnosis was retired in NANDA-I Nursing  Diagnoses: 
De!nitions & Classi!cation 2009–2011, but the NANDA-I Diagnosis 
Development Committee encourages work to be done on retired diagnoses 
toward resubmission for inclusion in the taxonomy.
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IMPLEMENTATION (continued)

Give the client feedback that others do not share his or her 
perceptions and beliefs.

Contract with the client to limit the amount of time he  
or she will spend thinking about the delusion, such as  
5 minutes an hour or 15 minutes a day. Encourage the 
 client to gradually decrease this amount of time as he or 
she tolerates.

Explore with the client ways he or she can redirect some 
of the energy or anxiety generated by the delusional ideas.

Assist the client to identify difficulties in daily life that are 
caused by or related to the delusional ideas.

Have the client identify the events that led to his or her 
current difficulties. Discuss the relationship between these 
events and the delusional beliefs.

Focus interactions and problem-solving on how the client 
can avoid further difficulties at home, work, or other situa-
tions in which problems are experienced.

*Help the client identify people with whom it is safe to 
discuss the delusional beliefs, such as the therapist, nurse, 
psychiatrist, and so forth.

*Assist the client to select someone whom he or she 
trusts and validate perceptions with him or her before tak-
ing any action that may precipitate difficulties.

*Encourage the client to use his or her contact person  
as often as needed. It may be helpful to use telephone or  
e-mail contact rather than always scheduling an 
 appointment.

This feedback is reality, and it can assist the client to begin 
problem solving.

It is not feasible to expect the client to forget about the 
delusion entirely. By limiting the time focused on the 
delusion, the client feels less frustrated than if he or she 
is “forbidden” to think about it, but will spend less time 
dwelling on the delusion.

Energy from the client’s anxious feelings needs to be 
expressed in a constructive manner.

The client might be motivated to contain behaviors related 
to the delusion if he or she feels distress about life areas 
that are disrupted.

If the client can begin to see the relationship between de-
lusions and life difficulties, he or she might be more willing 
to consider making some behavioral changes.

The client’s agreement that he or she would like to avoid fur-
ther problems can provide a basis for making changes while 
avoiding the issue of whether or not the delusion is true.

By talking with nurses, therapists, and designated others, 
the client has a nonthreatening outlet for expression of 
feelings and ideas.

If the client can avoid acting on the delusional beliefs by 
checking his or her perceptions with someone, many dif-
ficulties at home, work, and so forth can be avoided.

If the client can quickly call the person he or she trusts and 
receive immediate feedback, he or she is more likely to be 
able to contain behavior related to the delusion.

Nursing Interventions *denotes collaborative interventions Rationale
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The client’s behavior closely resembles that seen in schizophrenia, especially delusions and 
hallucinations. However, these symptoms are not due to a psychiatric disorder; they are related 
to a medical condition, such as !uid and electrolyte imbalance, hepatic or renal disease, sleep 
deprivation, or metabolic, endocrine, neurologic, or drug-induced disorders (APA, 2000).

The major types of psychoses in this category are as follows:

Korsakoff syndrome results from chronic alcoholism and the associated vitamin B1 (thia-
mine) de#ciency, usually occurring after a minimum of 5 to 10 years of heavy drinking. 
The brain damage it causes is irreversible, even with no further alcohol intake.

Drug-induced psychosis usually occurs following massive doses or chronic use of amphet-
amines and usually clears in 1 to 2 weeks when drug intake is discontinued. It also may 
result from use of hallucinogenic drugs and lasts from 12 hours to 2 days. With repeated 
hallucinogen use, psychosis may occur brie!y without recent drug ingestion.

Endocrine imbalances such as those resulting from doses of steroids resulting in toxic blood 
levels or the abrupt withdrawal of steroids. Thyroid disturbances (e.g., thyrotoxicosis) can 
produce psychotic behavior that subsides when thyroxine is brought to a therapeutic level.

Sleep deprivation and lack of rapid eye movement (REM) cycle sleep, such as occur in criti-
cal care unit psychosis, related to the constant stimuli (lights, sounds), disruptions of di-
urnal patterns, frequent interruption of sleep, and so on, experienced in critical care units.

Psychotic behavior caused by chemical, toxic, or physical damage or sleep deprivation usu-
ally is acute and will subside in a short time with treatment of the underlying cause. Residual 
damage may remain after the psychotic behavior subsides, in cases of Korsakoff syndrome or 
heavy metal ingestion such as lead poisoning, and requires long-term treatment.

Although the behaviors seen with these types of psychoses are clinically similar to those 
seen with schizophrenia, treatment of these psychoses is aimed at correcting the underlying 
cause. The client may improve quite rapidly as the cause is treated or removed. Nursing care is 
focused on promoting reality orientation, allaying the client’s fears and anxiety, and support-
ing the client’s family and signi#cant others.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Disturbed Sensory Perception (Specify: Visual, Auditory, Kinesthetic, Gustatory, Tactile, 

Olfactory)
Risk for Injury

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Ineffective Health Maintenance
Bathing Self-Care De#cit
Dressing Self-Care De#cit
Feeding Self-Care De#cit
Toileting Self-Care De#cit
Acute Confusion
Impaired Environmental Interpretation Syndrome

Psychotic Behavior Related  
to a  Medical Condition
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Disturbed Sensory Perception (Specify: Visual, Auditory, 
Kinesthetic, Gustatory, Tactile, Olfactory)*

Change in the amount of patterning of incoming stimuli accompanied by a diminished, exag-
gerated, distorted, or impaired response to such stimuli.

Nursing Diagnosis

ASSESSMENT DATA

 Hallucinations
 Disorientation
 Fear
 Inability to concentrate
 Inattention to personal hygiene or grooming

The client will

 Be oriented to person, time, place, and situation within 24 to 48 hours
 Establish a balance of rest, sleep, and activity with nursing assistance within 24 to 48 hours
 Establish adequate nutrition, hydration, and elimination with nursing assistance within  
24 to 48 hours

 Participate in self-care activities, such as eating, bathing within 48 to 72 hours

The client will

 Maintain adequate, balanced physiologic functioning
 Communicate effectively with others

The client will

 Demonstrate independence in self-care activities
 Manage chronic illnesses, if any, effectively
 Avoid use of alcohol, drugs, or other factors that could precipitate recurrence  
of symptoms

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Be alert to the client’s physical needs.

Monitor the client’s food and fluid intake; you may need to 
record intake, output, and daily weight.

Offer the client foods that are easily chewed, fortified 
liquids such as nutritional supplements, and high-protein 
malts.

Try to find out what foods the client likes, including cultur-
ally based foods or foods from family members, and make 
them available at meals and for snacks.

The client’s physical needs are crucial. He or she may not 
be aware of or attend to hunger, fatigue, and so forth.

Adequate nutrition is important for the client’s well-being.

If the client lacks interest in eating, highly nutritious foods 
that require little effort to eat may help meet nutritional 
needs.

The client may be more apt to eat foods he or she likes or 
has been accustomed to eating.

Rationale

(continued on page 166)

*Note: This nursing diagnosis was retired in NANDA-I Nursing  Diagnoses: 
De!nitions & Classi!cation 2012–2014, but the NANDA-I Diagnosis 
Development Committee encourages work to be done on retired diagnoses 
toward resubmission for inclusion in the taxonomy.
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IMPLEMENTATION (continued)

Monitor the client’s elimination patterns. You may need to 
use PRN medication to maintain bowel regularity.

Institute relaxing, quieting activities before bedtime (tepid 
bath, warm milk, quiet environment).

Spend time with the client to facilitate reality orientation.

Reorient the client to person, place, and time as necessary, 
by using the client’s name often and by telling the client 
your name, the date, the place and situation, and so forth.

Evaluate the use of touch with the client.

Be simple, direct, and concise when speaking to the client. 
Talk with the client about concrete or familiar things; avoid 
ideologic or theoretical discussions.

*Direct activities toward helping the client accept and 
remain in contact with reality; use recreational or occupa-
tional therapy when appropriate.

*Provide information and explanations to the client’s family 
or significant others.

Nursing Interventions *denotes collaborative interventions Rationale

Constipation is a frequent side effect of major tranquilizers.

Calming activities before bedtime facilitate rest and sleep.

Your physical presence is reality.

Reminding the client of surroundings, people, and time 
increases reality contact.

Touch can be reassuring and may provide security for the 
client.

The client’s ability to process abstractions or complexity is 
impaired.

The greater the client’s reality contact and involvement in 
activities, the less time he or she will deal in unreality.

The family or significant others may have difficulty un-
derstanding that psychotic behavior is related to medical 
illness.

Risk for Injury
At risk of injury as a result of environmental conditions interacting with the individual’s 
adaptive and defensive resources.

RISK FACTORS

 Feelings of hostility
 Fear
 Cognitive de#cits
 Emotional impairment
 Integrative dysfunction
 Sensory or motor de#cits
 History of combative or acting-out behavior
 Inability to perceive harmful stimuli

Nursing Diagnosis

The client will

 Be free from injury throughout hospitalization
 Refrain from harming others or destroying property throughout hospitalization
 Be free from toxic substances, such as alcohol or illicit drugs throughout hospitalization

The client will

 Demonstrate adherence to the treatment regimen
 Verbalize plans for further treatment, if indicated

EXPECTED OUTCOMES

Immediate

Stabilization
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The client will

 Avoid toxic or chemical substances
 Participate in treatment or follow-up care as needed

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Protect the client from harming himself or herself by 
removing the items that could be used in self-destructive 
behavior or by restraining the client. See Care Plan 26: 
 Suicidal Behavior and Care Plan 47: Aggressive Behavior.

Remove the client to a quiet area or withdraw your 
a ttention if the client acts out, provided there is no poten-
tial danger to the client or others.

Be alert for signs of increasing fear, anxiety, or agitation 
and intervene as soon as possible.

Reassure the client that the environment is safe by briefly 
and simply explaining procedures, routines, and so forth.

Set limits on the client’s behavior when he or she is unable 
to do so if the behavior interferes with other clients or be-
comes self-destructive. Do not set limits to punish the client.

*Evaluate the client’s response to the presence of fam-
ily and significant others. If their presence helps to calm 
the client, maximize visit time, but if the client becomes 
more agitated, limit visits to short periods with one or two 
people at a time.

The client’s physical safety is a priority.

Decreased attention from you and others may help to 
extinguish unacceptable behavior.

The earlier you can intervene, the easier it is to calm the 
client and prevent harm.

The client may be fearful and act out as a way to protect 
himself or herself.

Limit setting is the positive use of external control to 
promote safety and security; it should never be used as a 
punishment.

The client may not tolerate the additional stimulation of 
visitors. The client’s safety and the safety of others is a 
priority. If visits are limited, the family or significant others 
need to know the client’s response is not a personal reac-
tion to them, but part of the illness.

Rationale
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1. Which of the following nursing diagnoses would the 
nurse identify for a client who says, “The ma#a is follow-
ing me because I know all their secrets”?

a. Disturbed Sensory Perceptions

b. Disturbed Thought Processes

c. Impaired Verbal Communication

d. Social Isolation

2. A client who is paranoid tells the nurse, “Move away 
from the window. They’re watching us.” The nurse recog-
nizes that moving away from the window is contraindi-
cated for which of the following reasons?

a. It is essential to show the client that the nurse is not 
afraid

b. Moving away from the window would indicate 
 nonverbal agreement with the client’s idea

c. The client will think he is in control of the nurse’s 
behavior

d. The nurse would be demonstrating a lack of control of 
the situation

3. The client reports that she hears God’s voice telling her 
that she has sinned and must be punished. Which of the 
following nursing diagnoses would the nurse identify?

a. Anxiety

b. Disturbed Thought Processes

c. Disturbed Sensory Perceptions

d. Ineffective Coping

4. A client with schizophrenia tells the nurse, “The aliens 
are sending messages to everyone that I am stupid and 
need to be killed.” Which of the following responses 
would be most appropriate initially?

a. “I know those voices are real to you, but I don’t hear 
them.”

b. “I want you to let staff know when you hear those 
voices.”

c. “Those voices are hallucinations that are just part of 
your illness.”

d. “Your medications will help control the voices you are 
hearing.”

5. A client with schizophrenia is admitted to the unit wear-
ing torn and soiled clothing and looking confused. She is 
suspicious of others, has a !at affect, and talks very little. 
Which of the following would the nurse identify as the 
initial priority for this client?

a. Giving the client information about the hospital pro-
gram

b. Helping the client feel safe and secure

c. Introducing the client to other clients on the unit

d. Providing the client with clean, comfortable clothes

SECTION 6 REVIEW QUESTIONS

SECTION 6 Recommended Readings
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Chu., C. I., Liu, C. Y., Sun, C. T., & Lin, J. (2009). The ef-
fect of animal assisted activity on inpatients with schizo-
phrenia. Journal of Psychosocial Nursing and Mental 
Health Services, 47(12), 42–48.

Leutwyler, H. C., Chaftez, L., & Wallhagen, M. (2010). 
Older adults with schizophrenia #nding a place to be-
long. Issues in Mental Health Nursing, 31(8), 507–513.

Meerwijk, E. L., van Meijel, B., van den Bout, J., Kerkhof, 
A., de Vogel, W., & Grypdonck, M. (2010). Develop-
ment and evaluation of a guideline for nursing care of 
suicidal patients with schizophrenia. Perspectives in 
Psychiatric Care, 46(1), 65–73.

 SECTION 6  Resources for Additional 
Information

Visit thePoint (http://thePoint.lww.com/Schultz9e) for a list 
of these and other helpful Internet resources.

Mayo Clinic Schizophrenia resources
Mental Health America schizophrenia resources
Mental Health Today Schizophrenia Resources
NARSAD: The Mental Health Research Association
National Alliance on Mental Illness
National Institute of Mental Health

http://thePoint.lww.com/Schultz9e
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Mood Disorders and 
Related Behaviors

Mood can be described as an overall emotional feeling tone. Disturbances in mood can 
be manifested by a wide range of behaviors, such as suicidal thoughts and behavior, with-
drawn behavior, or a profound increase or decrease in the level of psychomotor activity. 
The care plans in this section address the disorders and behaviors most directly related to 
mood, but care plans in other sections of the Manual may also be appropriate in the plan-
ning of a client’s care (e.g., Care Plan 45: Withdrawn Behavior).

S E C T I O N  S E V E N
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Depression is an affective state characterized by feelings of sadness, guilt, and low self-esteem. 
It may be a chronic condition or an acute episode, often related to loss. This loss may or may 
not be recent and may be observable to others or perceived only by the client, such as disillu-
sionment or loss of a dream. Depression may be seen in grief, the process of a normal response 
to a loss; premenstrual syndrome (PMS), a complex of symptoms that begins the week prior 
to menstrual !ow; and postpartum depression, which occurs after childbirth and may involve 
symptoms from mild depressive feelings to acute psychotic behavior.

A major depressive episode is characterized by a depressed mood or loss of interest or 
pleasure in almost all activities for at least 2 weeks, in addition to at least four other depressive 
symptoms. These include appetite, weight, or sleep changes; a decrease in energy or activity; 
feelings of guilt or worthlessness; decreased concentration; or suicidal thoughts or activities. 
A major depressive disorder is diagnosed when one or more of these episodes occur without a 
history of manic (or hypomanic) episodes. When there is a history of manic episodes, the di-
agnosis is bipolar disorder (see Care Plan 27: Bipolar Disorder, Manic Episode). The duration 
and severity of symptoms and degree of functional impairment of depressive behavior vary 
widely, and the diagnosis of major depressive disorder is further described as mild, moderate, 
severe without psychotic features, or severe with psychotic features (APA, 2000).

Major depressive disorder occurs more frequently in people with chronic or severe medical 
illnesses (e.g., diabetes, stroke) and in people with a family history of depression. Theories of 
the etiology of depression focus on genetic, neurochemical, hormonal, and biologic factors, as 
well as psychodynamic, cognitive, and social/behavioral in!uences.

Prevalence of major depressive disorder in adults is estimated to be between 2% and 3% in 
men and between 5% and 9% in women. The lifetime risk of major depressive disorder is esti-
mated at 8% to 12% in men and 20% to 26% in women (Gorman, 2006). Depressive behavior 
frequently occurs in clients during withdrawal from alcohol or other substances, and in clients 
with anorexia nervosa, phobias, schizophrenia, a history of abuse, post-traumatic behavior, 
poor social support, and so forth.

The average age of a person with an initial major depressive episode is in the midtwenties, 
although it can occur at any age. Approximately 66% of clients experience a full recovery 
from a depressive episode, but most have recurrent episodes over time. Symptoms of depres-
sive episodes last a year or more in many clients (APA, 2000).

Treatment usually involves antidepressant medications (see Appendix E: Psychopharma-
cology). It is important for the nurse to be knowledgeable about medication actions, timing 
of effectiveness (certain drugs may require up to several weeks to achieve the full therapeutic 
effect), and side effects. Teaching the client and family or signi"cant others about safe and 
consistent use of medications is essential. Other therapeutic goals include maintaining the cli-
ent’s safety; decreasing psychotic symptoms; assisting the client in meeting physiologic needs 
and hygiene; promoting self-esteem, expression of feelings, socialization, and leisure skills; 
and identifying sources of support.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Ineffective Coping
Impaired Social Interaction
Bathing Self-Care De"cit
Dressing Self-Care De"cit

Major Depressive Disorder

C A R E  P L A N  2 5
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Feeding Self-Care De"cit
Toileting Self-Care De"cit
Chronic Low Self-Esteem

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Social Isolation
Disturbed Thought Processes
Risk for Other-Directed Violence
Risk for Suicide
Complicated Grieving
Insomnia
Hopelessness

Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced responses, 
and/or inability to use available resources.

ASSESSMENT DATA

 Suicidal ideas or behavior
 Slowed mental processes
 Disordered thoughts
 Feelings of despair, hopelessness, and worthlessness
 Guilt
 Anhedonia (inability to experience pleasure)
 Disorientation
 Generalized restlessness or agitation
 Sleep disturbances: early awakening, insomnia, or excessive sleeping
 Anger or hostility (may not be overt)
 Rumination
 Delusions, hallucinations, or other psychotic symptoms
 Diminished interest in sexual activity
 Fear of intensity of feelings
 Anxiety

Nursing Diagnosis

The client will

 Be free from self-in!icted harm throughout hospitalization
 Engage in reality-based interactions within 24 hours
 Be oriented to person, place, and time within 48 to 72 hours
 Express anger or hostility outwardly in a safe manner, for example, talking with staff mem-
bers within 5 to 7 days

The client will

 Express feelings directly with congruent verbal and nonverbal messages
 Be free from psychotic symptoms
 Demonstrate functional level of psychomotor activity

The client will

 Demonstrate compliance with and knowledge of medications, if any
 Demonstrate an increased ability to cope with anxiety, stress, or frustration
 Verbalize or demonstrate acceptance of loss or change, if any
 Identify a support system in the community

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Provide a safe environment for the client.

Continually assess the client’s potential for suicide. Remain 
aware of this suicide potential at all times.

Observe the client closely, especially under the following 
circumstances:

 After antidepressant medication begins to raise the 
 client’s mood.

 During unstructured time on the unit or times when the 
number of staff on the unit is limited.

 After any dramatic behavioral change (sudden cheerful-
ness, relief, or giving away personal belongings).

See Care Plan 26: Suicidal Behavior.

Reorient the client to person, place, and time as indicated 
(call the client by name, tell the client your name, tell the 
client where he or she is, etc.).

Spend time with the client.

If the client is ruminating, tell him or her that you will talk 
about reality or about the client’s feelings, but limit the at-
tention given to repeated expressions of rumination.

Initially, assign the same staff members to work with the 
client whenever possible.

When approaching the client, use a moderate, level tone  
of voice. Avoid being overly cheerful.

Use silence and active listening when interacting with the 
client. Let the client know that you are concerned and that 
you consider the client a worthwhile person. See Care Plan 
45: Withdrawn Behavior.

Be comfortable sitting with the client in silence. Let the cli-
ent know you are available to converse, but do not require 
the client to talk.

When first communicating with the client, use simple, 
direct sentences; avoid complex sentences or directions.

Avoid asking the client many questions, especially ques-
tions that require only brief answers.

Do not cut off interactions with cheerful remarks or plati-
tudes (e.g., “No one really wants to die,” or “You’ll feel bet-
ter soon.”). Do not belittle the client’s feelings. Accept the 
client’s verbalizations of feelings as real, and give support 
for expressions of emotions, especially those that may be 
difficult for the client (like anger).

Physical safety of the client is a priority. Many common 
items may be used in a self-destructive manner.

Clients with depression may have a potential for suicide 
that may or may not be expressed and that may change 
with time.

You must be aware of the client’s activities at all times 
when there is a potential for suicide or self-injury. Risk of 
suicide increases as the client’s energy level is increased 
by medication, when the client’s time is unstructured, and 
when observation of the client decreases. These changes 
may indicate that the client has come to a decision to com-
mit suicide.

Repeated presentation of reality is concrete reinforcement 
for the client.

Your physical presence is reality.

Minimizing attention may help decrease rumination. Provid-
ing reinforcement for reality orientation and expression of 
feelings will encourage these behaviors.

The client’s ability to respond to others may be impaired. 
Limiting the number of new contacts initially will facilitate 
familiarity and trust. However, the number of people inter-
acting with the client should increase as soon as possible 
to minimize dependency and to facilitate the client’s abili-
ties to communicate with a variety of people.

Being overly cheerful may indicate to the client that  
being cheerful is the goal and that other feelings are not 
acceptable.

The client may not communicate if you are talking too 
much. Your presence and use of active listening will com-
municate your interest and concern.

Your silence will convey your expectation that the client will 
communicate and your acceptance of the client’s difficulty 
with communication.

The client’s ability to perceive and respond to complex 
stimuli is impaired.

Asking questions and requiring only brief answers may 
discourage the client from expressing feelings.

You may be uncomfortable with certain feelings the cli-
ent expresses. If so, it is important for you to recognize 
this and discuss it with another staff member rather than 
directly or indirectly communicating your discomfort to the 
client. Proclaiming the client’s feelings to be inappropriate 
or belittling them is detrimental.

Rationale
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IMPLEMENTATION (continued)

Encourage the client to ventilate feelings in whatever way 
is comfortable—verbal and nonverbal. Let the client know 
you will listen and accept what is being expressed.

Allow (and encourage) the client to cry. Stay with and sup-
port the client if he or she desires. Provide privacy if the 
client desires and it is safe to do so.

Interact with the client on topics with which he or she is 
comfortable. Do not probe for information.

Talk with the client about coping strategies he or she has 
used in the past. Explore which strategies have been suc-
cessful and which may have led to negative consequences.

Teach the client about positive coping strategies and stress 
management skills, such as increasing physical exercise, 
expressing feelings verbally or in a journal, or meditation 
techniques. Encourage the client to practice this type of 
technique while in the hospital.

Teach the client about the problem-solving process: explore 
possible options, examine the consequences of each alter-
native, select and implement an alternative, and evaluate 
the results.

Provide positive feedback at each step of the process. If 
the client is not satisfied with the chosen alternative, assist 
the client to select another alternative.

Expressing feelings may help relieve despair, hopeless-
ness, and so forth. Feelings are not inherently good or bad. 
You must remain nonjudgmental about the client’s feelings 
and express this to the client.

Crying is a healthy way of expressing feelings of sadness, 
hopelessness, and despair. The client may not feel comfort-
able crying and may need encouragement or privacy.

Probing or topics that are uncomfortable for the client may 
be threatening and discourage communication. After trust 
has been established, the client may be able to discuss 
more difficult topics.

The client may have had success using coping strategies in 
the past but may have lost confidence in himself or herself 
or in his or her ability to cope with stressors and feelings. 
Some coping strategies can be self-destructive (e.g., self-
medication with drugs or alcohol).

The client may have limited or no knowledge of stress 
management techniques or may not have used positive 
techniques in the past. If the client tries to build skills in the 
treatment setting, he or she can experience success and 
receive positive feedback for his or her efforts.

The client may be unaware of a systematic method for 
solving problems. Successful use of the problem-solving 
process facilitates the client’s confidence in the use of 
coping skills.

Positive feedback at each step will give the client many 
opportunities for success, encourage him or her to persist 
in problem-solving, and enhance confidence. The client also 
can learn to “survive” making a mistake.

Nursing Interventions *denotes collaborative interventions Rationale

Impaired Social Interaction
Insuf"cient or excessive quantity or ineffective quality of social exchange.

ASSESSMENT DATA

 Withdrawn behavior
 Verbalization diminished in quantity, quality, or spontaneity
 Rumination
 Low self-esteem
 Unsatisfactory or inadequate interpersonal relationships
 Verbalizing or exhibiting discomfort around others
 Social isolation
 Inadequate social skills
 Poor personal hygiene

Nursing Diagnosis
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The client will

 Communicate with others, for example, respond verbally to question(s) asked by staff 
within 24 to 48 hours

 Participate in activities within 48 to 72 hours

The client will

 Initiate interactions with others, for example, approach a staff member to talk at least once 
per shift

 Assume responsibility for dealing with feelings

The client will

 Re-establish or maintain relationships and a social life
 Establish a support system in the community, for example, initiate contacts with others by 
 telephone

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Initially, interact with the client on a one-to-one basis. Man-
age nursing assignments so that the client interacts with a 
variety of staff members, as the client tolerates.

Introduce the client to other clients in the milieu and facili-
tate their interactions on a one client to one client basis. 
Gradually facilitate social interactions between the client 
and small groups, then larger groups.

Talk with the client about his or her interactions and obser-
vations of interpersonal dynamics.

Teach the client social skills, such as approaching another 
person for an interaction, appropriate conversation topics, 
and active listening. Encourage him or her to practice these 
skills with staff members and other clients, and give the 
client feedback regarding interactions.

Encourage the client to identify relationships, social, or 
recreational situations that have been positive in the past.

*Encourage the client to pursue past relationships, per-
sonal interests, hobbies, or recreational activities that were 
positive in the past or that may appeal to the client. Consul-
tation with a recreational therapist may be indicated.

*Encourage client to identify supportive people outside the 
hospital and to develop these relationships.

Rationale

Your social behavior provides a role model for the client. 
Interacting with different staff members allows the client 
to experience success in interactions within the safety of 
the staff–client relationship.

Gradually increasing the scope of the client’s social interac-
tions will help the client build confidence in social skills.

Awareness of interpersonal and group dynamics is an 
important part of building social skills. Sharing observations 
provides an opportunity for the client to express his or her 
feelings and receive feedback about his or her progress.

The client may lack social skills and confidence in social 
interactions; this may contribute to the client’s depression 
and social isolation.

The client may have been depressed and withdrawn for 
some time and have lost interest in people or activities that 
provided pleasure in the past.

The client may be reluctant to reach out to someone with 
whom he or she has had limited contact recently and may 
benefit from encouragement or facilitation. Recreational ac-
tivities can serve as a structure for the client to build social 
interactions as well as provide enjoyment.

In addition to re-establishing past relationships or in 
their absence, increasing the client’s support system by 
establishing new relationships may help decrease future 
 depressive behavior and social isolation.
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Bathing Self-Care Deficit
Impaired ability to perform or complete bathing activities for self.

Dressing Self-Care Deficit
Impaired ability to perform or complete dressing activities for self.

Feeding Self-Care Deficit
Impaired ability to perform or complete self-feeding activities.

Toileting Self-Care Deficit
Impaired ability to perform or complete toileting activities for self.

ASSESSMENT DATA

 Anergy (overall lack of energy for purposeful activity)
 Decreased motor activity
 Lack of awareness or interest in personal needs
 Self-destructive feelings
 Withdrawn behavior
 Psychological immobility
 Disturbances of appetite or regular eating patterns
 Fatigue

Nursing Diagnosis

The client will

 Establish adequate nutrition, hydration, and elimination with nursing assistance within 2 to 
4 days

 Establish an adequate balance of rest, sleep, and activity with nursing assistance within 2 to 
4 days

 Establish adequate personal hygiene, for example, tolerate bathing and grooming as 
 assisted by staff within 24 to 48 hours

The client will

 Maintain adequately balanced physiologic functioning
 Maintain adequate personal hygiene independently, for example, follow structured routine 
for bathing and hygiene, initiate self-care activities

The client will

 Maintain a daily routine that meets physiologic and personal needs, including nutrition, 
hydration, elimination, hygiene, sleep, activity

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Closely observe the client’s food and fluid intake. Record 
intake, output, and daily weight if necessary.

Offer the client foods that are easily chewed, fortified 
liquids such as nutritional supplements, and high-protein 
malts.

Rationale

The client may not be aware of or interested in meeting 
physical needs, but these needs must be met.

If the client lacks interest in eating, highly nutritious foods 
that require little effort to eat may help meet nutritional 
needs.

(continued on page 176)
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IMPLEMENTATION (continued)

Try to find out what foods the client likes, including cultur-
ally based or foods from family members, and make them 
available at meals and for snacks.

Do not tell the client that he or she will get sick or die from 
not eating or drinking.

If the client is overeating, limit access to food, schedule 
meals and snacks, and serve limited portions. Give the cli-
ent positive feedback for adhering to the prescribed diet.

Observe and record the client’s pattern of bowel 
 elimination.

Encourage good fluid intake.

Be aware of PRN laxative orders and the possible need to 
offer medication to the client.

Provide the client with his or her own clothing and personal 
grooming items when possible.

Initiate dressing and grooming tasks in the morning.

Maintain a routine for dressing, grooming, and hygiene.

The client may need physical assistance to get up, dress, 
and spend time on the unit.

Be gentle but firm in setting limits regarding time spent in 
bed. Set specific times when the client must be up in the 
morning, and when and for how long the client may rest.

Provide a quiet, peaceful time for resting. Decrease envi-
ronmental stimuli (conversation, lights) in the evening.

Provide a nighttime routine or comfort measures (back rub, 
tepid bath, warm milk) just before bedtime.

Talk with the client for only brief periods during night hours 
to help alleviate anxiety and to provide reassurance before 
the client returns to bed.

Do not allow the client to sleep for long periods during the 
day.

Use PRN medications as indicated to facilitate sleep. Note: 
Some sleep medications may worsen depression or cause 
agitation.

The client may be more apt to eat foods he or she likes or 
has been accustomed to eating.

The client may hope to become ill or die from not eating or 
drinking.

The client may need limits to maintain a healthful diet.

Severe constipation may result from the depression; 
inadequate exercise, food, or fluid intake; or the effects of 
some medications.

Constipation may result from inadequate fluid intake.

The client may be unaware of constipation and may not ask 
for medication.

Familiar items will decrease the client’s confusion and 
promote task completion.

Clients with depression may have the most energy and 
feel best in the morning and may have greater success at 
that time.

A routine eliminates needless decision making, such as 
whether or not to dress or perform personal hygiene.

The client’s ability to arise, initiate activity, and join in the 
milieu is impaired.

Specific limits let the client know what is expected and 
indicate genuine caring and concern for the client.

Limiting noise and other stimuli will encourage rest and 
sleep.

Use of a routine may help the client expect to sleep.

Talking with the client for long periods during the night will 
stimulate the client, give the client attention for not sleep-
ing, and interfere with the client’s sleep.

Sleeping excessively during the day may decrease the cli-
ent’s need for and ability to sleep at night.

Medications may be helpful in facilitating sleep.

Nursing Interventions *denotes collaborative interventions Rationale

Chronic Low Self-Esteem
Longstanding negative self-evaluating/feelings about self or self-capabilities.

Nursing Diagnosis
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ASSESSMENT DATA

 Feelings of inferiority
 Defeatist thinking
 Self-criticism
 Lack of involvement
 Minimizing of own strengths
 Guilt
 Feelings of despair, worthlessness

The client will

 Verbalize increased feelings of self-worth within 2 to 5 days
 Express feelings directly and openly with nursing facilitation within 2 to 4 days
 Evaluate own strengths realistically, for example, describe three areas of personal strength, 
with nursing assistance, within 2 to 4 days

The client will

 Demonstrate behavior consistent with increased self-esteem, for example, make eye con-
tact, initiate conversation or activity with staff or other clients

 Make plans for the future consistent with personal strengths

The client will

 Express satisfaction with self and personal qualities

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Encourage the client to become involved with staff  
and other clients in the milieu through interactions and 
activities.

Give the client positive feedback for completing responsi-
bilities and interacting with others.

If negativism dominates the client’s conversations, it may 
help to structure the content of interactions, for example, 
by making an agreement to listen to 10 minutes of “nega-
tive” interaction, after which the client will interact on a 
positive topic.

Explore with the client his or her personal strengths. 
 Making a written list is sometimes helpful.

Involve the client in activities that are pleasant or recre-
ational as a break from self-examination.

*At first, provide simple activities that can be accomplished 
easily and quickly. Begin with a solitary project; progress to 
group occupational and recreational therapy sessions. Give 
the client positive feedback for participation.

Rationale

When the client can focus on other people or interactions, 
cyclic, negative thoughts are interrupted.

Positive feedback increases the likelihood that the client 
will continue the behavior and begin to internalize positive 
feelings, such as the satisfaction of completing a task suc-
cessfully.

The client will feel you are acknowledging his or her feel-
ings yet will begin practicing the conscious interruption of 
negativistic thought and feeling patterns.

While you can help the client discover his or her strengths, 
it will not be useful for you to list the client’s strengths. The 
client needs to identify them but may benefit from your 
supportive expectation that he or she will do so.

The client needs to experience pleasurable activities that 
are not related to self and problems. Such experiences can 
demonstrate the usefulness of incorporating leisure activi-
ties into his or her life.

The client may be limited in his or her ability to deal with 
complex tasks or stimuli. Any task that the client is able to 
complete provides an opportunity for positive feedback to 
the client.

(continued on page 178)
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IMPLEMENTATION (continued)

It may be necessary to stress to the client that he or she 
should begin doing things to feel better, rather than waiting 
to feel better before doing things.

Give the client honest praise for accomplishing small 
responsibilities by acknowledging how difficult it can be for 
the client to perform these tasks.

Gradually increase the number and complexity of activities 
expected of the client; give positive feedback at each level 
of accomplishment.

The client will have the opportunity to recognize his or her 
own achievements and will receive positive feedback. With-
out this stimulus, the client may lack motivation to attempt 
activities.

Clients with low self-esteem do not benefit from flattery or 
undue praise. Positive feedback provides reinforcement for 
the client’s growth and can enhance self-esteem.

As the client’s abilities increase, he or she can accomplish 
more complex activities and receive more feedback.

Nursing Interventions *denotes collaborative interventions Rationale
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Suicide is de"ned as a death that results from an act that the victim commits believing that the 
act will cause death. Clients who are depressed may certainly be suicidal, but many clients 
who are suicidal are not depressed. The client may view suicide as an escape from extreme 
despair or from a (perceived) intolerable life situation, such as a terminal illness. Suicide may 
be the culmination of self-destructive urges that have resulted from the client’s internalizing 
anger; a desperate act by which to escape a perceived intolerable psychological state or life 
situation. The client may be asking for help by attempting suicide, or the client may be seeking 
attention or attempting to manipulate someone with suicidal behavior.

The risk of suicide is increased when:

 A plan is formulated
 The client has the ability to carry out the plan
 There is a history of suicide attempts or a family history of suicide
 Suicide attempts become more painful, more violent, or lethal
 The client is white, male, adolescent, or older than 55 years
 The client is divorced, widowed, separated, or living without family
 The client is terminally ill, addicted, or psychotic
 The client gives away personal possessions, settles accounts, and so forth
 The client is in an early stage of treatment with antidepressant medications, and his or her 

mood and activity level begin to elevate
 The client’s mood or activity level suddenly changes

Suicide is a signi"cant cause of death worldwide; it is the eighth leading cause of death for 
men in the United States and the third leading cause of death among people aged 15 to 24. 
Men commit suicide more often than women, and Caucasians commit suicide more often than 
African Americans. Suicide rates for adults in the United States rise with increasing age, and 
people over 65 years of age have the highest rate. Clients with certain mental disorders are at 
increased risk for suicide, including clients with depression, bipolar disorder, schizophrenia, 
and substance abuse.

Many people who commit suicide have given a verbal warning or clue. It is not true that 
“anyone who talks about suicide doesn’t actually commit suicide.” However, not everyone 
who attempts or commits suicide has given any warning at all. Remember: Threatening sui-
cide may be an effort to bring about a fundamental change in the client’s life situation or to 
elicit a response from a signi"cant person, but it may indeed be an indication of real intent to 
commit suicide.

Suicidal ideation is de"ned as thoughts of committing suicide or of methods to commit 
suicide.

Suicidal gesture is a behavior that is self-destructive, as though it was a suicide attempt, but 
is not lethal (e.g., writing a suicide note and taking 10 aspirin tablets). This often is con-
sidered to be manipulative behavior, but the nonlethality of the behavior may be a result 
of the client’s ignorance of the effects of such behavior or methods; the client may indeed 
wish to die.

Suicide attempt is a self-destructive behavior that is potentially lethal.
Suicide precautions are speci"c actions taken to protect a client from suicidal gestures and 

attempts and to ensure close observation of the client.

Suicidal Behavior
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The paramount therapeutic goal is to prevent death or harm to the client. The speci"c pre-
cautions taken by nursing staff to protect a client from suicidal attempts will vary with each 
client’s needs, but will include being alert to possible signs that might indicate suicidal be-
havior and maintaining close supervision of the client. Many in-hospital suicides occur during 
unstructured time and when relatively few staff members are on duty (e.g., nights and week-
ends). It is especially important to observe the client closely, to document his or her behavior 
carefully, and to communicate any pertinent information to others who are making decisions 
about the client (especially if the client is to go on activities, on pass, or be discharged). There 
may be legal rami"cations associated with a hospitalized client who is suicidal, especially if 
the client successfully commits suicide. Remember: Every client has the potential for suicide.

Beyond preventing suicide, nursing goals focus on identifying and addressing the factors 
underlying the client’s suicidal behavior, which may include deep religious or cultural con-
!icts, interpersonal issues, life situation dif"culties, problems with self-esteem, substance use, 
or other psychiatric disorders. Other important interventions are helping the client develop 
skills with which to deal with these problems and other life stresses and teaching the client 
and the family or signi"cant others about suicidal behavior. Discharge planning may include 
arrangements for long-term support, such as referral to support groups, vocational or other 
training, or continued individual or family therapy.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Risk for Suicide
Ineffective Coping
Chronic Low Self-Esteem

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Hopelessness
Powerlessness
Impaired Social Interaction

Risk for Suicide
At risk for self-in!icted, life-threatening injury.

RISK FACTORS

 Suicidal ideas, feelings, ideation, plans, gestures, or attempts
 Lack of impulse control
 Lack of future orientation
 Self-destructive tendencies
 Feelings of anger or hostility
 Agitation
 Aggressive behavior
 Feelings of worthlessness, hopelessness, or despair
 Guilt
 Anxiety
 Sleep disturbance
 Substance use
 Perceived or observable loss
 Social isolation
 Problems of depression, withdrawn behavior, eating disorders, psychotic behavior, person-
ality disorder, manipulative behavior, post-traumatic stress, or other psychiatric problems

Nursing Diagnosis
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The client will

 Be safe and free from injury throughout hospitalization
 Refrain from harming others throughout hospitalization
 Identify alternative ways of dealing with stress and emotional problems, for example, talk-
ing with staff or signi"cant others, within 48 to 72 hours

The client will

 Demonstrate use of alternative ways of dealing with stress and emotional problems, for 
example, initiating interaction with staff when feeling stressed

 Verbalize knowledge of self-destructive behavior(s), other psychiatric problems, and safe 
use of medication, if any

The client will

 Develop a plan of community support to use if crisis situations arise in the future, for 
 example, make a written list of resources or contacts

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Determine the appropriate level of suicide precautions 
for the client. Institute these precautions immediately on 
admission by nursing or physician order. Some suggested 
levels of precautions follow:

1.  A staff member provides one-to-one supervision of the 
client at all times, even when in the bathroom and sleep-
ing. The client is restricted to the unit and is permitted 
to use nothing that may cause harm to him or her (e.g., 
sharp objects, a belt).

2.  A staff member provides one-to-one supervision of the 
client at all times, but the client may attend activities off 
the unit (maintaining one-to-one contact).

3.  Special attention—the client must be accompanied by  
a staff member while off the unit but may be in a staff–
client group on the unit, though the client’s whereabouts 
and activities on the unit should be known at all time.

Assess the client’s suicidal potential, and evaluate the level 
of suicide precautions at least daily.

In your initial assessment, note any previous suicide at-
tempts and methods, as well as family history of mental 
illness or suicide. Obtain this information in a matter-of-fact 
manner; do not discuss at length or dwell on details.

Ask the client if he or she has a plan for suicide. Attempt to 
ascertain how detailed and feasible the plan is.

Explain suicide precautions to the client.

Know the whereabouts of the client at all times. Designate 
a specific staff person to be responsible for the client at 
all times. If this person must leave the unit for any reason, 
information and responsibility regarding supervision of the 
client must be transferred to another staff person.

Rationale

Physical safety of the client is a priority.

1.  A client who is at high risk for suicidal behavior needs 
constant supervision and strict limitation of opportunities 
to harm himself or herself.

2.  A client at a somewhat lower risk of suicide may join in 
activities and use potentially harmful objects (such as 
sharp objects) but still must have close supervision.

3.  A client with a lower level of suicide risk still requires 
observation, though one-to-one contact may not be nec-
essary at all times when the client is on the unit.

The client’s suicidal potential varies; the risk may increase 
or decrease at any time.

Information on past suicide attempts, ideation, and family 
history is important in assessing suicide risk. The client 
may be using suicidal behavior as a manipulation or to ob-
tain secondary gain. It is important to minimize reinforce-
ment given to these behaviors.

Suicide risk increases when the client has a plan, especially 
one that is feasible or lethal.

The client is a participant in his or her care. Suicide precau-
tions demonstrate your caring and concern for the client.

The client at high risk for suicidal behavior needs close 
supervision. Designating responsibility for observation of 
the client to a specific person minimizes the possibility that 
the client will have inadequate supervision.

(continued on page 182)
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IMPLEMENTATION (continued)

Be especially alert to sharp objects and other poten-
tially dangerous items (e.g., glass containers, vases, and 
matches); items like these should not be in the client’s 
possession.

The client’s room should be near the nurses’ station and 
within view of the staff, not at the end of a hallway or near 
an exit, elevator, or stairwell.

Make sure that the client cannot open windows. (The 
maintenance department may have to seal or otherwise 
secure the windows.)

If the client needs to use a sharp object, sign out the ob-
ject to the client, and stay with the client during its use.

Have the client use an electric shaver if possible.

If the client is attempting to harm himself or herself, it may 
be necessary to restrain the client or to place him or her 
in seclusion with no objects that can be used to self-inflict 
injury (electric outlets, silverware, and even bed clothing).

Stay with the client when he or she is meeting hygienic 
needs such as bathing, shaving, and cutting nails.

Check the client at frequent, irregular intervals during the 
night to ascertain the client’s safety and whereabouts.

Maintain especially close supervision of the client at any 
time there is a decrease in the number of staff, the amount 
of structure, or the level of stimulation (nursing report at 
the change of shift, mealtime, weekends, nights). Also, be 
especially aware of the client during any period of distrac-
tion and when clients are going to and from activities.

Be alert to the possibility of the client saving up his or her 
medications or obtaining medications or dangerous objects 
from other clients or visitors. You may need to check the 
client’s mouth after medication administration or use liquid 
medications to ensure that they are ingested.

Observe, record, and report any changes in the client’s 
mood (elation, withdrawal, sudden resignation).

Observe the client and note when the client is more 
animated or withdrawn with regard to the time of day, 
structured versus unstructured time, interactions with oth-
ers, activities, and attention span. Use this information to 
plan nursing care and the client’s activities.

Be alert to the client’s behaviors, especially decreased 
communication, conversations about death or the futility of 
life, disorientation, low frustration tolerance, dependency, 
dissatisfaction with dependence, disinterest in surround-
ings, and concealing articles that could be used to harm 
self.

The client’s determination to commit suicide may lead 
him or her to use even common objects in self-destructive 
ways. Many seemingly innocuous items can be used, 
some lethally.

The client at high risk for suicidal behavior requires close 
observation.

The client may attempt to open and jump out of a window 
or throw himself or herself through a window if it is locked.

The client may use a sharp object to harm himself or her-
self or may conceal it for later use.

Even disposable razors can be quickly disassembled and 
the blades used in a self-destructive manner.

Physical safety of the client is a priority.

Your presence and supervision may prevent self-destruc-
tive activity, or you can immediately intervene to protect 
the client.

Checking at irregular intervals will minimize the client’s ability 
to predict when he or she will (or will not) be observed.

Risk of suicide increases when there is a decrease in the 
number of staff, the amount of structure, or the level of 
stimulation. The client may use times of turmoil or distrac-
tion to slip away or to engage in self-destructive behavior.

The client may accumulate medication to use in a suicide 
attempt. The client may manipulate or otherwise use other 
clients or visitors to obtain medications or other dangerous 
items.

Risk of suicide increases when mood or behavior suddenly 
changes. Remember: As depression decreases, the client 
may have the energy to carry out a plan for suicide.

Assessment of the client’s behavior can help to deter-
mine unusual behavior and may help to identify times of 
increased risk for suicidal behavior.

These behaviors may indicate the client’s decision to 
 commit suicide.

Nursing Interventions *denotes collaborative interventions Rationale
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IMPLEMENTATION (continued)

Be aware of the relationships the client is forming with 
other clients and be alert to any manipulative or attention-
seeking behavior. Note who may become his or her confi-
dant. See Care Plan 48: Passive–Aggressive Behavior.

Note: The client may ask you not to tell anyone something 
he or she tells you. Avoid promising to keep secrets in 
this way; make it clear to the client that you must share all 
information with the other staff members on the treatment 
team, but assure the client of confidentiality with regard to 
anyone outside the treatment team.

Tell the client that although you are willing to discuss emo-
tions or other topics, you will not discuss details of prior 
suicide attempts repeatedly; discourage such conversa-
tions with other clients also. Encourage the client to talk 
about his or her feelings, relationships, or life situation.

Convey that you care about the client and that you believe 
the client is a worthwhile human being.

Do not joke about death, belittle the client’s wishes or 
feelings, or make insensitive remarks, such as “Everybody 
really wants to live.”

Do not belittle the client’s prior suicide attempts, which 
other people may deem “only” attention-seeking gestures.

Convey your interest in the client and approach him or her 
for interaction at least once per shift. If the client says, “I 
don’t feel like talking,” or “Leave me alone,” remain with 
him or her in silence or state that you will be back later and 
then withdraw. You may tell the client that you will return at 
a specific time.

Give the client support for efforts to remain out of his or her 
room, to interact with other clients, or to attend activities.

Encourage and support the client’s expression of anger. 
(Remember: Do not take the anger personally.) Help the 
client deal with the fear of expressing anger and related 
feelings.

Do not make moral judgments about suicide or reinforce 
the client’s feelings of guilt or sin.

*Referral to the facility chaplain, clergy, or other spiritual 
resource person may be indicated.

Remain aware of your own feelings about suicide. Talk with 
other staff members to deal with your feelings if neces-
sary.

Involve the client as much as possible in planning his or her 
own treatment.

The client may warn another client about a suicide attempt 
or may use other clients to elicit secondary gain.

The client may attempt to manipulate you or may seek 
attention for having a “secret” that may be a suicide plan. 
You must not assume responsibility for keeping secret a 
suicide plan the client may announce to you. If the client 
hints at but will not reveal a plan, it is important to mini-
mize attention given to this behavior, but suicide precau-
tions may need to be used.

Reinforcement given to suicidal ideas and rumination must 
be minimized. However, the client needs to identify and 
express the feelings that underlie the suicidal behavior.

The client is acceptable as a person regardless of his other 
behaviors, which may or may not be acceptable.

The client’s ability to understand and use abstractions such 
as humor is impaired. The client’s feelings are real to him 
or her. The client may indeed not want to live; remarks like 
this may further alienate the client or contribute to his or 
her low self-esteem.

People who make suicidal gestures are gambling with 
death and need help.

Your presence demonstrates interest and caring. The client 
may be testing your interest or pushing you away to isolate 
himself or herself. Telling the client you will return conveys 
your continued caring.

The client’s ability to interact with others is impaired. Positive 
feedback gives the client recognition for his or her efforts.

Self-destructive behavior can be seen as the result of anger 
turned inward. Verbal expression of anger can help to exter-
nalize these feelings.

Feelings such as guilt may underlie the client’s suicidal 
behavior.

Discussing spiritual issues with an advisor who shares his 
or her belief system may be more comfortable for the cli-
ent and may enhance trust and alleviate guilt.

Many people have strong feelings about taking one’s own 
life, such as disapproval, fear, seeing suicide as a sin, and 
so forth. Being aware of and working through your feel-
ings will diminish the possibility that you will inadvertently 
convey these feelings to the client.

Participation in planning his or her care can help to increase 
the client’s sense of responsibility and control.

Nursing Interventions *denotes collaborative interventions Rationale

(continued on page 184)
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IMPLEMENTATION (continued)

*Examine with the client his or her home environment and 
relationships outside the hospital. What changes are indi-
cated to decrease the likelihood of future suicidal behavior? 
Include the client’s family or significant others in teaching, 
skill development, and therapy, if indicated.

*Plan with the client how he or she will recognize and deal 
with feelings and situations that have precipitated suicidal 
feelings or behavior. Include whom the client will contact 
(ideally, someone in the home environment) and what to 
do in order to alleviate suicidal feelings (identify what has 
worked in the past).

The client’s significant others may be reinforcing the cli-
ent’s suicidal behavior, or the suicidal behavior may be a 
symptom of a problem involving others in the client’s life.

Concrete plans may be helpful in averting suicidal behavior. 
Recognizing feelings that lead to suicidal behavior may help 
the client seek help before reaching a critical point.

Nursing Interventions *denotes collaborative interventions Rationale

Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced responses, 
and/or inability to use available resources.

ASSESSMENT DATA

 Dysfunctional grieving
 Feelings of worthlessness or hopelessness
 Inability to solve problems
 Feelings of anger or hostility
 Dif"culty identifying and expressing emotions
 Guilt
 Self-destructive behavior
 Anxiety
 Lack of trust
 Lack of future orientation
 Depression
 Withdrawn behavior
 Low self-esteem
 Perceived crisis in life, situation, or relationships

NURSING DIAGNOSIS

The client will

 Participate in the treatment program within 24 to 48 hours
 Express feelings in a non–self-destructive manner, for example, talk with staff or write 
about feelings, within 24 to 48 hours

 Identify alternative ways of dealing with stress and emotional problems, within 48 to 72 hours

The client will

 Demonstrate use of the problem-solving process
 Verbalize plans for using alternative ways of dealing with stress and emotional problems 
when they occur after discharge

 Verbalize plans for continued therapy after discharge if appropriate, for example, identify a 
therapist, make an initial appointment

The client will

 Maintain satisfying relationships in the community

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Encourage the client to express his or her feelings; convey 
your acceptance of the client’s feelings.

Help the client identify situations in which he or she would 
feel more comfortable expressing feelings; use role-playing 
to practice expressing emotions.

Convey your interest in the client and approach him or her 
for interaction at least once per shift. If the client says, “I 
don’t feel like talking,” or “Leave me alone,” remain with 
him or her in silence or state that you will be back later and 
then withdraw. You may tell the client that you will return at 
a specific time.

Give the client support for efforts to remain out of his or her 
room, to interact with other clients, or to attend activities.

Encourage the client to express fears, anxieties, and 
 concerns.

Provide opportunities for the client to express emotions 
and release tension in non–self-destructive ways such as 
discussions, activities, and physical exercise.

Involve the client as much as possible in planning his or her 
own treatment.

Teach the client about depression, self-destructive behav-
ior, or other psychiatric problems (see other care plans as 
appropriate).

Teach the client about the problem-solving process: identify 
a problem, identify and evaluate alternative solutions, 
choose and implement a solution, and evaluate its success.

Teach the client social skills, such as approaching another 
person for an interaction, appropriate conversation topics, 
and active listening. Encourage him or her to practice with 
staff members and other clients. Give the client feedback 
regarding social interactions.

*Encourage the client to pursue personal interests, hob-
bies, and recreational activities. Consultation with a recre-
ational therapist may be indicated.

Discuss the future with the client; consider hypothetical 
situations, emotional concerns, significant relationships, 
and future plans. Use role-playing and ask the client about 
plans for time outside the hospital, on a trial basis and for 
discharge.

*Encourage the client to identify and develop relationships 
with supportive people outside the hospital environment. 
See Care Plan 2: Discharge Planning.

Rationale

Expressing feelings can help the client to identify, accept, 
and work through feelings, even if these are painful or 
otherwise uncomfortable. Feelings are not inherently bad 
or good. You must remain nonjudgmental about the client’s 
feelings and express this attitude to the client.

The client may not have experienced a safe environment in 
which to express emotions and may benefit from practicing 
with staff members and other clients. Role playing allows the 
client to try out new behaviors in a supportive environment.

Your presence demonstrates interest and caring. The client 
may be testing your interest or pushing you away to isolate 
himself or herself. Telling the client you will return conveys 
your continued caring.

The client’s ability to interact with others is impaired. 
Positive feedback gives the client recognition for his or her 
efforts.

The client’s behavior may be related to fear or anxieties 
that he or she has not expressed or is unaware of, or that 
seem overpowering. Identifying and expressing these 
emotions can help the client learn how to deal with them 
in a non–self-destructive way.

The client needs to develop skills with which to replace 
self-destructive behavior.

Participating in his or her plan of care can help increase the 
client’s sense of responsibility and control.

The client may have very little knowledge of or insight into 
his or her behavior and emotions.

The client may never have learned a logical, step-by-step 
approach to problem resolution.

The client may lack skills and confidence in social interac-
tions; this may contribute to the client’s anxiety, depres-
sion, or social isolation.

Recreational activities can help increase the client’s social 
interaction and provide enjoyment.

Anticipatory guidance can help the client prepare for future 
stress, crises, and so forth. Remember: Although the client 
may not be suicidal, he or she may not yet be ready for 
discharge. The client may have increased anxiety when 
outside of the therapeutic milieu or may be planning self-
destructive behavior when no longer being supervised.

Increasing the client’s support system may help decrease 
future suicidal behavior. The risk of suicide is increased 
when the client is socially isolated.
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Chronic Low Self-Esteem
Longstanding negative self-evaluating/feelings about self or self-capabilities.

Nursing Diagnosis

ASSESSMENT DATA

 Verbalization of low self-esteem, negative self-characteristics, or low opinion of self
 Verbalization of guilt or shame
 Feelings of worthlessness, hopelessness, or rejection

The client will

 Express feelings related to self-esteem and self-worth issues within 2 to 5 days
 Identify personal strengths with nursing assistance within 2 to 4 days

The client will

 Demonstrate behavior congruent with increased self-esteem, for example, approach staff or 
other clients for interactions, maintain eye contact, verbalize personal strengths

 Assess own strengths and weaknesses realistically
 Verbalize plans to continue therapy regarding self-esteem issues, if needed

The client will

 Participate in follow-up care or community support groups
 Express satisfaction with self and personal qualities

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Convey that you care about the client and that you believe 
the client is a worthwhile human being.

Encourage the client to express his or her feelings; convey 
your acceptance of the client’s feelings.

Initially, provide opportunities for the client to succeed at 
activities that are easily accomplished and give positive 
feedback. Note: The client’s self-esteem may be so low 
that he or she may feel able to make things only for others 
at first, not for his or her own use.

Encourage the client to take on progressively more chal-
lenging activities. Give the client positive support for 
participating in activities or interacting with others.

Acknowledge and support the client for efforts to interact 
with others, participate in the treatment program, and 
express emotions.

Help the client identify positive aspects about himself or 
herself. You may point out these aspects, behaviors, or 
activities as observations, without arguing with the client 
about his or her feelings.

Rationale

The client is acceptable as a person regardless of his or her 
behaviors, which may or may not be acceptable.

The client’s self-evaluation may be related to feelings that 
he or she finds unacceptable. The client’s expression and 
your acceptance of these feelings can help him or her 
separate the feelings from his or her self-image and learn 
that feelings are not inherently bad (or good).

Positive feedback provides reinforcement for the client’s 
growth and can enhance self-esteem. The client’s ability to 
concentrate, complete tasks, and interact with others may 
be impaired.

As the client’s abilities increase, he or she may be able to 
feel increasing self-esteem related to his or her accomplish-
ments. Your verbal feedback can help the client recognize 
his or her role in accomplishments and take credit for them.

Regardless of the level of “success” of a given activity, 
the client can benefit from acknowledgement of his or her 
efforts.

The client may see only his or her negative self-evaluation 
and not recognize positive aspects. While the client’s 
feelings are real to him or her, your positive observations 
present a different viewpoint that the client can examine 
and begin to integrate.
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IMPLEMENTATION (continued)

Do not flatter the client or be otherwise dishonest. Give 
honest, genuine, positive feedback to the client whenever 
possible.

*Encourage the client to pursue personal interests, hob-
bies, and recreational activities. Consultation with a recre-
ational therapist may be indicated.

*Referral to a clergy member or spiritual advisor of the cli-
ent’s own faith may be indicated.

*Encourage the client to pursue long-term therapy for self-
esteem issues, if indicated.

The client will not benefit from insincerity; dishonesty 
undermines trust and the therapeutic relationship.

Recreational activities can help increase the client’s social 
interaction and provide enjoyment.

The client may have feelings of shame or guilt related to 
his or her religious beliefs.

Self-esteem problems can be deeply rooted and require 
long-term therapy.

Nursing Interventions *denotes collaborative interventions Rationale
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Bipolar disorder is usually characterized by manic and depressive episodes with periods of 
relatively normal functioning in between. Manic behavior is characterized by an “abnormally 
and persistently elevated, expansive, or irritable mood” (APA, 2000, p. 357). Clients who 
exhibit manic behavior may:

 be agitated
 have no regard for eating, drinking, hygiene, grooming, resting, or sleeping
 have extremely poor judgment
 exhibit seductive or aggressive behavior
 have psychotic symptoms such as hallucinations or delusions
 be at increased risk for injury

Clients with bipolar disorder also are at high risk for suicide: 10% to 15% of these clients 
successfully commit suicide (APA, 2000).

Bipolar disorder occurs at about the same rate in men and women and affects between 0.4% 
and 1.6% of the population (APA, 2000). Research indicates a genetic component to bipolar 
disorder and an increased incidence of major depressive disorder (APA, 2000). Clients often 
manifest or have a family history of alcoholism or other substance abuse. Substance abuse 
may be an attempt to self-medicate, or the client may have a dual diagnosis (bipolar disorder 
and substance abuse); each disorder requires treatment (see Care Plan 18: Dual Diagnosis). 
Bipolar disorder is also associated with eating disorders, attention de"cit/hyperactivity disor-
der, and anxiety disorders (APA, 2000).

Pediatric bipolar disorder is estimated to affect 1% of children and adolescents (Stanford 
School of Medicine, 2010). It differs from the adult form of the disorder: longer episodes; 
rapid cycling; and irritability. AD/HD and anxiety disorders are often seen co-morbidly with) 
pediatric bipolar disorder (Carbray & McGuinness, 2009).

The average age of the "rst manic episode in bipolar disorder is 20 years old. Manic and 
depressive episodes are recurrent in most clients; periods between episodes are characterized 
by signi"cantly reduced symptoms, but some symptoms can cause chronic problems in the 
client’s life (APA, 2000).

Initial nursing goals include preventing injury and meeting the client’s basic physiologic 
needs. It is important to remember that clients with manic behavior may have very low self-
esteem, often in contradiction to their euphoric or grandiose behavior. After the client’s agita-
tion has subsided, teaching the client and family or signi"cant others about the client’s illness 
and medication regimen is an important goal, because successful long-term treatment often 
depends on medication compliance.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Risk for Other-Directed Violence
Defensive Coping
Disturbed Thought Processes
Bathing Self-Care De"cit
Dressing Self-Care De"cit
Feeding Self-Care De"cit
Toileting Self-Care De"cit
De"cient Knowledge (Specify)

Bipolar Disorder, Manic Episode

C A R E  P L A N  2 7
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RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Risk for Injury
Disturbed Sensory Perception (Specify: Visual, Auditory, Kinesthetic, Gustatory,  

Tactile, Olfactory)
Chronic Low Self-Esteem
Ineffective Therapeutic Regimen Management
Impaired Social Interaction
Imbalanced Nutrition: Less Than Body Requirements
Insomnia

Risk for Other-Directed Violence
At risk for behaviors in which an individual demonstrates that he or she can be physically, 
emotionally, and/or sexually harmful to others.

RISK FACTORS

 Restlessness
 Hyperactivity
 Agitation
 Hostile behavior
 Threatened or actual aggression toward self or others
 Low self-esteem

Nursing Diagnosis

EXPECTED OUTCOMES
The client will

 Be safe and free from injury throughout hospitalization
 Demonstrate decreased restlessness, hyperactivity, and agitation within 24 to 48 hours
 Demonstrate decreased hostility within 2 to 4 days
 Refrain from harming others throughout hospitalization

The client will

 Be free of restlessness, hyperactivity, and agitation
 Be free of threatened or actual aggression toward self or others

The client will

 Demonstrate level moods
 Express feelings of anger or frustration verbally in a safe manner

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Provide a safe environment. See Care Plan 26: Suicidal 
Behavior, Care Plan 46: Hostile Behavior, and Care Plan 47: 
Aggressive Behavior.

Administer PRN medications judiciously, preferably before 
the client’s behavior becomes destructive.

Rationale

Physical safety of the client and others is a priority. The 
client may use many common items and environmental 
situations in a destructive manner.

Medications can help the client regain self-control but 
should not be used to control the client’s behavior for the 
staff’s convenience or as a substitute for working with the 
client’s problems.

(continued on page 190)
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IMPLEMENTATION (continued)

Set and maintain limits on behavior that is destructive or 
adversely affects others.

Decrease environmental stimuli whenever possible. Re-
spond to cues of agitation by removing stimuli and perhaps 
isolating the client; a private room may be beneficial.

Provide a consistent, structured environment. Let the client 
know what is expected of him or her. Set goals with the cli-
ent as soon as possible.

Give simple direct explanations (e.g., for procedures, tests, 
etc.). Do not argue with the client.

Encourage the client to verbalize feelings such as anxiety 
and anger. Explore ways to relieve tension with the client 
as soon as possible.

Encourage supervised physical activity.

Limits must be established by others when the client is un-
able to use internal controls effectively. The physical safety 
and emotional needs of other clients are important.

The client’s ability to deal with stimuli is impaired.

Consistency and structure can reassure the client. The 
client must know what is expected before he or she can 
work toward meeting those expectations.

The client is limited in the ability to deal with complex 
stimuli. Stating a limit tells the client what is expected. 
Arguing interjects doubt and undermines limits.

Ventilation of feelings may help relieve anxiety, anger, and 
so forth.

Physical activity can diminish tension and hyperactivity in a 
healthy, nondestructive manner.

Nursing Interventions *denotes collaborative interventions Rationale

Defensive Coping
Repeated projection of falsely positive self-evaluation based on a self-protective pattern that 
defends against underlying perceived threats to positive self-regard.

ASSESSMENT DATA

 Denial of problems
 Exaggeration of achievements
 Grandiose schemes, plans, or stated self-image
 Buying sprees
 Inappropriate, bizarre, or !amboyant dress or use of makeup or jewelry
 Flirtatious, seductive behavior
 Sexual acting-out

Nursing Diagnosis

The client will

 Demonstrate more appropriate appearance (dress, use of makeup, etc.) within 2 to 3 days
 Demonstrate increased feelings of self-worth within 4 to 5 days

The client will

 Verbalize increased feelings of self-worth
 Demonstrate appropriate appearance and behavior

The client will

 Use internal controls to modify own behavior

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Ignore or withdraw your attention from bizarre appearance 
and behavior and sexual acting-out, as much as possible.

Set and maintain limits regarding inappropriate behaviors. 
Convey expectations for appropriate behavior in a nonjudg-
mental, matter-of-fact manner.

You may need to limit contact between the client and other 
clients or restrict visitors for a period of time. Discuss the 
situation with the client as tolerated.

Initially, give the client short-term, simple projects or activi-
ties. Gradually increase the number and complexity of 
activities and responsibilities. Give feedback at each level 
of accomplishment.

Give client positive feedback whenever appropriate.

Rationale

Minimizing or withdrawing attention given to unacceptable 
behaviors can be more effective than negative reinforce-
ment in decreasing unacceptable behavior.

The client needs to learn what is expected before he or 
she can meet expectations. Limits are intended to help the 
client learn appropriate behaviors, not as punishment for 
inappropriate behavior.

The client may need to gain self-control before he or she 
can tolerate the presence of other people and behave in an 
appropriate manner.

The client may be limited in the ability to deal with complex 
tasks. Any task that the client is able to complete provides 
an opportunity for positive feedback.

Positive feedback provides reinforcement for the client’s 
growth and can enhance self-esteem. It is essential to 
support the client in positive ways and not to give attention 
only for unacceptable behaviors.

Disturbed Thought Processes*
Disruption in cognitive operations and activities.

Nursing Diagnosis

ASSESSMENT DATA

 Disorientation
 Decreased concentration, short attention span
 Loose associations (loosely and poorly associated ideas)
 Push of speech (rapid, forced speech)
 Tangentiality of ideas and speech
 Hallucinations
 Delusions

The client will

 Demonstrate orientation to person, place, and time within 24 hours
 Demonstrate decreased hallucinations or delusions within 24 to 48 hours
 Demonstrate decreased push of speech, tangentiality, loose associations within 24 to  
48 hours

 Demonstrate an increased attention span, for example, talk with staff about one topic for  
5 minutes, or engage in one activity for 10 minutes, within 2 to 3 days

 Talk with others about present reality within 2 to 3 days

EXPECTED OUTCOMES

Immediate

*Note: This nursing diagnosis was retired in NANDA-I Nursing  Diagnoses: 
De!nitions & Classi!cation 2009–2011, but the NANDA-I Diagnosis 
Development Committee encourages work to be done on retired diagnoses 
toward resubmission for inclusion in the taxonomy.
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The client will

 Demonstrate orientation to person, place, and time
 Demonstrate adequate cognitive functioning

The client will

 Sustain concentration and attention to complete tasks and function independently
 Be free of delusions or hallucinations

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Set and maintain limits on behavior that is destructive or 
adversely affects others.

See Care Plan 21: Delusions, Care Plan 22: Hallucinations, 
and Care Plan 46: Hostile Behavior.

Initially, assign the client to the same staff members when 
possible, but keep in mind the stress of working with a cli-
ent with manic behavior for extended periods of time.

See Care Plan 1: Building a Trust Relationship.

Decrease environmental stimuli whenever possible. Re-
spond to cues of increased agitation by removing stimuli 
and perhaps isolating the client; a private room may be 
beneficial.

Reorient the client to person, place, and time as indicated 
(call the client by name, tell the client your name, tell the 
client where he or she is, etc.).

*Provide a consistent, structured environment. Let the 
client know what is expected of him or her. Set goals with 
the client as soon as possible.

Spend time with the client.

Show acceptance of the client as a person.

Use a firm yet calm, relaxed approach.

Make only promises you can realistically keep.

Limit the size and frequency of group activities based on 
the client’s level of tolerance.

Help the client plan activities within his or her scope of 
achievement.

Avoid highly competitive activities.

*Evaluate the client’s tolerance for group activities, interac-
tions with others, or visitors, and limit these accordingly.

Encourage the client’s appropriate expression of feelings 
regarding treatment or discharge plans. Support any realis-
tic plans the patient proposes.

See Care Plan 18: Dual Diagnosis.

Rationale

Limits must be established by others when the client is un-
able to use internal controls effectively. The physical safety 
and emotional needs of other clients are important.

Consistency can reassure the client. Working with this 
client may be difficult and tiring due to his or her agitation, 
hyperactivity, and so on.

The client’s ability to deal with stimuli is impaired.

Repeated presentation of reality is concrete reinforcement 
for the client.

Consistency and structure can reassure the client. The 
client must know what is expected before he or she can 
work toward meeting those expectations.

Your physical presence is reality.

The client is acceptable as a person regardless of his or her 
behaviors, which may or may not be acceptable.

Your presence and manner will help to communicate your 
interest, expectations, and limits, as well as your self-
control.

Breaking a promise will result in the client’s mistrust and is 
detrimental to a therapeutic relationship.

The client’s ability to respond to others and to deal with 
increased amounts and complexity of stimuli is impaired.

The client’s attention span is short, and his or her ability to 
deal with complex stimuli is impaired.

Competitive situations can exacerbate the client’s hostile 
feelings or reinforce low self-esteem.

The client is unable to provide limits and may be unaware 
of his or her impaired ability to deal with others.

Positive support can reinforce the client’s healthy expres-
sion of feelings, realistic plans, and responsible behavior 
after discharge.

Substance abuse often is a problem in clients with bipolar 
disorder.
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Bathing Self-Care Deficit
Impaired ability to perform or complete bathing activities for self.

Dressing Self-Care Deficit
Impaired ability to perform or complete dressing activities for self.

Feeding Self-Care Deficit
Impaired ability to perform or complete self-feeding activities.

Toileting Self-Care Deficit
Impaired ability to perform or complete toileting activities for self.

ASSESSMENT DATA

 Inability to take responsibility for meeting basic health and self-care needs
 Inadequate food and !uid intake
 Inattention to personal needs
 Impaired personal support system
 Lack of ability to make judgments regarding health and self-care needs
 Lack of awareness of personal needs
 Hyperactivity
 Insomnia
 Fatigue

Nursing Diagnosis

The client will

 Participate in self-care activities, such as bathing, grooming, with nursing assistance, 
within 24 hours

 Establish adequate nutrition, hydration, and elimination, with nursing assistance, within  
24 to 48 hours (e.g., eat at least 30% of meals)

 Establish an adequate balance of rest, sleep, and activity, within 48 to 72 hours (e.g., sleep 
at least 3 hours per night within 48 hours)

The client will

 Maintain adequate nutrition, hydration, and elimination, for example, eat at least 70% of 
meals by a speci"ed date

 Maintain an adequate balance of rest, sleep, and activity, for example, sleep at least 5 hours 
by a speci"ed date

The client will

 Meet personal needs independently
 Recognize signs of impending relapse

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Monitor the client’s calorie, protein, and fluid intake. You 
may need to record intake and output.

The client may need a high-calorie diet and supplemental 
feedings.

Rationale

The client may be unaware of physical needs or may ignore 
feelings of thirst and hunger.

The client’s increased activity increases nutrition 
 requirements.

(continued on page 194)
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IMPLEMENTATION (continued)

Provide foods that the client can carry with him or her (for-
tified milkshakes, sandwiches, “finger foods”). See Care 
Plan 52: The Client Who Will Not Eat.

Monitor the client’s elimination patterns.

Provide time for a rest period during the client’s daily 
schedule.

Observe the client for signs of fatigue and monitor his or 
her sleep patterns.

Decrease stimuli before bedtime (dim lights, turn off 
 television).

Use comfort measures or sleeping medication if needed.

Encourage the client to follow a routine of sleeping at night 
rather than during the day; limit interaction with the client 
at night and allow only a short nap during the day. See Care 
Plan 38: Sleep Disorders.

If necessary, assist the client with personal hygiene, includ-
ing mouth care, bathing, dressing, and laundering clothes.

Encourage the client to meet as many of his or her own 
needs as possible.

If the client is unable or unwilling to sit and eat, highly 
 nutritious foods that require little effort to eat may be 
 effective.

The client may be unaware of or ignore the need to 
 defecate. Constipation is a frequent adverse effect of 
 antipsychotic medications.

The client’s increased activity increases his or her need for 
rest.

The client may be unaware of fatigue or may ignore the 
need for rest.

Limiting stimuli will help encourage rest and sleep.

Comfort measures and medications can enhance the ability 
to sleep.

Talking with the client during night hours will interfere with 
sleep by stimulating the client and giving attention for not 
sleeping. Sleeping excessively during the day may de-
crease the client’s ability to sleep at night.

The client may be unaware of or lack interest in hygiene. 
Personal hygiene can foster feelings of well-being and 
 self-esteem.

The client must be encouraged to be as independent as 
possible to promote self-esteem.

Nursing Interventions *denotes collaborative interventions Rationale

Deficient Knowledge (Specify)
Absence or de"ciency of cognitive information related to a speci"c topic.

ASSESSMENT DATA

 Inappropriate behavior related to self-care
 Inadequate retention of information presented
 Inadequate understanding of information presented

Nursing Diagnosis

The client will

 Acknowledge his or her illness and need for treatment within 48 hours
 Participate in learning about his or her illness, treatment, and safe use of medications 
within 4 to 5 days

The client will

 Verbalize knowledge of his or her illness
 Demonstrate knowledge of adverse and toxic effects of medications
 Demonstrate continued compliance with chemotherapy
 Verbalize knowledge and acceptance of the need for continued therapy, chemotherapy, 
regular blood tests, and so forth

EXPECTED OUTCOMES

Immediate

Stabilization
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The client will

 Participate in follow-up care, for example, make and keep follow-up appointments
 Manage medication regimen independently

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

*Teach the client and family or significant others about 
manic behavior, bipolar disorder, and other problems as 
indicated.

*Teach the client and family or significant others about 
signs of relapse, such as insomnia, decreased nutrition, 
and poor personal hygiene.

*Inform the client and family or significant others about 
chemotherapy: dosage, need to take the medication only 
as prescribed, the toxic symptoms, the need to monitor 
blood levels, and other considerations.

*Stress to the client and family or significant others that 
medications must be taken regularly and continually to 
be effective; medications should not be discontinued just 
because the client’s mood is level.

*Explain information in clear, simple terms. Reinforce 
teaching with written material as indicated. Ask the client 
and significant others to state their understanding of the 
material as you explain. Encourage the client to ask ques-
tions and to express feelings and concerns.

Rationale

The client and family or significant others may have little or 
no knowledge of disease processes or need for continued 
treatment.

If the client and his or her family or significant others can 
recognize signs of impending relapse, the client can seek 
treatment to avoid relapse.

Some medications, such as oxcarbazepine (Trileptal), 
lamotrigine (Lamictal), valproic acid (Depakote), and 
gabapentin (Neurontin) may be contraindicated in clients 
with impaired liver, renal, or cardiac functioning. Safe and 
effective use of medications may require maintenance and 
monitoring of therapeutic blood levels. When the therapeu-
tic level is exceeded, toxicity can result. See Appendix E: 
Psychopharmacology for a listing of signs and symptoms 
that may indicate toxic or near-toxic blood levels.

A relatively constant blood level, within the therapeutic 
range, is necessary for successful maintenance treatment 
with lithium and valproic acid.

The client and significant others may have little or no 
understanding of medications and toxicity. Asking for the 
client’s perception of the material and encouraging ques-
tions will help to eliminate misunderstanding and miscom-
munication.
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1. A client says to the nurse, “You are the best nurse I’ve 
ever met. I want you to remember me.” What is the ap-
propriate response by the nurse?

a. “Thank you. I think you are special too.”

b. “I suspect you want something from me. What is it?”

c. “You probably say that to all your nurses.”

d. “Are you thinking of suicide?”

2. A client with mania begins dancing around the dayroom. 
When she twirls her skirt in front of the male clients, it is 
obvious she is not wearing underwear. The nurse distracts 
her, and takes her to her room to put on underpants. The 
nurse acted as she did to:

a. Minimize the client’s embarrassment about her present 
behavior.

b. Keep her from dancing with other clients.

c. Avoid embarrassing the male clients who were 
 watching.

d. Teach the client about proper attire and hygiene.

3. The nurse is working with a client who is depressed, 
trying to engage him in interaction. The client does not 
respond. Which of the following responses by the nurse 
would be most appropriate?

a. “I’ll come back a little bit later to talk.”

b. “I’ll "nd someone else for you to talk to.”

c. “I’ll get you something to read.”

d. “I’ll sit here with you for 10 minutes.”

4. A client who is depressed tells the nurse she has lost her 
job. Which of the following responses by the nurse is best?

a. “It must be very upsetting for you.”

b. “Tell me about your job.”

c. “You’ll "nd another job when you feel better.”

d. “You’re too depressed to be working now.”

5. A client with mania is skipping in the hallway, bumping 
into other clients. Which of the following activities would 
be best for this client at this time?

a. Leading a group activity

b. Reading the newspaper

c. Walking with the nurse

d. Watching television

6. When developing a plan of care for a client with suicidal 
ideation, which of the following would be the priority?

a. Coping skills

b. Safety

c. Self-esteem

d. Sleep

SECTION 7 REVIEW QUESTIONS
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 SECTION 7  Resources for Additional 
Information

Visit thePoint (http://thePoint.lww.com/Schultz9e) for a list 
of these and other helpful Internet resources.

American Association of Suicidology
American Foundation for Suicide Prevention
Canadian Association for Suicide Prevention
CDC Violence Prevention Program Suicide Prevention
Depression and Bipolar Support Alliance
Johns Hopkins University Department of Psychiatry  

and Behavioral Sciences, Mood Disorders Program
Madison Institute of Medicine
Mental Health America
NARSAD: The Mental Health Research Association
National Center for Suicide Prevention Training
National Institute of Mental Health
National Mental Health Information Center
National Organization for People of Color Against  

Suicide
National Strategy for Suicide prevention
National Suicide Prevention Lifeline
Pendulum Resources
Suicide Action Prevention Network USA
Suicide Awareness Voices of Education
Suicide Prevention Resource Center
The Jason Foundation
The Jed Foundation
The Trevor Project

http://thePoint.lww.com/Schultz9e
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Anxiety Disorders

Anxiety is a common response to the stress of everyday life. Determinations about the 
existence of mental health or illness often are made based on a person’s ability to handle 
stress and cope with anxiety. The overall goals of nursing care in working with anxiety 
and related disorders are to reduce the client’s anxiety level to the point at which he or she 
can again become functional in daily life, and to help the client learn to deal with anxiety 
and stress more effectively in the future. The care plans in this section deal with the broad 
concept of anxious behavior as well as speci!c anxiety disorders.

S E C T I O N  E I G H T
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Anxiety is a feeling of apprehension or dread that develops when the self or self-concept 
is threatened. It is distinct from fear, which is a response to an identi!able, external threat. 
It is thought to be essential for human survival. The discomfort people feel when they are 
anxious provides the impetus for learning and change. Mild anxiety can cause a heightened 
awareness and sharpening of the senses and can be seen as constructive and even necessary 
for growth.

Anxiety that becomes severe can be destructive and cause an individual to become dys-
functional. Severe anxiety is believed by some theorists to be central to many psychiatric 
disorders, such as panic attacks, phobias, and obsessive-compulsive disorder, and is also fre-
quently seen in conjunction with other psychiatric problems, such as depression, eating disor-
ders, and sleep disturbances.

Individuals also may experience separation anxiety, in anticipation or at the time of sepa-
ration from signi!cant people or environments. Separation anxiety is seen as part of nor-
mal growth and development in toddlers and at other points in development, such as starting 
school, leaving home for the !rst time, and so forth. Separation anxiety becomes problematic 
when it is extended in length, is generalized to any changes in routine, or interferes with the 
person’s ability to function. It may occur just before a client is discharged from treatment or 
an inpatient setting, as he or she prepares to return to more independent functioning without 
the structure and support of the therapeutic environment.

Peplau (1963) de!ned four levels of anxiety:

Mild. This is normal anxiety that results in enhanced motivation, learning, and problem-
solving. Stimuli are readily perceived and processed.

Moderate. The individual’s perceptual !eld is narrowed; he or she hears, sees, and grasps 
less. The individual may fail to attend to environmental stimuli but will notice things that 
are brought to his or her attention and can learn with the direction of another person.

Severe. The individual focuses on small or scattered details. The perceptual !eld is greatly 
reduced. The individual is unable to problem-solve or use the learning process.

Panic. The individual is disorganized, may be unable to act or speak, may be hyperactive and 
agitated, and may be dangerous to himself or herself.

Anxiety is observable through behavior and physiologic phenomena (e.g., elevated blood 
pressure, pulse, and respiratory rate; diaphoresis; "ushed face; dry mouth; trembling; frequent 
urination; and dizziness). The client also may report nausea, diarrhea, insomnia, headaches, 
muscle tension, blurred vision, and palpitations or chest pain. Physiologic symptoms vary but 
usually become more intense as the level of anxiety increases.

Anxiety disorders are common in the United States and occur in men, women, and children, 
with prevalence rates and gender ratios varying according to the disorder. Factors underlying 
development of problematic anxiety and related disorders may include familial or genetic 
predisposition, excessive stress, exposure to traumatic events or situations, other psychiatric 
problems or disorders, biologic factors such as neurochemical alterations, or learned behavior. 
The onset, course, and duration of speci!c anxiety disorders vary with the disorder. Anxiety 
disorders are often chronic or long lasting, with "uctuations in severity over time.

Therapeutic goals in working with clients who exhibit anxious behavior include ensur-
ing the client’s safety, building a trust relationship, and fostering self-esteem. Medications, 
especially anxiolytics and antidepressants, may be used. Educating the client and signi!cant 
others about anxiety and related disorders is important, because many clients have little or no 

Anxious Behavior
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understanding of these problems and may feel that they “should just be able to overcome” 
anxiety or related symptoms. The nurse also should collaborate with others on the treatment 
team to identify resources and make referrals for continued therapy or support.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Anxiety
Ineffective Coping
Ineffective Health Maintenance

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Risk for Injury
Impaired Social Interaction
Insomnia

Anxiety
Vague uneasy feeling of discomfort or dread accompanied by an autonomic response (the 
source often nonspeci!c or unknown to the individual); a feeling of apprehension caused by 
anticipation of danger. It is an alerting signal that warns of impending danger and enables 
the individual to take measures to deal with threat.

ASSESSMENT DATA

 Decreased attention span
 Restlessness, irritability
 Poor impulse control
 Feelings of discomfort, apprehension, or helplessness
 Hyperactivity, pacing
 Wringing hands or other repetitive hand or limb movements
 Perceptual !eld de!cits
 Decreased ability to communicate verbally

In addition, in panic anxiety:
 Inability to discriminate harmful stimuli or situations
 Disorganized thought processes
 Delusions

Nursing Diagnosis

The client will

 Be free from injury throughout hospitalization
 Discuss feelings of dread, anxiety, and so forth within 24 to 48 hours
 Participate in relaxation techniques with staff assistance and demonstrate a decreased  
anxiety level within 2 to 3 days

The client will

 Demonstrate the ability to perform relaxation techniques
 Reduce own anxiety level without staff assistance

The client will

 Be free from anxiety attacks
 Manage the anxiety response to stress effectively

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Remain with the client at all times when levels of anxiety 
are high (severe or panic).

Move the client to a quiet area with minimal or decreased 
stimuli such as a small room or seclusion area.

PRN medications may be indicated for high levels of anxi-
ety, delusions, disorganized thoughts, and so forth.

Remain calm in your approach to the client.

Use short, simple, and clear statements.

Avoid asking or forcing the client to make choices.

Be aware of your own feelings and level of discomfort.

*Teach the client and his or her family or significant others 
about anxiety, treatment methods, ways in which others 
can be supportive of treatment and ongoing management, 
and medications, if any.

Encourage the client’s participation in relaxation exercises 
such as deep breathing, progressive muscle relaxation, 
meditation, and imagining being in a quiet, peaceful place.

Teach the client to use relaxation techniques  independently.

Help the client see that mild anxiety can be a positive cata-
lyst for change and does not need to be avoided.

*Encourage the client to identify and pursue relationships, 
personal interests, hobbies, or recreational activities that 
may appeal to the client. Consultation with a recreational 
therapist may be indicated.

*Encourage the client to identify supportive resources in 
the community or on the internet.

The client’s safety is a priority. A highly anxious client 
should not be left alone—his or her anxiety will escalate.

Anxious behavior can be escalated by external stimuli. In 
a large area, the client can feel lost and panicked, but a 
smaller room can enhance a sense of security.

Medication may be necessary to decrease anxiety to a 
level at which the client can feel safe.

The client will feel more secure if you are calm and if the 
client feels you are in control of the situation.

The client’s ability to deal with abstractions or complexity is 
impaired.

The client may not make sound decisions or may be unable 
to make decisions or solve problems.

Anxiety is communicated interpersonally. Being with an 
anxious client can raise your own anxiety level.

The client and his or her significant others may lack 
knowledge about anxiety and treatment; knowing how to 
support the client’s self-management and avoid exacerbat-
ing anxiety will help the client after discharge from the 
treatment setting.

Relaxation exercises are effective, nonchemical ways to 
reduce anxiety.

Using relaxation techniques can give the client confidence 
in having control over anxiety.

The client may feel that all anxiety is bad and not useful.

The client’s anxiety may have prevented him or her from 
engaging in relationships or activities recently, but these 
can be helpful in building confidence and having a focus on 
something other than anxiety.

Supportive resources can assist the client in ongoing man-
agement of his or her anxiety and decrease social isolation.

Rationale

Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced responses, 
and/or inability to use available resources.

ASSESSMENT DATA

 Client-reported inability to deal with stress
 Overdependence on others
 Avoidance or escape patterns of behavior
 Ineffective expression of feelings
 Lack of coping resources (actual or perceived)
 Lack of con!dence

Nursing Diagnosis
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The client will

 Verbalize feelings, for example, talk with staff about feelings for at least 15 minutes at least 
twice per day within 24 to 48 hours

 Identify his or her behavioral response to stress, with staff assistance, within 2 to 3 days
 Participate in realistic discussion of problems within 2 to 3 days

The client will

 Demonstrate alternative ways to deal with stress, including problem-solving
 Discuss future plans, based on realistic self-assessment

The client will

 Take action to deal with stress independently, for example, implement relaxation tech-
niques or approach others for therapeutic interaction

 Use community support to improve coping skills, for example, participate in a support group

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Help the client recognize early signs of his or her anxious 
behavior.

Talk with the client about his or her anxious behavior. 
Make observations to help the client see the relationship 
between what he or she thinks or feels and corresponding 
behavioral responses.

During times when the client is relatively calm, explore 
together ways to deal with stress and anxiety.

Encourage the client to express feelings and identify 
possible sources of anxiety. Encourage the client to be as 
specific as he or she can.

Teach the client a step-by-step approach to solving prob-
lems: identifying problems, exploring alternatives, evalu-
ating consequences of each alternative, and making a 
decision.

Encourage the client to evaluate the success of the chosen 
alternative. Help the client to continue to try alternatives if 
his or her initial choice is not successful.

Give the client support for viewing himself or herself and 
his or her abilities realistically.

Encourage the client to practice methods to reduce anxiety 
prior to approaching problems when possible.

Give the client positive feedback as he or she learns to 
relax, express feelings, problem solve, and so forth.

Assist the client to anticipate future problems that may pro-
voke an anxiety response. Role-playing may help the client 
to prepare to deal with anticipated difficulties.

Rationale

The sooner the client recognizes the onset of anxiety, the 
more quickly he or she will be able to alter the response.

The client may be unaware of the relationship between 
emotional issues and his or her anxious behavior.

The client will be better able to problem-solve when anxi-
ety is lower.

The more specific and concrete the client can be about 
anxiety-triggering stress, the better prepared he or she will 
be to deal with those situations.

The client may be unaware of a logical process for exam-
ining and solving problems. Approaching a problem in an 
objective way can decrease anxiety and foster a feeling of 
control.

The client needs to know that he or she can survive 
making a mistake and that making mistakes is part of the 
learning process.

Enhancing the client’s confidence and abilities to self- 
evaluate promotes his or her sense of self-reliance.

The client will be able to better use problem-solving when 
anxiety is at lower levels.

Positive feedback promotes the continuation of desired 
behavior.

Having a plan for managing anticipated difficulties may 
help reduce the client’s anxiety and/or minimize separation 
anxiety.
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Ineffective Health Maintenance
Inability to identify, manage, and/or seek out help to maintain health.

ASSESSMENT DATA

 Frequent complaints regarding gastrointestinal distress, lack of appetite
 Sleep pattern disturbances
 Failure to manage stress and anxiety

Nursing Diagnosis

The client will

 Demonstrate decreased complaints of gastrointestinal distress within 2 to 3 days
 Obtain restful sleep, for example, sleep for at least 4 hours per night within 2 to 3 days
 Recognize related problems, for example, discuss the relationship between anxious feel-
ings and lack of sleep, within 2 to 3 days

The client will

 Maintain adequate balanced physiologic functioning
 Verbalize intent to seek treatment for related problems, if indicated

The client will

 Participate in follow-up care or support groups as needed
 Meet physiologic needs independently

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Help the client channel energy constructively. Encourage 
activities using gross motor skills (e.g., walking, running, 
cleaning, exercising).

Encourage the client to have a bedtime routine that includes 
activities that have been successful for the client (e.g., 
warm milk, reading). See Care Plan 38: Sleep Disorders.

*Teach the client about healthful nutrition, especially re-
garding foods that can exacerbate gastrointestinal distress 
or difficulty sleeping, or that can cause anxiety-like symp-
toms (e.g., acidic or spicy foods, caffeine); Consultation 
with a dietitian may be helpful.

Encourage the client to eat nutritious foods. Provide a quiet 
atmosphere at meal times. Avoid discussing emotional is-
sues before, during, and immediately after meals.

*Teach the client and his or her significant others to avoid 
discussing emotional topics at mealtimes.

Encourage the client to develop a routine of daily physical 
activity after discharge.

*Encourage continued treatment for any related problems 
(e.g., eating disorders, post-traumatic stress, abuse) or 
refer the client to support groups.

Physical activities provide an outlet for excess energy. Use 
of large muscles, followed by relaxation, also can facilitate 
sleep.

Relaxing, routine activities facilitate sleep and rest.

The client may be unaware of foods that can exacerbate 
anxiety-related symptoms. For example, caffeine can con-
tribute to epigastric distress and insomnia, and can cause 
symptoms such as increased heart rate and feelings of 
nervousness.

Relaxation around meal times promotes digestion and 
avoids gastrointestinal distress. The client may have used 
eating (or not eating) as a way to deal with anxiety.

The client’s significant others may be unaware of the ben-
efit of separating food from anxiety-provoking issues.

Ongoing physical activity can be an effective tool in manag-
ing anxiety as well as increasing general health.

Anxiety and post-traumatic disorders often require long-
term treatment and support.

Rationale
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A phobia is an irrational, persistent fear of an event, situation, activity, or object. The client 
recognizes this fear as irrational but is unable to prevent it. Often, a client can avoid the source 
of the phobic response and does not seek treatment. When the phobic behavior is in response 
to something that is unavoidable or the avoidance behavior interferes with the client’s daily 
life, the client usually seeks treatment.

Several types of phobias have been described, including the following:

Agoraphobia is a fear of being in places or situations in which the individual feels that he or 
she may be unable to escape or obtain help if needed. In severe cases, people may stay in 
their houses for months or even years, having food and other necessities delivered to them.

Social phobia is a person’s fear that he or she will be publicly embarrassed by his or her own 
behavior. This may result in the individual’s inability to eat in the company of others, 
engage in social conversation, and so forth.

Speci!c phobia is fear of a speci!c stimulus that is easily identi!able, for example, a fear of 
heights, animals, or water. With speci!c phobias, treatment may not be seen as necessary 
if it is easier to avoid the stimulus. Treatment is sought only if the phobia interferes with 
daily life or the person experiences a great deal of distress.

When phobic people are confronted with the object of the phobia, they experience intense 
anxiety and may have a panic attack. A panic attack is a “discrete period of intense fear or 
discomfort in the absence of real danger” and includes somatic or cognitive symptoms such as 
perspiring, shaking, feelings of choking, smothering, or lightheadedness, and “fear of losing 
control or ‘going crazy’” (APA, 2000, p. 430). When the individual contemplates confronting 
the phobic situation, marked anticipatory anxiety also may occur and lead to avoidance of the 
situation.

Phobias are diagnosed more commonly in women than in men. In the United States, ap-
proximately 5% to 10% of the population suffers from speci!c or social phobia. The lifetime 
prevalence for speci!c phobia is 11%; estimates of prevalence for social phobia range from 
3% to 13% (Sadock & Sadock, 2008). Phobias develop most commonly in childhood, adoles-
cence, or early adulthood (APA, 2000). The onset may be acute (especially with panic attacks) 
or gradual, with levels of anxiety increasing to the point that the individual becomes suf!-
ciently impaired or distressed to seek treatment. A phobia may be precipitated by a traumatic 
event or experience, especially with social phobias. The course of phobias is often chronic 
with variable severity of symptoms, although some people do experience remission as adults.

Typically, phobic behavior is treated with behavioral therapy, including systematic desen-
sitization, which is most effective with clients who have speci!c phobias. Clients with agora-
phobia who have panic attacks and severe functional impairment may need more complex and 
long-term treatment. Medications also may be used, especially with clients who have panic 
attacks.

NURSING DIAGNOSIS ADDRESSED IN THIS CARE PLAN
Fear

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Ineffective Coping
Ineffective Role Performance
Impaired Social Interaction
Anxiety

Phobias

C A R E  P L A N  2 9
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Fear
Response to perceived threat that is consciously recognized as a danger.

ASSESSMENT DATA

 Anticipatory anxiety (when thinking about the phobic object)
 Panic anxiety (when confronted with the phobic object)
 Avoidance behaviors that interfere with relationships or functioning
 Recognition of the phobia as irrational
 Embarrassment over the phobic fear
 Suf!cient discomfort to seek treatment

Nursing Diagnosis

The client will

 Verbalize feelings of fear and discomfort within 24 to 48 hours
 Perform relaxation techniques with staff assistance and respond with decreased anxiety 
within 2 to 3 days

The client will

 Effectively decrease own anxiety level, for example, using relaxation techniques without 
staff assistance

 Demonstrate decreased avoidance behaviors

The client will

 Demonstrate effective functioning in social and occupational roles
 Manage the anxiety response effectively, for example, using relaxation techniques or initi-
ating therapeutic interaction

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Encourage the client to express feelings. Initially, it may 
be beneficial to focus only on the client’s feelings without 
discussing the phobic situation specifically.

*Teach the client and family or significant others about 
phobic reactions and dispel myths that may be troubling 
the client, such as that all he or she has to do is face up to 
[the phobic situation] and he or she will get over it.

Reassure the client that he or she can learn to decrease 
the anxiety and gain control over the anxiety attacks.

Reassure the client that he or she will not be forced to 
confront the phobic situation until prepared to do so.

Assist the client to distinguish between the actual phobic 
trigger and problems related to avoidance behaviors.

Instruct the client in progressive relaxation techniques, in-
cluding deep breathing, progressive muscle relaxation, and 
imagining himself or herself in a quiet, peaceful place.

Rationale

The client often experiences additional anxiety because he 
or she has been unable to handle the situation alone, espe-
cially because the client knows that the phobia is irrational.

The client and family or significant others may have little or 
no knowledge related to phobias or anxiety. Myths can be a 
barrier to successful treatment. Support from the client’s sig-
nificant others can enhance successful and lasting treatment.

The client can feel greater self-confidence, which will en-
hance chances for success.

The client can feel more comfortable knowing he or she 
will not be asked to confront a situation that produces 
extreme anxiety until equipped to handle it.

The client may experience such pervasive anxiety that he 
or she is unclear about the specific phobic situation, which 
often has existed for some time before the client seeks 
treatment.

The client must have the ability to decrease anxiety to 
participate in treatment.
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IMPLEMENTATION (continued)

Encourage the client to practice relaxation until he or she is 
successful.

Explain systematic desensitization thoroughly to the client 
(see below).

Reassure the client that you will allow him or her as much 
time as needed at each step.

Have the client develop a hierarchy of situations that relate 
to the phobia by ranking from the least anxiety-producing to 
the most anxiety-producing situation. (For example, a client 
with a phobia of dogs might rank situations beginning with 
looking at a picture of a dog, up to actually petting a dog.)

Beginning with the least anxiety-producing situation, have 
the client use progressive relaxation until he or she is able 
to decrease the anxiety. When the client is comfortable 
with that situation, go to the next item on the list, and 
repeat the procedure.

If the client becomes excessively anxious or begins to feel 
out of control, return to the former step with which the 
client was successful; then proceed slowly to subsequent 
steps.

Give positive feedback for the client’s efforts at each step. 
Convey the idea that he or she is succeeding at each step. 
Avoid equating success only with mastery of the entire 
process.

As the client progresses in systematic desensitization, ask 
the client if his or her avoidance behaviors are decreasing.

It may be necessary to address specific avoidance 
behavior(s) if any persist after the client has completed the 
desensitizing process.

*Teach the client and significant others about continuing 
therapy and medications if appropriate.

*Help the client identify supportive resources in the 
 community or on the internet.

The client must feel well prepared with the techniques to 
be able to use them when anxiety does occur.

Unknown situations can produce added anxiety.

This will increase the client’s sense of control and help 
lessen anxiety.

Creating a hierarchy is the beginning step of systematic 
desensitization.

The client will be most successful initially in the least 
anxiety-producing situation. The client will be unable to 
progress to more difficult situations until he or she can 
master the current one.

Staying too long with a step with which the client feels 
out of control will undermine his or her confidence. It is 
important for the client to feel confident in his or her ability 
to manage the anxiety.

This increases the number of times the client can experi-
ence success and gain self-confidence, which enhances 
the overall chance for mastery of the anxiety.

Avoidance behaviors should decrease as the client suc-
cessfully copes with the phobia and resulting anxiety.

Avoidance behaviors that interfere with daily life will require 
further work if they persist after the client masters the pho-
bic situation. The client also may be experiencing difficul-
ties that were not related to the phobic situation.

The client’s significant others can assist the client in man-
aging his or her phobia outside the treatment setting.

Taking advantage of supportive resources can help the cli-
ent progress with self management after discharge.

Nursing Interventions *denotes collaborative interventions Rationale
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Obsessive thoughts are persistent, intrusive thoughts that are troublesome to the client, pro-
ducing signi!cant anxiety. Compulsions are ritualistic behaviors, usually repetitive in nature, 
such as excessive hand-washing or checking and rechecking behavior. Obsessive-compulsive 
disorder (OCD) is characterized by the presence of obsessions or compulsions that cause the 
client signi!cant distress or impairment, and the adult client recognizes (at some time) as ex-
cessive and as produced by his or her own mind (APA, 2000).

Compulsive behavior is thought to be a defense that is perceived by the client as neces-
sary to protect himself or herself from anxiety or impulses that are unacceptable (Sadock & 
Sadock, 2008). Speci!c obsessive thoughts and compulsive behaviors may be representative 
of the client’s anxieties. Many obsessive thoughts are religious or sexual in nature and may be 
destructive or delusional. For example, the client may be obsessed with the thought of killing 
his or her signi!cant other or may be convinced that he or she has a terminal illness. The client 
also may place unrealistic standards on himself or herself or others. Many people have some 
obsessive thoughts or compulsive behaviors but do not seek treatment unless the thoughts or 
behaviors impede their ability to function (Black & Andreasen, 2011).

Obsessive-compulsive disorder is equally common in adult men and women, though more 
boys than girls have onset in childhood; there is also some evidence of a familial pattern. In the 
United States, lifetime prevalence of OCD is fairly consistent at 2% to 3% (Sadock & Sadock, 
2008). OCD can occur with other psychiatric problems, including depression, phobias, eat-
ing disorders, personality disorders, and overuse of alcohol or anxiolytic medications (APA, 
2000). The onset of OCD is usually gradual, and the disorder is usually chronic, though the 
severity of symptoms "uctuates over time.

In early treatment, nursing care should be aimed primarily at safety concerns and reducing 
anxiety. Initial nursing care should allow the client to be undisturbed in performing compul-
sive acts or rituals (unless they are harmful), as drawing undue attention to or attempting to 
forbid compulsive behaviors increases the client’s anxiety.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Anxiety
Ineffective Coping

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Ineffective Health Maintenance
Risk for Injury
Disturbed Thought Processes
Impaired Social Interaction

Obsessive-Compulsive Disorder

C A R E  P L A N  3 0

Anxiety
Vague uneasy feeling of discomfort or dread accompanied by an autonomic response (the 
source often nonspeci!c or unknown to the individual); a feeling of apprehension caused by 
anticipation of danger. It is an alerting signal that warns of impending danger and enables 
the individual to take measures to deal with threat.

Nursing Diagnosis
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ASSESSMENT DATA

 Obsessive thoughts
 Compulsive, ritualistic behavior
 Self-mutilation or other physical problems (such as damage to skin from excessive 
 washing)

 Overemphasis on cleanliness and neatness
 Fears
 Guilt feelings
 Denial of feelings

The client will

 Be free from self-in"icted harm throughout hospitalization
 Demonstrate decreased anxiety, fears, guilt, rumination, or aggressive behavior within 2 to 
3 days

The client will

 Verbalize feelings of fear, guilt, anxiety, and so forth, for example, talk with staff about 
feelings for 30 minutes twice a day by a speci!ed date

 Express feelings nonverbally in a safe manner, for example, writing in a journal

The client will

 Manage his or her anxiety response independently

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

The client may need to be secluded or restrained if he or 
she attempts self-mutilation or harm.

Try to substitute a physically safe behavior for harmful prac-
tices, even if the new behavior is compulsive or ritualistic. 
For example, if the client is cutting himself or herself, direct 
him or her toward tearing paper.

If the client’s behaviors are not harmful, try not to call at-
tention to the compulsive acts initially.

At first, allow the client specific time periods, such as 10 
minutes every hour, to focus on obsessive thoughts or 
ritualistic behaviors. Require the client to attend to other 
feelings or activities for the rest of the hour. Gradually 
decrease the time allowed (e.g., from 10 minutes per hour 
to 10 minutes every 2 hours).

Encourage the client to verbally identify his or her con-
cerns, life stresses, fears, and so forth.

Encourage the client to express his or her feelings in ways 
that are acceptable to the client (through talking, crying, 
physical activities, and so forth). Give the client positive 
feedback for expressing feelings in these ways.

Encourage the client to practice anxiety management tech-
niques in the hospital.

Rationale

The client’s physical safety, health, and well-being are 
priorities.

Substitute behaviors may satisfy the client’s need for com-
pulsive behaviors but protect the client’s safety and provide 
a transition toward decreasing these behaviors.

Preventing or calling attention to compulsive acts may 
increase the client’s anxiety.

Setting time limits recognizes the significance of these 
thoughts and acts in the client’s life but still encourages a 
focus on other feelings or problems.

Expressing feelings may help diminish the client’s anxiety 
and thus diminish obsessive thoughts and compulsive acts.

The client may be uncomfortable with some ways of 
expressing emotions or find them unacceptable initially. 
Feelings are not inherently bad or good. Positive feedback 
conveys acceptance of the client as a person and recog-
nizes the client’s efforts.

If the client tries to build skills in the treatment setting, he 
or she can experience success and receive positive feed-
back for his or her efforts.

(continued on page 210)
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IMPLEMENTATION (continued)

If the client is ruminating (e.g., on his or her worthless-
ness), acknowledge the client’s feelings, but then try to 
redirect the interaction. Discuss the client’s perceptions 
of his or her feelings and possible ways to deal with these 
feelings. If the client continues to ruminate, withdraw your 
attention and state when you will return or will be available 
for interaction again.

Do not argue with the client about the logic of delusional 
fears. Acknowledge the client’s feelings, interject reality 
briefly (e.g., “Your tests show that you are not pregnant.”), 
and move on to discuss a concrete subject. (See Care Plan 
23: Delusional Disorder.)

Talk with the client about coping strategies he or she has 
used in the past that did not include compulsive behaviors.

*Teach the client and his or her family or significant others 
about coping strategies and anxiety management skills, 
such as increasing physical exercise, expressing feelings 
verbally or in a journal, or meditation techniques.

*Help the client identify supportive resources in the com-
munity or on the internet.

Withdrawing attention may help decrease rumination by 
not reinforcing that behavior. Redirecting the client to  
focus directly on emotions may help diminish anxiety and 
rumination.

Delusions are intense (though false) beliefs; clients often 
can give seemingly logical support for them. Arguing can 
reinforce delusional beliefs and may be futile. Providing a 
concrete subject for interactions can reinforce reality for 
the client.

The client may have had success using noncompul-
sive coping strategies in the past and may be able to 
re- establish and build on these to mitigate or replace 
 compulsive behaviors.

The client and his or her significant others may be unaware 
of specific techniques or may not have used positive tech-
niques in the past.

Management of OCD may require long-term therapy and 
support.

Nursing Interventions *denotes collaborative interventions Rationale

Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced responses, 
and/or inability to use available resources.

ASSESSMENT DATA

 Ambivalence regarding decisions or choices
 Disturbances in normal functioning due to obsessive thoughts or compulsive behaviors 
(loss of job, loss of or alienation of family members, and so forth)

 Inability to tolerate deviations from standards
 Rumination
 Low self-esteem
 Feelings of worthlessness
 Lack of insight
 Dif!culty or slowness completing daily living activities because of ritualistic behavior

Nursing Diagnosis

The client will

 Talk with staff and identify stresses, anxieties, and con"icts within 2 to 3 days
 Verbalize realistic self-evaluation, for example, make a list of strengths and abilities, re-
view list with staff within 3 to 4 days

 Establish adequate nutrition, hydration, and elimination within 4 to 5 days
 Establish a balance of rest, sleep, and activity, for example, sleep at least 4 hours per night  
within 4 to 5 days

EXPECTED OUTCOMES

Immediate
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The client will

 Identify alternative methods of dealing with stress and anxiety
 Complete daily routine activities without staff assistance or prompting by a speci!ed date
 Verbalize knowledge of illness, treatment plan, and safe use of medications, if any

The client will

 Demonstrate a decrease in obsessive thoughts or ritualistic behaviors to a level at which the 
client can function independently

 Demonstrate alternative ways of dealing with stress, anxiety, and life situations
 Maintain adequate physiologic functioning, including activity, sleep, nutrition
 Follow through with continued therapy if needed, for example, identify a therapist, make a 
follow-up appointment before discharge

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Observe the client’s eating, drinking, and elimination pat-
terns, and assist the client as necessary.

Assess and monitor the client’s sleep patterns, and prepare 
him or her for bedtime by decreasing stimuli and provid-
ing comfort measures or medications. (See Care Plan 38: 
Sleep Disorders.)

You may need to allow extra time, or the client may need 
to be verbally directed to accomplish activities of daily liv-
ing (personal hygiene, preparation for sleep, and so forth).

Encourage the client to try to gradually decrease the 
frequency of compulsive behaviors. Work with the client 
to identify a baseline frequency and keep a record of the 
decrease.

As the client’s anxiety decreases and as a trust relationship 
builds, talk with the client about his or her thoughts and 
behavior and the client’s feelings about them. Help the cli-
ent identify alternative methods for dealing with anxiety.

Convey honest interest in and concern for the client. (Do 
not flatter the client or be otherwise dishonest.)

Provide opportunities for the client to participate in activi-
ties that are easily accomplished or enjoyed by the client; 
support the client for participation.

Teach the client social skills, such as appropriate conversa-
tion topics and active listening. Encourage him or her to 
practice these skills with staff members and other clients, 
and give the client feedback regarding interactions.

*Teach the client and family or significant others about the 
client’s illness, treatment, or medications, if any.

*Encourage the client to participate in follow-up therapy,  
if indicated. Help the client identify supportive resources in 
the community or on the internet.

Rationale

The client may be unaware of physical needs or may ignore 
feelings of hunger, thirst, the urge to defecate, and so 
forth.

Limiting noise and other stimuli will encourage rest and 
sleep. Comfort measures and sleep medications will en-
hance the client’s ability to relax and sleep.

The client’s thoughts or ritualistic behaviors may interfere 
with or lengthen the time necessary to perform tasks.

Gradually reducing the frequency of compulsive behav-
iors will help diminish the client’s anxiety and encourage 
 success.

The client may need to learn ways to manage anxiety so he 
or she can deal with it directly. This will increase the client’s 
confidence in managing anxiety and other feelings.

Your presence and interest in the client convey your accep-
tance of the client. Clients do not benefit from flattery or 
undue praise, but genuine praise that the client has earned 
can foster self-esteem.

The client may be limited in the ability to deal with complex 
activities or in relating to others. Activities that the client 
can accomplish and enjoy can enhance self-esteem.

The client may feel embarrassed by his or her OCD behav-
iors and may have had limited social contact. He or she 
may have limited social skills and confidence, which may 
contribute to the client’s anxiety.

The client and family or significant others may have little or 
no knowledge about these.

Clients often experience long-term difficulties in dealing 
with obsessive thoughts.
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Post-traumatic behavior occurs following the experience of an unusually traumatic event or 
situation that would be expected to produce signi!cant distress in most people. The traumatic 
event may be due to natural causes or to human activity; distress related to human activity 
seems to be more severe than that following a natural event. Post-traumatic stress disorder 
(PTSD) is characterized by symptoms that occur after exposure to the traumatic event and 
last for at least 1 month. The symptoms include re-experiencing the event; avoiding stimuli 
associated with the event; decreased general responsiveness, such as feeling detached from 
others or being disinterested in activities; and increased arousal, such as hypervigilance and 
sleep dif!culties (APA, 2000).

In the United States, the lifetime prevalence of PTSD is estimated between 9% and 15% 
(Sadock & Sadock, 2008), but the disorder is more prevalent among high risk groups such as 
rape, assault, terrorist attacks, combat, or genocide. Symptoms of PTSD can occur within 3 
months of the traumatic event or may be delayed up to several years. Symptoms may resolve 
within 3 months or may persist for over a year, and may reappear with exposure to stimuli that 
recall the event (APA, 2000).

Experiences that evoke post-traumatic behavior include terrorist attacks, violent crimes, 
combat experiences, abuse, natural disasters, and major accidents. Post-traumatic behavior 
also is described in terms of speci!c traumas such as rape trauma syndrome following a rape, 
which has three stages: acute, outward adjustment, and reorganization (during which denial, 
fear, anger, guilt, and depression may occur). Post-traumatic behavior also is part of the sur-
vivor theory, which is based on the behaviors of survivors of the Hiroshima and Nagasaki 
bombings and of concentration camps. Post-traumatic behavior resembles a grief reaction and 
often can be described as delayed grief or a failure to grieve. As in grief, there may be a period 
of shock or denial immediately following the trauma.

Facilitation of the grief process is a major focus in working with clients who exhibit post-
traumatic behavior. Other nursing goals include ensuring safety for the client and others, pro-
moting the client’s self-esteem, and helping the client develop skills in communicating his or 
her feelings to others.

It is important for the nurse to be aware of religious and cultural factors in working with 
these clients, as these factors may heavily in"uence the client’s feelings regarding the trauma, 
especially guilt and shame. Anger often is a dominant symptom in post-traumatic behavior; it 
may occur overtly as violent or abusive behavior or covertly, internalized and manifested as 
depression. Recovery from trauma can require long-term therapy and support; assisting the 
client to identify and implement a realistic plan for continued help is a key part of acute in-
tervention. Providing education to the client, family or signi!cant others, and the community 
is also important, to dispel myths about the nature of such experiences as rape, incest, and 
combat, and about the responses and grief that follow them.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Post-Trauma Syndrome
Risk for Other-Directed Violence

Post-Traumatic Stress Disorder
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RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Complicated Grieving
Anxiety
Ineffective Coping
Insomnia
Ineffective Health Maintenance
Social Isolation
Situational Low Self-Esteem
Ineffective Role Performance
Risk for Suicide

Post-Trauma Syndrome
Sustained maladaptive response to a traumatic, overwhelming event.

ASSESSMENT DATA

 Flashbacks or re-experiencing the traumatic event(s)
 Nightmares or recurrent dreams of the event or other trauma
 Sleep disturbances (e.g., insomnia, early awakening, crying out in sleep)
 Depression
 Denial of feelings or emotional numbness
 Projection of feelings
 Dif!culty in expressing feelings
 Anger (may not be overt)
 Guilt or remorse
 Low self-esteem
 Frustration and irritability
 Anxiety, panic, or separation anxiety
 Fears—may be displaced or generalized (as in fear of men in rape victims)
 Decreased concentration
 Dif!culty expressing love or empathy
 Dif!culty experiencing pleasure
 Dif!culty with interpersonal relationships, marital problems, divorce
 Abuse in relationships
 Sexual problems
 Substance use
 Employment problems
 Physical symptoms

Nursing Diagnosis

The client will

 Identify the traumatic event within 24 to 48 hours
 Demonstrate decreased physical symptoms within 2 to 3 days
 Verbalize need to grieve loss(es) within 3 to 4 days
 Establish a balance of rest, sleep, and activity, for example, sleep at least 4 hours per night 
within 3 to 4 days

 Demonstrate decreased anxiety, fear, guilt, and so forth, within 4 to 5 days
 Participate in treatment program, for example, join in a group activity or talk with staff for 
at least 30 minutes twice a day within 4 to 5 days

EXPECTED OUTCOMES

Immediate
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The client will

 Begin the grieving process, for example, talk with staff about grief-related feelings and 
 acknowledge the loss or event

 Express feelings directly and openly in nondestructive ways
 Identify strengths and weaknesses realistically, for example, make a list of abilities and 
review with staff

 Demonstrate an increased ability to cope with stress
 Eliminate substance use
 Verbalize knowledge of illness, treatment plan, or safe use of medications, if any

The client will

 Demonstrate initial integration of the traumatic experience into his or her life outside the 
hospital

 Identify support system outside the treatment setting, for example, identify speci!c support 
groups, friends, family, establish contact

 Implement plans for follow-up or ongoing therapy, if indicated, for example, identify a 
therapist and schedule an appointment before discharge

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

When you approach the client, be nonthreatening and 
professional.

Initially, assign the same staff members to the client if 
possible; try to respect the client’s fears or feelings related 
to gender or other characteristics. Gradually increase the 
number and variety of staff members interacting with the 
client.

*Educate yourself and other staff members about the cli-
ent’s experience and about post-traumatic behavior.

Examine and remain aware of your own feelings regard-
ing both the client’s traumatic experience and his or her 
feelings and behavior. Talk with other staff members to 
ventilate and work through your feelings.

Remain nonjudgmental in your interactions with the client.

Be consistent with the client; convey acceptance of him or 
her as a person while setting and maintaining limits regard-
ing behaviors.

*Assess the client’s history of substance use (information 
from significant others might be helpful).

Be aware of the client’s use or abuse of substances. Set lim-
its and consequences for this behavior; it may be helpful to 
allow the client or group to have input into these decisions.

*If substance use is a major problem, refer the client to a 
substance dependence treatment program.

Rationale

The client’s fears may be triggered by authority figures or 
other characteristics (e.g., gender, ethnicity).

Limiting the number of staff members who interact with 
the client at first will facilitate familiarity and trust. The 
client may have strong feelings of fear or mistrust about 
working with staff members with certain characteristics. 
These feelings may have been reinforced in previous 
encounters with professionals and may interfere with the 
therapeutic relationship.

Learning about the client’s experience will help prepare  
you for the client’s feelings and the details of his or her 
experience.

Traumatic events engender strong feelings in others and 
may be quite threatening. You may be reminded of a 
related experience or of your own vulnerability, or issues 
related to sexuality, morality, safety, or well-being. It is es-
sential that you remain aware of your feelings so that you 
do not unconsciously project feelings, avoid issues, or be 
otherwise nontherapeutic with the client.

It is important not to reinforce blame that the client may 
have internalized related to the experience.

The client may test limits or the therapeutic relationship. 
Problems with acceptance, trust, or authority often occur 
with post-traumatic behavior.

Clients often use substances to help repress (or release) 
emotions.

Substance use undermines therapy and may endanger the 
client’s health. Allowing input from the client or group may 
minimize power struggles.

Substance use can inhibit the client’s therapeutic progress 
and adversely affects other areas of the client’s life.
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IMPLEMENTATION (continued)

Encourage the client to talk about his or her experience(s); 
be accepting and nonjudgmental of the client’s accounts 
and perceptions.

Encourage the client to express his or her feelings through 
talking, writing, crying, or other ways in which the client is 
comfortable.

Especially encourage the expression of anger, guilt, and 
rage.

Give the client positive feedback for expressing feelings 
and sharing experiences. Remain nonjudgmental toward 
the client.

*Teach the client and the family or significant others about 
post-traumatic behavior and treatment.

Help the client learn and practice stress management and 
relaxation techniques, assertiveness or self-defense train-
ing, or other skills as appropriate.

*As tolerated, encourage the client to share his or her feel-
ings and experiences in group therapy, in a support group 
related to post-trauma, or with other clients informally.

*If the client has a religious or spiritual orientation, re-
ferral to a member of the clergy or a chaplain may be 
 appropriate.

Encourage the client to make realistic plans for the future, 
integrating his or her traumatic experience.

*Talk with the client about employment, job-related stress, 
and so forth. Refer the client to vocational services as 
needed.

*Help the client arrange for follow-up therapy as needed.

Encourage the client to identify relationships, social, or 
recreational situations that have been positive in the past.

*Encourage the client to pursue past relationships, per-
sonal interests, hobbies, or recreational activities that were 
positive in the past or that may appeal to the client. Consul-
tation with a recreational therapist may be indicated.

*Encourage the client to identify and contact supportive 
resources in the community or on the internet.

Retelling the experience can help the client to identify the 
reality of what has happened and help to identify and work 
through related feelings.

Identification and expression of feelings are central to the 
grieving process.

These feelings often occur in clients who have experienced 
trauma. The client may feel survivor’s guilt that he or she 
survived when others did not or guilt about the behavior 
he or she undertook to survive (killing others in combat, 
enduring a rape, not saving others).

The client may feel that he or she is burdening others with 
his or her problems. It is important not to reinforce the cli-
ent’s internalized blame.

Knowledge about post-traumatic behavior may help allevi-
ate anxiety or guilt and may increase hope for recovery.

The client’s traumatic experience may have resulted in a 
loss or decrease in self-confidence, sense of safety, or abil-
ity to deal with stress.

The client needs to know that his or her feelings are ac-
ceptable to others and can be shared. Peer or support 
groups can offer understanding, support, and the opportu-
nity for sharing experiences.

Guilt and forgiveness often are religious or spiritual issues 
for the client.

Integrating traumatic experiences and making future plans 
are important resolution steps in the grief process.

Problems with employment frequently occur in clients with 
post-traumatic behavior.

Recovering from trauma may be a long-term process. 
Follow-up therapy can offer continuing support in the cli-
ent’s recovery.

The client may have withdrawn from social relationships 
and other activities following the trauma; social isolation 
and lack of interest in recreational activities are common 
problems following trauma.

The client may be reluctant to reach out to someone with 
whom he or she has had limited contact recently and may 
benefit from encouragement or facilitation. Recreational ac-
tivities can serve as a structure for the client to build social 
interactions as well as provide enjoyment.

Many community or internet resources can be helpful 
to clients with PTSD and to their families and significant 
 others.

Nursing Interventions *denotes collaborative interventions Rationale
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Risk for Other-Directed Violence
At risk for behaviors in which an individual demonstrates that he or she can be physically, 
emotionally, and/or sexually harmful to others.

Nursing Diagnosis

RISK FACTORS

 Anger or rage (may be persistent, generalized, or sporadic; may not be overt)
 Hyperalertness, feelings of being endangered (may keep weapons)
 Paranoid behavior, suspiciousness, mistrust of others
 Abuse in relationships, especially with signi!cant others (spouse or partner, or children)
 Hostility
 Verbal abuse
 Aggressive behavior
 Suicidal ideation or behavior
 Homicidal ideation
 Legal problems, criminal activity
 Dif!culty with authority !gures
 Substance use
 Lack of impulse control
 Thrill-seeking behavior

The client will

 Be safe and free from injury throughout hospitalization
 Refrain from harming others throughout hospitalization
 Refrain from hostile, abusive, or violent behavior within 24 to 48 hours

The client will

 Verbalize recognition of risky or potentially dangerous behavior, for example, approach 
staff when feeling tense or angry, before feelings escalate to violent behavior

 Express feelings in a safe manner

The client will

 Remain free of hostile, abusive, or violent behavior
 Participate in treatment for substance abuse, interpersonal, or relationship issues as 
 indicated

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Provide a safe environment for the client. Remove items 
that can be used to harm himself or herself or others. Ask 
the client if he or she has a weapon; it may be necessary 
to search the client or his or her belongings (with the client 
present).

See Care Plan 26: Suicidal Behavior.

Assure the client that staff members will provide control 
if he or she is not able to use internal controls effectively. 
Encourage the client to talk about feelings when he or she 
is not agitated.

The client’s safety and the safety of others are priorities. 
The client may be mistrustful of others or feel so threat-
ened that he or she keeps concealed weapons.

The client may feel overwhelmed by the intensity of his 
or her feelings and may fear loss of control if he or she 
releases those feelings.

Rationale
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IMPLEMENTATION (continued)

Be consistent and firm in setting and maintaining limits, 
enforcing policies, and so forth. Do not take the client’s 
hostility personally. Protect other clients from abusive 
behaviors.

Encourage the client to engage in physical exercise or to 
substitute safe physical activities for aggressive behaviors 
(e.g., punching bag, lifting weights).

See Care Plan 47: Aggressive Behavior.

*Talk with the client and the family or significant others 
about abusive behavior.

*Refer the client’s family or significant others to a thera-
pist, treatment center, or appropriate support groups. It 
may be necessary for the client’s significant others to 
participate without the client initially.

See Care Plan 49: Sexual, Emotional, or Physical Abuse.

Clients who exhibit post-traumatic behavior may displace 
or act out anger in destructive ways.

Physical activity can help release aggression in a nonde-
structive manner and serve as a step in learning to express 
feelings verbally.

Abusive behavior occurs frequently in the relationships of 
clients with post-traumatic stress. The client may be too 
angry, overwhelmed, or ashamed to deal with these issues 
initially, but the client’s significant others need attention 
immediately.

Abuse in interpersonal relationships often requires long-
term treatment. The client’s significant others can begin 
therapy even if the client is not ready or able to participate 
immediately.

Nursing Interventions *denotes collaborative interventions Rationale
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1. When assessing a client with anxiety, the nurse’s ques-
tions should be:

a. Avoided until the anxiety is gone

b. Open-ended

c. Postponed until the client volunteers information

d. Speci!c and direct

2. The best outcome for a client learning a relaxation tech-
nique is that the client will:

a. Confront the source of anxiety directly

b. Experience anxiety without feeling overwhelmed

c. Report no episodes of anxiety

d. Suppress anxious feelings

3. The client with a phobia about eating in public places has 
just !nished eating lunch in the dining area in the nurse’s 
presence. Which of the following statements by the nurse 
would reinforce the client’s positive action?

a. “At dinner, I hope to see you eat with a group of peers.”

b. “It’s a sign of progress to eat in the dining area.”

c. “Nothing happened to you while eating in the dining 
room.”

d. “That wasn’t so hard, now was it?”

4. A newly admitted client with obsessive-compulsive 
disorder (OCD) has a ritual of making his bed 10 times 
before breakfast. This ritual caused him to miss breakfast 
yesterday. Which of the following interventions would 
the nurse use to help the client be on time for breakfast 
today?

a. Advise the client to eat breakfast before he makes  
his bed.

b. Stop the client’s bed-making when it is time for 
 breakfast.

c. Tell the client to make his bed only once.

d. Wake the client 1 hour earlier to perform the 
 bed-making ritual.
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 SECTION 8  Resources for Additional 
Information

Visit thePoint (http://thePoint.lww.com/Schultz9e) for a list 
of these and other helpful Internet resources.

American Academy of Experts in Traumatic Stress
American Professional Society on the Abuse of Children
American Psychiatric Association Healthy Minds
Anxiety Disorders Association of America
International OCD Foundation
International Society for Traumatic Stress Studies
Madison Institute of Medicine Obsessive-Compulsive 

Information Center
MedlinePlus
National Center for PTSD
National Center for Trauma-Informed Care
National Institute of Mental Health
National Mental Health Association
PILOTS (Published International Literature on Traumatic 

Stress) Database, National Center for PTSD
Sidran Institute

http://thePoint.lww.com/Schultz9e
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Somatoform and 
Dissociative Disorders

Some clients have dif!culty expressing emotions and dealing with interpersonal con-
"ict in a direct manner and may manifest various physical symptoms that are related to 
emotional or psychiatric problems. Although these symptoms do not have a demonstrable 
organic cause, they are nevertheless real to the client and should not be minimized or dis-
missed. Three care plans in this section address clients who manifest physical symptoms 
as a result of emotional dif!culties: somatization disorder, conversion disorder, and hypo-
chondriasis. The fourth care plan concerns dissociative disorders through which the client 
becomes detached from traumatic experiences (dissociation) when emotional trauma such 
as abuse is too painful to manage directly.

S E C T I O N  N I N E
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Somatization Disorder

Somatization disorder is characterized by a pattern of recurring, multiple physical complaints 
that results in seeking treatment or signi!cant impairment in social, occupational, or other im-
portant areas of functioning (APA, 2000). The somatic complaints cannot be fully explained 
by any known medical condition, or if a medical condition exists, the reported symptoms or 
impairment are in excess of what would be expected from diagnostic tests, history, or physical 
assessment.

In somatization disorder, symptoms are present in the following areas (APA, 2000):

Pain: a history of pain in at least four different sites, such as head, back, extremities, chest, 
or rectum, or pain during intercourse or urination.

Gastrointestinal: a history of at least two symptoms other than pain, such as nausea, vomit-
ing, diarrhea, or intolerance of several different foods.

Sexual: a history of one sexual or reproductive symptom other than pain, such as sexual 
indifference, erectile dysfunction, or irregular or excessive menstrual bleeding.

Pseudoneurologic: a history of at least one symptom or de!cit suggesting a neurologic 
condition, not limited to pain; “conversion symptoms, such as impaired coordination or 
balance, paralysis or localized weakness … blindness, deafness, or seizures; dissociative 
symptoms such as amnesia; or loss of consciousness other than fainting” (APA, 2000,  
p. 486).

An important point is that these symptoms are not intentionally produced or feigned but are 
very real to the client and cause genuine distress. Clients with somatization disorder usually 
describe their complaints in exaggerated terms that lack speci!c information, tend to be poor 
historians, and seek treatment from a variety of providers, which sometimes results in poten-
tially hazardous combinations of treatments.

Psychosocial theorists believe that clients with somatization disorder internalize feelings 
of anxiety or frustration and do not express these feelings directly. Instead, these feelings are 
expressed through physical symptoms when the client is in situations that are stressful or 
involve con"ict with others. The physical symptoms provide relief from the stress or con"ict 
(primary gain) and help the client meet psychological needs for attention, security, and affec-
tion (secondary gains) (Black & Andreasen, 2011).

Research about biologic causes of somatization disorder has shown that clients with this 
disorder cannot sort relevant from irrelevant stimuli and respond in the same way to all stimuli. 
In addition, somatic sensations are interpreted as intense, noxious, and disturbing. This means 
that a person may experience a normal sensation such as peristalsis and attach a pathologic 
meaning to it, or that minor discomfort, such as muscle tightness, is experienced as severe pain 
(Black & Andreasen, 2011).

Somatization disorder occurs in 0.2% to 2% of women in the general population and in 
less than 0.2% of men. It is reported in 10% to 20% of female !rst-degree biologic relatives 
of women with somatization disorder (APA, 2000). Symptoms of somatization disorder usu-
ally occur by the age of 25, but initial symptoms typically begin in adolescence. The course 
of this disorder is chronic, is characterized by remissions and exacerbations, and rarely remits 
completely (APA, 2000). Typically, symptoms are worse and impairment is more signi!cant 
during times of emotional stress or con"ict in the person’s life.

Treatment is focused on managing symptoms and improving the client’s quality of life. 
Showing sensitivity to the client’s physical complaints and building a trust relationship will 
help keep the client with a single provider, which minimizes con"icting or unsafe combinations 
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of treatments. Antidepressants, referral to a chronic pain clinic, and participation in cognitive-
behavioral therapy groups may be helpful.

Clients with somatization disorder may have dif!culty recognizing the emotional problems 
underlying their physical symptoms. Nursing goals include assisting the client to identify 
stress, decrease denial, increase insight, express feelings, participate in the treatment plan, and 
recognize and avoid seeking secondary gain.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Ineffective Coping
Ineffective Denial

RELATED NURSING DIAGNOSIS ADDRESSED IN THE MANUAL
Anxiety

Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced responses, 
and/or inability to use available resources.

ASSESSMENT DATA

 Inadequate coping skills
 Inability to problem-solve
 Physical complaints or symptoms
 Resistance to therapy or to the role of a psychiatric client
 Anger or hostility
 Resentment or guilt
 Dif!culty with interpersonal relationships
 Dependency needs
 Inability to express feelings
 Repression of feelings of guilt, anger, or fear
 Patterns of coping through physical illness with resulting secondary gains (attention, eva-
sion of responsibilities) due to illness

 Anxiety or fear

Nursing Diagnosis

The client will

 Verbally express feelings of anxiety, fear, or anger within 2 to 3 days
 Acknowledge emotional or stress-related problems within 2 to 3 days
 Demonstrate increased willingness to relinquish the “sick role,” for example, perform self-
care and take part in activities rather than declining activities based on physical symptoms 
within 2 to 3 days

 Verbalize the relationship between emotional problems and physical symptoms  
within 4 to 5 days

The client will

 Verbalize an understanding of the relationship between emotional stress and physical 
symptoms

 Demonstrate appropriate use of medications
 Continue to verbally express feelings of anxiety, fear, or anger
 Verbalize knowledge of stress management techniques, therapeutic regimen(s), and 
 medication use, if any

EXPECTED OUTCOMES

Immediate

Stabilization
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The client will

 Demonstrate increased satisfaction in interpersonal relationships
 Verbalize or demonstrate use of the problem-solving process
 Verbalize or demonstrate alternative ways to deal with life stresses and the feelings that 
occur in response to them

 Be physically well or achieve management of physical symptoms

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

*Do a thorough initial assessment, including physical 
problems, complaints, history of diseases, treatment, 
surgeries, and hospitalizations. Obtaining the client’s prior 
medical record(s) or interviewing family members or signifi-
cant others may be helpful. Do not assume there is not a 
physiologic basis for the client’s symptoms.

Ask for the client’s perceptions about physical problems, 
but do not argue or put the client on the defensive.

Ask the client to identify expectations of treatment, him-
self or herself, and the staff. Try to involve the client in iden-
tifying problems, goals, and actions to work toward goals.

Develop and implement a nursing care plan regarding the 
client’s physical health as soon as possible. Be matter-of-
fact in your approach and treatment. Do not overempha-
size physical problems or give undue attention to physical 
symptoms.

Talk with the client directly regarding a correlation between 
emotions, stress, and physical symptoms.

Assess the client’s activities and interactions with others 
in the treatment setting and with visitors with regard to 
stress, support, dependency, and expressing feelings.

Talk with the client about your observations and ask for the 
client’s perceptions regarding stress, sources of satisfac-
tion and dissatisfaction, relationships, work, and so forth.

Give the client positive feedback for focusing on emotional 
and interpersonal issues rather than on physical symptoms.

Without always connecting the client’s physical problems 
with emotions, encourage the client to express feelings, 
by writing, in individual conversations, and in groups (start 
small and progress to larger).

Encourage the client to express feelings directly in relation-
ships and stressful situations—especially feelings that 
are uncomfortable for the client. Role-play situations and 
give support for expressing feelings during and after role-
playing. See “Key Considerations in Mental Health Nursing: 
Nurse–Client Interactions.”

Especially support the client for expressing feelings sponta-
neously or independently (e.g., writing, art work, or verbal 
expression).

*Teach the client and his or her family or significant others 
about physical symptoms, stress, and stress management 
skills.

Rationale

An adequate database is necessary to rule out pathophysi-
ology. The client may be a poor historian. The client may 
have been seen in the treatment setting in the past (with-
out evidence of pathophysiology), but may have developed 
a physiologic illness since that time.

Arguing will damage your trust relationship. The client’s 
symptoms are real to the client.

If the client is involved and invests energy in his or her 
care, the chances for positive outcomes increase.

Optimal physical health facilitates achievement of emo-
tional health. You must consider the client’s physical care, 
but not as the primary focus. Remember that the client’s 
problems are real to the client and not hypochondriacal or 
imaginary.

The client’s chance for health is enhanced if the interrelat-
edness of physical and emotional health is recognized.

Stress-related factors are important in the dynamics of 
somatization disorder.

You are focusing on emotional issues. The client may have 
spent minimal time considering those aspects of health.

Positive feedback increases the likelihood that the client 
will continue to express feelings and deal with interper-
sonal issues.

It is less threatening for the client to begin expressing feel-
ings to one person and work his or her way up to talking 
with more people about emotional issues.

Role-playing allows the client to try out new behaviors in a 
nonthreatening situation.

True client change is best evidenced by spontaneous 
behavior.

The client may have little or no knowledge of stress or of 
stress management techniques.
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IMPLEMENTATION (continued)

Gradually attempt to identify with the client the connec-
tions between anxiety or stress and the exacerbation of 
physical symptoms.

Encourage the client to identify his or her own strengths; 
making a written list may be helpful.

Teach the client about the problem-solving process: identify 
a problem, identify and evaluate possible solutions, choose 
and implement a solution, and evaluate its success.

*Talk with the client and significant others about secondary 
gains. Identify the needs the client is attempting to meet 
(e.g., need for attention, means of dealing with perceived 
excess responsibilities). Help the client plan to meet these 
needs in more direct ways.

*Conferences with only the client’s family or significant 
others may help increase their insight. For example, they 
unknowingly may be giving the client the message that 
emotional problems are a sign of weakness and that only 
physical illness is acceptable.

*Encourage the client to continue to identify stresses and 
attempt to deal with them directly. Encourage the client 
to continue therapy on an outpatient basis or refer to a 
chronic pain clinic if indicated.

*Encourage the client to develop an outside support 
system to continue to talk about feelings (e.g., significant 
others, support group, or group therapy).

*Teach the client and his or her family or significant others 
about treatment and medications for the client’s physical 
symptoms, if any.

Encourage the client to enhance his or her physical health 
(e.g., with regular exercise, good nutrition).

Acknowledging the interrelatedness of physical health and 
emotional health will help the client recognize this and 
make changes in the future.

It may be difficult for the client to see his or her own 
strengths, but this can promote an increased sense of 
self-worth.

The client may never have learned a logical, step-by-step 
approach to dealing with problems.

Significant others may be unaware of how they reward the 
client for physical symptoms. Their participation in treat-
ment is essential so the client can give up the sick role and 
deal with emotional problems.

Unless significant others make changes in their relation-
ships with the client, chances for positive client changes 
are diminished.

Long-term change depends on how the client continues to 
progress after treatment.

The client needs to continue to express feelings to avoid 
returning to coping through physical symptoms.

Clients need to have clear instructions regarding self-care 
and the safe use of medications if they require continued 
treatment.

General physical wellness will facilitate management or 
control of illness.

Nursing Interventions *denotes collaborative interventions Rationale

Ineffective Denial
Conscious or unconscious attempt to disavow the knowledge or meaning of an event to 
reduce anxiety and/or fear, leading to the detriment of health.

ASSESSMENT DATA

 Denial of emotional problems or stresses
 Lack of insight
 Resistance to therapy or to the role of a psychiatric client
 Inadequate coping skills
 Inability to express feelings
 Repression of feelings of guilt, anger, resentment, or fear
 Patterns of coping through physical symptoms with resulting secondary gains
 Discomfort with emotions
 Fear of intensity of feelings

Nursing Diagnosis
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Assess the client’s activities and interactions with others 
with regard to stress, support, dependency, and expres-
sion of emotions.

Ask for the client’s perceptions about physical problems, 
but do not argue or put the client on the defensive.

Talk with the client about your observations and ask for the 
client’s perceptions regarding stress, sources of satisfac-
tion and dissatisfaction, relationships, work, and so forth.

Talk with the client directly regarding a correlation between 
emotions, stress, and physical symptoms.

Give the client positive feedback for focusing on emotional 
and interpersonal issues rather than on physical symptoms.

If the client denies experiencing stress or certain feelings, 
the discussion may need to be less direct. For example, 
point out apparent stresses or feelings and ask the client 
for feedback about them.

Without always connecting the client’s physical problems 
with emotions, encourage the client to express feelings, 
by writing, in individual conversations, and in groups (start 
with small and progress to larger groups).

*Teach the client and family or significant others about the 
physical symptoms, stress, and stress management skills.

Gradually attempt to identify with the client the connec-
tions between anxiety or stress and the exacerbation of 
physical symptoms.

*Encourage the client to continue to identify stresses and 
attempt to deal with them directly. Encourage the client to 
continue therapy, if indicated.

*Encourage the client to develop an outside support sys-
tem to continue to talk about feelings after discharge (e.g., 
significant others, a support group, or group therapy).

Rationale

Stress-related factors are important in the dynamics of 
somatization disorder.

Arguing will damage your trust relationship.

You are focusing on emotional issues. The client may have 
spent minimal time considering these aspects of health.

The client’s chance for health is enhanced if the interrelat-
edness of physical and emotional health is recognized.

Positive feedback increases the likelihood that the client 
will continue to express feelings and deal with interper-
sonal issues.

Directly confronting the client’s denial can make the denial 
stronger if the client is not ready to deal with issues.

It is less threatening for the client to begin expressing feel-
ings in writing or to one person and work his or her way up 
to talking with more people about emotional issues.

The client may have little or no knowledge of stress or 
stress management techniques.

Acknowledging the interrelatedness of physical health and 
emotional health provides a basis for the client’s future 
lifestyle changes.

Long-term change depends on how the client continues to 
progress after treatment.

The client needs to continue to express feelings to avoid 
returning to coping through physical symptoms.

The client will

 Participate in treatment program, for example, interact with staff for at least 30 minutes 
twice per day, within 2 to 3 days

 Acknowledge emotional or stress-related problems within 4 to 5 days
 Verbally express feelings of anxiety, fear, or anger within 4 to 5 days

The client will

 Verbalize an understanding of the relationship between emotional stress and physical illness
 Continue to verbally express feelings of anxiety, fear, or anger

The client will

 Report success in coping with con"ict or stress without exacerbation of physical symptoms
 Participate in ongoing therapy, if indicated, for example, identify a therapist and schedule 
an appointment prior to discharge

 Demonstrate alternative ways to deal with life stresses and the anxiety or other feelings that 
occur in response to them, for example, use the problem-solving process

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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Conversion disorder, also called conversion reaction, is characterized by physical symptoms 
or some loss of physical functioning, without a demonstrable organic problem. The client is 
not faking the physical symptoms and feels that symptoms are not in his or her control. Symp-
toms are usually manifested in sensory or motor function and suggest a neurologic or other 
medical condition, which cannot be demonstrated by medical tests or physical examination, 
or does not account for all of the symptoms. Common symptoms include blindness, deafness, 
loss of sensation or paralysis of the extremities, mutism, dizziness, ataxia, and seizures. Often, 
only a single physical symptom is present.

The physical symptoms manifested in a conversion reaction are considered to be an uncon-
scious manifestation of a psychological stressor. The symptoms may be related to an underly-
ing psychological con"ict, as illustrated by the following situations.

The physical symptom may give the client a “legitimate reason” to avoid the con"ict. For 
example, a young man wishes to attend college, but his father wants him to remain at home to 
help on the farm. The young man develops a paralysis of his legs, rendering him unable to do 
farm work and resolving the con"ict with a physical disability beyond his control.

The physical symptom may represent perceived “deserved punishment” for behavior about 
which the client feels guilty. For example, a young woman gains pleasure from watching tele-
vision, which is forbidden by her family’s religious beliefs. She develops blindness, which she 
perceives as punishment and which relieves her guilt.

The type of con"ict resolution demonstrated in the above examples is known as primary 
gain—the client gains a decrease in anxiety and awareness of the con"ict by manifestation of 
physical symptoms or somatization of the con"ict. In addition, the client may receive second-
ary gains related to the symptoms, including reduced responsibilities or increased attention 
from others. The client with a conversion disorder may be unconcerned about the severity of 
the symptom (called la belle indifference); unconsciously, the client may be relieved that the 
con"ict is resolved.

Conversion disorder usually occurs between the ages of 10 and 35 and is diagnosed in less 
than 1% of the US population. It is more likely to occur in women and in clients from rural 
areas and lower socioeconomic levels, and who are less familiar with medical and psychologi-
cal information (APA, 2000). Symptoms of conversion disorder usually appear suddenly and 
usually respond to treatment within a few weeks. However, the disorder may be chronic; 20% 
to 25% of clients with this disorder have a recurrence within 1 year (APA, 2000).

The focus of therapeutic work is on the resolution of the client’s con"icting feelings, rather 
than on the physical symptom per se, even though the physical symptom is very real (e.g., 
the client actually cannot walk if paralysis is the symptom). Removal from the con"ict (as 
occurs when the client is hospitalized) frequently produces gradual relief or remission of the 
physical symptom. In this situation, however, the physical symptom may return as the client 
approaches discharge.

Initial treatment goals include identifying the source of the con"ict that forms the basis 
of the symptom(s) and preventing secondary gain. Then, treatment focuses on facilitating 
the client’s recognition of the relationship between the con"ict and the physical symptom 
and helping the client to resolve the con"ict or deal with it in ways other than by developing 
physical symptoms.

Conversion Disorder
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NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Ineffective Coping
Ineffective Denial

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Ineffective Health Maintenance
Anxiety

Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced responses, 
and/or inability to use available resources.

ASSESSMENT DATA

 Inability to identify and resolve con"ict or ask for help
 Inability to meet role expectations
 Inability to cope with present life situation
 Inability to problem-solve
 Guilt and resentment
 Anxiety
 Feelings of inadequacy
 Dif!culty with feelings of anger, hostility, or con"ict
 Decreased ability to express needs and feelings
 Secondary gain related to the physical symptom or disability
 Unsatisfactory and inadequate interpersonal relationships
 Low self-esteem
 Physical limitation or disability (e.g., blindness, paralysis, loss of voice)
 Inability to perform self-care tasks or activities of daily living

Nursing Diagnosis

The client will

 Be free from injury throughout hospitalization
 Experience adequate nutrition, hydration, rest, and activity within 3 to 4 days
 Experience relief from acute stress or con"ict within 4 to 5 days
 Identify the con"ict underlying the physical symptom within 4 to 5 days
 Identify feelings of fear, anger, guilt, anxiety, or inadequacy within 4 to 5 days

The client will

 Verbalize feelings of fear, guilt, anxiety, or inadequacy
 Express anger in a direct, nondestructive manner, for example, initiate conversation with 
staff to verbalize angry feelings

 Be free from actual physical impairment
 Verbalize increased feelings of self-worth
 Verbalize knowledge of illness, including concept of secondary gain

The client will

 Continue with therapy after discharge if indicated, for example, identify a therapist and 
make an initial appointment before discharge

 Cope successfully with con"ict without recurrence of the conversion reaction
 Demonstrate interpersonal and intrapersonal strategies to deal with life stresses

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Observe the client’s ability to perform activities of daily 
living, ambulate independently, and so on. Intervene if the 
client is risking injury to himself or herself, but minimize at-
tention given to the client’s limitation and your supervision.

*Obtain the client’s thorough history on admission and 
request records from prior hospitalizations, if possible. 
Contact the family or significant others if necessary to 
complete the history.

Observe and document the client’s behavior, especially in 
relation to the symptom, including precipitating events, the 
environment (such as the presence of others), and changes 
in the severity of the symptom(s).

Assess the client’s food and fluid intake, elimination, and 
amount of rest as unobtrusively as possible.

Assist or prepare the client as necessary for any tests to 
rule out a physical (organic) basis of the symptom.

Approach the client with the attitude that you expect im-
provement in the physical symptom.

Initially, avoid making demands on the client that are similar 
to the client’s prehospitalization conflict or situation.

Initially, if the conflict is related to a particular person in 
the client’s life, visits from that person may need to be 
restricted or prevented.

As the physical symptom improves, gradually allow stress-
ful situations or increase visits, as tolerated; monitor the 
client’s response.

*Any intervention regarding the client’s physical state (e.g., 
poor food or fluid intake) must be planned and consistently 
implemented by the treatment team.

Provide nursing care in a matter-of-fact manner.

Talk with the client about his or her life, usual environment, 
work, significant others, and so forth.

Focus interactions on the client’s feelings, home or work 
situation, and relationships.

Encourage the client to express feelings directly, verbally, or 
in writing. Support the client’s efforts to express feelings.

Explore with the client his or her personal relationships and 
related feelings.

*Teach the client and the family or significant others about 
conversion reaction, stress, stress management, interper-
sonal dynamics, and conflict resolution strategies.

Praise the client when he or she is able to identify the 
physical symptom as a method used to cope with conflict.

Explore alternative methods of expressing feelings related 
to the identified conflict.

Often clients with histrionic types of behavior will not expe-
rience physical injuries.

A complete database is essential to the validity of the 
diagnosis.

Observational data will provide clues to the client’s per-
ception of stress and the relationship of the conversion 
symptom to that stress.

You must be aware of the client’s physical status, without 
giving excessive attention to it.

Organic pathology must be ruled out.

Communicating your expectation may help the client ex-
pect to improve. Hospitalization may relieve the conflict by 
removing the client from his or her usual environment.

Such demands could intensify the client’s conflict, resulting 
in exacerbation of the symptom.

Temporary limitations of visits may help alleviate the cli-
ent’s stress.

The client can begin to tolerate increased stresses as his or 
her skills develop, but too much stress may exacerbate the 
symptom.

A consistent team approach decreases opportunities for 
manipulation.

A matter-of-fact approach minimizes secondary gain and can 
help separate emotional issues from physical  symptoms.

General, leading questions or open discussion is a non-
threatening approach to discover the nature of the conflict.

Your consistent attention to emotional issues will help the 
client shift attention to these issues.

Direct expression of feelings can relieve tension and con-
flict, diminishing the need for physical symptoms.

Conversion reaction symptoms often are related to inter-
personal conflicts or situations.

The client and the family or significant others may have 
little or no knowledge of these areas. Increasing their 
knowledge can promote understanding, motivation for 
change, and support for the client.

Positive feedback can reinforce the client’s insight.

The client has the opportunity to practice unfamiliar 
 behavior with you in a nonthreatening environment.

Rationale

(continued on page 228)
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IMPLEMENTATION (continued)

Provide opportunities for the client to succeed at activities, 
tasks, and interactions. Give positive feedback and point 
out the client’s demonstrated strengths and abilities.

Help the client set goals for his or her behavior; give posi-
tive feedback when the client achieves these goals.

Teach the client about the problem-solving process: identify 
the problem, examine alternatives, weigh the pros and 
cons of each alternative, select and implement an ap-
proach, and evaluate its success. Encourage him or her  
to use it to examine the conflict.

Encourage the client to identify strategies to deal with the 
conflict and evaluate their effectiveness.

Give the client positive feedback for expressing feelings 
about the conflict and trying conflict resolution strategies.

*Refer the client and the family or significant others for 
continuing therapy if appropriate.

*Encourage the client to increase his or her support system 
outside the hospital. See Care Plan 2: Discharge Planning.

Nursing Interventions *denotes collaborative interventions Rationale

Activities within the client’s abilities will provide opportuni-
ties for success. Positive feedback provides reinforcement 
for the client’s growth and can enhance self-esteem.

Setting and achieving goals can foster the client’s sense of 
control and self-esteem and teaches goal-setting skills.

The client may have few or no problem-solving skills or 
knowledge of the problem-solving process.

The client must actively explore new strategies because 
they are unfamiliar.

Positive feedback can increase desired behavior.

The client may need long-term therapy to deal with feel-
ings, conflict, or relationships.

Extended support in the community strengthens the cli-
ent’s ability to cope more effectively.

Ineffective Denial
Conscious or unconscious attempt to disavow the knowledge or meaning of an event to 
reduce anxiety and/or fear, leading to the detriment of health.

ASSESSMENT DATA

 Presence of physical limitation or disability with indifference to or lack of concern about 
the severity of the symptom

 Refusal to seek health care for the physical symptom
 Lack of insight into stresses, con"icts, or problematic relationships
 Dif!culty with feelings of anger, hostility, or con"ict
 Decreased ability to express needs and feelings
 Secondary gain related to the physical symptom or disability

Nursing Diagnosis

The client will

 Identify the con"ict underlying the physical symptom within 4 to 5 days
 Identify feelings of fear, anger, guilt, anxiety, or inadequacy within 4 to 5 days
 Verbalize steps of the problem-solving process within 4 to 5 days

The client will

 Verbalize feelings of fear, guilt, anxiety, or inadequacy
 Verbalize knowledge of illness, including the concept of secondary gain
 Demonstrate use of the problem-solving process

The client will

 Negotiate resolution of con"icts with family, friends, signi!cant others

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Involve the client in the usual activities, self-care, eating in 
the dining room, and so on as you would other clients.

After medical evaluation of the symptom, withdraw atten-
tion from the client’s physical status except for necessary 
care. Avoid discussing the physical symptom; withdraw 
your attention from the client if necessary.

Expect the client to participate in activities as fully as 
possible. Make your expectations clear and do not give 
the client special privileges or excuse him or her from all 
expectations due to physical limitations.

Do not argue with the client. Withdraw your attention if 
necessary.

Focus interactions on the client’s feelings, home or work 
situation, and relationships.

Explore with the client his or her personal relationships and 
related feelings.

*Teach the client and the family or significant others about 
conversion reaction, stress management, interpersonal 
dynamics, coping, and conflict resolution strategies.

Talk with the client about coping strategies he or she has 
used in the past that did not include physical symptoms.

Teach the client about stress management skills, such as 
increasing physical exercise, expressing feelings verbally or 
in a journal, or meditation techniques. Encourage the client 
to practice this type of technique while in the hospital.

Teach the client the problem-solving process: identify the 
problem, examine alternatives, weigh the pros and cons of 
each alternative, select and implement an approach, and 
evaluate its success.

Praise the client when he or she is able to discuss the 
physical symptom as a method used to cope with conflict.

Give the client positive feedback for expressing feelings 
and trying conflict resolution strategies.

Your expectation will enhance the client’s participation and 
will diminish secondary gain.

Lack of attention to expression of physical complaints will 
help minimize secondary gain and decrease the client’s 
focus on the symptom.

Granting special privileges or excusing the client from 
responsibilities are forms of secondary gain. The client may 
need to become more uncomfortable to risk relinquishing 
the physical conversion as a coping strategy.

Arguing with the client undermines limits. Withdrawing at-
tention may be effective in diminishing secondary gain.

Increased attention to emotional issues will help the client 
shift attention to these feelings.

Conversion reaction symptoms often are related to inter-
personal conflicts or situations. Talking about these things 
may help the client develop insight and additional coping 
mechanisms.

The client and the family or significant others may have 
little or no knowledge of these areas. Increasing their 
knowledge can promote understanding, motivation for 
change, and support for the client.

The client may have used coping strategies in the past that 
did not result in physical symptoms, perhaps for issues or 
conflicts that were less stressful for the client. The client 
may be able to build on these strategies in the future.

The client may have limited or no knowledge of or may 
not have used stress management techniques in the past. 
If the client begins to build skills in the treatment setting, 
he or she can experience success and receive positive 
feedback.

The client may not know the steps of a logical, orderly pro-
cess to solve problems. Such a process can be helpful to 
the client in dealing with stressful situations in the future.

Positive feedback can reinforce the client’s insight and 
help the client recognize physical symptoms as related to 
emotional issues in the future.

Positive feedback can increase desired behavior and help 
the client build confidence in preparation for discharge.

Rationale
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Hypochondriasis is a preoccupation with or fear of a serious disease that is based on misinter-
pretation of signs or symptoms and cannot be fully accounted for by a demonstrable medical 
condition. The client’s preoccupation with symptoms persists for at least 6 months despite 
medical testing, evaluation, and reassurance, but is not delusional in intensity (APA, 2000). 
The client with hypochondriasis may have learned to use somatic complaints as a way to deal 
with feelings, anxieties, or con"icts, and he or she may not be able to relinquish hypochon-
driasis behavior until his or her anxiety decreases or until he or she develops other behaviors 
to deal with these feelings (see Section 8: Anxiety Disorders). Hypochondriacal symptoms 
may be related to dif!culty expressing anger satisfactorily and may be found in several types 
of psychiatric disorders, such as depression, schizophrenia, neurosis, or personality disorders.

Hypochondriasis can occur at any age, in both men and women, and is present in 1% to 
5% of the US population (APA, 2000). It is usually chronic, and the prognosis may be poor 
because clients often deny emotional problems, exhibit other neurotic symptoms, and reject 
mental health treatment. The client may believe that he or she is receiving poor medical care 
or incorrect information and may change physicians frequently. It can be very frustrating to 
work with these clients if they are unwilling or unable to recognize the emotional aspects of 
this situation and continue to exhibit hypochondriacal behavior despite treatment efforts or as 
the client gets closer to being discharged from care. You must work through your own feelings 
while working with these clients to avoid acting out these feelings in nontherapeutic ways 
(such as avoiding the client).

The client may feel real symptoms (such as pain) even though an organic basis for the 
symptoms cannot be found; also, remember that even if a client’s behavior may previously 
have been determined to be hypochondriacal, he or she may have a new complaint that is 
indeed based in organic pathology. Therefore, you must carefully assess the client’s physical 
condition and refer all new somatic complaints to the medical staff for evaluation. Do not as-
sume a complaint is hypochondriacal until after it has been evaluated medically.

Nursing goals related to hypochondriacal symptoms include decreasing complaints, ritual-
istic behaviors, excessive fears of disease, and reliance on medications or other treatments. It 
is especially important to help the client identify problems that may underlie hypochondriacal 
behavior and develop alternative ways of dealing with stress, anxiety, anger, and other feelings.

The client may be successfully avoiding responsibilities, receiving attention, or manipulat-
ing others by exhibiting hypochondriacal symptoms (all forms of secondary gain). Working 
with the client’s family or signi!cant others to decrease secondary gains and supporting the 
client’s development of healthy ways to receive attention are other key interventions.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Ineffective Coping
Anxiety

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Ineffective Health Maintenance
Ineffective Denial

Hypochondriasis
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Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced responses, 
and/or inability to use available resources.

Nursing Diagnosis

ASSESSMENT DATA

 Denial of emotional problems
 Dif!culty identifying and expressing feelings
 Lack of insight
 Self-preoccupation, especially with physical functioning
 Fears of or rumination on disease
 Numerous somatic complaints (may involve many different organs or systems)
 Sensory complaints (pain, loss of taste sensation, olfactory complaints)
 Reluctance or refusal to participate in psychiatric treatment program or activities
 Reliance on medications or physical treatments (such as laxative dependence)
 Extensive use of over-the-counter medications, home remedies, enemas, and so forth
 Ritualistic behaviors (such as exaggerated bowel routines)
 Tremors
 Limited grati!cation from interpersonal relationships
 Lack of emotional support system
 Anxiety
 Secondary gains received for physical problems
 History of repeated visits to physicians or hospital admissions
 History of repeated medical evaluations with no !ndings of abnormalities

The client will

 Participate in the treatment program, for example, talk with staff for 15 minutes or partici-
pate in a group activity at least twice a day within 24 to 48 hours

 Demonstrate decreased physical complaints within 2 to 3 days
 Demonstrate compliance with medical therapy and medications within 2 to 3 days
 Demonstrate adequate energy, food, and "uid intake, for example, eat at least 50% of each 
meal within 3 to 4 days

 Identify life stresses and anxieties within 3 to 4 days
 Express feelings verbally within 3 to 4 days
 Identify alternative ways to deal with stress, anxiety, or other feelings, for example, talking 
with others, physical activity, keeping a journal, and so forth, within 3 to 5 days

 Identify the relationship between stress and physical symptoms within 4 to 5 days

The client will

 Demonstrate decreased ritualistic behaviors
 Demonstrate decreased physical attention-seeking complaints
 Verbalize increased insight into the dynamics of hypochondriacal behavior, including 
 secondary gains

 Verbalize an understanding of therapeutic regimens and medications, if any

The client will

 Eliminate overuse of medications or physical treatments
 Demonstrate alternative ways to deal with stress, anxiety, or other feelings

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

The initial nursing assessment should include a complete 
physical assessment, a history of previous complaints and 
treatment, and a consideration of each current complaint.

*The nursing staff should note the medical staff’s assess-
ment of each complaint on the client’s admission.

*Each time the client voices a new complaint, the client 
should be referred to the medical staff for assessment (and 
treatment if appropriate).

*Work with the medical staff to limit the number, variety, 
strength, and frequency of medications, enemas, and so 
forth that are made available to the client.

Observe and record the circumstances related to com-
plaints; talk about your observations with the client.

Help the client identify and use nonchemical methods of 
pain relief, such as relaxation techniques.

When the client requests a medication or treatment, 
encourage the client to identify what precipitated his or her 
complaint and to deal with it in other ways.

*Minimize the amount of time and attention given to 
complaints. When the client makes a complaint, refer him 
or her to the medical staff (if it is a new complaint) or fol-
low the team treatment plan; then tell the client you will 
discuss topics other than physical complaints. Tell the client 
that you are interested in the client as a person, not just in 
his or her physical complaints. If the complaint is not acute, 
ask the client to discuss the complaint during a regular ap-
pointment with the medical staff.

Withdraw your attention if the client insists on making 
complaints the sole topic of conversation. Tell the client 
your reason for withdrawal and that you will return later to 
discuss other topics.

Allow the client a specific time limit (such as 5 minutes per 
hour) to discuss physical complaints with one person. The 
remaining staff will discuss only other issues with the client.

Acknowledge the complaint as the client’s perception and 
then follow the previous approaches; do not argue about 
the somatic complaints.

Use minimal objective reassurance in conjunction with 
questions to explore the client’s feelings. (“Your tests have 
shown that you have no lesions. Do you still feel that you 
do? What are your feelings about this?”)

See Care Plan 30: Obsessive-Compulsive Disorder.

Reduce the benefits of illness as much as possible. Do not 
allow the client to avoid responsibilities or allow special privi-
leges, such as staying in bed by voicing somatic  discomfort.

Rationale

The nursing assessment provides a baseline from which to 
begin planning care.

Genuine physical problems must be noted and treated.

It is unsafe to assume that all physical complaints are hypo-
chondriacal—the client could really be ill or injured. The cli-
ent may attempt to establish the legitimacy of complaints 
by being genuinely injured or ill.

A coordinated effort by the treatment team helps to pre-
vent the client’s manipulation of staff members to obtain 
additional medication. See Care Plan 48: Passive–Aggres-
sive Behavior.

Alerting the client to situations surrounding the complaint 
helps him or her see the relatedness of stress and physical 
symptoms.

Using nonchemical pain relief shifts the focus of coping away 
from medications and increases the client’s sense of control.

If the client can obtain stress relief in a nonchemical, non-
medical way, he or she is less likely to use the medication 
or treatment.

If physical complaints are unsuccessful in gaining at-
tention, they should decrease in frequency over time. If 
medical attention to the complaint can be deferred until a 
regular appointment time, the client may be able to use 
a nonchemical method of addressing the problem, and it 
will minimize the secondary gain of receiving immediate 
medical attention.

It is important to make clear to the client that attention is 
withdrawn from physical complaints, not from the client as 
a person.

Because physical complaints have been the client’s primary 
coping strategy, it is less threatening to the client if you 
limit this behavior initially rather than forbid it. If the client 
is denied this coping mechanism before new skills can be 
developed, hypochondriacal behavior may increase.

Arguing gives the client’s complaints attention, albeit nega-
tive, and the client is able to avoid discussing feelings.

This approach helps the client make the transition to dis-
cussing feelings.

If physical problems do not get the client what he or she 
wants, the client is less likely to cope in that manner.
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IMPLEMENTATION (continued)

Teach the client more healthful daily living habits, including 
diet, stress management techniques, daily exercise, rest, 
possible connection between caffeine and anxiety symp-
toms, and so forth.

Initially, carefully assess the client’s self-image, social pat-
terns, and ways of dealing with anger, stress, and so forth.

Talk with the client about sources of satisfaction and dis-
satisfaction, relationships, employment, and so forth.

After some discussion of the above and developing a trust 
relationship, talk more directly with the client and encourage 
him or her to identify specific stresses, recent and ongoing.

If the client is using denial of stress as a defense mecha-
nism, point out apparent or possible stresses (in a non-
threatening way) and ask the client for feedback.

Gradually, help the client identify possible connections be-
tween anxiety and the occurrence of physical symptoms, 
such as: What makes the client more or less comfortable? 
What is the client doing or what is going on around the cli-
ent when he or she experiences symptoms?

Encourage the client to keep a diary of situations, stresses, 
and occurrence of symptoms and use it to identify relation-
ships between stresses and symptoms.

Encourage the client to discuss his or her feelings about 
fears or stresses rather than the fears themselves.

Help the client explore his or her feelings of lack of control 
over stress and life events.

Talk with the client at least once per shift, focusing on the 
client’s identifying and expressing feelings.

Encourage the client to ventilate feelings by talking or cry-
ing, through physical activities, and so forth.

Encourage the client to express feelings directly, especially 
feelings with which the client is uncomfortable (such as 
anger or resentment).

Notice the client’s interactions with others and give positive 
feedback for self-assertion and expressing feelings, especial-
ly anger, resentment, and other so-called negative emotions.

Help the client plan to meet his or her needs in more direct 
ways. Show the client that he or she can gain attention when 
he or she does not exhibit symptoms, deals with responsibili-
ties directly, or asserts himself or herself in the face of stress.

*Talk with the client and significant others about secondary 
gains and together develop a plan to reduce those gains, 
including providing attention and caring when the client 
does not express or exhibit physical symptoms. Identify 
the needs the client is attempting to meet with secondary 
gains (such as attention or escape from responsibilities).

*Teach the client and his or her family or significant others 
about the dynamics of hypochondriacal behavior and the 
treatment plan, including plans after discharge.

Optimal physical wellness is especially important with 
clients who use physical symptoms as a coping strategy.

This assessment provides a knowledge base regarding 
hypochondriacal behaviors.

Open-ended discussion usually is nonthreatening and helps 
the client begin self-assessment.

The client’s perception of stressors forms the basis of his 
or her behavior and usually is more significant than others’ 
perception of those stressors.

If the client is in denial, more direct approaches may pro-
duce anger or hostility and threaten the trust relationship.

The client can begin to see the relatedness of stress and 
physical problems at his or her own pace. Self-realization 
will be more acceptable to the client than the nurse telling 
the client the problem.

Reflecting on written items may be more accurate and less 
threatening to the client.

The focus is on feelings of fear, not fear of physical problems.

The client may have helpless feelings but may not recog-
nize this independently.

Demonstrating consistent interest in the client facilitates 
the relationship and can desensitize the discussion of 
emotional issues.

The client may have difficulty expressing feelings directly. 
Your support may help him or her develop these skills.

Direct expression of feelings will minimize the need to use 
physical symptoms to express them.

The client needs to know that appropriate expressions of an-
ger or other negative emotions are acceptable and that he or 
she can feel better physically as a result of these expressions.

Positive feedback and support for healthier behavior tend to 
make that behavior recur more frequently.

Maintaining limits to reduce secondary gain requires 
everyone’s participation to be successful. The client’s family 
and significant others must be aware of the client’s needs 
if they want to be effective in helping to meet those needs. 
The client’s family and significant others also must use 
positive reinforcement for healthy behaviors.

The client and his or her family or significant others may 
have little or no knowledge of these areas. Knowledge of 
the treatment plan will promote long-term behavior change.

Nursing Interventions *denotes collaborative interventions Rationale
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Anxiety
Vague uneasy feeling of discomfort or dread accompanied by an autonomic response (the 
source often nonspeci!c or unknown to the individual); a feeling of apprehension caused by 
anticipation of danger. It is an alerting signal that warns of impending danger and enables 
the individual to take measures to deal with threat.

Nursing Diagnosis

ASSESSMENT DATA

 Self-preoccupation, especially with physical functioning
 Fears of or rumination on disease
 History of repeated visits to physicians or hospital admissions
 Tremors
 Ineffective coping mechanisms
 Delusions
 Sleep disturbances
 Loss of appetite

The client will

 Express feelings verbally, for example, talk with staff about feelings for at least 15 minutes 
at least twice per day within 2 to 3 days

 Identify life stresses and anxieties within 2 to 3 days

The client will

 Identify alternative ways to deal with stress, anxiety, or other feelings, for example, writing 
in a journal, talking with others, physical activity

 Communicate directly and assertively with others

The client will

 Demonstrate alternative ways to deal with stress, anxiety, or other feelings
 Seek medical care only when indicated

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions Rationale

Encourage the client to discuss his or her feelings about 
fears rather than the fears themselves.

Help the client explore his or her feelings of lack of control 
over stress and life events.

Talk with the client at least once per shift, focusing on the 
identification and expression of the client’s feelings.

Encourage the client to ventilate feelings by talking or cry-
ing, through physical activities, and so forth.

Encourage the client to express feelings, especially ones with 
which the client is uncomfortable (e.g., anger or resentment).

Notice the client’s interactions with others and give posi-
tive feedback for self-assertion and expressing feelings, 
especially anger, resentment, and other so-called negative 
emotions.

The client needs to begin to focus on his or her feelings, 
not fear of physical problems.

The client may have helpless feelings but may not recog-
nize this independently.

Demonstrating consistent interest in the client facilitates 
the relationship and can desensitize discussion of emo-
tional issues.

The client may have difficulty expressing feelings directly. 
Your support may help the client develop these skills.

Direct expression of feelings will minimize the need to use 
physical symptoms to express them.

The client needs to know that appropriate expressions of 
anger or other negative emotions are acceptable and that 
he or she can feel better physically as a result of those 
expressions.
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IMPLEMENTATION (continued)

Talk with the client about coping strategies he or she has 
used successfully in the past.

Teach the client about positive coping strategies and stress 
management skills, such as increasing physical exercise, 
expressing feelings verbally or in a journal, or meditation 
techniques. Encourage the client to practice this type of 
technique while in the hospital.

Teach the client the problem-solving process: identify the 
problem, examine alternatives, weigh the pros and cons of 
each alternative, select and implement an approach, and 
evaluate its success.

*Encourage the client to pursue past relationships, per-
sonal interests, hobbies, or recreational activities that were 
positive in the past or that may appeal to the client. Consul-
tation with a recreational therapist may be indicated.

The client may have had success using coping strategies in 
the past but may have lost confidence in himself or herself 
or in his or her ability to cope with stressors and feelings.

The client may have limited or no knowledge of stress 
management techniques or may not have used positive 
techniques in the past. If the client’s anxiety diminishes by 
practicing these within the treatment setting, he or she can 
build on these skills in the future.

The client may be overwhelmed by anxiety in response to 
problems and will benefit from knowing how to deal with 
problems by using a logical, orderly process.

Social isolation may contribute to anxiety and a focus 
on physical symptoms. Social contacts and recreational 
activities can serve as a structure for the client to receive 
attention and focus on relationships and enjoyment rather 
than physical problems.

Nursing Interventions *denotes collaborative interventions Rationale
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Dissociative disorders are described in the DSM-IV-TR (APA, 2000) as having the essential 
feature of a “disruption in the usually integrated functions of consciousness, memory, identity 
or perception” (p. 519).

Dissociative disorders are diagnostically categorized as follows (APA, 2000, p. 519):

Dissociative amnesia is characterized by an inability to recall important personal informa-
tion, usually of a traumatic or stressful nature, that is too extensive to be explained by 
ordinary forgetfulness.

Dissociative fugue is characterized by sudden, unexpected travel away from home or one’s 
customary place of work, accompanied by an inability to recall one’s past and confusion 
about personal identity or the assumption of a new identity.

Dissociative identity disorder (formerly called multiple personality disorder) is characterized 
by the presence of two or more distinct identities or personality states that recurrently 
take control of the individual’s behavior, accompanied by an inability to recall important 
personal information that is too extensive to be explained by ordinary forgetfulness. It is 
a disorder characterized by identity fragmentation rather than a proliferation of separate 
personalities.

Depersonalization disorder is characterized by a persistent or recurrent feeling of being de-
tached from one’s mental processes or body that is accompanied by intact reality testing.

Clients with dissociative disorders, particularly dissociative identity disorder, commonly have 
been the victims of childhood abuse that may have been quite severe. Dissociation is a mecha-
nism that protects the emotional self from the full impact of traumatic events, both during and 
after those events. As with other protective mechanisms, the individual’s ability to dissociate 
becomes easier with repeated use. Dissociative experiences may begin to interfere with daily life, 
the individual’s ability to function, and the ability to deal with the realities of the traumatic events.

Prevalence rates of the various types of dissociative disorders vary, but dissociative identity 
disorder is diagnosed more frequently in women than in men, and there may be a familial 
component to the disorder (APA, 2000). Dissociative disorders also vary greatly in intensity 
in different individuals. The onset of a dissociative disorder may be sudden or gradual, and the 
course episodic or chronic. Clients with dissociative disorders usually are engaged in long-
term therapy in the community to deal with the myriad issues related to trauma and abuse. 
Some clients require hospitalization during times when their ability to function in daily life 
becomes so impaired that they need a protective environment. At these times, clients may have 
signi!cant problems with eating, sleeping, overwhelming anxiety, and strong urges to harm 
themselves—ranging from risk-taking behavior and lack of care for safety, to self-mutilation, 
and even to suicide.

Survivors of rape, incest, or other trauma may experience physical pains, sleep and eating 
disturbances, and a variety of overwhelming feelings, such as shame, anxiety, depression, or 
no feelings at all. They also may “re-experience” the trauma, having both the feelings and the 
bodily sensations experienced at the time of the abuse, and often cope with these experiences 
by dissociating, as they did at the time of the trauma.
Often, a client may “block out” childhood abuse through dissociation and not report or deal 
with it until adulthood.

Controversy surrounds the accuracy of such reports, because childhood memories may be sub-
ject to distortion and some individuals with this disorder are highly hypnotizable and especially 
vulnerable to suggestive in"uences. However, reports by individuals with Dissociative Identity 

Dissociative Disorders

C A R E  P L A N  3 5
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Disorder of a past history of sexual or physical abuse are often con!rmed by objective evidence. 
Furthermore, persons responsible for acts of physical and sexual abuse may be prone to deny or 
distort their behavior (APA, 2000, p. 527).

Dissociation often is portrayed in newspapers and other media in sensational ways, includ-
ing stories of abuse allegations, which later are retracted, giving rise to doubts about the true ex-
istence of dissociative disorders. The Foundation of False Memory Syndrome in Philadelphia, 
Pennsylvania, was established to help combat what some people believe are false, damaging 
allegations of childhood abuse on family members or others by persons who are now adults.

Acute treatment for these clients focuses on safety and the improved ability to function in 
usual activities. It is not necessary or desirable for the nurse to become involved in long-term 
issues, and therapy sessions that deal with these issues often are modi!ed or suspended dur-
ing acute care episodes because the client’s coping mechanisms are overwhelmed. When the 
client feels safe and is able to return to daily routines, therapy can resume if the client needs 
and wishes to continue.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Risk for Self-Mutilation
Ineffective Coping

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Anxiety
Bathing/Hygiene Self-Care De!cit
Dressing/Grooming Self-Care De!cit
Feeding Self-Care De!cit
Toileting Self-Care De!cit

Risk for Self-Mutilation
At risk for deliberate self-injurious behavior causing tissue damage with the intent of 
 causing nonfatal injury to attain relief of tension.

RISK FACTORS

 Self-harm urges (without lethal intent)
 Suicidal ideas, feelings, plans, attempts
 Inability to guarantee own safety
 Impulsivity
 Social isolation
 Anxiety
 Flashbacks
 Nightmares

Nursing Diagnosis

The client will

 Be safe and free from self-in"icted injury throughout hospitalization
 Agree to approach staff when feeling unsafe within 24 to 48 hours
 Be able to distinguish between ideas of self-harm and taking action on those ideas within  
2 to 3 days

 Approach staff before acting on self-harm urges, by a speci!ed date within 3 to 4 days

The client will

 Contract with himself or herself for safety
 Demonstrate use of alternative ways of dealing with stress and emotions
 Identify actions he or she can take to manage self-harm ideas or urges

EXPECTED OUTCOMES

Immediate

Stabilization
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The client will

 Manage self-harm urges and ideas in nondestructive ways, for example, talk with others 
instead of acting on self-harm urges

 Continue with therapy after discharge if indicated

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions Rationale

Determine the appropriate level of suicide or self-harm 
precautions for the client and explain the precautions fully 
to the client. See Care Plan 26: Suicidal Behavior.

Assess the client’s suicide or self-harm potential, and 
evaluate the needed level of precautions at least daily.

Be alert to sharp objects and other potentially dangerous 
items (e.g., glass containers, lighters); these should not be 
in the client’s possession when the client is not feeling safe.

If the client is at risk for serious self-harm, it may be neces-
sary to use restraint or seclusion, with no objects that can 
be used for self-harm. If this is necessary, assure the client 
that he or she will be safe. Follow the facility’s policies 
regarding seclusion and restraint, safety, and least restric-
tion for the client.

If the client is placed in seclusion or restraints, begin to talk 
to him or her about regaining internal control over his or 
her behavior as soon as possible.

Discuss the client’s ability to be safe openly and directly, in 
a matter-of-fact manner.

Initiate a “no self-harm” agreement as the client begins to 
manage his or her own safety. This contract is the client’s 
agreement with himself or herself to avoid self-harm and 
keep himself or herself safe (as opposed to the client mak-
ing this promise to the nurse).

Discuss the concept of having self-harm ideas as distinct 
from putting those ideas into action.

Tell the client that you believe he or she can gain control 
over self-harm behavior even if the urge for self-harm 
persists.

Discuss activities or behaviors the client might use when 
self-harm urges are more intense, including contacting a 
friend, therapist, or significant other; physical activity; or 
other structured activity.

Talk with the client about coping strategies he or she has 
used successfully in the past.

Teach the client about positive coping strategies and stress 
management skills, such as increasing physical exercise, 
expressing feelings verbally or in a journal, or meditation 
techniques. Encourage the client to practice this type of 
technique while in the hospital.

Physical safety of the client is a priority.

The client’s potential to harm himself or herself can vary; 
the risk may increase or decrease at any time.

Many common objects can be used in self-destructive 
ways. If the client lacks effective impulse control, he or she 
might use these objects if they are available.

Physical safety of the client is a priority. However, due to 
the history of trauma, the client may need to be reassured 
of his or her safety to minimize an increase in anxiety.

To maximize the client’s feelings of safety and control, it is 
especially important for the client to think about reassum-
ing control of himself or herself at the onset of restraint or 
seclusion.

An open and nonjudgmental approach avoids conveying the 
message that the client is unworthy or bad, yet addresses 
the client’s safety.

Clients usually are able to be accurate and honest in 
reporting their ability to be safe. Because it is the client’s 
responsibility to be safe, the agreement is with himself 
or herself. If a “promise” is made to the nurse, it may re-
semble a child’s promise to a parent, which can undermine 
the client’s self-reliance; then, if the client does engage in 
self-harm behaviors, he or she may have the added guilt of 
“letting down” another person.

Many clients do not recognize the distinction between hav-
ing ideas and urges of self-harm and acting out those ideas.

The client will benefit from knowing that the nurse believes 
he or she can gain control over self-harm behaviors.

The client is less likely to act out self-harm ideas if he or 
she is otherwise occupied, or if he or she contacts some-
one and can express feelings verbally.

The client may have had success using coping strategies in 
the past but may have lost confidence in himself or herself 
or in his or her ability to cope with stressors and feelings.

The client may have limited or no knowledge of stress 
management techniques or may not have used positive 
techniques in the past. If the client’s anxiety diminishes by 
practicing these within the treatment setting, he or she can 
build on these skills in the future.
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IMPLEMENTATION (continued)

Teach the client the problem-solving process: identify the 
problem, examine alternatives, weigh the pros and cons of 
each alternative, select and implement an approach, and 
evaluate its success.

*Encourage the client to pursue interests, hobbies, volun-
teer work, or recreational activities that may appeal to the 
client. Consultation with a recreational therapist may be 
indicated.

The client may be overwhelmed by anxiety in response to 
problems and will benefit from knowing how to deal with 
problems by using a logical, orderly process.

Social isolation may contribute to anxiety and dissociation. 
Social contacts and recreational activities can serve as a 
structure for the client to experience positive relationships 
and enjoyment.

Nursing Interventions *denotes collaborative interventions Rationale

Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced responses, 
and/or inability to use available resources.

ASSESSMENT DATA

 Feelings of being overwhelmed
 Feelings of worthlessness or hopelessness
 Guilt
 Dif!culty identifying and expressing feelings
 Anxiety
 Lack of trust
 Social isolation
 Fatigue
 Low self-esteem
 Loss of personal control
 Feelings of helplessness
 Patterns of avoidance or escape behavior

Nursing Diagnosis

The client will

 Express feelings in a nondestructive manner, such as verbally, within 2 to 3 days
 Demonstrate decreased social isolation, for example, interact with staff or other clients at 
least twice per day within 2 to 3 days

 Focus on current functional abilities within 2 to 3 days

The client will

 Demonstrate alternative ways to deal with stress, including effective problem-solving
 Engage in social interaction about current topics at least four times per day by a speci!ed 
date

 Assess own strengths and weaknesses realistically

The client will

 Engage in productive activities such as school, work, recreation, and social events
 Report satisfying interpersonal experiences with others

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Involve the client as much as possible in planning his or her 
own treatment.

Approach the client for interaction. If the client says “I 
don’t feel like talking,” remain with the client in silence and 
indicate your willingness to sit together without talking; or 
state that you will be back at a later (specific) time.

Give the client support for remaining out of his or her 
room, interacting with others, or attending activities.

Maintain the focus of care on the “here-and-now.” Avoid 
the temptation to delve into therapy issues involving past 
abuse or trauma.

Encourage the client to identify and express fears and 
emotions; convey your acceptance of the client’s feelings.

Help the client identify situations in which he or she is 
more comfortable expressing feelings; use role-playing to 
practice expressing emotions.

Provide opportunities for the client to express emotions 
and release tension in a safe, nondestructive way, such as 
group discussion, activities, and physical exercise.

Help the client recognize early signs of anxiety.

During the times the client is relatively calm, explore 
together ways in which he or she can deal with stress and 
anxiety.

Teach the client about the problem-solving process: 
identifying the problem, identifying and evaluating alterna-
tive solutions, choosing and implementing a solution, and 
evaluating its success.

*Teach the client social skills, and encourage him or her to 
practice these skills with staff members and other clients. 
Give feedback regarding social interactions and discourage 
the client from discussing therapy, self-harm behaviors, 
and so forth in social situations.

Encourage the client to pursue personal interests, hobbies, 
and recreational activities.

Give the client positive feedback as he or she begins to 
relax, express feelings, problem-solve, and so forth.

Assist the client to identify specific community activities 
and make a written schedule to attend these events.

Rationale

The client’s participation in his or her own plan of care can 
help to increase a sense of responsibility and control.

Your presence demonstrates interest and caring, and 
promotes the building of trust. The client may be testing 
whether or not you are trustworthy, or may be attempting 
to remain isolated.

The client’s ability to interact with others is impaired. Posi-
tive feedback recognizes the client for his or her efforts.

Treatment in the acute care setting is concerned with the 
client’s safety and daily coping abilities. Therapy issues are 
long term and may be contributing to the client’s feelings 
of being overwhelmed.

Discussion of feelings the client is experiencing at this time 
can help him or her work through these feelings and begin 
to distinguish between current and past feelings. Feelings 
are not inherently bad or good—they just are.

Expressing feelings can be helpful even if the feelings are 
uncomfortable for the client. Role-playing allows trying out 
new behaviors in a supportive environment.

The client needs to develop skills with which to replace 
self-destructive behavior.

The sooner the client recognizes the onset of anxiety, 
the more quickly he or she will be able to alter his or her 
response.

The client will be better able to problem-solve when his or 
her anxiety level is lower.

The client may have never learned or may be neglecting to 
use a logical, step-by-step approach to problem resolution.

The client may lack skills and confidence in social interac-
tions, contributing to his or her isolation from others.

Recreational activities can help increase the client’s social 
interaction and provide enjoyment. The client may have 
given up enjoyable activities or may have never learned to 
relax and have fun.

Positive feedback promotes the continuation of desired 
behavior.

The client is more likely to follow through with community 
plans if he or she has a written plan.
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1. Which of the following statements would indicate  
that teaching about somatization disorder has been  
effective?

a. “The doctor believes I am faking my symptoms.”

b. “If I try harder to control my symptoms, I will feel 
 better.”

c. “I will feel better when I start handling stress more 
 effectively.”

d. “Nothing will help me feel better physically.”

2. The nurse is caring for a client with a conversion disor-
der. Which of the following assessments will the nurse 
expect to see?

a. Extreme distress over the physical symptom

b. Indifference about the physical symptom

c. Labile mood

d. Multiple physical complaints

3. The nurse is caring for a client with a conversion  
disorder involving semi-paralysis of the lower extremi-
ties. The client has not come to the dining area for lunch. 

Which of the following interventions would be most 
appropriate?

a. Inform the client that he has 10 minutes to come to the 
dining room for lunch.

b. Invite the client to lunch and accompany him to the 
dining room.

c. Take the client’s lunch tray to his room.

d. Tell the client he’ll have nothing to eat until dinner if 
he misses lunch.

4. A client with somatization disorder is referred to the 
outpatient clinic for problems with nausea, back pain, 
headaches, and problems with urination. The client tells 
the nurse that the nausea began when his wife asked  
him for a divorce. Which of the following would be  
most appropriate?

a. Allowing the client to talk about his frustration with 
his symptoms

b. Asking the client to describe his problem with nausea

c. Directing the client to describe his feelings about the 
impending divorce

d. Informing the client about medications used to treat 
nausea
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Visit thePoint (http://thePoint.lww.com/Schultz9e) for a list 
of these and other helpful Internet resources.
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Eating Disorders

The care plans in this section deal with maladaptive eating patterns that are long-term 
conditions: anorexia nervosa and bulimia nervosa. Clients with eating disorders are often 
mistakenly believed to be well adjusted, successful, and happy. Underlying that facade, 
however, the person attempts to deal with con!icts and emotions through destructive food-
related behaviors. Eating disorders are complex problems that may require treatment in 
acute care settings, outpatient treatment, family or individual therapy, and years of work 
to overcome.

Behaviors and problems related to eating are seen in many different disorders and are 
brie!y addressed in many of the care plans found in other sections of this Manual. The 
client’s nutritional state is directly related to physical health and often in!uences, or is in-
!uenced by, emotional or psychiatric problems as well. Other types of problems related to 
nutritional intake are addressed in Care Plan 52: The Client Who Will Not Eat.

S E C T I O N  T E N
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Anorexia nervosa is an eating disorder “characterized by a refusal to maintain a minimally 
normal body weight” (i.e., the client weighs approximately 15% or more below ideal body 
weight), an intense fear of becoming obese, a distortion of body image, and amenorrhea (in 
postmenarchal women) (APA, 2000, p. 583). A number of characteristics have been noted in 
clients with anorexia, including depression, obsessive thoughts or compulsive behaviors, rigid 
thinking, and perfectionism. These clients have been said to lack a sense of identity and to feel 
helpless and ineffectual in their lives. They may be using weight loss as a means of controlling 
their bodies (which gives a sense of control in their lives) or avoiding maturity (Day, Ternouth, 
& Collier, 2009).

The cause of anorexia nervosa remains unknown, although biologic, psychological, famil-
ial, and sociocultural theories have been proposed. A precipitating factor sometimes can be 
identi"ed that involves a major stress or change in the client’s life related to maturing (e.g., 
puberty, "rst sexual encounter), leaving the family home (e.g., going to college), or loss. Obe-
sity, real or perceived, and dieting at an early age are risk factors for anorexia nervosa (Day et 
al., 2009); however, it is much more complex than a diet taken too far.

Some evidence suggests both a familial pattern and a genetic component for anorexia 
nervosa (APA, 2000). Family dynamics appear to play a signi"cant role in the development 
of anorexia nervosa; these families have been described as being enmeshed (having intense 
relationships and a lack of boundaries), overprotective, rigid, and lacking effective con!ict 
resolution. In addition, a history of sexual abuse is reported in 30% of clients with anorexia 
(Ross, 2009).

In the United States, the lifetime prevalence of anorexia is reported as 0.9% in females and 
0.3% in males (Hudson, Hiripi, Pope, & Kessler, 2006). Anorexia nervosa is more common 
in industrialized countries, and cultural factors may play a role in its development. Thinness, 
especially in women, is highly valued in some aspects of American culture, and women often 
internalize the societal message that they will be judged on their appearance rather than their 
abilities. The socialization of women may be confusing and overwhelming to adolescent and 
young adult women (e.g., con!icting messages regarding dependence versus independence, 
achieving in a career versus nurturing a family, etc.). Many characteristics noted in women 
with anorexia are ascribed to the female role in American society (dependency, pleasing oth-
ers, helpfulness, and sensitivity).

More than 90% of clients with anorexia nervosa are female, though the disorder does occur 
in males. Prevalence in females has been estimated at 0.5% (APA, 2000) and as high as 1% 
in adolescent and young adult females (Black & Andreasen, 2011). Onset usually occurs in 
adolescence; it rarely occurs before puberty or after 40 years of age. This disorder may be a 
lifelong chronic illness or may be restricted to an acute episode; it also can occur with bulimia 
nervosa. An episode of anorexia nervosa may be described as restricting (if the client is using 
restriction of food or excess exercise to lose weight) or binge eating/purging (if the client is 
using purging behavior, with or without binging) (APA, 2000).

Anorexia nervosa can have grave physical consequences; mortality related to malnutrition, 
complications, and suicide has been reported as between 10% and 20%. Anorexia nervosa 
often requires long-term treatment and follow-up; success in treatment varies, but early recog-
nition and treatment increase chances for recovery (Black & Andreasen, 2011).

During acute treatment episodes, nursing care is focused on keeping the client safe, fa-
cilitating or providing treatment for medical problems, and providing adequate nutrition and 
hydration. Other therapeutic goals include decreasing the client’s withdrawn, depressive, ma-
nipulative, or regressive behavior, and preventing secondary gain. It is important to remain 

Anorexia Nervosa
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focused on the client’s eventual discharge and to help the client build self-esteem, social skills, 
and non–food-related coping mechanisms. Because family dynamics are often a part of the 
client’s illness, it is also important to assess the client’s home environment, teach the client 
and family about the client’s anorexia, and refer the client and family for continued treatment 
as indicated.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Imbalanced Nutrition: Less Than Body Requirements
Ineffective Coping

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Ineffective Denial
Chronic Low Self-Esteem
Disturbed Sensory Perception (Specify: Visual, Auditory, Kinesthetic, Gustatory,  

Tactile, Olfactory)
Noncompliance
Powerlessness
Ineffective Health Maintenance
Risk for Self-Mutilation
Risk for Suicide

Imbalanced Nutrition: Less Than Body Requirements
Intake of nutrients insuf"cient to meet metabolic needs.

ASSESSMENT DATA

 Weight loss
 Body weight 15% or more under ideal body weight
 Refusal to eat
 Denial or loss of appetite
 Inability to perceive accurately and respond to internal stimuli related to hunger or  
nutritional needs

 Epigastric distress
 Vomiting
 Dif"culty swallowing
 Use or abuse of laxatives
 Retaining feces and urine, eating large amounts of salt, or concealing weights on body to 
increase weight measurement

 Denial of illness or resistance to treatment
 Denial of being (too) thin
 Feelings of guilt, shame, or remorse after eating or eating certain foods
 Excessive exercise
 Physical problems or changes (may be life-threatening) that include malnutrition; starva-
tion; pale, dry skin; poor skin turgor; little subcutaneous tissue; lanugo (soft, downy body 
hair); edema; constipation; amenorrhea, cardiac arrhythmias, bradycardia, or mitral and 
tricuspid valve prolapse; low basal metabolic rate; hypothermia; decreased mental acuity 
and concentration; hypotension; poor muscle tone and function; osteoporosis and fractures; 
absent secondary sexual characteristics; anemia and leukopenia; hypoglycemia; hypercho-
lesterolemia; reduced serum immunoglobulins and increased susceptibility to infection 
and sepsis; impaired renal function; diabetes insipidus; decreased urinary 17-ketosteroids, 
estrogens, testosterone, and gonadotropins; !uid and electrolyte imbalance.

Nursing Diagnosis
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The client will

 Increase caloric and nutritional intake, for example, will eat 30% of meals within 4 to 5 days
 Demonstrate improvement in physical status related to the physical complications of an-
orexia nervosa within 3 to 4 days

 Be free of complications of malnutrition within 6 to 8 days
 Maintain skin integrity throughout hospitalization
 Demonstrate weight gain, for example, will gain at least 2 pounds within 5 to 7 days

The client will

 Develop an adequate nutritional state, for example, !uid and electrolyte balance will be 
within normal range by a speci"ed date

 Demonstrate regular, independent, nutritional eating habits
 Demonstrate continued improvement in physical status

The client will

 Maintain a healthy weight level
 Meet nutritional goals independently

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Note: It is especially important to use the following inter-
ventions selectively in developing an individual care plan for 
the client. There are several different kinds of interventions 
presented here that can be used with different approaches 
to the care of clients with anorexia. Some measures may 
be appropriate for clients whose nutritional state is severe-
ly compromised (total parenteral nutrition or nasoduodenal 
tube feedings), whereas others may be more effective in 
decreasing the attention given to food itself (e.g., to focus 
only on weight, not on intake and output) with a client 
whose nutritional state is not as severely compromised. 
You may want to develop a specific protocol for each client, 
with nursing interventions (e.g., tube feedings, supervision 
at and after meals) and client privileges based on compli-
ance with calorie consumption or weight gain.

If the client is critically malnourished:

Parenteral nutrition through a central catheter may be indi-
cated. Monitor the client closely for signs and symptoms 
of infection.

Tube feedings may be used alone or with oral or parenteral 
nutrition. Use of a feeding tube may be effective.

Supervise the client for a specified time (initially  
90  minutes, decreasing gradually to 30 minutes) after  
tube feeding, or remove the tube after feeding.

Offer the client the opportunity to eat food orally. Use tube 
feedings if the client consumes insufficient calories or 
loses weight or if indicated by medical condition (electro-
lytes and acid–base balance). Decrease tube feedings as 
oral consumption becomes adequate.

Rationale

Adequate nutrition, electrolytes, and so forth can be provid-
ed parenterally. The client has no opportunity to vomit this 
kind of nutritive substance. The client’s immune system 
may be compromised related to malnutrition and a central 
line catheter provides a portal for infection.

Fortified liquid diets can be provided through tube feedings. 
The use of a feeding tube decreases the chance of vomit-
ing or siphoning feedings.

Supervision decreases the client’s opportunity to vomit or 
siphon feedings. Removing the tube prevents siphoning 
feedings.

The client may prefer to eat food orally rather than have 
a tube feeding; however, the client’s physical health is a 
priority.
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IMPLEMENTATION (continued)

When tube feeding is indicated (see above), insert the tube 
immediately in a matter-of-fact, nonpunitive manner, and 
administer feeding. Do not use tube feeding as a threat or 
punishment, and do not allow bargaining.

Parenteral nutrition or tube feedings may be best adminis-
tered at night.

General interventions (consider for any client):

*Monitor the client’s vital signs, electrolytes, acid–base bal-
ance, liver enzymes, albumin, and other medical measures 
as indicated and ordered by the physician.

Monitor the client’s intake and output. Keep records at the 
nursing station (not at the client’s bedside or room) and do 
not allow the client to complete records. Observations of 
intake and output should be made in an unobtrusive and 
matter-of-fact manner.

Establish a contract with the client regarding treatment,  
if the client will agree.

Initially, do not allow the client to eat with other clients or 
visitors.

Provide a structure to the client’s mealtimes. Tell the client 
when it is time to eat, present the food, and state limits in 
a consistent matter-of-fact manner.

Do not bribe, coax, or threaten the client or focus on eating 
at all; withdraw your attention if the client refuses to eat. 
When the mealtime is over, remove food without discussion.

Supervise the client during and after meals (initially for 90 
minutes, then decrease gradually). Do not allow the client to 
use the bathroom until at least 30 minutes after each meal.

Provide a pleasant, relaxing environment for eating, and 
minimize distractions. Encourage the use of relaxation 
techniques, rest, and quiet before and after meals.

Encourage the client to seek out a staff member after eat-
ing to talk about feelings of anxiety or guilt or if the client 
has the urge to vomit.

Allow the client increasing choices regarding food, 
 mealtime, and so forth.

Grant and restrict privileges based on weight gain (or loss) 
and do not focus on eating, mealtimes, calorie counts, or 
physical activity. If weight loss occurs, decrease privileges 
and talk with the client to explore the circumstances and 
feelings involved.

Weigh the client daily, after the client has voided and 
before the morning meal, with the client wearing only a 
hospital gown. Measure weight in a matter-of-fact manner; 
do not approve or disapprove of weight gain or loss.

Limits and consistency are essential in avoiding power 
struggles and decreasing manipulative behavior. Remem-
ber, tube feedings are medical treatment, not punishment.

Using these methods at night may decrease attention 
given to the client by others and will interfere less in the 
client’s daytime activities.

The client’s physical health is a priority. Information regard-
ing the client’s clinical state is necessary to plan effective 
nursing care.

The client may provide inaccurate information on intake or 
output records. It is important to minimize direct attention 
given for eating and to remove emotional issues from food 
and eating.

Contracting can promote the client’s sense of control and 
self-responsibility and help establish goals, but is ineffec-
tive if the client is not in agreement with its terms.

Other clients may repeat family patterns by urging the cli-
ent to eat or giving attention to the client for not eating.

Clear limits let the client know what is expected.

It is important to minimize the client’s secondary gain from 
not eating. Issues of control (especially regarding eating) are 
central to the client’s problem and must not be reinforced.

The client may spill, hide, or discard food. The client may 
use the bathroom to vomit or dispose of concealed foods.

The client may have significant anxiety and guilt about eat-
ing, making mealtime very stressful.

Talking with a staff member promotes a focus on emo-
tional issues rather than on food. The client may feel guilt, 
remorse or shame after eating or eating certain foods (e.g., 
foods perceived as fattening by the client).

The client needs to develop independence in eating habits.

Decreasing direct attention given to food and eating en-
courages the client to focus on emotional issues instead.

Consistency is necessary for accurate comparison of weight 
over time. The client may retain urine or conceal weights on 
his or her body to increase weight measurement. Weight 
gain or loss is a measure of health, not of success or failure. 
A matter-of-fact attitude will help separate emotional issues 
from the client’s eating (or noneating) behaviors.

Nursing Interventions *denotes collaborative interventions Rationale

(continued on page 248)



248      PART 3 / SECTION 10   Eating Disorders

IMPLEMENTATION (continued)

Monitor the client’s elimination patterns. The client’s diet 
should include sufficient fiber and adequate amounts of 
fluids.

Discourage the client’s use of enemas, laxatives, or  
suppositories.

Observe and record the client’s physical activity; be aware 
that this may be covert (e.g., jogging in the shower, doing 
calisthenic exercises in bed).

You may need to structure exercise activities into the 
client’s treatment plan. Do not forbid all physical exercise 
unless the client is critically ill and exercise would be truly 
harmful or unsafe.

Provide skin care, especially over bony prominences.

Encourage the client to use a shower for bathing.

Provide warm bedding. Be aware of room air temperatures.

*Provide or encourage dental hygiene. Referral to a dentist 
may be appropriate.

Gradually decrease limits on meals and snacks, and allow 
the client more control over food intake, choice of foods, 
preparation, and so forth.

Give positive feedback for healthy eating behaviors.

Be aware of your role in modeling healthy behavior.

*Assess the client’s knowledge of weight, nutrition, and so 
forth. Client teaching may be indicated; this should be done 
in factual and unemotional terms and should be limited in 
frequency and duration. Refer the client to a dietitian for 
detailed instruction if appropriate.

Do not engage in nonteaching interactions with the client 
on topics of food and eating.

Discharge should not occur until the client has reached a 
healthy weight, as agreed in the treatment plan. This limit 
should be maintained without bargaining after the goal has 
been set (although the client may have initial input into  
the goal).

The client may be constipated or have less frequent stools. 
Bulk and fluid promote adequate elimination.

The client may abuse laxative preparations as a means of 
controlling weight.

The client may exercise to excess to control weight.

Restricting physical activity too severely may greatly 
increase the client’s anxiety (see Care Plan 30: Obsessive-
Compulsive Disorder). Also, moderate exercise is a  
valuable long-term health behavior and should not be 
discouraged.

The client is at risk for skin breakdown due to diminished 
nutrition and lack of muscle and subcutaneous tissue.

Sitting in a bathtub may be uncomfortable for the client due 
to bony prominences and lack of muscle or subcutaneous 
tissue.

The client is especially apt to feel cold because of de-
creased fat and subcutaneous tissue.

The client’s teeth or gums may be in poor condition due 
to the effects of vomiting (decreased tooth enamel from 
contact with gastric fluids) and malnutrition.

The client needs to develop independent eating habits.

Positive support tends to reinforce desired behaviors.

You are a role model for the client.

The client may have false ideas about food, weight, and 
nutrition. The client needs to decrease his or her emotional 
investment in food or eating. Areas outside the nursing 
area of expertise are best referred to other health profes-
sionals.

This allows you to focus on emotional issues with the cli-
ent and limits focusing on food and eating.

The client’s physical health is a priority. Bargaining may 
undermine the limit. Allowing the client’s input in the treat-
ment plan can encourage cooperation and enhance the 
client’s sense of control.

Nursing Interventions *denotes collaborative interventions Rationale

Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced responses, 
and/or inability to use available resources.

Nursing Diagnosis
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ASSESSMENT DATA

 Denial of illness or resistance to treatment
 Inability to ask for help
 Inability to problem-solve
 Inability to meet basic needs
 Inability to meet role expectations
 Feelings of helplessness or powerlessness
 Depressive behavior
 Anxiety
 Guilt
 Anger
 Suicidal ideas or feelings
 Manipulative behavior
 Regressive behavior
 Hyperactivity
 Sleep disturbances, such as early awakening
 Social isolation
 Decreased sexual interest
 Rumination
 Refusal to eat
 Dread of certain foods or types of foods (such as carbohydrates)
 Disgust at the thought of eating
 Preoccupation with food
 Hiding or hoarding food
 Preoccupation with losing weight
 Unceasing pursuit of thinness
 Intense fear of becoming obese
 Family problems
 Low self-esteem
 Problems with sense of identity
 Delusions
 Body image distortions

The client will

 Be free from self-in!icted injury throughout hospitalization
 Participate in treatment program, for example, participate in at least one activity per shift or 
two interactions per shift within 2 to 3 days

 Demonstrate decreased manipulative, depressive, or regressive behavior and suicidal ideas 
and feelings within 3 to 4 days

 Demonstrate beginning trust relationships with others within 3 to 4 days
 Verbalize recognition of perceptual distortions (e.g., distorted body image) within  
4 to 5 days

 Identify non–food-related coping mechanisms, for example, talking with others about feel-
ings, keeping a journal within 4 to 5 days

 Interact with others in non–food-related ways within 3 to 4 days
 Demonstrate increased social skills, for example, approach others for interaction, make eye 
contact, and so forth within 3 to 4 days

The client will

 Demonstrate more effective interpersonal relationships with family or signi"cant others
 Exhibit age-appropriate behavior, for example, complete school assignments on time with-
out prompting by staff

EXPECTED OUTCOMES

Immediate

Stabilization
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 Demonstrate change in attitudes about food and eating
 Verbalize increased feelings of self-worth
 Demonstrate non–food-related coping mechanisms
 Demonstrate decreased associations between food and emotions
 Verbalize knowledge of illness and medications, if any

The client will

 Participate in continuing therapy after discharge, if appropriate
 Demonstrate independence and age-appropriate behaviors
 Verbalize a realistic perception of body image

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Assess and observe the client closely for self-destructive 
behavior or suicidal intent. See Care Plan 26: Suicidal 
Behavior.

Initially, limit the number of staff assigned to and interact-
ing with the client, then gradually increase the variety of 
staff interacting with the client. See Care Plan 1: Building a 
Trust Relationship, Care Plan 25: Major Depressive Disor-
der, and Care Plan 45: Withdrawn Behavior.

*Maintain consistency of treatment. One staff member per 
shift should be identified to have the final word on all deci-
sions (although other staff members and the client may 
have input).

Supervise or remain aware of the client’s interactions with 
others and intervene as appropriate.

Do not restrict the client to his or her room as a restriction 
of privileges.

Remember the client’s age, and relate to the client accord-
ingly. Expect age-appropriate behavior from the client.

Expect healthy behavior from the client.

Encourage the client to do schoolwork while in the hospital 
if the client is missing school due to hospitalization.

Give the client positive support and honest praise for ac-
complishments. Focus attention on the client’s positive 
traits and strengths (not on feelings of inadequacy).

Do not flatter or be dishonest in interactions with or feed-
back to the client.

Foster successful experiences for the client. Arrange for 
the client to help other clients in specific ways, and sug-
gest activities to the client that are within his or her realm 
of ability, then increase complexity as appropriate.

*Use group therapy and role-playing with the client. Give 
the client feedback on his or her behaviors and the reac-
tions of others.

Rationale

Clients with anorexia nervosa are at risk for self-destructive 
behaviors. The client’s safety is a priority.

Initially limiting the number of staff can build trust, maxi-
mize consistency, and minimize manipulation.

Consistency minimizes the possibility of manipulation of 
staff members by the client.

Other clients or visitors, especially family members, may 
reinforce manipulative behavior or provide secondary gain 
for the client’s not eating.

Social isolation may be something the client desires or may 
be part of the client’s disorder.

The client may appear to be younger than his or her actual 
age and may want to be dependent and avoid maturity and 
responsibility.

When a client is diagnosed with an illness, you may expect 
and inadvertently reinforce behaviors characteristic of the 
disorder.

Schoolwork is a normal part of an adolescent’s life. The cli-
ent may receive a secondary gain from not being expected 
to do schoolwork or by falling behind in school.

Positive support tends to provide reinforcement for desired 
behaviors.

The client will not benefit from dishonest praise or flattery. 
Honest, positive feedback can help build self-esteem.

Any activity that the client is able to complete provides an 
opportunity for positive feedback.

The client can share feelings and try out new behaviors in a 
supportive, nonthreatening environment. The client may lack 
insight into his or her behaviors and their consequences or 
effects on others.
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IMPLEMENTATION (continued)

*Be aware of your own feelings about the client and his or 
her behaviors. Express your feelings to other staff mem-
bers rather than to the client.

Be nonjudgmental in your interactions with the client. Do 
not express approval or disapproval or be punitive to the 
client.

Remain aware of your own behavior with the client. Be 
consistent, truthful, and nonjudgmental.

*Make referrals for recreational and occupational therapy 
as appropriate.

Allow the client food only at specified snack and meal 
times. Do not talk with the client about emotional issues 
at these times. Encourage the client to ventilate his or her 
feelings at other times in ways not associated with food.

Withdraw your attention if the client is ruminating about 
food or engaging in rituals with food or eating.

Observe and record the client’s responses to stress. En-
courage the client to approach the staff at stressful times.

Help the client identify others in the home environment 
with whom the client can talk and who can be supportive. 
Identify non–food-related activities that may decrease 
stress or anxiety (e.g., hobbies, writing, drawing).

As tolerated, encourage the client to express his or her 
feelings regarding achievement, family issues, indepen-
dence, social skills, sexuality, and control.

See Care Plan 28: Anxious Behavior.

*Assess the client’s home environment. Interview the 
client’s family, make a home visit if possible, or observe 
the family’s behavior at mealtime. Encourage the family’s 
participation in family therapy if indicated.

Encourage the client to ventilate his or her feelings about 
family members, family dynamics, family roles, and so 
forth.

Send the client home for a specified, limited period of time, 
then evaluate the success of this trial period with the client 
in the hospital before discharge. Observe and record the 
client’s feelings, mood, and activities before and after time 
at home.

*Include the client’s family or significant others in teaching, 
treatment, and follow-up plans. Teaching should include 
dynamics of illness, nutrition, and medication use, if any.

*Assist the client and the family to arrange for follow-up 
therapy. Encourage contact with the follow-up therapist 
before discharge.

You may have strong feelings of helplessness, frustration, 
and anger in working with this client. Working through your 
feelings will decrease the possibility of acting them out in 
your interactions with the client.

Issues of control, approval, and guilt often are problems 
with the client. Nonjudgmental nursing care decreases the 
possibility of power struggles.

Staff members are the client’s role models for appropriate 
behavior and self-control.

The client may need to learn non–food-related ways to 
relax, spend leisure time, and so forth.

It is important for the client to separate emotional issues 
from food and eating.

Minimizing attention given to these behaviors may help 
decrease them.

The client may be unaware of his or her responses to stress 
and may need to learn to identify stressful situations.

The client needs to learn new skills to deal with stress.

These issues often are problem areas for clients with 
anorexia.

Family dynamics are often involved in the development and 
progression of anorexia nervosa, and family therapy can be 
successful in treating the disorder.

Ventilation of feelings can help the client identify, accept, 
and work through feelings, even if these are painful or 
uncomfortable for the client.

Hospitalization may decrease pressure for the client by 
removing the client from home and by interrupting family 
dynamics. Returning home may increase the client’s stress 
and result in weight loss or other anorexic behaviors.

Family dynamics may play a significant role in anorexia 
nervosa.

Follow-up and long-term therapy for the client and the 
family can be effective in preventing future weight loss. 
Meeting the therapist prior to discharge can help lessen 
the client’s anxiety.

Nursing Interventions *denotes collaborative interventions Rationale

(continued on page 252)
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IMPLEMENTATION (continued)

*Refer the client and family to support groups in the com-
munity or via the internet (e.g., the National Anorexic Aid 
Society for Anorexia Nervosa and Associated Disorders). 
However, caution the client and family about internet 
groups that encourage anorexia and provide guidance 
regarding evaluation of online resources.

See Care Plan 2: Discharge Planning.

Support groups sponsored by professional organizations 
can offer support, education, and resources to clients and 
their families. Some internet groups, however, encourage 
eating-disordered behavior and unhealthy weight loss and 
can undermine therapeutic goals.

Nursing Interventions *denotes collaborative interventions Rationale
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Bulimia nervosa, or bulimia, is an eating disorder characterized by recurrent episodes of binge 
eating and the use of inappropriate activities (e.g., self-induced vomiting, laxative misuse) to 
prevent weight gain (APA, 2000). During binge eating, the client rapidly consumes very large 
amounts of food at one time; these episodes may occur from two times a week to several times 
a day.

Clients with bulimia, especially those who use purging and fasting as weight-control mea-
sures, may be at, near, or under their ideal body weight. Clients with bulimia often experience 
a distortion of body image (perceiving themselves as fat even when thin) and body image 
dissatisfaction; their level of self-esteem often is strongly related to their perception of their 
weight. These clients often are ashamed of their eating behaviors and try to keep them secret. 
During binge eating, the client may experience feelings of being out of control or of dissocia-
tion. Clients with bulimia may be severely malnourished and often experience medical com-
plications, such as !uid and electrolyte imbalances, which can be severe and life threatening.

Some evidence indicates that clients with bulimia have an increased risk for mood disor-
ders and substance abuse, and their family members have an increased risk for bulimia (APA, 
2000). These clients often have histories or family histories of substance abuse, impulsive 
behavior (e.g., shoplifting and promiscuity), affective disorders (e.g., major depressive disor-
der, self-mutilation, or suicidal behavior), anxiety disorders, or personality disorders (Black 
& Andreasen, 2011). Many clients with bulimia report a history of dieting behavior and of 
having been overweight before developing bulimia.

Clients with bulimia are usually female (at least 90%). In the United States, lifetime preva-
lence of bulimia and binge-eating in females is reported to be 1.5% and 3.5%, respectively, 
and 0.5% and 2%, respectively, in males (Hudson et al., 2006). Onset usually occurs in late 
adolescence or the early twenties. The course of this disorder often is long term, with intermit-
tent or chronic symptoms.

Treatment of clients with bulimia often is long term and can involve both medications 
and psychotherapy; antidepressant medications have been effective in bulimia (Black & 
 Andreasen, 2011). Periods of hospitalization, if they occur, are relatively short and may occur 
only during medical or psychiatric crises. These clients may be seen initially on a medical 
unit due to physical complications from binge–purge behaviors, malnutrition, and so forth. It 
is important to identify these eating-disordered clients, refer them for therapy, and encourage 
them to follow through with treatment for the eating disorder.

Nursing goals with clients in treatment for bulimia or excessive eating involve working 
with the client to meet both physiologic and psychological needs. These goals include:

 Providing a safe environment
 Promoting adequate nutritional intake and retention
 Providing or facilitating treatment for associated physical problems (e.g., constipation, den-

tal problems, !uid and electrolyte imbalance, etc.)
 Encouraging the client’s participation in treatment
 Decreasing the client’s anxiety
 Decreasing perceptual distortions
 Promoting the client’s sense of control regarding himself or herself, relationships, and life 

situation
 Promoting the client’s understanding of and insight into his or her behavior or disorder
 Promoting the client’s self-esteem and ability to assess self realistically
 Promoting the client’s development of coping skills, supportive relationships, and resources 

for continued therapy

Bulimia Nervosa
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NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Imbalanced Nutrition: Less Than Body Requirements
Imbalanced Nutrition: More Than Body Requirements
Ineffective Coping

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Ineffective Denial
Noncompliance
Chronic Low Self-Esteem
Disturbed Sensory Perception (Specify: Visual, Auditory, Kinesthetic, Gustatory,  

Tactile, Olfactory)
Anxiety

Imbalanced Nutrition: Less Than Body Requirements
Intake of nutrients insuf"cient to meet metabolic needs.

Imbalanced Nutrition: More Than Body Requirements
Intake of nutrients that exceeds metabolic needs.

ASSESSMENT DATA

 Weight gain or loss
 Overuse of laxatives, diet pills, or diuretics
 Dysfunctional eating patterns
 Binge eating
 Compulsive eating
 Feelings of guilt, remorse, or shame after eating
 Diuretic use
 Laxative use
 Inadequate nutritional intake
 Excessive caloric intake
 Secrecy regarding eating habits or amounts eaten
 Recurrent vomiting after eating
 Physical signs and symptoms: ulceration or scarring on dorsal surface of hand or "nger 
calluses (from manually stimulating vomiting), hypertrophy of salivary or parotid glands, 
erosion of dental enamel (from acidity of emesis), ulcerations around mouth and cheeks 
(from emesis splashback)

 Physical problems or changes (may be life-threatening): !uid and electrolyte imbalances, 
including dehydration and volume depletion, hypokalemia, hyponatremia, hypomagnese-
mia, and hypocalcemia; cardiac problems, including electrocardiogram disturbances, heart 
failure, and myopathy; metabolic alkalosis or acidosis; seizures; hypotension; elevated 
aldosterone level; edema of hands and feet; fatigue; muscle weakness, soreness, or cramps; 
headache; nausea; laxative dependence; gastrointestinal problems, including constipation, 
colitis, malabsorption disorders, delayed gastric emptying, gastric bleeding, ulcers, or rup-
ture; sore throat; emetine toxicity (from ipecac misuse); elevated serum amylase; esopha-
gitis, esophageal erosions, bleeding, stricture, or perforation; pancreatitis; hypoglycemia; 
disturbance in hormone levels; irregular menses.

Nursing Diagnosis
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The client will

 Interrupt binge (binge–purge) eating patterns within 24 to 48 hours
 Be free from use of diuretics, laxatives, or diet pills throughout hospitalization
 Evidence improvement in physical status related to complications of bulimia or excessive 
eating, for example, the client’s !uid and electrolyte levels will be within normal limits 
within 5 to 7 days

 Demonstrate regular (adequate, not excessive) nutritional eating behavior within  
5 to 7 days

The client will

 Maintain normal bowel elimination without laxatives
 Eliminate binge (binge–purge) eating patterns
 Continue to evidence improvement in physical status related to complications of bulimia  
or excessive eating

 Establish regular (adequate, not excessive) nutritional eating patterns

The client will

 Maintain regular (adequate, not excessive) nutritional eating patterns
 Verbalize acceptance of stable body weight within 10% of ideal body weight

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Monitor the client’s laboratory values for electrolyte 
 imbalance.

Spend time with the client after meals. Avoid letting  
the client go to the bathroom or to an isolated area 
 unaccompanied.

*Help the client determine a daily meal plan that contains 
an appropriate number of calories, includes all food groups, 
and provides adequate nutrition. Consultation with a dieti-
tian is helpful.

Initially, allow the client to avoid some foods the client 
fears or sees as bad, as long as he or she gets adequate 
nutrition.

Gradually include foods that the client has avoided as 
forbidden or fattening or has come to fear (e.g., carbohy-
drates).

When the client feels the urge to binge, go on a walk with 
the client or engage in other distracting activities. Encour-
age the client to use physical activity to deal with the urge 
to binge but not to use excessive exercise as a weight 
control measure.

Have the client measure and record weight daily. Avoid 
letting the client weigh more than once a day or skip daily 
weight measures.

Discourage the client’s use of diuretics, diet pills, or laxatives. 
Ask the client to relinquish these items. You may need to 
search the client’s belongings, with the client’s permission.

Rationale

Persistent vomiting, diuretic use, or use of laxatives can 
result in hypokalemia, hyponatremia, dehydration, and 
metabolic alkalosis or acidosis.

Vomiting behavior usually is secretive. The client may feel 
guilty and anxious about having eaten, and your presence 
can deter vomiting and be supportive to the client.

A meal plan provides a structure for the client’s eating be-
havior. Though the client may be preoccupied with food, he 
or she may not know about the type and amounts of food 
that constitute a healthful diet.

The client’s anxiety may be increased if he or she is unable 
to avoid certain foods, and he or she can exercise some 
control by being allowed to avoid certain foods.

Gradual introduction of feared foods will help minimize the 
client’s anxiety and help the client learn that these foods 
are not harmful.

Physical activity can provide a release for feelings that 
promote binge behavior. It also is a way to postpone eating 
until mealtime.

The client may have avoided weight measurement because 
he or she is convinced of being overweight. Clients may 
binge or purge based on feeling fat rather than on actual 
weight.

Continued use of diuretics, diet pills, or laxatives  
reinforces bulimic behavior and can have severe medical 
consequences.

(continued on page 256)
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IMPLEMENTATION (continued)

Discontinue laxative use. The client’s diet should have 
adequate fiber to promote normal elimination. If the client 
is constipated, use glycerin suppositories to stimulate 
evacuation.

*Be alert to the possibility of the client asking friends or 
family to smuggle food, laxatives, or other drugs to him or 
her. Talk with the client and his or her visitors if necessary.

Be nonjudgmental and matter of fact in your approach to 
the client and his or her behavior.

Laxative dependence must be eliminated. Judicious use 
of glycerin suppositories will not foster dependence as do 
laxatives.

The client may feel out of control or panicked when binge 
foods, laxatives, or other drugs are not available. The cli-
ent’s significant others can be supportive of the client’s 
health by not reinforcing bulimic behaviors.

This approach will not reinforce the client’s already exces-
sive feelings of guilt and shame.

Nursing Interventions *denotes collaborative interventions Rationale

Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced responses, 
and/or inability to use available resources.

ASSESSMENT DATA

 Inability to meet basic needs
 Inability to ask for help
 Inability to problem-solve
 Inability to change behaviors
 Self-destructive behavior
 Suicidal thoughts or behavior
 Inability to delay grati"cation
 Poor impulse control
 Stealing or shoplifting behavior
 Desire for perfection
 Feelings of worthlessness
 Feelings of inadequacy or guilt
 Unsatisfactory interpersonal relationships
 Self-deprecatory verbalization
 Denial of feelings, illness, or problems
 Anxiety
 Sleep disturbances
 Low self-esteem
 Excessive need to control
 Feelings of being out of control
 Preoccupation with weight, food, or diets
 Distortions of body image
 Overuse of laxatives, diet pills, or diuretics
 Secrecy regarding eating habits or amounts eaten
 Fear of being fat
 Recurrent vomiting
 Binge eating
 Compulsive eating
 Substance use

Nursing Diagnosis
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The client will

 Be free from self-in!icted harm throughout hospitalization
 Identify non–food-related methods of dealing with stress or crises, for example, initiate 
interaction with others or keep a journal, within 2 to 3 days

 Verbalize feelings of guilt, anxiety, anger, or an excessive need for control within  
3 to 4 days

The client will

 Demonstrate more satisfying interpersonal relationships
 Demonstrate alternative methods of dealing with stress or crises
 Eliminate shoplifting or stealing behaviors
 Express feelings in non–food-related ways
 Verbalize understanding of disease process and safe use of medications, if any

The client will

 Verbalize more realistic body image
 Follow through with discharge planning, including support groups or therapy as indicated
 Verbalize increased self-esteem and self-con"dence

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Ask the client directly about thoughts of suicide or 
 self-harm.

See Care Plan 26: Suicidal Behavior.

Set limits with the client about eating habits, for example, 
food will be eaten in a dining room setting, at a table, only 
at conventional mealtimes. Convey the expectation that the 
client will eat three meals per day; do not allow the client 
to skip meals.

Encourage the client to eat with other clients, when 
 tolerated.

Encourage the client to express feelings, such as anxiety 
and guilt about having eaten.

Encourage the client to use a diary to write types and 
amounts of foods eaten and feelings that occur before, 
during, and after eating, especially related to urges to 
engage in binge or purge behavior.

Discuss the types of foods that are soothing to the client 
and that relieve anxiety.

Maintain a nonjudgmental approach when discussing the 
client’s feelings.

Encourage the client to describe and discuss feelings 
verbally. However, avoid discussing food-related feelings 
during mealtimes and begin to separate dealing with feel-
ings from eating or purging behaviors.

Help the client explore ways to relieve anxiety, express 
feelings, and experience pleasure that are not related to 
food or eating.

Rationale

The client’s safety is a priority. You will not give the client 
ideas about suicide by addressing the issue directly.

Setting and maintaining limits on eating behaviors will dis-
courage binge behavior, such as hiding, sneaking, and gulp-
ing food, and help the client return to normal eating pat-
terns. Eating three meals a day will prevent self-starvation 
during the day and subsequent overeating in the evening.

Eating with other people will discourage secrecy about eat-
ing, though initially the client’s anxiety may be too high to 
join others at mealtime.

Expressing feelings can help decrease the client’s anxiety 
and the urge to engage in purging behaviors.

A diary can help the client explore food intake, feelings, 
and relationships among these feelings and behaviors. 
Initially, the client may be able to write about these feelings 
and behaviors more easily than talk about them.

You may be able to help the client see how he or she has 
used food to deal with feelings.

Being nonjudgmental gives the client permission to dis-
cuss feelings that may be negative or unacceptable to him 
or her without fear of rejection or reprisal.

Separating feelings from food-related behaviors will help 
the client identify non–food-related ways to express and 
deal with feelings.

It is important to help the client separate emotional issues 
from food and eating behaviors.

(continued on page 258)
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IMPLEMENTATION (continued)

Give positive feedback for the client’s efforts to discuss 
feelings.

Encourage the client to express his or her feelings about 
family members and significant others, their roles and 
relationships.

*Teach the client and significant others about bulimic 
behaviors, physical complications, nutrition, and so forth. 
Refer the client to a dietitian if indicated.

*Encourage the client and significant others to discuss 
feelings and interpersonal issues in non–food-related 
settings (i.e., discourage discussion of family problems at 
mealtimes). Referral for family therapy may be indicated.

*Teach the client and significant others about the purpose, 
action, timing, and possible adverse effects of medications, 
if any.

Teach the client about the use of the problem-solving pro-
cess: identify the problem, examine alternatives, weigh the 
pros and cons of each alternative, select and implement an 
approach, and evaluate its success.

Explore with the client his or her personal strengths. Mak-
ing a written list is sometimes helpful.

Discuss with the client the idea of accepting a less than 
“ideal” body weight.

Encourage the client to incorporate fattening (or “bad”) 
foods into his or her meals as tolerated.

*Refer the client to assertiveness training books or classes 
if indicated.

*Refer the client to long-term therapy if indicated. Con-
tracting with the client may be helpful to promote follow 
through with continuing therapy.

*Ongoing therapy may need to include significant others to 
sustain the client’s non–food-related coping skills.

*Refer the client and family and significant others to sup-
port groups in the community or via the internet (e.g., 
Anorexia Nervosa and Associated Disorders, Overeaters 
Anonymous). Provide guidance regarding identification and 
use of internet sites.

*Refer the client to a substance dependence treatment 
program or substance dependence support group (e.g., 
Alcoholics Anonymous), if appropriate. See Care Plan 17: 
Substance Dependence Treatment Program.

See Care Plan 2: Discharge Planning.

Nursing Interventions *denotes collaborative interventions Rationale

Your sincere praise can promote the client’s attempts to 
deal openly and honestly with anxiety, anger, and other 
feelings.

Expressing feelings can help the client to identify, accept, 
and work through feelings in a direct manner.

The client and significant others may have little knowledge 
of the illness, food, and nutrition. Factual information can 
be useful in dispelling incorrect beliefs and in separating 
food from emotional issues.

The client’s significant others may not understand the 
importance of separating emotional issues from foods and 
food-related behaviors.

Antidepressant and other medications may be prescribed 
for bulimia. Remember some antidepressant medications 
may take several weeks to achieve a therapeutic effect.

Successful use of the problem-solving process can help 
increase the client’s self-esteem and confidence.

You can help the client discover his or her strengths, but it 
will not be useful for you to make a list for him or her. The 
client needs to identify his or her own strengths for this to 
be most effective.

The client’s previous expectations or perception of an ideal 
weight may have been unrealistic, and even unhealthy.

This will enhance the client’s sense of control of 
 overeating.

Many clients with bulimia are passive in interpersonal 
relationships. Assertiveness training may foster a sense of 
increased confidence and healthier relationship dynamics.

Treatment for eating disorders often is a long-term process. 
The client may be more likely to engage in ongoing therapy 
if he or she has contracted to do this.

Dysfunctional relationships with significant others often are 
a primary issue for clients with eating disorders.

Support groups sponsored by professional organizations 
can offer support, education, and resources to clients and 
their families or significant others. Some internet groups, 
however, encourage eating-disordered behavior and can 
undermine therapeutic goals.

Substance use is common among clients with bulimia.
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1. The nurse is caring for a client with anorexia nervosa. 
Even though the client has been eating all her meals and 
snacks, her weight has remained unchanged for 1 week. 
Which of the following interventions is indicated?

a. Supervise the client closely for 2 hours after meals and 
snacks.

b. Increase the daily caloric intake from 1,500 to 2,000 
calories.

c. Increase the client’s !uid intake.

d. Request an order from the physician for an anti-anxiety 
medication.

2. The nurse is evaluating the progress of a client with bu-
limia. Which of the following behaviors would indicate 
that the client is making positive progress?

a. The client can identify the calorie content for each meal.

b. The client identi"es healthy ways of coping with 
 anxiety.

c. The client spends time resting in her room after meals.

d. The client verbalizes knowledge of former eating 
 patterns as unhealthy.

3. A client diagnosed with bulimia tells the nurse that she 
eats excessively when she is upset and then vomits so 
she won’t gain weight. Which of the following nursing 
diagnoses would be most appropriate for this client?

a. Anxiety

b. Disabled Family Coping

c. Imbalanced Nutrition: More Than Body Requirements

d. Ineffective Coping

4. When teaching a group of adolescents about anorexia 
nervosa, the nurse would describe this disorder as being 
characterized by which of the following?

a. Excessive fear of becoming obese, near-normal weight, 
and a self-critical body image

b. Extreme concern about dieting, calorie-counting, and 
an unrealistic body image

c. Intense fear of becoming obese, emaciation, and a 
disturbed body image

d. Obsession with the weight of others, chronic dieting, 
and an altered body image

SECTION 10 REVIEW QUESTIONS

 SECTION 10  Resources for  
Additional Information

 SECTION 10  Recommended 
Readings

Visit thePoint (http://thePoint.lww.com/Schultz9e) for a list 
of these and other helpful Internet resources.

Academy for Eating Disorders
American Dietetic Association
Eating Disorder Referral and Information Center
Eating Disorders Anonymous
Eating Disorders Association of Canada
Eating Disorders Coalition for Research, Policy, & Action
Eating Disorders Treatment Help: A Toolkit
International Association of Eating Disorders Professionals 

Foundation
National Association of Anorexia Nervosa and Associated 

Disorders
National Eating Disorder Information Centre
National Eating Disorders Association
National Women’s Health Information Center
Overeaters Anonymous
The Renfrew Center Foundation

Feldman, M. B., & Meyer, I. H. (2010). Comorbidity and 
age of onset of eating disorders in gay men, lesbians, 
and bisexuals. Psychiatry Research, 180(2–3), 126–131.

Fitzsimmons, E. E., & Bardone-Cone, A. M. (2010). Differ-
ences in coping across stages of recovery from and eat-
ing disorder. International Journal of Eating Disorders, 
43(8), 689–693.

Hartmann, A., Zeeck, A., & Barrett, M. S. (2010). Inter-
personal problems in eating disorders. International 
Journal of Eating Disorders, 43(7), 619–627.

Roberto, C. A., Grilo, C. M., Masheb, R. M., & White, M. 
A. (2010). Binge eating, purging, or both: Eating disor-
der psychopathology "ndings from an internet commu-
nity survey. International Journal of Eating Disorders, 
43(8), 724–731.

Segura-Garcia, C., Ammendolia, A., Procopio, L., Papai-
anni, M. C., Sinopoli, F., Bianco, C., … Capranica, L. 
(2010). Body uneasiness, eating disorders, and muscle 
dysmorphia in individuals who overexercise. Journal of 
Strength and Conditioning Research, 24(11), 3098–3104.

Tury, F., Gulec, H., & Kohls, E. (2010). Assessment 
methods for eating disorders and body image disorders. 
Journal of Psychosomatic Research, 69(6), 601–611.

http://thePoint.lww.com/Schultz9e
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Sleep Disorders  
and Adjustment 
Disorders

Clients with sleep disorders and adjustment disorders are rarely seen in the acute care 
setting for these diagnoses alone. These clients may be encountered in a variety of other 
health care settings, such as clinics, outpatient settings, or in the of!ce of their primary care 
provider. Nursing care is focused on assisting the client to re-establish healthful patterns of 
physiologic functioning and more effective methods of coping with stress and life events.

S E C T I O N  E L E V E N
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Sleep disturbances are a common complaint that can be associated with a variety of emotional 
or physical disorders or that can occur as a primary symptom. Transient sleep disturbances 
can be a normal part of life, sometimes associated with an identi!able psychosocial stressor. 
According to the DSMIVTR (APA, 2000), sleep disorders are categorized as primary, related 
to another mental disorder, due to a general medical condition, or substance-induced. When 
a sleep problem is substance-induced or related to another mental disorder, speci!c criteria 
must be met to diagnose a sleep disorder. This care plan presents information related to clients 
with sleep disturbances or sleep disorders; those problems usually found in mental health and 
substance abuse clients include both insomnia (dif!culty falling asleep, staying asleep, or 
experiencing a restful sleep) and hypersomnia (excess sleep).

Sleep disturbances are commonly seen in major depressive disorder, bipolar disorder, 
anxiety disorders, schizophrenia, adjustment disorders, post-traumatic stress disorder, so-
matoform disorders, and personality disorders (APA, 2000). Problems with sleep may also be 
related to excess caffeine intake, alcohol or substance use or abuse, or as an effect of certain 
medications.

Sleep problems are seen in both men and women and at any age. Insomnia occurs more 
commonly than hypersomnia in clients with other mental disorders. The onset of sleep prob-
lems may occur in concert with other mental health problems, for example, insomnia during 
a manic episode. Or sleep dif!culties may be chronic and long term, for example, in a client 
with post-traumatic stress disorder. It is common for people to attempt self-medication with 
prescription or over-the-counter drugs or alcohol. Though this may have a bene!cial effect 
temporarily, prolonged use of these remedies may result in further sleep problems.

When sleep disturbances are related to an identi!able cause, such as manic behavior, treat-
ment will be directed primarily toward that cause. However, assisting the client with other 
measures to facilitate restful sleep can enhance the therapeutic effects of treatment or help the 
client rest when an underlying cause cannot be identi!ed or the client fails to respond fully to 
treatment. Teaching the client and family or signi!cant others about sleep and the effects of 
chemicals, foods, and "uids on sleep, facilitating relaxation, and establishing and practicing a 
bedtime routine are other valuable interventions.

NURSING DIAGNOSIS ADDRESSED IN THIS CARE PLAN
Insomnia

RELATED NURSING DIAGNOSIS ADDRESSED IN THE MANUAL
Anxiety

Sleep Disorders

C A R E  P L A N  3 8
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Insomnia
A disruption in amount and quality of sleep that impairs functioning.

Nursing Diagnosis

ASSESSMENT DATA

 Inadequate amount of sleep
 Unrefreshing sleep
 Dif!culty falling asleep
 Periods of wakefulness during desired hours of sleep
 Fragmented sleep pattern
 Nightmares, night terrors
 Preoccupation with not obtaining restful sleep

The client will

 Identify factors that facilitate sleep within 24 to 48 hours
 Eliminate or minimize factors that inhibit restful sleep within 2 to 4 days
 Establish regular hours for sleeping within 2 to 4 days
 Verbalize decreased anxiety about sleep dif!culties within 2 to 4 days

The client will

 Fall asleep within 30 minutes after going to bed
 Sleep an adequate number of hours (considering age, activity level, previous sleeping 
 patterns) each night

 Report feeling refreshed when awakening
 Verbalize diminished fatigue, anxiety

The client will

 Participate in or verbalize plans for treatment of related problems
 Verbalize knowledge about sleep disturbance and effects of activity, medications,  
or  chemicals on sleep

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Substitute decaffeinated products for coffee, tea, or soda. 
Discourage use of chocolate and cocoa products.

Offer a limited amount of milk as a substitute for other 
bedtime beverages.

Avoid full meals and foods that cause gastric distress at 
least 3 hours prior to bedtime.

Provide a light bedtime snack (small amounts of 
 well-tolerated food) for the client.

Limit fluid intake for 4 to 5 hours before bedtime.

If the client smokes, advise him or her to have the last 
cigarette at least 30 minutes before bedtime.

Rationale

Chemical stimulants, such as caffeine, will interfere with 
sleep.

Milk products contain L-tryptophan, which is a natural 
 sedative.

After 3 hours the stomach has emptied, and the client will 
not feel uncomfortable. Gastric distress interferes with 
relaxation.

Hunger can awaken people if they sleep lightly or have dif-
ficulty sleeping.

Limiting fluid intake can eliminate awakening due to a full 
bladder.

Nicotine is a central nervous system stimulant.

(continued on page 264)
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IMPLEMENTATION (continued)

Encourage the client to increase physical activity during 
waking hours, even though he or she may feel fatigued. 
However, limit vigorous physical activity for 2 hours prior to 
bedtime.

*Teach the client about the effects of alcohol on sleep. The 
client should refrain from alcohol intake until restful sleep 
patterns are established.

*Educate the client about the effects of sleeping medica-
tions. If the client has been using sleep medications regu-
larly, it may be best to decrease the frequency and dosage 
of such medications gradually.

Assist the client to determine the desired number of sleep-
ing hours each night, then designate times to retire and to 
rise to obtain that amount of sleep.

Encourage the client to avoid naps, unless indicated by age 
or physical condition.

Limit the client’s attempts to sleep to his or her bed rather 
than on the couch or in a recliner. The client should use the 
bed only for sleep-related activities, rather than to talk on 
the telephone or work and so forth.

Provide an atmosphere conducive to sleep (e.g., dim light, 
quiet).

Assist the client to identify factors that induce relaxation, 
either former habits that were effective or new behaviors.

*Teach the client progressive relaxation techniques and 
encourage practice. The use of an audio relaxation program 
may be helpful.

Suggest that the client try a warm bath, reading, or other 
nonstimulating activities for relaxation.

If the client does not feel drowsy 20 minutes after retiring, 
suggest that he or she get up and engage in 20 minutes of 
a quiet activity that is boring for the client (e.g., reading or 
knitting), then return to bed. This should be repeated until 
the client begins to feel ready for sleep.

Encourage the client to practice these techniques and 
maintain the bedtime routine consistently for a minimum 
of 2 weeks, even if there seems to be no benefit.

*Educate the client’s family or significant others about 
sleep, relaxation, and the need for bedtime routines. Enlist 
their support for the client’s efforts.

*Encourage the client to seek treatment for problems that 
may adversely affect sleep.

The client may avoid physical activity due to a lack of 
energy, but activity during the day will promote a feeling of 
physical “tiredness,” which can facilitate sleep. The stimu-
lating effects of physical activity last for several hours and 
interfere with efforts to relax prior to bedtime.

Although alcohol can produce initial drowsiness, when the 
initial effects wear off, fragmented sleep results. The greater 
the alcohol intake, the more fragmented the sleep will be.

Sleep-inducing medications can become ineffective when 
used regularly, or the client may feel unrefreshed after 
sleep due to a decrease in rapid eye movement (REM) 
sleep resulting from some medications. Abrupt cessation 
of sleep medications may increase sleep difficulties.

Regular hours help establish a routine. If the client waits to 
go to bed until he or she “feels sleepy,” sleep patterns may 
be erratic.

Daytime napping may interfere with the ability to sleep an 
adequate number of hours at night, unless there is a physi-
ologic need for additional sleep.

These actions will enhance the client’s expectation that 
 going to bed facilitates sleep and ability to sleep.

External stimuli or disturbances interfere with sleep.

The client may not have experience in purposeful relaxation 
before retiring.

Relaxation techniques frequently are helpful in facilitating 
sleep, but need to be practiced to be fully effective.

The client may have to try several activities to determine 
which ones are effective.

Lying in bed for extended periods can increase the client’s 
focus on and frustration with sleeping difficulties. Monoto-
nous activities can facilitate drowsiness.

A minimum of 2 weeks may be needed to fully evaluate 
the effectiveness of newly initiated sleep-promoting activi-
ties.

The client’s family or significant others may have little or no 
knowledge about these areas and may unwittingly interfere 
with the client’s sleep.

Sleep disturbances are associated with many physical and 
psychiatric problems and may not entirely be resolved with-
out treatment of the associated problem.

Nursing Interventions *denotes collaborative interventions Rationale
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An adjustment disorder involves a maladaptive reaction to an identi!ed psychosocial stressor 
or change. The severity of the client’s reaction may be described as excessive in that the client 
experiences greater distress and impairment in social or occupational functioning than would 
be expected from the observed severity of the stressor.

Adjustment disorders are further speci!ed according to the primary feature, such as adjust-
ment disorders with anxious mood, depressed mood, withdrawal, and so forth. Although these 
features may be similar to other diagnoses, they are not severe enough to be diagnosed as 
anxiety, depression, or other such disorders.

An adjustment disorder may be related to developmental milestones, such as graduation, 
marriage, retirement, and so forth. Not all stressors are “negative” life events; some are gener-
ally perceived as happy occasions and many have been awaited with great anticipation, such 
as the birth of a child.

Clients who experience adjustment disorders typically cope with day-to-day life effec-
tively, provided there are no major changes in their roles or in the expectations placed on them. 
However, major life changes or the culmination of several smaller stressors results in the cli-
ent’s inability to deal with the change.

Adjustment disorders can occur at any age. More adult women than men are diagnosed 
with adjustment disorders, though prevalence rates vary. Between 2% and 8% of the elderly 
and over 10% of medical inpatients referred for mental health services are diagnosed with 
adjustment disorders (APA, 2000). An adjustment disorder occurs within 3 months after the 
onset of a stressor and is expected to remit within 6 months after the stressor is no longer pres-
ent or when the client reaches a new level of adaptation (APA, 2000).

Nursing care includes facilitating the client’s expression of feelings associated with the 
stressor and helping the client build coping skills to successfully adapt to stressors. Also, it is 
important for the nurse to work with the interdisciplinary treatment team to identify resources 
for continued treatment and support.

NURSING DIAGNOSIS ADDRESSED IN THIS CARE PLAN
Ineffective Coping

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Situational Low Self-Esteem
Ineffective Role Performance
Anxiety

Adjustment Disorders of Adults

C A R E  P L A N  3 9

Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced responses, 
and/or inability to use available resources.

Nursing Diagnosis

ASSESSMENT DATA

 Feelings of inadequacy or being overwhelmed
 Dif!culty with problem-solving
 Loss of control over life situation
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 Mild mood alterations
 Low self-esteem
 Emotional reactions that are disproportional to life stressors
 Dif!culty ful!lling occupational or social role expectations
 History of successful coping skills
 Imminent or recent change in life status
 Occurrence of a signi!cant life event within the past 3 months

The client will

 Identify dif!culties of current life change or stress within 24 to 48 hours
 Express relief from feelings of anxiety, fear, or helplessness within 2 to 4 days
 Identify personal strengths within 3 to 5 days

The client will

 Verbalize feelings of self-worth, for example, verbally identify areas of strength or capabilities
 Demonstrate the ability to solve problems effectively

The client will

 Demonstrate successful resolution of the current crisis
 Demonstrate integration of the change into day-to-day functioning

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Assist the client to identify aspects of the change that he 
or she likes and dislikes.

Have the client make a written list of the aspects identified.

Explore with the client ways in which he or she might view 
the change more constructively, such as “It sounds like 
you have more time with your son away at college. What 
are some things you always wanted to do if you had more 
time?”

Avoid giving the client specific suggestions, such as 
“Wouldn’t you like to…” or “How about trying….”

Encourage the client to express feelings and explore vague 
feelings. For example, if the client feels overwhelmed, ask 
if he or she is scared, angry, and so forth.

Give positive feedback for expressing feelings, particularly 
negative ones.

Help the client identify his or her strengths and difficulties 
in dealing with changes. Have the client make written lists.

Help the client identify past ways of coping that were 
successful and encourage him or her to apply them to the 
present situation.

Rationale

The client may need help viewing the change as having 
both positive and negative aspects. Identifying dislikes may 
be particularly important if the change is supposed to be a 
happy one, such as retirement.

A written list may provide a more concrete way of specify-
ing positive and negative aspects. Once a negative aspect 
is written, the client can move on to identify others, rather 
than dwelling on one particular aspect.

Many times the client is focused on the change or loss. 
Exploring positive alternatives can help broaden the client’s 
perspective.

If the client is having negative feelings, he or she may 
respond to your suggestions with reasons why they won’t 
work. Allowing the client to identify suggestions gives the 
client the responsibility for ideas.

Outward expression of feelings is a way of acknowledging 
and beginning to deal with them. The more specific the 
feelings, the easier it is for the client to deal with them.

Your acceptance helps the client see that negative feelings 
are normal, not necessarily “good” or “bad.”

The client may have difficulty recognizing strengths. Writ-
ten lists provide a concrete method for seeing assets.

The client can build on his or her successful coping skills to 
deal with the current situation.
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IMPLEMENTATION (continued)

Teach the client the problem-solving process: identify the 
problem, examine alternatives, weigh the pros and cons of 
each alternative, select and implement an approach, and 
evaluate its success.

Help the client evaluate the success or failure of a new ap-
proach and encourage him or her to try another if the first 
was unsuccessful.

*Encourage the client to ask for the help of family or sig-
nificant others in dealing with aspects of the change.

*Help the client and significant others to anticipate future 
changes. Encourage them to talk about ways to deal with 
changes before they occur, when possible.

The client may not know the steps of a logical, orderly 
process to solve problems.

The client needs to know that he or she can make a mis-
take without it being a tragedy and needs support to try 
again.

The help of family or significant others enhances the 
chance for likelihood of success.

Once the client identifies that change is difficult for him or 
her, it is helpful to preplan for dealing with future changes.

Nursing Interventions *denotes collaborative interventions Rationale
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1. Which of the following interventions would the nurse 
implement for the client who is having dif!culty sleeping?

a. Allow the client to stay up until he or she is sleepy.

b. Engage the client in physical activity.

c. Invite the client to play a game of cards with the nurse.

d. Teach the client to use relaxation exercises before 
 bedtime.

2. A client is diagnosed with an adjustment disorder. He 
tells the nurse, “I just can’t get over being laid off. I’ve 
talked to family and friends, but nothing helps. No one 
really understands. I don’t know what to do.” Which of 
the following would be most bene!cial for this client 
initially?

a. Managing feelings and emotions

b. Referral for vocational counseling

c. Support system assessment

d. Unemployment assistance

3. A client comes to the mental health clinic. She says she 
has been “going downhill” since her youngest child went 

off to college. She adds that her husband and friends are 
no help because they keep telling her how wonderful it 
must be to !nally have time for herself. Which of the fol-
lowing is the best initial response by the nurse?

a. “Describe the angry feelings you’re having toward 
your family and friends.”

b. “Do you have any plans about how to spend your free 
time?”

c. “Tell me about the positive and negative aspects of this 
change in your life.”

d. “What would you identify as the underlying cause for 
your problems?”

4. A client tells the nurse, “I think I’ll have some wine 
before bed each night to help me sleep.” Which of the 
following would be the best response by the nurse?

a. “Alcohol can be helpful since it makes you drowsy.”

b. “Alcohol can often increase problems with sleeping.”

c. “Drinking wine every night can lead to alcoholism.”

d. “You can try that and see if it’s helpful for you.”

SECTION 11 REVIEW QUESTIONS

 SECTION 11  Resources for  
Additional Information

 SECTION 11  Recommended 
Readings

Visit thePoint (http://thePoint.lww.com/Schultz9e) for a list 
of these and other helpful Internet resources.

American Academy of Sleep Medicine
Anxiety Disorders Association of America
Associated Professional Sleep Societies
National Guidelines: Insomnia, Narcolepsy
National Institute of Mental Health: Anxiety Disorders
National Sleep Foundation
Sleep Research Society

Edge, L. C. (2010). The role of brain processing during 
sleep in depression. Journal of Psychiatric and Mental 
Health Nursing, 17(10), 857–861.

Engin, E., Keskin, G., Dulgerler, S., & Bilge, A. (2010). 
Anger and alexithymic characteristics of the patients 
diagnosed with insomnia: A control group study. Jour-
nal of Psychiatric and Mental Health Nursing, 17(8), 
692–699.

Garms-Homolova, V., Flick, U., & Rohnsch, G. (2010). 
Sleep disorders and activities in long term care facili-
ties—A vicious cycle? Journal of Health Psychology, 
15(5), 744–754.

Roustit, C., Renahy, E., Guermec, G., Lesieur, S., Parizot, 
I., & Chauvin, P. (2009). Exposure to interparental 
violence and psychosocial maladjustment in the adult 
life course: Advocacy for early prevention. Journal of 
Epidemiology and Community Health, 63(7), 563–568.

Sacker, A., & Cable, N. (2010). Transitions to adulthood 
and psychological distress in young adults born 12 years 
apart: Constraints on and resources for development. 
Psychological Medicine, 40(2), 301–313.

http://thePoint.lww.com/Schultz9e
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Personality Disorders

A personality disorder is evidenced by a client’s enduring pattern of thinking, believing, 
and behaving that deviates markedly from the expectations of his or her culture (APA, 
2000). The individual has dif!culties with impulse control, interpersonal functioning, cog-
nition, or affect. These maladaptive coping patterns and skewed perceptions of self or oth-
ers are long-standing and are present in many life situations even though they are ineffec-
tive or cause signi!cant distress or impaired functioning.

Clients with borderline personality disorder or antisocial personality disorder may be 
encountered in mental health or other health care settings for dif!culties associated with 
these diagnoses or as they seek treatment for medical conditions unrelated to emotional or 
mental health problems. Clients with other psychiatric diagnoses may also have a personal-
ity disorder that makes their care more complex.

S E C T I O N  T W E L V E
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Paranoid behavior is characterized by lack of trust, suspicion, grandiose or persecutory delu-
sions, and hostility. A number of psychiatric disorders may include paranoid behavior, for 
example, paranoid schizophrenia, delusional disorder, depression, dementia, sensory or sleep 
deprivation, and substance use. Paranoid personality disorder is a speci!c disorder in which a 
client has persistent personality traits comprising a pattern of thought, emotions, and behavior 
re"ecting consistent distrust of others (APA, 2000).

In addition to a pervasive mistrust of others, clients with paranoid personality disorder may 
have fantasies or even delusions that are grandiose (e.g., he or she is a prominent religious or 
political !gure), destructive (e.g., getting even with tormentors), or conspiratorial (e.g., groups 
of people are watching, following, torturing, or controlling the client). This may involve ideas 
of reference—the client thinks that statements by others or events are caused by or speci!cally 
meant for him or her (e.g., that a television program was produced to send the client a message). 
Many clients with paranoid behavior have above-average intelligence, and their delusional sys-
tems may be very complex and appear to be logical.

No clear etiology has been identi!ed for paranoid personality disorder, but both environ-
mental and hereditary factors may play roles in its development. The psychodynamics of para-
noid behavior may be rooted in an earlier experience of loss or disappointment that is uncon-
sciously denied by the client. The client uses the defense mechanism of projection to ascribe 
to others the feelings he or she has (as a result of those earlier experiences and denial) and 
attempts to protect himself or herself with suspiciousness. The client may have extremely low 
self-esteem or feel powerless in life and compensate with delusions to mitigate those feelings.

Paranoid personality disorder is diagnosed more often in men than in women, and its preva-
lence in the United States has been estimated at 0.5% to 2.5% (Sadock & Sadock, 2008). 
These clients are at increased risk for other mental health problems, including psychotic epi-
sodes, delusional disorder, substance abuse, and other personality disorders. Paranoid per-
sonality disorder usually develops early in life, often in adolescence or early adulthood, and 
persists over time as a chronic disorder.

Treatment focuses on managing symptoms (e.g., aggression, depression) and often includes 
medication management and limit setting. It is especially important for the nurse to ensure a 
safe environment, be consistent, and remain aware of any of his or her own behaviors that may 
be perceived as threatening or as a basis for mistrust, such as inconsistency, secretiveness, and 
not keeping one’s word. Misperceptions may also include culturally based perceptions of hu-
miliation, embarrassment, or behaviors deemed inappropriate in the client’s culture that may 
be acceptable in the nurse’s culture.

Nursing goals include ensuring the client’s ingestion of medications and promoting trust. 
Although full trust may not be possible to achieve with clients whose mistrust is severe, con-
sistency and reliability will help ensure the maximum level of trust. Also, because the mis-
trust in paranoid behavior often leads to social isolation, facilitating successful interactions 
between the client and others is an important goal that can enhance the client’s success after 
discharge.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Disturbed Thought Processes
Defensive Coping
Impaired Social Interaction
Ineffective Self-Health Management

Paranoid Personality Disorder

C A R E  P L A N  4 0



Paranoid Personality Disorder       271

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Ineffective Health Maintenance
Insomnia
Risk for Other-Directed Violence
Anxiety

Disturbed Thought Processes
Disruption in cognitive operations and activities.

ASSESSMENT DATA

 Non–reality-based thinking
 Disorganized, illogical thoughts
 Impaired judgment
 Impaired problem solving
 Alterations in perceptions (hallucinations, ideas of reference)
 Delusions, especially grandiose and persecutory
 Sensory deprivation or overload
 Suicidal ideation
 Rumination
 Hostility, aggression, or homicidal ideation

Nursing Diagnosis

The client will

 Be free from self-in"icted harm throughout hospitalization
 Refrain from harming others throughout hospitalization
 Demonstrate decreased psychotic symptoms, for example, be free of hallucinations within  
3 to 4 days

The client will

 Verbalize recognition that others do not share his or her paranoid ideas
 Demonstrate reality-based thinking, for example, talk with others about events without  
expressing paranoid ideas

The client will

 Demonstrate recognition of paranoid ideas as distinct from reality
 Act on reality-based thinking, not paranoid ideas
 Validate ideas with a trusted person, such as a signi!cant other or case manager, prior to 
acting on ideas

EXPECTED OUTCOMES

Immediate

Stabilization

Community

*Note: This nursing diagnosis was retired in NANDA-I Nursing  Diagnoses: 
De!nitions & Classi!cation 2009–2011, but the NANDA-I Diagnosis 
Development Committee encourages work to be done on retired diagnoses 
toward resubmission for inclusion in the taxonomy.
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Search the client’s belongings carefully for weapons; also 
search the client’s vehicle, if at the facility.

Be calm and nonthreatening in all your approaches to the 
client, using a quiet voice; do not surprise the client.

Note environmental factors (e.g., noise level, the number 
of other people) that precipitate or exacerbate symptoms, 
and try to decrease these factors (see Care Plan 47: Ag-
gressive Behavior).

Observe the client closely for agitation, and decrease 
stimuli or move the client to a less stimulating area or 
secluded area if indicated.

Be aware of PRN medication orders and prepare to admin-
ister them if needed.

Administer medications in liquid or injectable form as 
needed to ensure ingestion.

Observe the client’s interactions with visitors. The length, 
number, or frequency of visits may need to be limited.

Do not argue with the client about delusions or ideas of 
reference, but interject reality when appropriate (you might 
say, “I don’t see it that way.”). Do not give any indication 
that you believe as the client does.

Do not joke with the client regarding his or her beliefs.

Do not enter into political, religious, or other controversial 
discussions with the client.

Encourage the client to discuss topics other than delusions 
such as home life, work, or school.

Do not allow the client to ruminate about delusions; if the 
client refuses to discuss other topics, talk with the client 
about his or her feelings regarding the delusions or with-
draw your attention, stating your intent to return.

*If the client has religious delusions, referral to the facility 
chaplain may be indicated (if the chaplain has education or 
experience in this area).

You may need to reassure the client that his or her fears 
are internal and not based on external reality.

Rationale

Clients with paranoid behavior may carry or conceal 
 weapons.

If the client is feeling threatened, he or she may perceive 
any person or stimulus as a threat.

Assessment provides information on which to base inter-
ventions. The client’s ability to deal with stimuli or other 
people is impaired.

Whenever possible, it is best to intervene before the client 
loses control. The client’s ability to deal with stimuli may be 
impaired.

The client’s agitation may require medication if he or she 
becomes dangerous to others or to himself or herself.

The client may hide an oral medication in his or her mouth, 
then discard when not being observed. Note: some oral 
medications are irritating to mucous membranes; observe 
precautions as indicated.

The client’s ability to deal with other people may be im-
paired.

Introducing and reinforcing reality may help diminish psy-
chotic symptoms.

The client’s ability to understand and use abstractions, 
such as humor, is impaired.

Controversial discussions may precipitate arguments and 
increase hostility or aggression.

Concrete or familiar topics may be helpful in directing the 
client’s attention to reality.

It is important to minimize reinforcement of psychotic 
symptoms. Talking about feelings may help the client begin 
to deal with emotional issues. It must be clear that you 
accept the client as a person even if you reject his or her 
behavior.

Areas beyond nursing’s scope require referral to appropri-
ate people or agencies.

Reassurance of the safety of his or her environment may 
help diminish the client’s fears.

Defensive Coping
Repeated projection of falsely positive self-evaluation based on a self-protective pattern that 
defends against underlying perceived threats to positive self-regard.

Nursing Diagnosis
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ASSESSMENT DATA

 Lack of trust, suspicion
 Low self-esteem
 Fears
 Feelings of powerlessness
 Projection of blame on others
 Rationalization
 Superior attitude toward others
 Ineffective interpersonal relationships

The client will

 Demonstrate decreased fears within 24 to 48 hours
 Demonstrate decreased suspicious behavior within 2 to 3 days

The client will

 Verbalize realistic feelings of self-worth
 Verbalize realistic self-assessment

The client will

 Demonstrate more direct, constructive ways to deal with stress, loss, feelings of power-
lessness, and so forth

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Introduce and identify yourself as a staff member on your 
first approach to the client (and thereafter if necessary). Be 
nonthreatening in all your approaches to the client.

Assure the client that the environment is safe and protec-
tive, that the staff will help him or her maintain control, and 
that he or she will not be “in trouble” for having feelings.

Give the client clear information regarding his or her safety, 
confidentiality, identity and function of staff members, and 
so forth.

If the client is pacing, walk with the client to converse if 
necessary.

If the client is experiencing hallucinations or illusions, try to 
talk with him or her in an area of decreased stimuli.

Let the client see the notes that you take during in-
terviews. Answer questions honestly with little or no 
 hesitation.

Include the client in the formulation of the treatment plan 
when possible and appropriate.

Do not be secretive or whisper to others in the presence of 
the client.

Approach the client at least once per shift and encourage 
him or her to express feelings. Determine the length of 
interactions by the client’s tolerance.

The client may be fearful, suspicious, or not in contact with 
reality.

The client may fear that personal feelings may be over-
whelming or unacceptable, or that experiencing feelings 
may cause him or her to lose control.

Giving matter-of-fact information will help to reassure and 
reorient the client.

You must meet the client at his or her level of functioning. 
Your willingness to walk with the client indicates caring and 
can interrupt ruminating or other symptoms.

External stimuli may be misperceived by the client, and he 
or she is unable to deal with excess stimuli.

Open and direct behavior on your part may help decrease 
suspicion.

Including the client may help build trust and decrease sus-
picion and feelings of powerlessness.

Secretive behavior will reinforce the client’s suspicion.

Expressing feelings can help the client identify, accept, and 
work through feelings, even if they are painful or otherwise 
uncomfortable.

Rationale

(continued on page 274)
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IMPLEMENTATION (continued)

If the client seems to be experiencing intense emotions, 
point this out and explain what leads you to think this 
(e.g., the client’s facial expression). Ask for the client’s 
 perceptions.

Encourage the client to express feelings verbally or in other 
outward ways (such as physical activity).

Use role-playing to elicit the expression of feelings 
 (“Pretend that I’m your [husband, wife, etc.]. What would 
you like to say to me?”).

Demonstrate honest interest in and concern for the client; 
do not flatter the client or be otherwise dishonest.

Support the client for his or her participation in activities, 
treatment, and interactions.

Provide opportunities for the client to perform activities 
that are easily accomplished or that the client likes to do. 
Provide recognition and support for their completion or 
 success.

The client may be unaware of emotions he or she is experi-
encing. Giving the client feedback in a nonthreatening way 
may help him or her recognize emotional cues.

Physical exercise and talking about feelings can help the 
client decrease tension and deal with feelings directly.

Role-playing allows the client to explore feelings and try 
out new behaviors in nonthreatening situations.

Clients with low self-esteem do not benefit from flattery  
or undue praise. These can be seen as dishonest and 
 belittling.

Positive feedback can reinforce desired behaviors.

The client’s abilities to deal with complex tasks may be 
impaired. Any task that the client can complete provides an 
opportunity for positive feedback to the client.

Nursing Interventions *denotes collaborative interventions Rationale

Impaired Social Interaction
Insuf!cient or excessive quantity or ineffective quality of social exchange.

ASSESSMENT DATA

 Avoidance of others
 Limited verbal responses
 Discomfort around others
 Refusal to communicate with others
 Mistrust of others
 Social isolation
 Hostile or aggressive behavior

Nursing Diagnosis

The client will

 Interact with staff, for example, for 15 minutes at least twice per day within 24 to 48 hours
 Attend small group activities, for example, for at least 15 minutes at least twice per day 
within 2 to 3 days

The client will

 Express personal feelings directly by talking with staff, family, or signi!cant others
 Express own needs

The client will

 Communicate effectively with family or signi!cant others
 Demonstrate ability to interact with others for brief periods or for basic purposes of daily 
living

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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The client will

 Ingest medications as given within 12 to 24 hours
 Establish an adequate balance of nutrition, hydration, and elimination, for example, eat at 
least 40% of meals within 24 to 48 hours

 Establish an adequate balance of rest, sleep, and activity, for example, sleep at least 4 hours 
per night within 24 to 48 hours

EXPECTED OUTCOMES

Immediate

Ineffective Self-Health Management
Pattern of regulating and integrating into daily living a therapeutic regimen for treatment of 
illness and its sequelae that is unsatisfactory for meeting speci!c health goals.

ASSESSMENT DATA

 Reluctance or refusal to take medications
 Inability to carry out responsibilities at work, home, and so forth
 Inadequate attention to need for nutrition, rest, or sleep
 Inability to carry out activities of daily living

Nursing Diagnosis

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Initially, the staff may need to protect the client from other 
clients’ responses to his or her paranoid or grandiose 
behavior.

Initially, limit the number of different staff members as-
signed to interact with the client.

After the client’s initial days on the unit, begin assigning  
different staff members to him or her and encourage  
other staff members to approach him or her for brief  
interactions.

*Help the client make individual contacts with staff 
members and other clients; progress to small groups, then 
larger groups as the client tolerates.

Observe the client’s interactions with other clients, and 
encourage the development of appropriate relationships 
with others. Give the client feedback on his or her interac-
tions and relationships.

Give the client support for any attempts to interact with 
others.

*Involve the client in activities that are noncompetitive 
at first, then progress to more competitive activities as 
 tolerated.

*Help the client build social skills through leisure-time 
counseling and referral to community resources  
(e.g., occupational or recreational therapy, outpatient  
social groups).

Rationale

The client may be hostile or abusive to other clients who 
may not recognize this as the client’s illness.

Limiting the number of new contacts initially will provide 
consistency and promote trust.

The number of people interacting with the client should 
increase as soon as possible to facilitate communication 
and relationships with a variety of people.

The client’s ability to respond to others may be impaired, 
so it is best to begin with a single person, then progress 
to more difficult situations as the client’s comfort and skills 
increase.

The client may be unaware of interpersonal dynamics. 
Feedback can help increase insight and give support to the 
client’s efforts to develop relationships.

Positive feedback may reinforce desired behaviors.

Competition may reinforce the client’s low self-esteem or 
hostile feelings.

The client’s relationships with others in the community 
may be limited or impaired and need to be re-established.
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The client will

 Demonstrate ability to carry out activities of daily living, for example, bathing and 
 hygiene, without assistance from staff

The client will

 Maintain adequately balanced physiologic functioning independently
 Comply with continuing therapy, including medications

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Give the liquid form of a medication when possible if the 
client is reluctant to take medication or if there is a ques-
tion whether the client is ingesting medication.

Tell the client that the medications are a part of the treat-
ment plan and you expect him or her to take them as 
prescribed. Check the client’s mouth if necessary after 
giving oral medications (have the client open mouth, raise 
tongue, etc.).

Be straightforward with the client when giving information 
about medications, including the name and desired effects 
(e.g., “to help clear your thinking” or “to make the voices 
go away”).

Observe the client’s eating, drinking, and elimination pat-
terns, and assist the client as necessary (see Care Plan 52: 
The Client Who Will Not Eat).

If the client is overactive, offer juice, milk, or finger foods 
that can be ingested while walking.

Assess and record the client’s caffeine intake and limit it if 
necessary.

Monitor the client’s sleep patterns, and prepare him or 
her for bedtime by decreasing stimuli and administering 
comfort measures or medications (see Care Plan 38: Sleep 
Disorders).

Rationale

Giving liquid medications helps ensure that the client 
ingests the medication.
Note: Some liquid medications are irritating to oral mem-
branes; observe precautions as indicated.

It is important to know if the client is ingesting medica-
tions. Being direct with the client will help him or her know 
what is expected.

Clear information will help build trust and decrease 
 suspicion.

The client may be unaware of physical needs or may ignore 
feelings of thirst, hunger, the urge to defecate, and so 
forth.

If the client is unable to sit and eat, providing nutritious 
foods that require little effort to eat may be effective.

Caffeine consumption, especially in large amounts, may 
increase anxiety or paranoid feelings.

Limiting noise and other stimuli will encourage rest and 
sleep. Comfort measures and sleeping medications will 
enhance the client’s ability to relax and sleep.
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The client with a schizotypal personality disorder exhibits a pervasive pattern of peculiarities 
of ideation, appearance, and behavior and de!cits in interpersonal relatedness (APA, 2000).

Clients with a schizotypal personality disorder frequently are isolated but not by their own 
choice. They become very uncomfortable in social situations, so even though they may wish 
to meet others and make friends, they are unable to do so successfully. Therefore, the majority 
of their interactions are often limited to the nuclear family or one person outside the family, 
and even these relationships are characterized by an aloof, somewhat distant participation on 
the part of the client.

The client with a schizotypal personality disorder displays a great deal of anxiety when 
social situations with unfamiliar people are unavoidable. He or she generally appears eccen-
tric in a variety of ways, including magical thinking; unusual perceptual experiences; inap-
propriate facial expressions; beliefs in superstition, clairvoyance, or telepathy (when these 
beliefs are inconsistent with subcultural norms); and an unkempt, frequently unusual manner 
of dress (APA, 2000). Clients with this personality disorder do not exhibit symptoms severe 
enough to support a diagnosis of schizophrenia, but under extreme stress, they may experi-
ence a psychotic episode, and up to 10% may develop schizophrenia (Sadock & Sadock, 
2008).

Schizotypal personality disorder occurs in about 3% of the population and may occur 
slightly more often in men than in women (APA, 2000). These clients are at increased risk for 
depression and for other personality disorders. Symptoms are evident in childhood and persist 
through adulthood. These clients may have problems holding a job, but may be able to sustain 
employment of a routine, repetitive nature. Often, these clients stay with the nuclear family 
or live alone if forced to leave the family. It is thought that many homeless people have these 
types of personality disorders.

It is important for the nurse to be realistic in setting goals for these clients. Nursing care 
focuses on maximizing the client’s independence and facilitating necessary interaction with 
others.

NURSING DIAGNOSIS ADDRESSED IN THIS CARE PLAN
Ineffective Role Performance

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Bathing Self-Care De!cit
Dressing Self-Care De!cit
Feeding Self-Care De!cit
Toileting Self-Care De!cit
Ineffective Self-Health Management

Schizotypal Personality Disorder

C A R E  P L A N  4 1

Ineffective Role Performance
Patterns of behavior and self-expression that do not match the environmental context, norms, 
and expectations.

Nursing Diagnosis
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ASSESSMENT DATA

 Flat or inappropriate affect
 Lack of success in social interaction
 Inability to conform behavior to social expectations
 Magical thinking
 Belief in telepathy, clairvoyance, and superstition
 Vague, digressive, or abstract speech
 Unkempt appearance
 Bizarre mannerisms

The client will

 Identify his or her basic needs within 24 to 48 hours
 Participate in a treatment plan, for example, interact with staff or participate in group 
 activities for at least 15 minutes twice a day within 24 to 48 hours

 Verbalize preferences, interests, or desires within 2 to 3 days
 Express bizarre ideas and beliefs only to therapeutic staff within 4 to 5 days

The client will

 Communicate needs appropriately to others
 Demonstrate adequate hygiene and grooming

The client will

 Participate in vocational planning or training
 Meet needs in community setting to maintain independence

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Direct care toward changing essential behaviors that have 
brought negative attention to the client.

Give the client honest feedback about those behaviors that 
draw negative attention to him or her.

Explain to the client that the reason to make changes is 
to avoid hospitalization and maximize his or her freedom. 
Do not give rationale for change based on what is socially 
acceptable.

Be specific in giving feedback to the client (e.g., identify 
the problem as talking about telepathic beliefs).

Do not expect the client to develop the ability to respond 
to subtleties or social cues.

Encourage the client to make a list of people with whom 
communication is required, such as a store clerk and 
landlord.

*If possible, identify one community person to coordinate 
services for the client over time, such as a social worker or 
case manager.

*Involve the community contact person as soon as pos-
sible in the client’s care.

Encourage the client to write or use the telephone or Inter-
net to request or purchase what is needed.

Rationale

The client has limited interest or desire for behavioral 
changes.

The client needs to know the behaviors that cause uncom-
fortable consequences for him or her.

The client will be indifferent to others’ reactions to his or 
her behavior, but it is possible to engage the client in be-
havioral changes if he or she perceives a concrete benefit 
to himself or herself.

The client lacks the ability or desire to interpret concepts or 
abstract ideas.

The client may be unable or lack the desire to develop 
these social abilities.

A written list is easier to manage because the client’s 
abstract thinking abilities are impaired.

The fewer the people the client is required to interact with, 
the more successful he or she will be.

Contact before discharge facilitates transferring the thera-
peutic relationship to the community person.

Written requests allow the client to avoid the displeasure of 
interaction. Telephone or Internet contact is less threaten-
ing than face-to-face interaction.
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IMPLEMENTATION (continued)

*If face-to-face contact is required, it may help to have a 
family member or the community contact person accom-
pany the client.

Expect only those client interactions necessary to obtain 
services that he or she truly wants or needs.

*Assist the client’s family or significant others to focus on 
realistic expectations for the client.

Encourage the client to establish a daily routine for comple-
tion of hygiene.

*If the client lives with someone else, include that person 
in developing daily routine expectations for room care, 
hygiene, and so forth, that can be continued at home.

Assist the client to explore any interests or activities that 
do not involve much contact with other people.

*Assist the client to explore alternative living arrangements 
if indicated. These might include a “board and care” type of 
facility, where meals and laundry service are provided, but 
little interaction is required.

*Refer the client to vocational services if the client is able 
to develop a vocational interest.

The contact person or family member can serve as a buffer 
for the client if needed.

The client has a greater chance for success if he or she 
values the need for the service.

Significant others may base their expectations on what 
they desire, rather than the client’s ability, which is 
 impaired.

Repetitive simple tasks and routines have a greater chance 
of success than changing expectations.

The client will be more successful in transferring skills and 
behaviors if they are similar to those expected or needed in 
the community.

This type of activity is most likely to appeal to the client.

If the client lives with his or her family, it is likely he or she 
will need to live elsewhere as family members become un-
able to care for the client at home. The client is most likely 
to succeed in a living situation that provides services that 
meet basic needs but requires little social participation.

It is possible for the client to use intellectual abilities to 
increase independence and meet basic needs.

Nursing Interventions *denotes collaborative interventions Rationale
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The client with antisocial personality disorder frequently is in con"ict with society’s social, 
moral, or legal norms and demonstrates behaviors that show a disregard for and violate 
others’ rights, such as lying, manipulating others, and breaking the law. In addition, these 
clients are reckless, irresponsible, and show little or no remorse for harm they do to others 
(APA, 2000).

The client with antisocial behavior may be charming, entertaining, and persuasive in in-
terpersonal interactions. He or she usually has the ability to succeed, is of average or above-
average intelligence, and creates a good !rst impression. This client rarely sees himself or 
herself as having dif!culties and usually does not seek help voluntarily, unless it is to avoid 
unpleasant consequences such as jail and debts. These clients may return to jail or hospitals 
repeatedly.

Clients with antisocial personality disorder have a history of behavior problems, including 
symptoms of conduct disorder in early adolescence (see Care Plan 10: Conduct Disorders). 
These clients’ problems include truancy, poor grades, disruptive behavior in class, and !ght-
ing with other children throughout their school years. There is evidence for both genetic and 
environmental factors in the development of antisocial personality disorder, including a his-
tory of having been abused or neglected as a child (APA, 2000).

Men are three times more likely than women to have antisocial personality disorder; its prev-
alence is approximately 1% in women and 3% in men in the general population (Sadock & 
Sadock, 2008). These clients are also likely to have one or more of the following: substance 
abuse, anxiety, depression, somatization, or other personality disorders (APA, 2000). Antisocial 
personality disorder is chronic, but some symptoms may diminish as the client ages, especially 
after age 40. Although symptoms may be evident in childhood or adolescence, the disorder per 
se is not diagnosed (by de!nition) until age 18 (APA, 2000).

Nursing interventions focus primarily on managing symptoms such as aggressive behavior, 
setting and maintaining limits, or managing medications. It is important to remember that the 
client with an antisocial personality disorder will not develop insight into his or her behavior 
that leads to lasting change. Remember that these clients can be very persuasive and manipu-
lative, and they may convince others, including staff, that they have changed or will change. 
However, the client’s behavior is self-centered and based on desires of the moment, with little 
consideration for consequences or the feelings of other people, and these clients can be frus-
trating for staff members.

NURSING DIAGNOSIS ADDRESSED IN THIS CARE PLAN
Ineffective Coping

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Risk for Other-Directed Violence
Noncompliance
Risk for Self-Mutilation

Antisocial Personality Disorder

C A R E  P L A N  4 2



Antisocial Personality Disorder       281

Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced responses, 
and/or inability to use available resources.

Nursing Diagnosis

ASSESSMENT DATA

 Low frustration tolerance
 Impulsive behavior
 Inability to delay grati!cation
 Poor judgment
 Con"ict with authority
 Dif!culty following rules and obeying laws
 Lack of feelings of remorse
 Socially unacceptable behavior
 Dishonesty
 Ineffective interpersonal relationships
 Manipulative behavior
 Failure to learn or change behavior based on past experience or punishment
 Failure to accept or handle responsibility

The client will

 Refrain from harming self or others throughout hospitalization
 Identify behaviors leading to hospitalization within 24 to 48 hours
 Function within limits of therapeutic milieu, for example, follow no-smoking rules, partici-
pate in group activities within 2 to 3 days

The client will

 Demonstrate nondestructive ways to deal with stress and frustration
 Identify ways to meet own needs that do not infringe on the rights of others

The client will

 Achieve or maintain satisfactory work performance
 Meet own needs without exploiting or infringing on the rights of others

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Encourage the client to identify the actions that precipi-
tated hospitalization (e.g., debts, law violation).

Give positive feedback for honesty. The client may try to 
avoid responsibility by acting as though he or she is “sick” 
or “helpless.”

Identify unacceptable behaviors, either general (stealing 
others’ possessions) or specific (embarrassing Ms. X by 
telling lewd jokes).

Develop specific consequences for unacceptable behaviors 
(e.g., the client may not watch television).

Rationale

These clients frequently deny responsibility for conse-
quences to their own actions.

Honest identification of the consequences for the client’s 
behavior is necessary for future behavior change.

You must supply clear, concrete limits when the client is 
unable or unwilling to do so.

Unpleasant consequences may help decrease or eliminate 
unacceptable behaviors. The consequence must be related 
to something the client enjoys to be effective.

(continued on page 282)
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IMPLEMENTATION (continued)

Avoid any discussion about why requirements exist. State 
the requirement in a matter-of-fact manner. Avoid arguing 
with the client.

Inform the client of unacceptable behaviors and the result-
ing consequences in advance of their occurrence.

*Communicate and document in the client’s care plan all 
behaviors and consequences in specific terms.

Avoid discussing other staff members’ actions or state-
ments unless the other staff member is present.

*Be consistent and firm with the care plan. Do not make 
independent changes in rules or consequences. Any 
change should be made by the staff as a group and con-
veyed to all staff members working with this client. (You 
may designate a primary staff person to be responsible for 
minor decisions and refer all questions to this person.)

Avoid trying to coax or convince the client to do the “right 
thing.”

When the client exceeds a limit, provide consequences im-
mediately after the behavior in a calm, firm, matter-of-fact 
manner.

Point out the client’s responsibility for his or her behavior in 
a nonjudgmental manner.

Provide immediate positive feedback or reward for accept-
able behavior.

Gradually, require longer periods of acceptable behavior 
and greater rewards, and inform the client of changes as 
decisions are made. For example, at first the client must 
demonstrate acceptable behavior for 2 hours to earn 1 
hour of television time. Gradually, the client could progress 
to 3 days of acceptable behavior and earn a 4-hour pass.

Encourage the client to identify past sources of frustration, 
how he or she dealt with it previously, and any unpleasant 
consequences that resulted.

Explore alternative, socially and legally acceptable methods 
of dealing with identified frustrations.

Help the client try alternatives as situations arise. Give 
positive feedback when the client uses alternatives 
 successfully.

*Discuss job seeking, work attendance, court appearances, 
and so forth when working with the client in anticipation of 
discharge.

The client may attempt to bend the rules “just this once” 
with numerous excuses and justifications. Your refusal to 
be manipulated or charmed will help decrease manipulative 
behavior.

The client must be aware of expectations and 
 consequences.

The client may attempt to gain favor with individual staff 
members or play one staff member against another. (“Last 
night the nurse told me I could do that.”). If all team mem-
bers follow the written plan, the client will not be able to 
manipulate changes.

The client may try to manipulate staff members or focus 
attention on others to decrease attention to himself or 
herself.

Consistency is essential. If the client can find just one per-
son to make independent changes, any plan will become 
ineffective.

The client must decide to accept responsibility for his or 
her behavior and its consequences.

Consequences are most effective when they closely follow 
the unacceptable behavior. Do not react to the client in an 
angry or punitive manner. If you are angry, the client may 
take advantage of it. It is better to get out of the situation if 
possible and let someone else handle it.

The client needs to learn the connection between behav-
ior and consequences, but blame and judgment are not 
 appropriate.

Immediate positive feedback may help increase accept-
able behavior. The client must receive attention for positive 
behaviors, not just unacceptable ones.

This gradual progression will help develop the client’s abil-
ity to delay gratification. This is necessary if the client is to 
function effectively in society.

This may facilitate the client’s ability to accept responsibil-
ity for his or her own behavior.

The client has the opportunity to learn to make alternative 
choices.

The client can role-play alternatives in a nonthreatening 
environment.

Dealing with consequences and working are responsible 
behaviors. The client may have had little or no success-
ful experience in these areas and may benefit from 
 assistance.

Nursing Interventions *denotes collaborative interventions Rationale
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The client with a borderline personality disorder exhibits a multitude of problems in many 
different areas of life, including problems found in other personality disorders, as well as 
a pervasive pattern of instability that encompasses self-image, interpersonal relationships, 
mood, and behavior (APA, 2000). These clients can be described as socially contrary, pessi-
mistic, demanding, and self-destructive. Clients with this disorder may also have other mental 
health problems, including mood or eating disorders, substance abuse, and other personality 
disorders.

These clients’ interpersonal relationships are characterized by alternating periods of cling-
ing dependency and hostile rejection. A friend or signi!cant other may be idolized, then deval-
ued for no apparent reason. Relationships are very intense, and the client will go to extremes 
to avoid feeling bored or abandoned, both of which are frequent complaints.

Clients with a borderline personality disorder have a persistent identity disturbance, which 
can include uncertainty about sexual orientation, values or belief systems, goals, self-image, 
and other major life issues. Mood swings (e.g., from anger to anxiety to elation) are common. 
When these clients’ desires are not ful!lled immediately, they can react with intense emotions, 
such as rage; excessive drinking episodes; or aggressive, self-destructive, self-mutilating, or 
suicidal behavior. Approximately 8% to 10% of clients with this disorder successfully commit 
suicide (APA, 2000).

These clients are impulsive and unable to delay grati!cation or tolerate frustration; under 
extreme stress, they can display psychotic symptoms of brief duration, commonly seeking 
hospitalization. Some clients are not as severely impaired, and although they experience many 
dissatisfactions, they are intermittently capable of moderate moods, an absence of outbursts, 
and employment. Participation in community support services frequently is helpful for these 
clients.

There is evidence of a familial component in the development of this disorder, as well as 
a number of other risk factors, including a history of childhood physical or sexual abuse, ne-
glect, or loss of a parent (APA, 2000). Borderline personality disorder occurs in 1% to 2% of 
the population and is twice as common in women than in men (Sadock & Sadock, 2008). This 
disorder is usually evident by early adulthood when problems usually are most severe. Many 
characteristics of this disorder are chronic, but the severity of symptoms diminishes in many 
clients in middle age or after therapy (APA, 2000).

Because clients with borderline personality disorder are at increased risk for suicide and 
self-injury, ensuring the client’s safety is a key nursing goal. Consistency and limit setting are 
also important to build a trust relationship and minimize manipulative behavior. These clients 
can be frustrating for the treatment team because they may engage in behaviors that can cre-
ate con"ict among staff members, and may try to in"uence other clients to join them in their 
negative feelings toward the staff. They may also attempt to form personal relationships with 
staff members or exhibit "irtatious or dependent behavior; it is vitally important to maintain 
your professional nursing role with these clients.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Risk for Self-Mutilation
Ineffective Coping
Social Isolation

Borderline Personality Disorder

C A R E  P L A N  4 3
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RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Noncompliance
Chronic Low Self-Esteem
Risk for Other-Directed Violence
Risk for Suicide

Risk for Self-Mutilation
At risk for deliberate self-injurious behavior causing tissue damage with the intent of 
 causing nonfatal injury to attain relief of tension.

RISK FACTORS

 Impulsive behavior
 Displays of temper
 Inability to express feelings verbally
 Physically self-damaging acts
 Attention-seeking behavior
 Ineffective coping skills

Nursing Diagnosis

The client will

 Be safe and free from injury throughout hospitalization
 Refrain from harming others or destroying property throughout hospitalization
 Respond to external limits within 24 to 48 hours
 Participate in a treatment plan, for example, talk with staff or participate in group activities 
for at least 30 minutes twice a day within 24 to 48 hours

The client will

 Eliminate acting-out behaviors (temper tantrums, self-harm, suicidal threats)
 Develop a schedule or daily routine that includes socialization and daily responsibilities

The client will

 Independently control urges for self-harming behavior
 Demonstrate alternative ways of expressing feelings, such as contact with a therapist or 
signi!cant other

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

In your initial assessment of the client, find out if he or 
she has any history of suicidal behavior or present suicidal 
ideation or plans.

Place the client in a room near the nursing station or where 
the client can be observed easily, rather than in a room 
near an exit or stairwell, and so forth.

See Care Plan 26: Suicidal Behavior and Care Plan 47: 
 Aggressive Behavior.

Assess the client for the presence of self-harm urges and 
history of scratching, cutting, or burning behaviors.

Rationale

The client’s physical safety is a priority. Although absence 
of a suicidal history does not preclude risk, presence of a 
suicidal history increases risk. The client with a history of 
self-harm can also be at risk for suicide. Do not underes-
timate the suicidal risk for the client by focusing only on 
self-harm behaviors.

The client is easier to observe and has less chance to leave 
the area undetected.

The client has a pattern of injurious behavior and is likely to 
engage in similar self-harm behaviors when stressed.
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Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced responses, 
and/or inability to use available resources.

ASSESSMENT DATA

 Inconsistent behavior
 Uncertainty about identity (e.g., role, self-image, career choices, loyalties)
 Poor impulse control
 Inability to delay grati!cation
 Inability to tolerate frustration, anxiety
 Dissatisfaction with life
 Mood swings
 Alcohol or drug use
 Frequent somatic complaints

Nursing Diagnosis

The client will

 Participate in treatment plan, for example, participate in group activities for at least 30 min-
utes at least twice per day within 24 to 48 hours

 Ask for what he or she needs in an acceptable manner within 24 to 48 hours
 Demonstrate resolution of the crisis that precipitated hospitalization within 4 to 5 days.

The client will

 Demonstrate diminished efforts to manipulate staff or other clients
 Demonstrate impulse control
 Delay grati!cation of needs and requests without acting out
 Verbalize plans for moderation of lifestyle

The client will

 Eliminate the need for inpatient hospitalization
 Demonstrate effective problem solving in the community

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION (continued)

Closely supervise the client’s use of sharp or other poten-
tially dangerous objects.

Be consistent with the client. Set and maintain limits re-
garding behavior, responsibilities, rules, and so forth.

Withdraw your attention as much as possible if the client 
acts out (if the client’s safety is not at risk).

Encourage the client to identify feelings that are related 
to self-mutilating or self-destructive behaviors. Encourage 
the client to express these feelings directly (see “Nursing 
Diagnosis: Ineffective Coping”).

The client may use these items for self-destructive acts.

Consistent limit setting is essential to decrease negative 
behaviors.

Withdrawing your attention will tend to decrease acting-out 
behaviors.

The client may be unaware of feelings or experiences that 
trigger self-destructive behavior and needs to develop 
more effective skills to avoid self-destructive behavior in 
the future.

Nursing Interventions *denotes collaborative interventions Rationale
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Do not assume that physical complaints are not genuine or 
that the client is just manipulating or seeking attention.

*The medical staff should investigate each physical com-
plaint within a certain time period or at a structured time. 
Then, withdraw attention from conversation about physical 
complaints.

Assess the extent of the client’s substance use. Interview 
the client’s significant others if necessary.

Give the client support for direct communication and for 
fulfilling responsibilities.

It may be helpful to assign the responsibility for decisions 
regarding the client to one staff member.

When talking with the client, focus on self-responsibility 
and active approaches that the client can take. Avoid rein-
forcing the client’s passivity, feelings of hopelessness, and 
so forth.

Encourage the client to express feelings or concerns, 
including identity questions and uncertainties. Remain 
nonjudgmental and assure the client that you will not reject 
or ridicule him or her or take concerns lightly.

Encourage the client to identify a problem or life situation 
that precipitated hospitalization, including his or her role in 
the situation.

Teach the client the problem-solving process: identifying 
problems, exploring alternatives, making a decision, and 
evaluating its success.

Ask for the client’s perceptions of his or her skills, level of 
functioning, and independence.

Help the client identify strengths and successful coping 
behaviors that he or she has used in the past. It may help 
to have the client make a written list. Encourage the client 
to try to use these coping behaviors in present and future 
situations.

Teach the client additional positive coping strategies and 
stress management skills, such as increasing physical exer-
cise, expressing feelings verbally or in a journal, or medita-
tion techniques. Encourage the client to practice these 
skills while in the hospital.

Observe how the client functions in various situations. 
How does the client interact with peers? With authority 
figures? How does the client function during structured 
activities? Unstructured time?

Give the client feedback regarding your observations; 
involve the client in identifying realistic goals and plans to 
work on deficient areas or to use and augment strengths. 
Use written lists, priority schedules, and so forth.

*Work with professionals in other disciplines (vocational 
rehabilitation, education, psychology) for client testing and 
specific training (e.g., job interviewing).

Rationale

The client may be physically ill. This must be validated or 
ruled out.

After the medical staff evaluates physical problems, you 
can focus on interpersonal issues and not allow the client 
to use physical symptoms to avoid dealing with emotional 
problems.

If substance use exists, it needs to be identified and ad-
dressed.

Positive support tends to increase positive behaviors.

If only one person makes final decisions, there is less op-
portunity for manipulation by the client.

If the client is blaming others for his or her problems, it 
is unlikely the client will accept responsibility for making 
changes.

A nonjudgmental attitude will help the client feel safe in 
sharing concerns. It is unlikely that the client has relation-
ships that allow discussing personal concerns without fear 
of rejection.

The client may have difficulty identifying his or her role in 
the situation that has led to hospitalization.

The client may be unaware of a logical process for solving 
problems.

The client’s perception of self is an essential component  
of baseline data.

The client’s self-perception may be one of hopelessness or 
helplessness. The client needs your assistance to recog-
nize strengths.

The client may have limited or no knowledge of stress 
management techniques or may not have used positive 
techniques in the past. If the client tries to build skills in  
the treatment setting, he or she can experience success 
and receive positive feedback for his or her efforts.

You need to assess what the client can do and what skills 
he or she needs to develop.

Involving the client facilitates his or her acceptance of 
responsibility. Using schedules and lists provides structure 
and helps achieve an independent lifestyle.

Using other health professionals for areas beyond nursing’s 
scope enhances the client’s chance for success.
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IMPLEMENTATION (continued)

*Help the client obtain resources, such as social services 
or vocational rehabilitation, as appropriate.

*Refer the client to professionals in other disciplines (e.g., 
social work or law) if the client has legal problems. Take 
care to promote the client’s autonomy; do not reinforce the 
client’s pattern of dependence on others.

Discuss discharge planning in a positive manner through-
out hospitalization, beginning with the initial interview.

The client may need these resources to live in the commu-
nity but may be unaware of how to obtain services.

Legal difficulties are beyond the scope of nursing. Your 
responsibility is appropriate referral.

The client receives the message that he or she can be 
independent and that hospitalization is temporary.

Nursing Interventions *denotes collaborative interventions Rationale

Social Isolation
Aloneness experienced by the individual and perceived as imposed by others and as a 
 negative or threatening state.

ASSESSMENT DATA

 Intolerance of being alone
 Chronic feelings of boredom or emptiness
 Alternate clinging and avoidance behavior in relationships
 Excessive dependency needs
 Manipulation of others for own needs
 Sense of entitlement
 Lack of insight

Nursing Diagnosis

The client will

 Interact appropriately with staff, visitors, and other clients, for example, initiate 
 interactions with others at least four times per day within 2 to 3 days

 Engage in leisure activities, for example, participate in a group activity, read, or do a hobby 
activity at least once per day within 2 to 3 days

The client will

 Participate in relationships without excessive clinging or avoidance
 Meet dependency needs in a socially acceptable manner

The client will

 Develop a social support group outside the hospital
 Initiate leisure activities that he or she enjoys

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

With the client, establish acceptable limits in relationships; 
provide limits for the client if he or she is unable to do so.

Rationale

Limits must be supplied by you until the client is able to 
control his or her own behavior. The client may not recog-
nize nor have experienced relationships with appropriate 
limits and needs help to develop awareness and skills in 
building appropriate relationships.

(continued on page 288)
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IMPLEMENTATION (continued)

Be aware of the client’s interactions and intervene when 
necessary to prevent the client’s manipulating staff, other 
clients, or visitors.

Remember: Although the client must feel that the staff 
members care about him or her as a person (therapeuti-
cally), do not undermine the client’s independence by 
encouraging dependence on the staff or agency.

Help the client recognize feelings of boredom and identify 
activities that diminish these feelings. It may be helpful to 
use a written schedule.

Help the client see that manipulating others results in the 
loss of their company, then boredom and loneliness.

Help the client determine appropriate people and times to 
discuss personal issues.

Talk with the client about his or her interactions and give 
the client feedback about interpersonal dynamics.

*Encourage the client to meet others in his or her commu-
nity or to contact support groups before discharge.

Other clients’ needs for protection must be considered and 
may require your intervention.

Sympathy and friendship are only appropriate to personal 
or social relationships. The client’s independence is a goal 
of a therapeutic relationship. Reliance on staff may be flat-
tering to you but is nontherapeutic for the client.

The client needs to see that boredom is his or her problem 
and that it is his or her responsibility to resolve it. A written 
schedule can help the client structure his or her time.

If the client dislikes boredom and loneliness, he or she may 
diminish manipulative behavior to avoid these feelings.

Due to the client’s dependency needs and poor impulse 
control, he or she may disclose intimate issues to casual 
acquaintances or strangers, which can lead to rejection.

Sharing observations and providing feedback allows the 
client to develop awareness of interpersonal relationships 
and express his or her feelings in a therapeutic setting.

The client needs to meet relationship needs with others 
outside the hospital or agency. Increasing the client’s sup-
port system by establishing new relationships within an 
appropriate context may help decrease future difficulties.

Nursing Interventions *denotes collaborative interventions Rationale
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Clients with dependent personality disorder are excessively, consistently dependent on other 
people, and they are passive, clinging, and submissive in relationships. They rely on others for 
basic decision making and help in day-to-day living and have strong fears of being alone or 
losing the support of others. These clients may not have developed basic independent living 
skills, and they lack con!dence in their own abilities (APA, 2000).

Clients who are very dependent or who lack adequate skills for daily living may be 
repeatedly admitted to a hospital with varying complaints and complex problems related 
to inadequate coping skills, such as a poor job history or legal problems from writing bad 
checks.

Dependent personality disorder is more common in women than in men and represents 
2.5% of all personality disorders (Sadock & Sadock, 2008). Clients with dependent personal-
ity disorder may survive adequately in the community until faced with a crisis or the loss of a 
signi!cant other, which precipitates their admission to a hospital. No etiology for this disorder 
has been identi!ed, but risk factors include an early history of a chronic medical condition 
or separation anxiety disorder. These clients are also at increased risk for mood, anxiety, or 
adjustment disorders, or other personality disorders (APA, 2000).

When deprived of others to depend on, these clients can be at risk for acting-out or self-
destructive behaviors. The client’s safety is always a primary nursing goal.

These clients may transfer their excessive dependency needs to staff members or a thera-
pist. It is important for the nurse to minimize opportunities for the client to develop depen-
dency on the staff and to foster the development of basic skills and con!dence in the client. 
However, these clients may not be able to recognize their abilities, and their behaviors and 
lack of insight can be frustrating for the staff. Using limit setting and communicating clear, 
consistent expectations can be helpful, but remember to keep expectations within the client’s 
abilities.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Ineffective Coping
Powerlessness

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Impaired Social Interaction
Social Isolation
Hopelessness
Chronic Low Self-Esteem
Risk for Self-Mutilation

Dependent Personality Disorder

C A R E  P L A N  4 4

Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced responses, 
and/or inability to use available resources.

Nursing Diagnosis
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ASSESSMENT DATA

 Inadequate skills for daily living or to meet changes and crises
 Low frustration tolerance
 Poor impulse control
 Poor judgment
 Anxiety
 Anger or hostility (often covert)

The client will

 Be free from injury throughout hospitalization
 Demonstrate decreased manipulative, attention-seeking behavior within 2 to 3 days
 Verbally express feelings, especially anger within 2 to 3 days

The client will

 Discuss relationship of physical complaints, legal dif!culties, or substance use to  
ineffective coping

 Verbalize adequate skills to deal with life changes or crises

The client will

 Demonstrate adequate daily living skills
 Make decisions and solve problems independently

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Assess the client’s immediate environment, possessions, 
and hospital room for potentially dangerous objects.

Provide adequate supervision while the client is involved in 
activities, with other clients or off the unit.

Treat self-mutilating acts in a matter-of-fact manner. Provide 
any physical treatment needed, then try to interact with 
the client about how he or she is feeling rather than about 
the act itself.

In the event of destructive behavior, take the client to a 
secluded, physically safe area without delay.

Withdraw your attention from the client when nondestruc-
tive acting-out behavior occurs.

Encourage the client to express feelings verbally or in other 
ways that are nondestructive and acceptable to the client 
(e.g., writing, drawing, or physical activity).

Give the client positive feedback when he or she is able to 
express anger verbally or in a nondestructive manner.

Describe and demonstrate specific social skills, such as 
eye contact, attentive listening, nodding. Discuss topics 
that are appropriate for casual conversation, such as the 
weather, local events.

Teach the client social skills, such as approaching another 
person for an interaction, appropriate conversation topics, 
and active listening. Encourage him or her to practice these 
skills with staff members and other clients, and give the 
client feedback regarding interactions.

Rationale

The client’s safety is a priority. The client is at risk for self-
destructive behavior.

Self-destructive acting out is more likely to occur during 
unsupervised times.

The more attention the client receives for these behaviors, 
the more likely the client is to repeat the behaviors.

Immediate isolation minimizes the attention the client 
receives. The client is removed from the audience.

Decreased attention tends to decrease the behavior.

The client may need specific direction for the acceptable 
expression of feelings. He or she may never have learned 
to do so previously.

Positive feedback can give the client confidence and incen-
tive to continue the positive behavior.

The client may have little or no knowledge of social interac-
tion skills. Modeling provides a concrete example of the 
desired skills.

The client may lack social skills and confidence in social 
interactions; this may contribute to the client’s social 
 isolation.
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IMPLEMENTATION (continued)

Introduce the client to other clients in the milieu and facili-
tate their interactions on a one client-to-one client basis. 
Gradually facilitate social interactions between the client 
and small groups, then larger groups.

Teach the client a step-by-step approach to solving prob-
lems: identifying problems, exploring alternatives, making a 
decision, and evaluating its success.

Encourage the client to take direct action to meet personal 
needs (e.g., allow the client to obtain a newspaper to check 
want ads and identify possible jobs, make appointments, 
etc.) on his or her own as much as possible. Do not help 
the client unless it is necessary.

Work with the client to help him or her anticipate future 
needs (“What will you do if…?”). It may help to write 
down specific strategies, people to contact, and so forth.

Gradually increasing the scope of the client’s social interac-
tions will help the client build confidence in social skills.

The client may be unaware of a logical process for examin-
ing and resolving problems.

The client needs to learn independent living skills. This 
cannot happen if he or she does not do things without as-
sistance even though it is uncomfortable initially.

Because the client deals with change poorly (by history), 
anticipatory plans can help diffuse the emotional charge 
of change in the client’s life and help the client develop 
 planning skills.

Nursing Interventions *denotes collaborative interventions Rationale

Powerlessness
The lived experience of lack of control over a situation, including a perception that one’s 
 actions do not signi!cantly affect an outcome.

ASSESSMENT DATA

 Dependency on others to meet needs
 Feelings of inadequacy, dependency, worthlessness, failure, or hopelessness
 Apathy
 Doubt about role performance
 Perceived lack of control

Nursing Diagnosis

The client will

 Verbalize feelings openly, for example, talk with staff about present emotions at least once 
per day within 24 to 48 hours

 Identify present skills and level of functioning within 2 to 3 days

The client will

 Verbalize increased feelings of self-worth
 Identify people and resources in the community for support
 Terminate staff–client relationships

The client will

 Use community support systems
 Tolerate discomfort associated with life stresses

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Beginning with the initial interview, identify the goal of the 
client’s discharge and independence from the hospital and 
reinforce this throughout the hospitalization.

*Rotate staff members who work with the client to avoid 
the client’s developing dependence on particular staff 
members. It is not desirable to be the “only one” the client 
can talk to.

Remember: Do not give the client the addresses or per-
sonal telephone numbers of staff members. Do not allow 
the client to contact or socialize with staff members after 
discharge.

Encourage the client to express feelings, including anger, 
hostility, worthlessness, or hopelessness. Give the client 
support for expressing feelings openly and honestly.

Encourage the client to share feelings with other clients, in 
small informal groups, then larger, more formal groups.

*Encourage the client to build a support system that is as 
independent from the hospital as possible. If the client can-
not achieve that level of independence, continued outpa-
tient therapy or support groups may be indicated.

*Encourage the client to pursue relationships, personal 
interests, hobbies, or recreational activities that were posi-
tive in the past or that may appeal to the client. Consulta-
tion with a recreational therapist may be indicated.

*Encourage the client to identify resources in the com-
munity or on the Internet that he or she can use after 
discharge.

*Encourage the client to identify supportive people outside 
the hospital and to develop these relationships.

*When necessary, work with other agencies in the com-
munity to meet the client’s needs, but do not undermine 
the client’s progress by unnecessarily encouraging depen-
dence on professional resources or institutions.

Rationale

It is essential to communicate the temporary nature 
of your relationship with a client who has excessive 
 dependency.

The client must learn self-reliance and avoid dependence 
on one or two people.

It is essential to separate professional and social 
 relationships.

The client can learn to ventilate feelings in a safe situa-
tion with you. Positive support encourages the client to 
continue to do so.

Including others as the client tolerates will minimize the 
client’s dependence on one person or on hospital staff for 
communication.

Use of an outside support system is a less dependent situ-
ation than hospitalization.

The client may be reluctant to reach out to someone with 
whom he or she has had limited contact recently and may 
benefit from encouragement or facilitation. Recreational ac-
tivities can serve as a structure for the client to build social 
interactions as well as to provide enjoyment.

The client may be unfamiliar with existing resources (e.g., 
community centers, libraries, parks, recreational programs, 
volunteer opportunities). The Internet can be a source of 
social interaction, support, and recreation.

In addition to re-establishing past relationships or in their 
absence, increasing the client’s support system by estab-
lishing new relationships may help decrease future depres-
sive behavior and social isolation.

If other assistance is needed to maintain the client in the 
community, it should be used, but the client should do all 
he or she can independently. These clients may have all but 
exhausted community resources in the past, so work in 
this area may need special attention.
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1. When working with a client with a paranoid personality 
disorder, the nurse would use which of the following ap-
proaches?

a. Calm

b. Cheerful

c. Friendly

d. Supportive

2. The client with an antisocial personality disorder ap-
proaches various staff with numerous requests. Which 
of the following interventions is the best response to this 
behavior?

a. Give the client a written list of permissible requests.

b. Have the client make requests only to the assigned staff 
person.

c. Limit the client to the day room area.

d. Tell the client to remain in his or her room until ap-
proached by staff.

3. The nurse assesses a client to be at risk for self-mutilation 
and implements a no self-harm contract. Which of the  
following would indicate that the safety contract was  
effective?

a. The client withdraws to her room when feeling over-
whelmed.

b. The client noti!es staff when anxiety is increasing.

c. The client suppresses feelings of anger.

d. The client talks to other clients about urges to harm 
herself.

4. A client with borderline personality disorder is admitted 
to the unit after attempting to cut her wrists with scissors. 
Her arms have multiple scars from previous episodes 
of self-injury. Another staff member says to the nurse, 
“She’s not going to kill herself; she just wants attention.” 

Which of the following statements by the nurse would be 
most appropriate?

a. “Any attempt at self-harm is serious and safety is a 
priority.”

b. “Don’t let the nurse manager hear you talking like that; 
it’s unprofessional.”

c. “She needs to be here until she learns to control her 
behavior.”

d. “She’s here now and we’ll have to try to do the best  
we can.”

5. When planning care for a client with a schizoid personal-
ity disorder, which of the following outcomes would be 
most appropriate? The client will

a. Communicate effectively with his or her landlord

b. Express interest in a new hobby

c. Join a community group for socialization

d. Verbalize thoughts and feelings to peers

6. A 31-year-old client with dependent personality disorder 
has been living at home with very supportive parents. He 
is making plans for independent living in the community. 
The client tells the nurse, “I don’t know if I can make it 
on my own without my parents.” Which of the following 
responses by the nurse is most therapeutic?

a. “You are a 31-year-old adult now, not a child who 
needs his parents to care for him.”

b. “You and your parents need a break from each other; it 
will be good for both of you.”

c. “Your parents have been supportive and can continue 
to be even if you live apart.”

d. “Your parents won’t be around forever; you need to 
learn to take care of yourself.”

SECTION 12 REVIEW QUESTIONS
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 SECTION 12  Resources for  
Additional Information

Visit thePoint (http://thePoint.lww.com/Schultz9e) for a list 
of these and other helpful Internet resources.

Association for Research in Personality Disorders
Borderline Personality Disorder Central
Borderline Personality Disorder Family Support
International Society for the Study of Personality Disorders
MedlinePlus
National Education Alliance for Borderline Personality 

Disorder
National Institute of Mental Health
Personality Disorders Institute—Cornell University
S.A.F.E. Alternatives (Self Injury Treatment, Resources)
TARA Association for Personality Disorder

 SECTION 12  Recommended 
Readings

Black, D. W., Gunter, T., Loveless, P., Allen, J., & Sieleni, 
B. (2010). Antisocial personality disorder in incarcerated 
offenders: Psychiatric comorbidity and quality of life. 
Annals of Clinical Psychiatry, 22(2), 113–120.

Coid, J., & Ullrich, S. (2010). Antisocial personality on a 
continuum with psychopathology. Comprehensive Psy-
chiatry, 51(4), 426–433.

Latalova, K., & Prasko, J. (2010). Aggression in borderline 
personality disorder. The Psychiatric Quarterly, 81(3), 
239–251.

Lentz, V., Robinson, J., & Bolton, J. M. (2010). Childhood 
adversity, mental disorder comorbidity, and suicidal 
behavior in schizotypal personality disorder. Journal of 
Nervous and Mental Diseases, 198(11), 795–801.

Sadikaj, G., Russell, J. J., Moskowitz, D. S., & Paris, J. 
(2010). Affective dysregulation in individuals with 
borderline personality disorder: Persistence and interper-
sonal triggers. Journal of Personality Assessment, 92(6), 
490–500.

Sansone, R. A., Chu, J. W., & Wieserman, M. W. (2010). 
Body image and borderline personality disorder among 
psychiatric inpatients. Comprehensive Psychiatry, 51(6), 
579–584.

http://thePoint.lww.com/Schultz9e
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Behavioral and  
Problem-Based  
Care Plans

The behaviors and problems addressed in this section may occur in concert with other 
problems found in this Manual. Some of these problems may be manifested by a client who 
exhibits psychotic behavior, such as schizophrenia; others may be the primary problem in 
the client’s current situation, such as hostile or aggressive behavior. These care plans are 
especially suited to choosing speci!c nursing diagnoses or elements of care to be incorpo-
rated into the client’s individualized care plan.

S E C T I O N  T H I R T E E N
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Withdrawn Behavior

The term withdrawn behavior is used to describe a client’s retreat from relating to the external 
world. The degree of the client’s withdrawal can range from mild to severe and represents a 
disruption in his or her relating to the self, others, or the environment. Withdrawn behavior 
can occur in conjunction with a number of mental health problems, including schizophrenia, 
mood disorders, and suicidal behavior (see other care plans as appropriate).

Withdrawn behavior that is mild or transitory, such as a dazed period following trauma, is 
thought to be a self-protecting defense mechanism. This brief period of “emotional shock” 
allows the individual to rest and gather internal resources with which to cope with the trauma 
and is considered to be normal because it can be expected and does not extend beyond a brief 
period. However, withdrawn behavior that is protracted or severe can interfere with the cli-
ent’s ability to function in activities of daily living, relationships, work, or other aspects of life. 
Seemingly total withdrawal, such as catatonic stupor, involves autism, physical immobility, 
and no intake of food or "uid. Without treatment, it can lead to coma and death.

An especially important nursing goal with a client who is withdrawn is to establish initial 
contact by using a calm, nonthreatening, consistent approach. Using this type of approach 
repeatedly enables the client to recognize you as a safe contact with present reality to whom 
he or she can begin to respond, but does not demand a response from the client. As you build 
rapport with the client and provide a supportive environment, the client can begin to establish 
and maintain contact with you, the environment, and other people. Additional therapeutic 
goals include providing sensory stimulation, meeting the client’s physiologic and hygienic 
needs, and promoting the client’s physical activity and interactions with  others.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Disturbed Thought Processes
Bathing Self-Care De!cit
Dressing Self-Care De!cit
Feeding Self-Care De!cit
Toileting Self-Care De!cit
Impaired Social Interaction

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Social Isolation
Imbalanced Nutrition: Less Than Body Requirements
Insomnia
Risk for Injury

C A R E  P L A N  4 5
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Disturbed Thought Processes
Disruption in cognitive operations and activities.

Nursing Diagnosis

ASSESSMENT DATA

 Psychological immobility
 Hallucinations, delusions, or other psychotic symptoms
 Inability to attend
 Lack of spontaneity
 Apathy
 Decreased or absent verbal communication
 Lack of awareness of surroundings
 Decreased motor activity or physical immobility
 Fetal position, eyes closed, teeth clenched, muscles rigid
 Anergy (lack of energy)
 Changes in body posture, for example, slumping, curling up with knees to chin, holding 
arms around self

 Fear
 Anxiety, panic
 Depression
 Muteness

The client will

 Begin to participate in the treatment program, e.g., tolerate sitting with a staff member for 
at least 15 minutes within 12 to 24 hours

 Demonstrate decreased hallucinations, delusions, or other psychotic symptoms within  
24 to 48 hours

 Demonstrate adequate psychomotor activity to meet basic activities of daily living with 
staff assistance within 2 to 3 days

 Begin to interact with others, e.g., respond verbally to questions at least four times per day 
within 2 to 3 days

The client will

 Maintain contact with reality
 Demonstrate adequate psychomotor activity to meet basic activities of daily living inde-
pendent of staff assistance

 Interact with others nonverbally and verbally, e.g., talk with staff or other clients for at least 
10 minutes at least four times per day by a speci!ed date

 Demonstrate improvement in associated problems (e.g., depression)

The client will

 Be free of hallucinations, delusions, or other psychotic symptoms
 Function at his or her optimal level

EXPECTED OUTCOMES

Immediate

Stabilization

Community

*Note: This nursing diagnosis was retired in NANDA-I Nursing Diagno-
ses: De!nitions & Classi!cation 2009–2011, but the NANDA-I Diagnosis 
Development Committee encourages work to be done on retired diagnoses 
toward resubmission for inclusion in the taxonomy.
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Assess the client’s current level of functioning and commu-
nication, and begin to work with the client at that level.

Sit with the client for regularly scheduled periods.

Tell the client your name and that you are there to be with 
him or her.

Remain comfortable with periods of silence; do not 
 overload the client with verbalization.

Use physical touch with the client (e.g., holding the 
 client’s hand) as tolerated. If the client responds to touch 
 negatively, remove your hand at that time, but continue 
attempts to establish physical touch.

Talk with the client in a soft voice. If the client remains un-
responsive, continue to do this with the positive expecta-
tion of a response from the client.

Ask the client to open his or her eyes and look at you when 
you are speaking to him or her.

Be alert for subtle, nonverbal responses from the client.

Give the client positive feedback for any response to you 
or to the external environment. Encourage him or her to 
continue to respond and reach out to others.

Use a radio, tape player, or television in the client’s room to 
provide stimulation as tolerated.

Assess the client’s tolerance of stimuli; do not force too 
much stimulation too fast.

Avoid allowing the client to isolate himself or herself in a 
room alone for long periods.

Initially encourage the client to spend short periods with 
one other person, e.g., have the client sit with one person 
for 15 minutes of each hour during the day.

Interact with the client briefly on a one-to-one basis initially; 
gradually increase the amount of time and the number of 
people with whom the client interacts.

Talk with the client as though he or she will respond and 
avoid rapidly chattering at the client. Allow adequate time 
for the client to respond to you, either verbally or physically.

Refer to other people and objects in the immediate envi-
ronment as you interact with the client.

Initially, encourage the client to express himself or herself 
nonverbally (e.g., by writing or drawing).

Encourage the client to talk about these nonverbal commu-
nications and progress to more direct verbal communica-
tion as tolerated. Encourage the client to express feelings 
as much as possible.

Rationale

To make contact with the client, you must begin where he 
or she is now.

Your physical presence conveys caring and acceptance.

By telling the client you are there to be with him or her, you 
convey interest without making demands on the client.

The client’s ability to deal with verbal stimulation is 
 impaired.

Your physical touch presents reality and conveys 
 acceptance.

A soft voice can be comforting and nonthreatening, and 
expresses your caring and interest in the client. Expecting 
the client to respond increases the likelihood that he or she 
will do so.

You will facilitate reality contact and the client’s ability to 
attend by encouraging eye contact.

The client’s initial responses usually will not be verbal or 
dramatic but rather very gradual and subtle (hand move-
ment, eyes opening).

Your encouragement can foster the client’s attempts to 
 re-establish contact with reality.

Media can provide stimulation during times that staff are 
not available to be with the client.

Increasing stimuli too rapidly could result in the client’s 
further withdrawal.

Isolation will foster continued withdrawal.

At first, the client will be more successful with minimal 
stimulation (e.g., interactions for short time periods) and 
minimal changes (e.g., interacting with the same staff 
member).

A gradual increase in the amount and variety of stimula-
tion can foster the client’s tolerance in a nonthreatening 
manner.

A positive expectation on your part increases the likeli-
hood of the client’s response. A client who is withdrawn 
may need more time to respond due to slowed thought 
processes.

You will promote the client’s contact with current reality by 
calling the client’s attention to his or her environment.

Nonverbal communication usually is less threatening to the 
client than verbalization.

By asking the client about writings or drawings rather than 
directly about himself or herself or emotional issues, you 
minimize the perception of threat by the client. Gradually, di-
rect verbal communication becomes tolerable to the client.
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IMPLEMENTATION (continued)

At first, walk slowly with the client. Progress gradually from 
gross motor activity (walking, gestures with hands) to ac-
tivities requiring fine motor skills (jigsaw puzzles, writing).

See “Key Considerations in Mental Health Nursing:  
Nurse–Client Interactions” and other care plans as 
 indicated.

*Teach the client and family and significant others about 
withdrawn behavior, safe use of medications, and other 
disease process(es) if indicated.

The client will be able to use gross motor skills first. Fine 
motor skills require more of the client’s skill and attention.

Withdrawn behavior frequently is encountered with psy-
chotic symptoms, depression, organic pathology, abuse, 
and post-traumatic stress disorder.

The client and family and significant others may have little 
or no knowledge of the client’s illness, care-giving respon-
sibilities, or safe use of medications.

Nursing Interventions *denotes collaborative interventions Rationale

Bathing Self-Care Deficit
Impaired ability to perform or complete bathing activities for self.

Dressing Self-Care Deficit
Impaired ability to perform or complete dressing activities for self.

Feeding Self-Care Deficit
Impaired ability to perform or complete self-feeding activities.

Toileting Self-Care Deficit
Impaired ability to perform or complete toileting activities for self.

Nursing Diagnoses

ASSESSMENT DATA

 Inattention to grooming and personal hygiene
 Inadequate food or "uid intake; refusal to eat
 Retention of urine or feces
 Incontinence of urine or feces
 Decreased motor activity or physical immobility

The client will

 Establish adequate nutrition and hydration, e.g., the client will eat 30% of meals within  
2 to 3 days

 Establish adequate elimination within 2 to 3 days
 Begin to perform activities of daily living and personal hygiene with staff assistance within 
24 to 48 hours

 Establish an adequate balance of rest, sleep, and activity

The client will

 Maintain adequate nutrition, hydration, and elimination
 Perform activities of daily living and personal hygiene without staff assistance
 Maintain an adequate balance of rest, sleep, and activity, e.g., the client will be awake and 
active during the day and evening until bedtime

The client will

 Demonstrate independence in performing activities of daily living, personal hygiene, and 
meeting other self-care needs

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Remain with the client during meals.

Feed the client if necessary.

Try to find out what foods the client likes, including cultur-
ally based foods or foods from family members, and make 
them available at meals and for snacks (see Care Plan 52: 
The Client Who Will Not Eat).

Assess and monitor the client’s bowel elimination pattern.

If the client is immobile or in the fetal position, provide 
passive range-of-motion exercises. Turn the client at least 
every 2 hours; provide skin care and observe for pressure 
areas and skin breakdown.

At first, walk slowly with the client. Progress gradually 
from slow walking to increasing levels of physical activ-
ity and from gross motor activity (walking, gestures with 
hands) to activities requiring fine motor skills or greater 
concentration.

Initially, assist the client as necessary to perform personal 
hygiene, such as brushing teeth, taking a shower, combing 
hair, and other activities of daily living.

Encourage the client to take gradually increasing levels of 
responsibility for hydration, nutrition, elimination, sleep, 
activity, and other self-care needs (see Care Plan 52: The 
Client Who Will Not Eat and Care Plan 38: Sleep Disorders).

Rationale

Your physical presence can stimulate the client and 
 promote reality contact.

The client needs to reestablish nutritional intake, without 
intravenous or tube feeding therapy if possible.

The client may be more apt to eat foods he or she likes or 
has been accustomed to eating.

Constipation may occur due to decreased food and fluid in-
take, decreased motor activity, or the client’s inattention to 
elimination. Severe constipation and impaction can occur if 
the client has not had a bowel movement for an extended 
period before admission.

Range-of-motion exercises will maintain joint mobility and 
muscle tone. You must be alert to the prevention of physi-
cal complications due to immobility.

The client will be able to use gross motor skills first, and 
walking will help reestablish flexibility. Physical movement 
facilitates digestion, elimination, and restful sleep.

The client may have little awareness of the need for hy-
giene or other activities of daily living or may have little or 
no interest in these.

Initially, the client may be totally passive regarding basic 
needs, and you may need to provide total care. Asking the 
client to perform self-care as his or her behavior improves 
will help the client assume more responsibility. Your posi-
tive expectations of the client will promote independence 
in these activities.

Impaired Social Interaction
Insuf!cient or excessive quantity or ineffective quality of social exchange.

ASSESSMENT DATA

 Decreased or absent verbal communication
 Lack of energy or spontaneity
 Dif!culty in interpersonal relationships
 Apathy
 Psychological immobility
 Fear
 Anxiety, panic
 Loneliness

Nursing Diagnosis
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The client will

 Demonstrate decreased withdrawn symptoms within 24 to 48 hours
 Participate in the treatment program, e.g., interact with staff for at least 15 minutes at least 
four times per day within 2 to 3 days

The client will

 Maintain contact with reality
 Demonstrate increased interactions with others, e.g., interact verbally with other clients at 
least six times per day

The client will

 Participate in continued therapy or community support, if indicated
 Communicate own needs effectively to others

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Initially encourage the client to spend short periods with 
one other person, e.g., have the client sit with one person 
for 15 minutes of each hour during the day.

Initially encourage the client to express himself or herself 
nonverbally (e.g., by writing or drawing).

Encourage the client to talk about these nonverbal commu-
nications and progress to more direct verbal communica-
tion as tolerated. Encourage the client to express feelings 
as much as possible.

Interact on a one-to-one basis initially, and then help the 
client progress to small groups, then larger groups as 
 tolerated.

Manage nursing assignments so that the client interacts 
with a variety of staff members, as the client tolerates.

Teach the client social skills, such as approaching another 
person for an interaction, appropriate conversation topics, 
and active listening. Encourage him or her to practice these 
skills with staff members and other clients, and give the 
client feedback regarding interactions.

Encourage the client to identify relationships, social, or 
recreational situations that have been positive in the past.

*Encourage the client to pursue past relationships, 
personal interests, hobbies, or recreational activities that 
were positive in the past or that may appeal to the client. 
 Consultation with a recreational therapist may be indicated.

*Encourage the client to identify supportive people  
outside the hospital and to develop these relationships 
(see Care Plan 2: Discharge Planning and Section 2: 
Community-Based Care).

At first the client will deal more readily with minimal stimu-
lation (e.g., interactions for short time periods) and minimal 
changes (e.g., interacting with the same staff member).

Nonverbal communication usually is less threatening than 
verbalization.

By asking the client about writings or drawings rather than 
directly about himself or herself or emotional issues, you 
minimize the client’s perception of threat. Gradually, direct 
verbal communication becomes tolerable to the client.

Gradual introduction of other people minimizes the threat 
perceived by the client.

Your social behavior provides a role model for the client. 
Interacting with different staff members allows the client 
to experience success in interactions within the safety of 
the staff–client relationship.

The client may lack social skills and confidence in social 
interactions; this may contribute to the client’s depression 
and social isolation.

The client may have been depressed and withdrawn for 
some time and have lost interest in people or activities that 
provided pleasure in the past.

The client may be reluctant to reach out to someone with 
whom he or she has had limited contact recently and may 
benefit from encouragement or facilitation. Recreational 
 activities can serve as a structure for the client to build 
social interactions as well as provide enjoyment.

In addition to reestablishing past relationships or in 
their absence, increasing the client’s support system by 
establishing new relationships may help decrease future 
withdrawn behavior and social isolation.

Rationale
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Hostile behavior, or hostility, is characterized by verbal abuse, threatened aggressive behav-
ior, uncooperativeness, and behaviors that have been de!ned as undesirable or in violation of 
established limits. Much hostility is the result of feelings that are unacceptable to the client, 
which the client then projects onto others, particularly authority !gures (including staff mem-
bers) or signi!cant others. Often the client is afraid to express anger appropriately, fearing 
criticism or censure or a loss of control. Hostile behavior also can be related to the client’s 
inability to express other feelings directly, such as shame, fear, or anxiety, or to other problems 
such as hallucinations, personality disorders (e.g., antisocial personality), conduct disorders, 
substance use, and post-traumatic stress disorder.

Although anger and hostility often may be seen as similar, hostility is characterized as pur-
posely harmful. Anger is not necessarily hostility and may not be in need of control; it may be 
a healthy response to circumstances, feelings, or hospitalization (i.e., with the accompanying 
loss of personal control). When the client is not agitated, it is important to help the client ex-
amine his or her feelings and to support expressing anger in ways that are not injurious to the 
client or others and are acceptable to the client. Remember to be aware of the client’s culture 
and how cultural values in"uence the client’s perceptions and reactions.

Hostile behavior can lead to aggressive behavior. In assessing and planning care for these 
clients, it is important to be aware of past behavior: How has the client exhibited hostile 
behavior? What has the client threatened to do, and what was his or her actual behavior in 
these situations? What are the client’s own limits for himself or herself? Remember that some 
medications (e.g., benzodiazepines) may agitate the client or precipitate outbursts of rage by 
suppressing inhibitions.

Nursing goals include preventing harm to the client and others and diminishing hostile or 
aggressive behavior, and assisting the client to develop skills in recognizing and managing 
feelings of anger safely and appropriately. Remember, the goal is not to control the client or to 
eliminate anger, but to protect the client and others from injury and to help the client develop 
and use healthy ways of controlling himself or herself and expressing feelings. It is extremely 
important in working with these clients to be aware of your own feelings. If you are angry with 
the client, you may tell the client that you are angry and explain the reason(s) for your anger, 
thereby modeling for the client an appropriate expression of anger. However, be sure that you 
do not act out your anger in a hostile or punitive way.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Risk for Other-Directed Violence
Noncompliance
Ineffective Coping

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Chronic Low Self-Esteem
Impaired Social Interaction

Hostile Behavior

C A R E  P L A N  4 6
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Risk for Other-Directed Violence
At risk for behaviors in which an individual demonstrates that he or she can be physically, 
emotionally, and/or sexually harmful to others.

Nursing Diagnosis

RISK FACTORS

 Feelings of anger or hostility
 Verbal aggression or abuse
 Agitation
 Restlessness (!dgeting, pacing)
 Inability to control voice volume (shouting)
 Outbursts of anger or hostility
 Uncooperative or belligerent behavior
 Physical combativeness, homicidal ideation, or destruction of property
 Lack of impulse control

The client will

 Refrain from harming self or others throughout hospitalization
 Demonstrate decreased agitation, restlessness, or other risk factors within 24 to 48 hours

The client will

 Express angry feelings in a safe way, e.g., verbalize feelings to a staff member
 Be free of hostile behavior
 Verbalize knowledge of hostile behavior and alternatives to hostile behavior

The client will

 Express emotions safely in stressful situations
 Continue with long-term therapy if appropriate

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Withdraw your attention (ignore the client) when the client 
is verbally abusive. Tell the client that you are doing this 
and why (e.g., “I will not talk with you when you are being 
verbally abusive”), but you will give attention for appropri-
ate behavior. If the client is physically abusive, provide for 
the safety of the client and others, and then withdraw your 
attention from the client.

Be consistent and firm yet gentle and calm in your 
 approach to the client.

Set and maintain firm limits.

Remain calm. Control your own behavior, and communi-
cate that control. If you are becoming upset, leave the situ-
ation in the hands of other staff members if possible.

Make it clear that you accept the client as a person, but 
that certain specified behaviors are unacceptable.

Rationale

Withdrawing attention can be more effective than nega-
tive reinforcement in decreasing unacceptable behaviors. 
The client may be seeking attention with this behavior. 
It is important to reinforce positive behaviors rather than 
 unacceptable ones.

As you provide limits, your behavior is a role model for the 
client.

Limits must be established by others when the client is 
unable to use internal controls effectively.

Your behavior provides a role model for the client. If you 
behave in a hostile manner, it undermines limits and may 
exacerbate the client’s hostile behavior.

The client is acceptable as a person regardless of his or her 
behaviors, which may or may not be acceptable.

(continued on page 304)
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Do not become insulted or defensive in response to the 
client’s behavior.

Do not argue with the client.

Be alert for a build-up of hostility in the client, such as 
increased verbal abuse or restless behavior.

Be aware of and note situations and progression of events 
carefully, including precipitating factors, tension, level of 
stimuli, degree of structure, time, and staff members and 
others (clients, visitors) present.

Give support to those who are targets of the client’s abuse 
(other clients, visitors, staff members) rather than giving 
the client attention for abusive behavior.

Do not attempt to discuss feelings when the client is agi-
tated (see Care Plan 47: Aggressive Behavior).

*Remain aware of your own feelings. It may be helpful if 
staff members express their feelings in a client care confer-
ence or informally to each other in private (away from the 
client and other clients).

Encourage the client to seek a staff member when he or 
she is becoming upset or having strong feelings.

Discuss with the client alternative ways of expressing 
 emotions and releasing physical energy or tension.

Encourage the client to increase his or her physical activity 
to release tension and plan to continue a regular exercise 
regimen after hospitalization. Encourage solitary or non-
competitive activities to avoid placing the client in competi-
tive sports situations.

As early as possible, give the client the responsibility for 
recognizing and appropriately dealing with his or her feel-
ings. Expect the client to take responsibility for his or her 
actions; make this clear to the client.

Give the client positive feedback for controlling aggression, 
fulfilling responsibilities, and expressing feelings appropri-
ately, especially angry feelings.

Remember that your relationship with the client is profes-
sional. It is not a personal relationship, and it is not neces-
sarily desirable for the client to like you. It may help to view 
verbal abuse as a loss of control or as projection on the 
client’s part.

Arguing with the client can reinforce adversarial attitudes 
and undermine limits.

Outbursts of hostility or aggression often are preceded by 
a period of increasing tension.

Identifying patterns of behavior can be helpful in the antici-
pation of and early intervention in destructive behaviors.

Others may not understand the client’s behavior and may 
need support. If the client is seeking attention with hostile 
behavior, giving your attention to others may be effective in 
decreasing hostile behavior.

Talking about feelings, especially anger, when the client is 
agitated may increase the agitation.

A client who is hostile may be difficult to work with and 
engender feelings of anger, frustration, and resentment 
in staff members. These feelings need to be expressed 
so that they are not denied and subsequently acted out 
with the client. They should be discussed with other staff 
members; it is not therapeutic for the client to deal with 
the staff’s feelings.

Seeking staff assistance allows intervention before the 
client can no longer control his or her behavior and encour-
ages the client to recognize feelings and seek help.

The client needs to learn nondestructive ways to express 
feelings and release tension.

Physical activity provides many health benefits, including 
decreasing physical tension. Competitive situations may 
trigger or exacerbate hostile behavior.

Assuming responsibility for his or her feelings and actions 
may help the client to develop or increase insight and inter-
nal controls. It may diminish the client’s blaming others or 
feeling victimized.

Positive feedback provides reinforcement for desired 
behaviors and can enhance self-esteem. It is essential that 
the client receive attention for positive behaviors, not only 
for unacceptable behaviors.

Nursing Interventions *denotes collaborative interventions Rationale
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Noncompliance
Behavior of a person and/or caregiver that fails to coincide with a health-promoting or 
therapeutic plan agreed on by the person (and/or family and/or community) and healthcare 
professional. In the presence of an agreed upon, health-promoting, or therapeutic plan, the 
person’s or caregiver’s behavior is fully or partially nonadherent and may lead to clinically 
ineffective or partially ineffective outcomes.

Nursing Diagnosis

ASSESSMENT DATA

 Refusal to take medications
 Refusal to participate in treatment program
 Refusal to observe limits on behavior

The client will

 Take medications as given within 24 to 48 hours
 Begin to participate in treatment plan, e.g., attend group activity at least once per day 
within 2 to 3 days

The client will

 Take medications without resistance
 Demonstrate full compliance with treatment plan, e.g., observe all behavioral limits, par-
ticipate in all activities

 Verbalize plans to continue with long-term therapy if appropriate

The client will

 Manage medication regimen independently
 Follow up with outpatient care

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Involve the client in treatment planning and in decision 
making regarding his or her treatment as much as  
possible.

One staff member may verbally review limits, rationale, 
and other aspects of the treatment program with the cli-
ent, but this should be done only once and should not be 
negotiated after limits have been set. You may provide a 
written plan to the client.

Set and maintain firm limits. Do not argue with the client. 
Be specific and consistent regarding expectations; do not 
make exceptions.

It may be necessary to pay close attention to ensure the 
client ingests medication as ordered. Liquid medications, 
sprinkles, or dissolving tablets may be prescribed until the 
client accepts the need for medications.

Withdraw your attention if possible (and safe) when the 
client refuses to participate or exceeds limits. Give positive 
support for the client’s efforts to participate in treatment 
planning and treatment.

Rationale

Participation in planning treatment can help reinforce the 
client’s participation and help prevent the client from as-
suming a victim role or feeling that he or she has no choice 
(and no responsibility) in his or her treatment.

The client is entitled to an explanation of the treatment 
program, but justification, negotiation, or repeated discus-
sions can undermine the program and reinforce the client’s 
noncompliance.

Setting clear, specific limits lets the client know what is 
expected of him or her. Arguing with the client and making 
exceptions interject doubt and undermine limits.

The client may try to avoid taking prescribed medication. 
Using alternate forms of medications (when available) can 
prevent the client’s hiding oral medications in his or her 
mouth and discarding them unobserved.

Withdrawing attention from unacceptable behavior can 
help diminish that behavior, but the client needs to receive 
attention for desired behaviors, not only for unacceptable 
behavior.

(continued on page 306)
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It may be helpful to have one staff person per shift desig-
nated for decision making regarding the client and special 
circumstances (see “Key Considerations in Mental Health 
Nursing: Therapeutic Milieu”).

As the client’s hostile behavior diminishes, talk with the 
client about underlying problems and feelings; continue to 
include the client in treatment planning.

Help the client to identify factors involved in his or her 
noncompliance and other behaviors. Provide or encourage 
continued treatment for these underlying factors.

Having one person designated as responsible for decisions 
minimizes the chance the client manipulating other staff 
members.

When the client is less agitated, he or she will be better 
able to focus on feelings and other problems and more 
receptive to participation in treatment.

The client may have underlying personal, social, or 
 psychiatric conditions that contribute to his or her 
 behaviors. Developing insight into and addressing these 
issues will help prevent reoccurrence.

Nursing Interventions *denotes collaborative interventions Rationale

Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced responses, 
and/or inability to use available resources.

ASSESSMENT DATA

 Inability to deal with feelings of anger or hostility
 Lack of insight
 Denial and projection of feelings that are unacceptable to the client
 Disordered thoughts
 Underlying feelings of anxiety, guilt, or shame
 Low self-esteem

Nursing Diagnosis

The client will

 Identify and verbalize feelings in a nonhostile manner within 3 to 4 days

The client will

 Express feelings to staff, other clients, or signi!cant others, in a nonhostile manner
 Identify and demonstrate nonhostile ways to deal with feelings, stress, and problems, e.g., 
talking with others, writing in a journal, physical activity

The client will

 Cope effectively with daily stress and life events in a nonhostile manner
 Seek assistance if hostile feelings return

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Encourage the client to seek help from a staff member 
when he or she is becoming upset or having strong 
 feelings.

When the client is not agitated, discuss the client’s feelings 
and ways to express them.

*Use role-playing and groups (formal and informal) to facili-
tate the client’s expression of feelings.

Rationale

Seeking staff assistance allows intervention before the 
client can no longer control his or her behavior and encour-
ages the client to recognize feelings and seek help.

The client may need to learn how to identify feelings and 
ways to express them.

The client can practice new behaviors in a nonthreatening, 
supportive environment.
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IMPLEMENTATION (continued)

Discuss the client’s feelings about his or her hostile behav-
ior, including past behaviors, their consequences, and so 
forth, in a nonjudgmental manner.

Discuss with the client alternative ways of expressing 
angry feelings and releasing physical energy or tension.

Try to make physical activities available on a regular basis 
and when the client is becoming upset (e.g., running laps 
in a gymnasium). Encourage the client to use a regular 
exercise program to release tension.

Provide opportunities for the client to succeed at activities, 
tasks, and interactions. Give positive feedback, and point 
out the client’s demonstrated abilities and strengths.

Help the client set goals for his or her behavior; give posi-
tive feedback when the client achieves these goals.

Be realistic in your feedback to the client; do not flatter the 
client or be otherwise dishonest.

*Teach the client and his or her family or significant others 
about hostile behavior, other psychiatric problems, and 
medication use if any.

*Encourage the client to follow through with continuing 
treatment for substance dependence or other psychiatric 
problems if appropriate.

The client may be ashamed of his or her behavior, feel 
guilty, or lack insight into his or her behavior.

The client may need to learn other ways to express feel-
ings and release tension.

Physical activity provides the client with a way to relieve 
tension in a healthy, nondestructive manner.

Activities within the client’s abilities will provide opportuni-
ties for success. Positive feedback provides reinforcement 
for the client’s growth and can enhance self-esteem.

Setting goals promotes the client’s sense of control and 
teaches goal-setting skills; achieving goals can foster self-
confidence and self-esteem.

Honesty promotes trust. Clients with low self-esteem do 
not benefit from flattery or undue praise.

Information about psychiatric problems and medications 
can promote understanding, compliance with treatment 
regimen, and safe use of medications.

Problems associated with hostile behavior may require 
long-term treatment.

Nursing Interventions *denotes collaborative interventions Rationale
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Aggressive behavior is the acting out of aggressive or hostile impulses in a violent or destruc-
tive manner; it may be directed toward objects, other people, or the self. Aggressive behavior 
may be related to feelings of anger or hostility, homicidal ideation, fears, psychotic processes 
(e.g., delusions), substance use, personality disorders, or other factors (see other care plans 
as appropriate). Aggressive behavior may develop gradually or occur suddenly, especially in 
a client who is psychotic or intoxicated. Some signs that a client might become aggressive 
include restlessness, increasing tension, psychomotor agitation, making threats, verbal abuse, 
or increasing voice volume.

Safety is paramount with an aggressive client. The nursing staff needs to protect the client 
and others from harm and provide a safe, nonthreatening, and therapeutic environment. Pre-
venting aggressive behavior, providing an outlet for the client’s physical tension and agitation, 
and helping the client to express feelings in a nonaggressive manner are important goals. If the 
client acts out, nursing goals include dealing safely and effectively with physical aggression or 
weapons, providing safe transportation of the client from one area to another (e.g., into seclu-
sion), providing for the client’s safety and needs while the client is in restraints or seclusion, 
and providing for the safety and needs of other clients.

Important ethical and legal issues are involved in the care of clients who exhibit aggres-
sive behavior. Because the client is not in control of his or her own behavior, it is the staff’s 
responsibility to provide control to protect the client and others. This control is not provided 
to punish the client or for the staff’s convenience. These clients may be dif!cult to work with 
and may invoke feelings of anger, fear, frustration, and so forth in staff members. It is essential 
to be aware of these feelings so that you do not act them out in nontherapeutic or dangerous 
ways. Remember: Clients who are aggressive continue to have feelings, dignity, and human 
and legal rights. The principle of treating the client safely with the least degree of restriction 
is important; do not overreact to a situation (e.g., if the client does not need to be restrained, 
do not restrain him or her). Because of legal considerations, accurate observation and docu-
mentation are essential.

Clients who exhibit aggressive behavior may pose real, sometimes life-threatening danger 
to others. Because of the possibility of sustaining injuries, nursing staff must be cautious when 
attempting to physically control or restrain a client. Appropriate precautions should be taken 
to avoid exposure to blood or other body substances, such as taking extreme care to avoid a 
needlestick injury when medicating an agitated client. If a situation progresses beyond the 
ability of nursing staff to control the client’s behavior safely, the nurse in charge may seek 
outside assistance, such as security staff or police. When police are summoned, the nursing 
staff will completely relinquish the situation to them. The other clients then become the sole 
nursing responsibility until the situation is controlled.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Risk for Other-Directed Violence
Ineffective Coping
Risk for Injury

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Noncompliance
Impaired Social Interaction
Chronic Low Self-Esteem

Aggressive Behavior

C A R E  P L A N  4 7
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Risk for Other-Directed Violence
At risk for behaviors in which an individual demonstrates that he or she can be physically, 
emotionally, and/or sexually harmful to others.

Nursing Diagnosis

RISK FACTORS

 Actual or potential physical acting out of violence
 Destruction of property
 Homicidal or suicidal ideation
 Physical danger to self or others
 History of assaultive behavior or arrests
 Neurologic illness
 Disordered thoughts
 Agitation or restlessness
 Lack of impulse control
 Delusions, hallucinations, or other psychotic symptoms
 Personality disorder or other psychiatric symptoms
 Manic behavior
 Conduct disorder
 Post-traumatic stress disorder
 Substance use

The client will

 Refrain from harming others or destroying property throughout hospitalization
 Be free of self-in"icted harm throughout hospitalization
 Demonstrate decreased acting-out behavior within 12 to 24 hours
 Experience decreased restlessness or agitation within 24 to 48 hours
 Experience decreased fear, anxiety, or hostility within 2 to 3 days

The client will

 Demonstrate the ability to exercise internal control over his or her behavior
 Be free of psychotic behavior
 Identify ways to deal with tension and aggressive feelings in a nondestructive manner
 Express feelings of anxiety, fear, anger, or hostility verbally or in a nondestructive manner, 
e.g., talk with staff about these feelings at least once per day by a speci!ed date

 Verbalize an understanding of aggressive behavior, associated disorder(s), and medications 
if any

The client will

 Participate in therapy for underlying or associated psychiatric problems
 Demonstrate internal control of behavior when confronted with stress

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Build a trust relationship with this client as soon as  
possible, ideally well in advance of aggressive  
episodes.

Be aware of factors that increase the likelihood of vio-
lent behavior or agitation. Use verbal communication or 
PRN medication to intervene before the client’s behavior 

Rationale

Familiarity with and trust in the staff members can  
decrease the client’s fears and facilitate  
communication.

A period of building tension often precedes acting out; 
however, a client who is intoxicated or psychotic may 
become violent without warning. Signs of increasing 

(continued on page 310)
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IMPLEMENTATION (continued)

reaches a destructive point and physical restraint becomes 
necessary.

If the client tells you (verbally or nonverbally) that he or she 
feels hostile or destructive, try to help the client express 
these feelings in nondestructive ways (e.g., use communi-
cation techniques or take the client to the gym for physical 
exercise).

Anticipate the possible need for PRN medication and 
 seclusion or restraint orders.

*Develop and practice consistent techniques of safe 
restraint as part of nursing orientation and continuing 
education.

*Develop instructions in safe techniques for carrying 
clients.

Be familiar with restraint, seclusion, and staff assistance 
procedures and legal requirements.

Always maintain control of yourself and the situation; 
remain calm. If you do not feel competent in dealing with a 
situation, obtain assistance as soon as possible.

Calmly and respectfully assure the client that you (the staff) 
will provide control if he or she cannot control himself or 
herself, but do not threaten the client.

*Notify the charge nurse and supervisor as soon as pos-
sible in a (potentially) aggressive situation; tell them your 
assessment of the situation and the need for help, the 
client’s name, care plan, and orders for medication, seclu-
sion, or restraint.

*Follow the hospital staff assistance plan (e.g., use pag-
ing system to call for assistance to your location); then, if 
possible, have one staff member familiar with the situation 
meet the additional staff at the unit door to give them the 
client’s name, situation, goal, plan, and so forth.

If the client has a weapon:

If you are not properly trained or skilled in dealing safely 
with a client who has a weapon, do not attempt to remove 
the weapon. Keep something (like a pillow, mattress, or a 
blanket wrapped around your arm) between you and the 
weapon.

If it is necessary to remove the weapon, try to kick it out of 
the client’s hand. (Never reach for a knife or other weapon 
with your hand.)

Distract the client momentarily to remove the weapon 
(e.g., throw water in the client’s face, or yell suddenly).

 agitation include increased restlessness, motor activity 
(e.g., pacing), voice volume, verbal cues (“I’m afraid of los-
ing control.”), threats, decreased frustration tolerance, and 
frowning or clenching fists.

The client can try out new behaviors with you in a non-
threatening environment and learn nondestructive ways to 
express feelings rather than acting out.

In an aggressive situation, you will need to make decisions 
and act quickly. If the client is severely agitated, medication 
may be necessary to decrease the agitation.

Consistent techniques let each staff person know what is 
expected and will increase safety and effectiveness.

Consistent techniques increase safety and effectiveness.

You must be prepared to act and direct other staff in the 
safe management of the client. You are legally accountable 
for your decisions and actions.

Your behavior provides a role model for the client and 
communicates that you can and will provide control. Not all 
situations are within nursing’s expertise or control; recog-
nizing the need for outside assistance in a timely manner is 
essential.

The client may fear loss of control and may be afraid of 
what he or she may do if he or she begins to express 
anger or other feelings. Showing that you are in control 
without competing with the client can reassure the client 
without lowering his or her self-esteem.

You may need assistance from staff members who are 
unfamiliar with this client. They will be able to help more 
effectively and safely if they are aware of this information.

The need for help may be immediate in an emergency situ-
ation. Any information that can be given to arriving staff will 
be helpful in ensuring safety and effectiveness in dealing 
with this client.

Avoiding personal injury, summoning help, leaving the area, 
or protecting other clients may be the only things you can 
realistically do. You may risk further danger by attempting 
to remove a weapon or subdue an armed client.

Reaching for a weapon increases your physical 
 vulnerability.

Distracting the client’s attention may give you an opportu-
nity to remove the weapon or subdue the client.

Nursing Interventions *denotes collaborative interventions Rationale
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IMPLEMENTATION (continued)

*You may need to summon outside assistance (especially 
if the client has a gun). When this is done, total responsibil-
ity is delegated to the outside authorities.

Remain aware of the client’s body space or territory; do not 
trap the client.

Allow the client freedom to move around (within safe lim-
its) unless you are trying to restrain him or her.

Decrease stimulation by turning television off or lowering 
the volume, lowering the lights, asking others to leave the 
area (or you can go with the client to another room).

Talk with the client in a low, calm voice. Call the client by 
name, tell the client your name, where you are, and so forth.

Tell the client what you are going to do and what you are 
doing as you actually do it. For example, “I will walk with 
you to another room to keep you safe” or “we are taking 
you to another room where you will be safe.” Use simple, 
clear, direct speech; repeat if necessary. Do not threaten 
the client, but state limits and expectations.

Do not use physical restraints or techniques without 
 sufficient reason.

*When a decision has been made to subdue or restrain 
the client, act quickly and cooperatively with other staff 
members. Tell the client in a matter-of-fact manner that he 
or she will be restrained, subdued, or secluded; allow no 
bargaining after the decision has been made. Reassure the 
client that he or she will not be hurt and that restraint or 
seclusion is to ensure safety.

*While subduing or restraining the client, talk with other 
staff members to ensure coordination of effort (e.g., do 
not attempt to carry the client until everyone has verbally 
indicated they are ready).

Do not strike the client.

Do not help to restrain or subdue the client if you are 
angry (if enough other staff members are present). Do not 
restrain or subdue the client as a punishment.

Do not recruit or allow other clients to help in restraining or 
subduing a client.

If possible, do not allow other clients to watch staff subdu-
ing the client. Take them to a different area, and involve 
them in activities or discussion.

Obtain additional staff assistance when needed. Have 
someone clear furniture and so forth from the area through 
which you will be carrying the client.

Exceeding your abilities may place you in grave danger. It 
is not necessary to try to deal with a situation beyond your 
control or to assume personal risk.

Potentially violent people have a body space zone up to 
four times larger than that of other people. That is, you 
need to stay farther away from them for them to not feel 
trapped or threatened.

Interfering with the client’s mobility without the intent 
of restraint may increase the client’s frustration, fears, or 
perception of threat.

If the client is feeling threatened, he or she can perceive 
any stimulus as a threat. The client is unable to deal with 
excess stimuli when agitated.

Using a low voice may help prevent increasing agitation. The 
client may be disoriented or unaware of what is happening.

The client’s ability to understand the situation and to 
process information is impaired. Clear limits let the client 
know what is expected of him or her. Reassuring the cli-
ent of his or her safety can lessen the client’s perception 
of threat or harm, especially if he or she is experiencing 
psychotic symptoms.

The client has a right to the fewest restrictions possible 
within the limits of safety and prevention of destructive 
behavior.

Firm limits must be set and maintained. Bargaining inter-
jects doubt and will undermine the limit. Reassuring the 
client of his or her safety can lessen the client’s perception 
of threat or harm, especially if he or she is experiencing 
psychotic symptoms.

Direct verbal communication will promote cooperation and 
safety.

Physical safety of the client is a priority. The staff may sub-
due the client to prevent injury to the client or others but 
striking the client is not acceptable.

Staff members must maintain self-control at all times and 
act in the client’s best interest. There is no justification for 
being punitive to a client.

Physical safety of all clients is a priority. Other clients are 
not responsible for controlling the behavior of a client and 
should not assume a staff role.

Other clients may be frightened, agitated, or endangered 
by a client with aggressive behavior. They need safety and 
reassurance at this time.

Transporting a client who is agitated can be dangerous if 
attempted without sufficient help and sufficient space.

Nursing Interventions *denotes collaborative interventions Rationale
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IMPLEMENTATION (continued)

When placing the client in restraints or seclusion, tell the 
client what you are doing and the reason (e.g., to regain 
control or protect the client from injuring himself, herself, 
or others). Use simple, concise language in a calm, non-
judgmental, matter-of-fact manner (see Nursing Diagnosis: 
Risk for Injury).

When the client is in restraints or seclusion, tell the client 
where he or she is, that he or she will be safe, and that 
staff members will continue to check on him or her. Tell 
the client how to summon the staff. Reorient the client or 
remind him or her of the reason for restraint as necessary.

Reassess the client’s need for continued seclusion or 
restraint according to the client’s condition and facility poli-
cies. Release the client or decrease restraint as soon as it 
is safe and therapeutic. Base your decisions on the client’s, 
not the staff’s, needs.

Remain aware of the client’s feelings (including fear), dig-
nity, and rights.

Carefully observe the client and promptly complete docu-
mentation in keeping with hospital policy. Bear in mind 
possible legal implications.

Administer medications safely; take care to prepare correct 
dosage, identify correct sites for administration, withdraw 
plunger to aspirate for blood, and so forth.

Take care to avoid needlestick injury and other injuries that 
may involve exposure to the client’s blood or body fluids.

Monitor the client for effects of medications, and intervene 
as appropriate.

Talk with other clients after the situation is resolved; allow 
them to express feelings about the situation.

The client’s ability to understand what is happening to him 
or her may be impaired.

Being placed in seclusion or restraints can be terrifying to a 
client. Your assurances may help alleviate the client’s fears.

The client has a right to the least restrictions possible 
within the limits of safety and prevention of destructive 
behavior. The client’s safety and rights are priorities over 
staffing challenges or convenience.

The client is a worthwhile person regardless of his or her 
unacceptable behavior.

Accurate, complete documentation is essential, as re-
straint, seclusion, assault, and so forth are situations that 
may result in legal action.

When you are in a stressful situation and under pressure to 
move quickly, the possibility of errors in dosage or adminis-
tration of medication is increased.

Hepatitis, HIV, and other diseases are transmitted by expo-
sure to blood or body fluids.

Psychoactive drugs can have adverse effects, such as 
allergic reactions, hypotension, and pseudoparkinsonian 
symptoms.

Other clients have continued needs for therapeutic inter-
vention in addition to their reactions to the acute situation. 
Be careful not to give attention only to the client who acts 
out or to withdraw to staff areas to discuss staff reactions 
and feelings.

Nursing Interventions *denotes collaborative interventions Rationale

Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced responses, 
and/or inability to use available resources.

ASSESSMENT DATA

 Lack of problem-solving skills
 Destructive behavior
 Feelings of anger or hostility
 Feelings of anxiety, fear, or panic
 Feelings of worthlessness or guilt
 Inability to deal with feelings

Nursing Diagnosis
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The client will

 Experience decreased fear, anxiety, or hostility within 24 to 48 hours
 Express feelings of anxiety, fear, anger, or hostility verbally or in a nondestructive manner 
within 3 to 4 days

 Verbalize feelings of self-worth, e.g., identify areas of strengths, abilities within 3 to 5 days

The client will

 Verbalize feelings of anxiety, fear, anger, hostility, worthlessness, and so forth
 Identify ways to deal with tension and aggressive feelings in a nondestructive manner, e.g., 
talking with others, physical activity

 Demonstrate or verbalize increased feelings of self-worth
 Verbalize plans to continue with long-term therapy if appropriate

The client will

 Participate in therapy for underlying or associated psychiatric problems
 Deal with tension and aggressive feelings in a nondestructive manner in the community

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Approach the client in a calm, matter-of-fact manner. Speak 
in a quiet, steady voice.

When the client is not agitated, encourage him or her to 
express feelings verbally, in writing, or in other nonaggres-
sive ways.

Teach the client about aggressive behavior, including how 
to identify feelings that may precede this behavior, such as 
increasing tension or restlessness. Help the client iden-
tify strategies that may help him or her avoid aggressive 
behavior.

Teach the client to use a problem-solving process: identify-
ing the problem, evaluating possible solutions, implement-
ing a solution, and evaluating the process.

Encourage the client to identify and use nondestructive 
ways to express feelings or deal with physical tension.

Talk with the client about coping strategies he or she has 
used in the past. Explore which strategies have been suc-
cessful and which may have led to negative consequences.

Teach the client about positive coping strategies and stress 
management skills, such as increasing physical exercise, 
expressing feelings verbally or in a journal, or meditation 
techniques. Encourage the client to practice this type of 
technique while in the hospital.

*Teach the client and family or significant others about 
other disease process(es) and medication use if any.

Help the client set goals for his or her behavior; give posi-
tive feedback when the client achieves these goals.

Your calm demeanor will communicate your confidence 
and sense of control to the client.

The client will be most able to discuss emotional issues 
when he or she is not agitated. If the client is agitated, 
discussing emotional problems may increase agitation.

The client may be unaware of the dynamics of aggres-
sive behavior and feelings associated with it. Gaining this 
knowledge may help prevent aggressive behavior in the 
future.

The client may never have learned a systematic, effective 
approach to solving problems. Implementing a problem-
solving process may help the client avoid frustration.

The client may be able to avoid aggressive behavior using 
these techniques.

The client may have had success using coping strategies in 
the past but may have lost confidence in himself or herself 
or in his or her ability to cope with stressors and feelings. 
Some coping strategies can be self-destructive (e.g., self-
medication with drugs or alcohol).

The client may have limited or no knowledge of stress 
management techniques or may not have used positive 
techniques in the past. If the client tries to build skills in the 
treatment setting, he or she can experience success and 
receive positive feedback for his or her efforts.

The client’s significant others may lack understanding of 
the client’s behavior; they also can be supportive as the 
client attempts to change behavior.

Achieving goals can foster self-confidence and self-esteem. 
Allowing the client to set goals promotes the client’s sense 
of control and teaches goal-setting skills.

Rationale

(continued on page 314)
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IMPLEMENTATION (continued)

*Include the client’s significant others in setting goals and 
planning strategies for change, as appropriate.

Provide opportunities for the client to succeed at activities, 
tasks, and interactions. Give positive feedback, and point 
out the client’s demonstrated abilities and strengths.

Be realistic in your feedback to the client; do not flatter the 
client or be otherwise dishonest.

Including significant others can promote compliance with 
treatment and support for the client.

Activities within the client’s abilities will provide opportuni-
ties for success. Positive feedback provides reinforcement 
for the client’s growth and can enhance self-esteem.

Honesty promotes trust. Clients with low self-esteem do 
not benefit from flattery or undue praise.

Nursing Interventions *denotes collaborative interventions Rationale

Risk for Injury
At risk for injury as a result of environmental conditions interacting with the individual’s 
adaptive and defensive resources.

Nursing Diagnosis

RISK FACTORS

 Actual or potential physical acting out of violence
 Destructive behavior toward objects or other people
 Agitation or restlessness
 Neurologic illness
 Delusions, hallucinations, or other psychotic symptoms
 Disordered thoughts
 Transportation of the client by staff under duress
 Con!nement of the client in restraints or seclusion

The client will

 Be free of self-in"icted harm throughout hospitalization
 Be free of accidental injury throughout hospitalization

The client will

 Remain free of injury
 Be free of psychotic behavior

The client will

 Demonstrate internal control of behavior

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

*Develop and practice consistent techniques of restraint as 
part of nursing orientation and continuing education.

*Obtain instructions in safe techniques for carrying clients 
as part of regular staff training.

*Follow the hospital staff assistance plan (e.g., use pag-
ing system to call for assistance to your location); then, if 
possible, have one staff member familiar with the situation 
meet the additional staff at the unit door to give them the 
client’s name, situation, goal, plan, and so forth.

Rationale

Consistent techniques let each staff person know what is 
expected and will increase safety and effectiveness.

Consistent techniques increase safety and effectiveness.

The need for help may be immediate in an emergency situ-
ation. Any information that can be given to arriving staff will 
be helpful in ensuring safety and effectiveness in dealing 
with this client.
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IMPLEMENTATION (continued)

*While subduing or restraining the client, talk with other 
staff members to ensure coordination of effort. (For ex-
ample, do not attempt to carry the client until everyone has 
verbally indicated they are ready.)

Obtain additional staff assistance when needed. Have 
someone clear furniture and so forth from the area through 
which you will be carrying the client.

Apply mechanical restraints safely. Check extremities for 
color, temperature, and pulse distal to the restraints.

Recheck extremities at least as often as specified in hos-
pital policy (e.g., every 15 minutes) for color, temperature, 
and pulse distal to the restraints.

If necessary, loosen and reapply restraints one at a time to 
exercise limbs or change the client’s position.

Administer medications safely; take care to prepare correct 
dosage, identify correct sites for administration, and so 
forth.

Monitor the client for effects of medications, and intervene 
as appropriate.

Check or observe the client at least as often as specified in 
hospital policy (e.g., every 15 minutes). Assess the client’s 
safety, nutrition, hydration, and elimination. Offer fluids, 
food, and opportunities for hygiene and elimination; assist 
the client as necessary.

Perform passive range of motion on restrained limbs, and 
reposition the client at least as often as specified in hospi-
tal policy (e.g., every 2 hours).

Direct verbal communication will promote cooperation and 
safety.

Transporting a client who is agitated can be dangerous if 
attempted without sufficient help and sufficient space.

Mechanical restraints applied too tightly can impair circula-
tion of blood.

The client may increase the pressure of restraints against 
limbs when changing position.

The client may continue to be agitated; loosening one 
restraint and reapplying it before loosening another can 
minimize chances of injury to you and the client.

When you are in a stressful situation and under pressure to 
act quickly, the possibility of making an error in dosage or 
administration of medication is increased.

Psychoactive drugs can have adverse effects, such as 
allergic reactions, hypotension, and pseudoparkinsonian 
symptoms.

The client’s safety is a priority. The client is in a helpless 
position and needs assistance with activities of daily living. 
The client’s nutrition and hydration needs may be increased 
due to the physical exertion of his or her agitation.

These actions minimize the deleterious effects of 
 immobility.

Nursing Interventions *denotes collaborative interventions Rationale
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Passive–aggressive personality disorder is characterized by the use of passive behavior to ex-
press hostility. This behavior includes obstructionism, pouting, procrastination, stubbornness, 
and intentional inef!ciency. Clients with passive–aggressive personality disorder are resentful 
and negative and have dif!culties in interpersonal relationships and work situations. These 
clients often also have another type of personality disorder, such as borderline, paranoid, de-
pendent, or antisocial (APA, 2000).

Clients with this disorder manifest passive–aggressive and manipulative behaviors, but 
these behaviors also can be seen in clients with other problems. Passive–aggressive behavior 
is a type of indirect expression of feelings whereby a client does not express aggressive (angry, 
resentful) feelings verbally but denies them and reveals them instead through behavior. Ma-
nipulative behavior is characterized by the client’s attempts to control his or her interactions 
and relationships with others, often to satisfy some immediate desire or to avoid discomfort 
or change.

Like other personality disorders, passive–aggressive personality disorder is persistent over 
time. Negativistic personality traits may be evident in childhood or adolescence, but the disor-
der per se is diagnosed only in adults (the diagnosis of oppositional de!ant disorder is given 
to children with similar problems; APA, 2000).

It is especially important to remember your professional role when working with clients 
who have passive–aggressive personality disorder or who manifest passive–aggressive or ma-
nipulative behavior. Remember that it is neither necessary nor particularly desirable for the 
client to like you personally. It is not your purpose to be a friend to the client, nor is it the 
client’s purpose to be a friend to you.

An important goal in working with these clients is to facilitate the client’s accepting re-
sponsibility for his or her behavior. It may be bene!cial to involve the client in care planning, 
but clients who manifest manipulative behavior may have little motivation to change their 
behavior or ways of relating to others. In seeking treatment, the client may want merely to get 
out of a crisis or stressful situation. Key nursing interventions include setting and maintaining 
consistent limits, encouraging direct expression of feelings, and promoting effective coping 
skills.

NURSING DIAGNOSIS ADDRESSED IN THIS CARE PLAN
Ineffective Coping

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Impaired Social Interaction
Chronic Low Self-Esteem
Noncompliance

Passive–Aggressive Behavior

C A R E  P L A N  4 8

Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced responses, 
and/or inability to use available resources.

Nursing Diagnosis
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ASSESSMENT DATA

 Denial of problems or feelings
 Lack of insight
 Inability or refusal to express emotions directly (especially anger)
 Refusal to participate in activities
 Resistance to therapy
 Forgetfulness
 Dishonesty
 Anger or hostility
 Super!cial relationships with others
 Somatic complaints
 Preoccupation with other clients’ problems (“playing therapist”) or with staff members to 
avoid dealing with his or her own problems

 Intellectualization or rationalization of problems
 Dependency
 Manipulation of staff or family
 Attempts to gain special treatment or privileges

The client will

 Participate in the treatment program, activities, and so forth, e.g., participate in at least one 
activity per shift within 24 to 36 hours

 Verbalize fewer somatic complaints within 24 to 48 hours
 Demonstrate decreased manipulative, attention-seeking, or passive–aggressive behaviors 
within 3 to 4 days

 Express feelings directly, verbally and nonverbally, within 3 to 4 days

The client will

 Verbalize self-responsibility for behavior
 Communicate directly and honestly with staff and other clients about himself or  
herself

 Develop or increase feelings of self-worth
 Verbalize knowledge of problem behaviors, treatment plan, and other therapies
 Demonstrate independence from the hospital environment and staff
 Demonstrate increased responsibility for himself or herself

The client will

 Express feelings, including anger, directly and in a nondestructive manner, e.g., by talking 
with a therapist or signi!cant others

 Demonstrate increased feelings of self-worth
 Demonstrate appropriate interactions with others
 Demonstrate problem-solving skills when dealing with situations or others

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

*When the client voices a somatic complaint, immediately 
refer the client to a physician or treat according to the care 
plan. Then, tell the client that you will discuss other things, 
such as feelings. Do not engage in lengthy conversations 
about the client’s physical complaints or condition.

Note patterns in somatic complaints; e.g., does the client 
complain of having a headache when he or she is sup-
posed to go to an activity?

Rationale

Treating the somatic complaint in a matter-of-fact, con-
sistent manner will minimize reinforcement of attention-
seeking behavior. Emphasizing the client’s feelings rather 
than physical complaints can help reinforce verbalization of 
feelings.

The client may voice complaints because he or she finds 
a situation stressful, or the client may use complaints to 
avoid activities, and so forth.

(continued on page 318)
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IMPLEMENTATION (continued)

State the limits and the behavior you expect from the cli-
ent. Do not debate, argue, rationalize, or bargain with the 
client.

Enforce all unit and hospital policies or regulations. Without 
apologizing, point out reasons for not bending the rules.

Be consistent, both with this client and all other clients; 
that is, do not insist that this client follow a rule while 
excusing another client from the same rule.

Be kind but firm with the client. Make it clear that limits 
and caring are not mutually exclusive, that you set and 
maintain limits because you care about the client, even 
though the client may feel hurt from experiencing a limit 
from someone who cares about him or her.

Be direct and use confrontation with the client if neces-
sary; however, be sure to examine your own feelings. Do 
not react to the client punitively or in anger.

*Involve the client in care planning to assess motivation 
and establish goals, but do not allow the client to dictate 
the terms of therapy (e.g., which therapists, length and 
frequency of interactions). Involve the client in the full 
treatment program.

*Set limits on the frequency and length of interactions 
between the client and staff members, especially those 
 significant to or preferred by the client. Set specific and 
 limited appointment times with therapists (e.g., Thursday, 
2:00 to 2:30 PM), and allow interactions only at those times.

Do not discuss yourself, other staff members, or other 
clients with the client.

Do not attempt to be popular, liked, or the “favorite staff 
member” of this client.

Do not accept gifts from the client or encourage a personal 
dependency relationship.

Withdraw your attention from the client if he or she says 
“you are the only staff member I can talk to …” or “the 
only one who understands” and so forth; tell the client 
that this is not desirable. Emphasize the importance of the 
milieu in his or her therapy.

Discuss the client’s feelings (e.g., anger, feeling rejected) 
about being denied special privileges or experiencing lim-
its. Encourage the client’s expression of those feelings.

Discuss the client’s problems in relation to his or her life 
at home, rather than in relation to the hospitalization. Do, 
however, point out how the client’s behavior on the unit 
reflects behavior patterns in the client’s life.

Specific limits let the client know what is expected. Argu-
ing, bargaining, or justifying interject doubt and undermine 
the limit.

Institutional regulations provide a therapeutic structure. 
Apologizing for regulations undermines this structure and 
encourages manipulative behavior.

Consistency provides structure and reinforces limits. Mak-
ing exceptions undermines limits and encourages manipu-
lative behavior.

The client is acceptable as a person regardless of his or her 
behaviors, which may or may not be acceptable. Because 
you care about the client’s well-being, you set and maintain 
limits to encourage the client’s growth and health.

You are a role model of appropriate behavior and self- 
control. There is no justification for punishing a client. Re-
member, the client is acceptable as a person regardless of 
his or her behaviors, which may or may not be acceptable.

Including the client in planning of care can encourage the 
client’s sense of responsibility for his or her health. Al-
lowing the client to dictate his or her care may encourage 
manipulation by the client.

Setting and maintaining limits can help decrease attention-
seeking and manipulative behaviors and reinforce appropri-
ate behaviors.

Your relationship with the client is professional. Sharing 
personal information about yourself or others is inappropri-
ate and can be used in a manipulative way.

It is not necessary or particularly desirable for the client to 
like you personally. A professional relationship is based on 
the client’s therapeutic needs, not personal feelings.

Maintaining your professional role is therapeutic for the cli-
ent. Your acceptance of gifts may foster manipulative behav-
ior (e.g., the client may expect you to grant special favors).

It is important that the client establishes and maintains 
trust relationships with a variety of people, staff, and other 
clients. If you are “the only one” or the client’s “favorite,” 
the client may be too dependent or may be flattering you 
as a basis for manipulation.

The client’s ability to identify and express feelings im-
paired, especially feelings that are frustrating or otherwise 
uncomfortable for him or her. The client may not be used to 
accepting limits.

Focusing on unit activities may be a way for the client to 
avoid the problems he or she has in his or her life situation. 
Also, the goal is for the client to learn to manage his or her 
behavior effectively in the community, not to be a “good 
patient.”

Nursing Interventions *denotes collaborative interventions Rationale
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IMPLEMENTATION (continued)

Discuss the client’s behavior with him or her in a nonjudg-
mental manner, using examples in a nonthreatening way.

Help the client examine his or her behavior and relation-
ships. You might say, “You seem to be …” or “What effect 
do you see …?”

Encourage the client to express feelings directly in verbal 
and nonverbal ways (such as writing in a journal).

In your interactions with the client, emphasize expression 
of feelings rather than intellectualization.

Withdraw your attention when the client refuses to be 
involved in activities or other therapies or when the client’s 
behavior is otherwise inappropriate.

Give attention and support when the client’s behavior is ap-
propriate (e.g., attends activities, expresses feelings).

Teach the client the problem-solving process: identifying 
the problem, exploring alternatives, making a decision, and 
evaluating its success.

Describe and demonstrate social skills, such as eye 
contact, attentive listening, nodding, and so forth. Discuss 
topics that are appropriate for social conversation, such as 
the weather, local events, and so forth.

Encourage the client to practice these skills with staff 
members and other clients, and give the client feedback 
regarding interactions.

Talk with the client about his or her interactions and obser-
vations of interpersonal dynamics.

Encourage the client to identify relationships that have 
been positive in the past and to identify other supportive 
people outside the hospital.

Providing nonjudgmental feedback can help the client to 
acknowledge problems and develop insight.

Reflection and feedback can be effective in increasing the 
client’s insight.

Appropriate expression of feelings is a healthy behavior. 
The client’s ability to identify and express feelings is im-
paired.

The client may use intellectualization as a way of avoiding 
dealing with emotions.

Minimizing or withdrawing attention can be more effective 
than negative reinforcement in decreasing unacceptable 
behaviors.

Positive feedback provides reinforcement and can enhance 
self-esteem. It is essential that the client is given atten-
tion for appropriate behavior, not only for unacceptable 
 behaviors.

The client may be unaware of a logical process for examin-
ing and resolving problems.

The client may have little or no knowledge of social interac-
tion skills. Modeling provides a concrete example of the 
desired skills.

Practicing skills and receiving feedback within the thera-
peutic milieu provides an opportunity to learn and build 
skills in a nonthreatening environment.

Awareness of interpersonal and group dynamics is an 
important part of building social skills. Sharing observations 
provides an opportunity for the client to express his or her 
feelings and receive feedback about his or her progress.

The client may have had supportive relationships in the 
past that can be reestablished or strengthened. The client 
may need to identify other people to form positive relation-
ships using new skills for interactions and seeking support.

Nursing Interventions *denotes collaborative interventions Rationale
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Abusive behavior, also known as family violence, battering, or abuse, is the physical, sexual, 
or psychological maltreatment of one person by another (or others). This behavior can include 
the in"iction of minor to life-threatening injuries; homicide; sexual abuse (including incest, 
date rape, and marital rape); or refusal to provide needed care, emotional nurturing, or eco-
nomic assistance to a dependent person. Emotional abuse may be perceived by the victim as 
more devastating than even severe physical abuse, and the emotional consequences of any 
kind of abuse may be lifelong.

Cultural values and beliefs may be related to abusive behaviors or seem conducive to or 
consistent with them, such as ideas of personal ownership (e.g., that a child is the property 
of the parents), masculinity, discipline, marriage roles, and so forth. For example, a battered 
woman may not recognize an abusive marital relationship because she feels that she has failed 
at making a successful marriage, which she sees as her responsibility and which is central to 
her self-concept. Cultural factors also can in"uence the identi!cation and treatment of an abu-
sive situation; for example, a client’s culture may have strong prohibitions against revealing 
information about family behavior to others, especially strangers or people in authority posi-
tions. It is imperative for the nurse to be aware of these factors and to help the client reconcile 
his or her needs with his or her cultural values.

Certain myths also contribute to the dif!culty of recognizing abuse. Two examples of these 
myths are as follows: abuse happens only in low-income or alcoholic families; and the victim 
enjoys or provokes the abuse. Remember: There is never any justi!cation for abuse.

Behavior related to abuse often resembles post-traumatic behavior (see Care Plan 31: Post-
Traumatic Stress Disorder). Both abusers and adult victims of abuse may have witnessed or 
been the victims of abuse as children, but some may not recall the abuse until well into their 
adult lives, if at all. The behavior of victims of abuse has been described as “learned helpless-
ness,” in that they come to see themselves as powerless (because their actions have no effect 
on the abuser’s behavior), and they become extremely passive. The abuser and the adult vic-
tim of abuse often share certain characteristics, such as low self-esteem, dependency needs, 
social isolation, lack of trust, and dysfunctional personal relationships. Domestic abuse may 
be seen as a dysfunctional family behavior, and family therapy may be indicated as a part of 
intervention.

Abusive behavior may be a factor in a number of other psychiatric problems, such as de-
pression, suicidal behavior, aggressive behavior, withdrawn behavior, conduct disorders, eat-
ing disorders, substance abuse, and personality disorders. Abusive behavior can occur in any 
relationship, but it often takes place in intimate, family, or care-giving relationships, such 
as between parent and minor child, spouses or partners, or adult child and elderly parent. 
Abuse is extremely common and should be considered when you assess any client, especially 
those who present with any of the previous problems. In the United States, spouse or intimate 
partner abuse accounts for signi!cant injury, death, and psychological and economic cost: 
approximately 4.8 million women and 2.9 million men experience intimate partner assaults 
each year (CDC, 2010d). In 2008, there were 3.3 million cases of child abuse or neglect 
reported to Child Protective Services (CDC, 2010b); however, these data include only con-
!rmed cases and are considered to underestimate the situation. Elder abuse and neglect are 
also common and often not reported by the victim, who may feel completely dependent upon 
the perpetrator(s) of the abuse (CDC, 2010c).

Abusive behavior is characterized by a pattern of abusive episodes over time; without inter-
vention, abuse is likely to continue, with episodes increasing in severity. An abusive episode 
has been identi!ed as a cycle with three stages:

Sexual, Emotional, or Physical Abuse
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1. a buildup of tension;
2. an outburst of physical or emotional assault; and
3. a period of contrition, when the abuser demonstrates remorse and loving behavior toward 

the victim.

People involved in abusive behavior often deny that abuse is occurring and may be quite 
resistant to change. The abuser also may deny the abuse to himself or herself and justify the 
behavior or blame it on others, especially the victim. Adult victims of abuse often seek help 
in crisis situations but return to the abusive relationship when the crisis is past. Reasons for 
this return include economic dependence, fear of retribution, and love for the abusive person. 
Child, elder, and dependent adult abuse often must be reported by health care workers to ap-
propriate authorities by law, but reporting abuse of other adult victims of abuse often requires 
the victim to agree to reporting and intervention.

Initial nursing goals include protecting the client from harm and decreasing withdrawn, 
depressive, aggressive, or suicidal behavior. Other therapeutic goals include promoting the 
client’s recognition of the abuse, facilitating the client’s participation in treatment, and pro-
moting the client’s self-esteem. As treatment progresses, it is important to help the client learn 
coping skills, to identify ways in which he or she can make changes, to make concrete plans to 
implement those changes, and to identify community resources for long-term support.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Post-Trauma Syndrome
Ineffective Coping
Chronic Low Self-Esteem

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Powerlessness
Risk for Other-Directed Violence
Risk for Suicide
Ineffective Denial
Risk for Self-Mutilation
Anxiety
Fear
Hopelessness
Impaired Social Interaction
Risk for Loneliness
De!cient Knowledge (Specify)

Post-Trauma Syndrome
Sustained maladaptive response to a traumatic, overwhelming event.

ASSESSMENT DATA

 Reexperience of abuse through dreams, intrusive thoughts, and so on
 Feelings of helplessness or powerlessness
 Denial of abuse
 Fatigue
 Apathy
 Poor grooming
 Excessive or inadequate body weight

Nursing Diagnosis

Note: These parameters may be appropriate in the assessment of a victim of 
abuse or a perpetrator of abuse.
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 Sleep disturbances (nightmares, insomnia)
 Stress-related physiologic problems, such as headaches and gastrointestinal (GI) 
 disturbances

 History of repeated hospitalizations or emergency room visits
 Substance abuse
 Fear, anxiety
 Feelings of shame or humiliation
 Feelings of guilt or remorse
 Depressive behavior
 Anger or rage (may not be overt)
 Dif!culty in interpersonal relationships, such as lack of trust, excessive dependence, 
 manipulative behavior, social isolation

 Poor impulse control
 History of assaultive behavior
 Anhedonia (inability to experience pleasure)
 Sexual problems
 Suicidal behavior
 Low self-esteem

The client will

 Be free of self-in"icted harm throughout hospitalization
 Demonstrate decreased abusive behavior within 12 to 24 hours
 Identify the abusive behavior within 24 to 48 hours
 Participate in self-care for basic needs (e.g., personal hygiene, nutrition, and so forth) 
within 24 to 48 hours

 Demonstrate decreased withdrawn, depressive, or anxious behaviors within 2 to 3 days
 Demonstrate a decrease in stress-related or psychosomatic symptoms within 2 to 3 days
 Express feelings of helplessness, fear, anger, guilt, anxiety, and so forth, e.g., talk with staff 
about these feelings for at least 30 minutes at least twice per day within 2 to 4 days

The client will

 Verbalize acceptance of losses related to the abusive relationship(s)
 Remain free of abusive behavior
 Identify support systems outside the hospital, e.g., support groups or signi!cant others
 Identify choices available for future plans, e.g., housing, employment

The client will

 Make future plans based on awareness of abusive patterns
 Complete self-care for basic needs and activities of daily living independently
 Verbalize knowledge of abusive behavior and recovery process
 Participate in treatment for associated problems

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Remain aware of the client’s potential for self-destructive 
or aggressive behavior, and intervene as necessary (see 
Care Plan 26: Suicidal Behavior and Care Plan 47: Aggres-
sive Behavior).

Be aware of state laws regarding reporting abuse and 
report to authorities required by law (e.g., child abuse). If 
not required by law, remember that adult victims of abuse 
must decide whether or not to report abuse.

Rationale

Clients who are in abusive situations are at increased 
risk for aggressive or self-destructive behavior, including 
 homicide and suicide.

State laws require that specific types of abuse (e.g., child, 
dependent adult abuse) be reported. An adult victim of 
abuse may be in greater danger by reporting abuse if he or 
she has continued contact with the abuser.
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IMPLEMENTATION (continued)

If the client is an independent adult, assure the client of 
confidentiality and that any decisions made will be his or 
hers to make, unless the abuse involves a child, elder, or 
other situation requiring reporting by law.

Allow the client to give his or her perceptions of the situa-
tion. Initially, you may ask if the client feels he or she is the 
victim of abuse (e.g., you might ask the client if he or she 
“feels safe at home”) or point out your observations that 
may indicate an abusive situation, but do not pressure the 
client to identify abuse, per se, at this time.

With the client’s consent, you may want to limit the client’s 
visitors, or have a staff member present during visits.

Be nonjudgmental with the client, whether he or she is an 
abuser or a victim of abuse. Be aware of your own feelings 
(e.g., anger, blaming) and attitudes about abuse.

Encourage the client to tell you the extent of the abuse and 
his or her perception of the need for protection.

Document information accurately, carefully, and objectively. 
Do not put your opinions in the client’s record.

Encourage the client to take care of himself or herself by 
meeting basic needs and performing activities of daily liv-
ing. Give the client positive support for doing so.

See Care Plan 25: Major Depressive Disorder and Care 
Plan 52: The Client Who Will Not Eat.

Spend time with the client, and encourage him or her to 
express feelings through talking, writing, crying, and so 
forth. Be accepting of the client’s feelings, including guilt, 
anger, fear, and caring for the abuser.

*If the client has been abused, encourage him or her to 
talk about experiences of abuse, but do not push the client 
to recall experiences. Maintain a nonjudgmental attitude. 
Refer the client to long-term therapy if needed.

*Involve the client in or refer the client to a group therapy 
situation that includes other victims of abuse, abusers, or 
both, as appropriate to the client’s situation.

*Teach the client and his or her significant others about 
abusive behavior.

Teach the client about the stress of being in an abusive 
situation, the relationship between stress and physical 
health, and stress management techniques.

Encourage the client to identify and list options for the 
future, including positive and negative aspects of these 
options. Encourage the client to discover what he or she 
would like and to explore choices.

The client may feel pressured to make a change he or she 
does not feel ready to make and may fear that the abuser 
will find out that he or she has identified abuse.

Denial often occurs in abusive situations and can be seen 
as a part of grieving, in that the client is experiencing and 
grieving for multiple losses.

The client may not feel safe if the abuser is present. Your 
presence decreases the likelihood of abusive behavior.

The abuser may be in denial or defensive about abusive 
behavior and needs to receive help. The victim may feel 
powerless, even if you disagree. You may have feelings 
from your own experiences and cultural values.

The client may need to be referred to a shelter or other 
sanctuary after hospitalization for his or her safety.

Legal proceedings may develop, perhaps at a much later 
time, for which documentation will be required.

The client may have neglected his or her own needs and 
self-care due to distress or low self-esteem or may have 
suffered abuse for meeting his or her own needs in the 
past.

Abusive situations engender feelings that the client needs 
to express, including grieving losses (such as a healthy 
relationship, trust, security, and home). Victims of abuse 
often feel that they deserved abuse, or it would not have 
happened. Finally, abuse does not preclude feelings of car-
ing toward an abuser.

Retelling traumatic experiences is part of the grieving 
process and recovery. However, these feelings may cre-
ate extreme anxiety, and the client may not be ready to 
face these feelings. Long-term supportive therapy may be 
indicated.

Therapeutic groups led by a professional can help decrease 
a sense of isolation and shame, increase self-respect, 
examine behaviors, and give support for change.

Learning about abuse can help the client to identify and 
express feelings and face the abusive situation.

The client may need to learn to recognize stress and 
develop skills that deal effectively with stress. The client 
may have neglected his or her own health and may need 
encouragement to take positive steps to improved physical 
health, such as good nutrition and physical activity.

Clients in abusive relationships often see themselves as 
powerless, with no options, desires, or choices.

Nursing Interventions *denotes collaborative interventions Rationale

(continued on page 324)
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IMPLEMENTATION (continued)

*Help the client identify and contact community resources, 
such as crisis centers and shelters. Provide written infor-
mation (such as telephone numbers for these resources), 
especially if he or she returns to an abusive situation.

*Help the client arrange follow-up care or therapy. Make 
referrals to therapists, support groups, or other commu-
nity or Internet resources as appropriate. When referring 
a client to Internet resources, provide guidance on how to 
evaluate the quality of the resource and disclosing personal 
identity.

*Provide the client with information regarding legal issues 
and options. Make referrals as appropriate.

Remember that an adult client needs to make his or her 
own decisions about changes in his or her life situation. Be 
aware of your own feelings, such as frustration and fear for 
the client’s safety, and remain nonjudgmental.

Clients in abusive relationships often are isolated and un-
aware of available resources. Contacting resources before 
discharge can help ensure continued contact.

Family, marital, or individual therapy may be indicated. 
Support or therapy groups are available in many commu-
nities and on the Internet, including groups for battered 
women, survivors of child abuse or incest, child abusers 
(e.g., Parents Anonymous groups), men who are abusive, 
and lesbians or gay men in abusive situations. Internet 
resources vary widely in quality, credibility and value and 
carry risks for inappropriate disclosure of personal identity 
(see Using the Internet that appears in Part 1).

The client may wish to obtain legal protection, pursue pros-
ecution, or retain information for future consideration.

Realizing and grieving for the losses involved in abuse can 
be a long process. The client may not feel ready to make 
changes at the present time. The nonjudgmental support 
and information you give may help motivate the client to 
seek help or make changes in the future.

Nursing Interventions *denotes collaborative interventions Rationale

Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced responses, 
and/or inability to use available resources.

Nursing Diagnosis

ASSESSMENT DATA

 Verbalization of inability to cope
 Inability to solve problems
 Dif!culty in interpersonal relationships
 Lack of trust
 Self-destructive behavior
 Denial of abuse
 Guilt
 Fear
 Anxious, withdrawn, or depressive behavior
 Manipulative behavior
 Social isolation

The client will

 Demonstrate decreased withdrawn, depressive, or anxious behaviors within  
2 to 3 days

 Demonstrate a decrease in stress-related symptoms within 2 to 3 days
 Express feelings of helplessness, fear, anger, guilt, and so forth, e.g., talk with  
staff about these feelings for at least 30 minutes at least twice per day within  
2 to 4 days

EXPECTED OUTCOMES

Immediate
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The client will

 Identify support systems outside the hospital, e.g., support groups or signi!cant others
 Verbalize knowledge of positive coping strategies, such as using the problem-solving 
 process

 Continue to express feelings directly
 Verbalize plans for continued therapy if indicated

The client will

 Cope effectively with stress and stressful life events
 Participate in treatment for associated problems
 Use community support systems effectively

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Spend time with the client, and encourage him or her to 
express feelings through talking, writing, crying, and so 
forth. Be accepting of the client’s feelings, which may 
include guilt, anger, fear, and caring for the abuser.

When interacting with the client, point out and give sup-
port for his or her efforts in decision making, seeking assis-
tance, expressing strengths, problem solving, interactions, 
and successes.

Give the client choices as much as possible. Structure 
some activities at the client’s present level of accomplish-
ment to provide successful experiences.

Teach the client problem solving and coping skills. Support 
his or her efforts at decision making; do not make deci-
sions for the client or give advice.

Talk with the client about coping strategies he or she has 
used in the past. Explore which strategies have been suc-
cessful and which may have led to negative consequences.

Teach the client about positive coping strategies and stress 
management skills, such as increasing physical exercise, 
expressing feelings verbally or in a journal, or meditation 
techniques. Encourage the client to practice this type of 
technique while in the hospital.

Teach the client to use a structured problem-solving 
process: identifying the problem, evaluating possible solu-
tions, implementing a solution, and evaluating the process.

*Use role-playing and group therapy to explore and rein-
force effective behaviors.

*Encourage the client to pursue educational, vocational, or 
professional avenues as desired. Refer the client to a voca-
tional rehabilitation or educational counselor, social worker, 
or other professional as appropriate.

*Encourage the client to interact with other clients and 
develop relationships with others outside the hospital. 
Facilitate interactions as necessary.

Rationale

Abusive situations engender feelings that the client needs 
to express, including grieving losses (e.g., trust, health, 
security, and home). Victims of abuse often feel that they 
deserved abuse, or it would not have happened. Abuse 
does not preclude feelings of caring toward the abuser.

The client may not see his or her strengths and may have 
suffered abuse when displaying strengths in the past. 
Positive support may help reinforce the client’s efforts and 
promote self-esteem.

Offering choices to the client conveys that the client can 
and has the right to make choices. Achievement at any 
level is an opportunity for the client to receive positive 
feedback.

The client needs to learn effective skills in making his or 
her own decisions. When the client makes a decision, he 
or she can enjoy a successful outcome or learn that he or 
she can survive a mistake and identify alternatives.

The client may have had success using coping strategies in 
the past but may have lost confidence in himself or herself 
or in his or her ability to cope with stressors and feelings.

The client may have limited or no knowledge of stress 
management techniques or may not have used positive 
techniques in the past. If the client tries to build skills in the 
treatment setting, he or she can experience success and 
receive positive feedback for his or her efforts.

The client may feel overwhelmed by changes and prob-
lems and may never have learned a systematic, effective 
approach to solving problems. Using a structured process 
may help the client address one problem at a time and 
build confidence in his or her ability to cope.

The client can try out new or unfamiliar behaviors in a non-
threatening, supportive environment.

Development of the client’s abilities can increase self-confi-
dence and enable the client to work toward independence 
from the abusive relationship.

Clients in abusive relationships often are socially isolated 
and lack social skills or confidence.

(continued on page 326)
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IMPLEMENTATION (continued)

*Refer the client to appropriate resources to obtain child 
care, economic assistance, and other services.

*Help the client identify and contact community resources, 
such as crisis centers, hot lines, shelters, and Internet re-
sources. Provide written information (e.g., telephone num-
bers for these resources), especially if he or she returns to 
an abusive situation.

Abusive behavior often occurs when economic or other 
stressors are present or increased.

Clients in abusive relationships often are isolated and un-
aware of available resources. Contacting resources before 
discharge can help ensure continued contact.

Nursing Interventions *denotes collaborative interventions Rationale

Chronic Low Self-Esteem
Longstanding negative self-evaluating/feelings about self or self-capabilities.

Nursing Diagnosis

ASSESSMENT DATA

 Verbalization of low self-esteem, negative self-characteristics, or low opinion of self
 Verbalization of guilt or shame
 Feelings of worthlessness, hopelessness, or rejection
 Feelings of helplessness, powerlessness, or despair

The client will

 Express feelings related to self-esteem and self-worth issues within 24 to 48 hours
 Assess own strengths and weaknesses realistically, e.g., make a written list of abilities and 
areas needing support or development within 2 to 4 days

The client will

 Recognize own accomplishments or progress
 Demonstrate increased self-esteem and self-con!dence

The client will

 Make decisions and solve problems independently
 Continue therapy regarding self-esteem issues or follow-up care

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Convey that you care about the client and that the client is 
a worthwhile human being.

Encourage the client to express feelings; convey your ac-
ceptance of the client’s feelings.

Acknowledge and support the client for efforts to interact 
with others, participate in treatment, and express emotions.

In interacting with the client, point out and give support for 
his or her efforts in decision making, seeking assistance, 
expressing strengths, solving problems, interactions, and 
achieving successes.

Rationale

Often, feedback received by clients in abusive situations is 
consistently negative and demeaning; the client may not 
have experienced acceptance of himself or herself.

Expressing feelings can help the client to identify, accept, 
and work through them, even if they are painful or uncom-
fortable. Feelings are not inherently bad or good.

Regardless of the level of accomplishment, the client can 
benefit from acknowledgment of his or her efforts.

The client may not see his or her strengths and may have 
suffered abuse when displaying strengths in the past. 
Positive support may help reinforce the client’s efforts and 
promote self-esteem.



Sexual, Emotional, or Physical Abuse       327

IMPLEMENTATION (continued)

Initially, provide activities at the client’s present level of ac-
complishment to provide successful experiences. Give the 
client positive feedback for even small accomplishments.

Encourage the client to take on progressively more chal-
lenging activities. Give the client positive support for efforts 
to participate in activities or interactions.

If the client is reluctant to make something for himself or 
herself in an activity initially, you may encourage him or 
her to make it as a gift for someone else, e.g., a friend or 
family member. Gradually help the client to make or do 
something for himself or herself.

Help the client identify positive aspects about himself or 
herself and his or her behavior. You may point out positive 
aspects as observations without arguing with the client 
about his or her feelings.

Do not flatter the client or be otherwise dishonest. Give 
honest, genuine, positive feedback to the client whenever 
possible.

Teach the client problem solving and coping skills. Support 
the client’s efforts at decision making; do not make deci-
sions for the client or give advice.

Encourage the client to identify relationships that have 
been positive in the past.

*Encourage the client to identify other supportive people 
outside the hospital and to develop these relationships.

*Encourage the client to identify and pursue personal inter-
ests, hobbies, or recreational activities that were positive in 
the past or that may appeal to the client. Consultation with 
a recreational therapist may be indicated.

*Referral to a clergy member or spiritual advisor of the cli-
ent’s faith may be indicated.

*Encourage the client to pursue long-term therapy for self-
esteem issues if indicated.

Positive feedback provides reinforcement and can enhance 
self-esteem. The client’s abilities to concentrate and inter-
act with others may be impaired.

As the client’s abilities increase, he or she may be able to 
feel increasing self-regard related to accomplishments. 
Your direct feedback can help the client take credit for ac-
complishments.

The client’s self-esteem may be so low that he or she may 
feel undeserving of anything, even something he or she 
has made. Making and giving a gift may foster positive feel-
ings of self-regard and can be a step toward doing some-
thing for himself or herself.

The client may see only his or her negative self-evaluation; 
his or her ability to recognize the positive may be impaired. 
The client’s feelings of low self-esteem are very real to him 
or her, but your positive observations present a different 
viewpoint that he or she can begin to integrate.

The client will not benefit from insincerity; dishonesty 
undermines trust and the therapeutic relationship.

The client needs to learn effective skills in making his or 
her own decisions. When the client makes a decision, he 
or she can enjoy a successful outcome or learn that he or 
she can survive a mistake and identify alternatives.

The client may have been socially isolated for some time 
and have not maintained relationships that provided sup-
port in the past. The client may be reluctant to reach out 
to someone with whom he or she has had limited contact 
recently or feel ashamed of the abusive situation and may 
benefit from encouragement or facilitation.

In addition to reestablishing past relationships or in their 
absence, increasing the client’s support system by estab-
lishing new relationships may help decrease future social 
isolation.

Recreational activities can serve as a structure for the  
client to build social interactions as well as provide 
 enjoyment.

Feelings of shame, guilt, or inadequacy may be related to 
the client’s religious beliefs.

Self-esteem problems can be deeply rooted and require 
long-term therapy.

Nursing Interventions *denotes collaborative interventions Rationale
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Grief, or grieving, is a subjective state that occurs in response to a loss. Grieving may be 
called grief work because the client must work through the phases and tasks, expressing and 
accepting the feelings involved. If the client does not do this work, dysfunctional grieving 
(also called unresolved grief or a morbid grief reaction) may result, in which conscious griev-
ing may be absent, delayed, distorted, exaggerated, or prolonged (chronic). In dysfunctional 
grieving, the client may deny the loss; deny feelings related to the loss; experience impaired 
social relationships and functioning; exhibit depressed, withdrawn, or self-destructive behav-
ior; develop symptoms of a physical or psychiatric illness; or continue to experience intense 
grief long after the acute mourning period.

A client’s experience of the grief process is in"uenced by many factors, including spiri-
tual beliefs, culture, previous experiences of loss and grief, and social support. The client’s 
religion and customs can form a framework that provides solace, support, and a means of ex-
pressing feelings. If the client lacks this support, however, his or her grief can be compounded 
and prolonged. Disenfranchised grief is a term used to describe the experience of individuals 
whose grief is not acknowledged or supported by their social network or who are excluded 
from participating in grief-related rituals (such as funerals). Examples of disenfranchised grief 
situations include a client whose relationship with someone who has died was not known or 
respected by others (e.g., a gay or lesbian relationship or an extramarital affair); a child or im-
paired adult whom others feel is incapable or is inappropriate to include in grieving discussion 
or events; or a loss that is signi!cant to the client but not recognized by others (e.g., the loss 
of a beloved pet or a job). It is especially important for the nurse to be aware of this kind of 
situation and to help validate and support the client’s grief in a nonjudgmental way.

A number of factors can contribute to dysfunctional or unresolved grieving. Traumatic 
losses earlier in life, inability to share grief with others, and a lack of interpersonal support 
make unresolved grief more likely. Factors that increase the likelihood of complicated grief 
include social learning (such as denying or repressing the pain of grief), a lack of knowledge 
of the grief process, and a lack of participation in rituals of grief that could help facilitate so-
cial support and the expression of feelings (Zisook & Shear, 2009).

Grief can occur in response to the loss of anything that is signi!cant to the client, such as 
health (e.g., injury, disability, or chronic illness), a job or status, a loved one (through death, 
separation, or termination of a relationship), a pet, a role (e.g., the mother role when the last 
child leaves the parental home), or the future (e.g., when diagnosed with a terminal illness). 
Losses are described as actual, when the loss has already occurred or is occurring, or antici-
pated, when the client is aware that a loss will occur. An anticipated loss, such as when a client 
has a terminal illness, involves anticipatory grieving, or working through the grief process in 
anticipation of the loss. A loss may be observable to others or may be perceived only by the 
client (as with the loss of an ideal the client has held). Grief may be in response to any change 
because change involves loss.

Grief can be experienced on many levels in response to different types of losses. In addition 
to the loss of an individual person, object, life change, and so forth, a loss on the community 
level can trigger deep and lasting grief. Community grieving refers to grief shared by members 
of a community in response to a signi!cant loss or change, such as a natural disaster, accident, 
or crime in which many people are killed or injured, a key individual is killed or dies, or when 
there is severe or widespread destruction of property. This type of grief can occur on a na-
tional level (sometimes called national grief), as occurred in response to the assassinations of 
Dr. Martin Luther King, Jr., Robert Kennedy, and John F. Kennedy. Widespread grief shared 
among people in many countries also can occur, for example, in response to terrorist attacks 

Grief

C A R E  P L A N  5 0
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or the death of an internationally known individual (see “Key Considerations in Mental Health 
Nursing: Community Grief and Disaster Response”).

Grief has been described by various authors as a process that includes a number of stages, 
characteristic feelings, experiences, and tasks. These include shock, denial, numbness, being 
stopped or seriously impaired in one’s daily functioning, developing awareness of the loss, 
and preoccupation with the loss; feelings such as yearning, anger, ambivalence, depression, 
despair, and guilt; disorganization; and tasks such as managing feelings, accepting the loss, 
reorganizing relationships, and integrating the loss into one’s life. Progression through these 
stages or processes does not necessarily occur in a certain order, and it is characterized by 
stress, emotional pain, and an impairment of daily life functioning (Bowlby, 1980; Kübler-
Ross, 1969; Zisook & Shear, 2009). Moreover, the grief process is not linear, feelings vary in 
intensity, and the time spent in the grieving process varies considerably (from weeks to years).

Chronic sorrow refers to recurrent grief that occurs in response to an ongoing loss or to a 
series of losses, such as the losses resulting from a chronic, debilitating, or terminal disease or 
from the birth of a child who has a serious condition that is disabling or terminal. In chronic 
sorrow, an individual sustains loss after loss, and grieving for these losses is complicated by 
the awareness that losses will continue to occur, that the situation will not improve, and that 
the individual will never have a “normal” life. Chronic sorrow, like grieving for any loss, can 
have a variable course, with the intensity of emotional responses waxing and waning over 
time. Intense grief episodes may be triggered by an event, such as a medical crisis; a norma-
tive or developmental milestone that is reached by others in a cohort or peer group but not 
achieved in the individual’s situation (e.g., when others in a peer group graduate or get mar-
ried, but the individual’s situation precludes such an event); anniversary dates (e.g., a birthday 
or the anniversary of the loss); holidays; or sensory triggers that recall the loss (e.g., songs, 
smells, or foods).

Many clients are unfamiliar with grief and may be overwhelmed by their emotions, fear-
ful, depressed, or even suicidal. Important nursing goals are to provide information about 
grieving and help the client understand that the goal in grief work is not to avoid or eliminate 
painful feelings but to experience, express, and work through the emotions involved, toward 
successful integration of the loss. Nursing therapeutic goals with the grieving client include 
the following:

 Validate the client’s loss (especially with disenfranchised grief and chronic sorrow).
 Facilitate the client’s movement through the feelings and tasks of grieving.
 Decrease depressive, withdrawn, self-destructive, or aggressive symptoms.
 Diminish secondary gain from depressive symptoms.
 Help alleviate the client’s fears of having feelings that are undesirable or of being over-

whelmed by feelings.
 Ensure that the client’s physiologic and hygienic needs are met.
 Promote the client’s independence in meeting physiologic and hygienic needs, expressing 

feelings, and accomplishing grief work.

Discharge planning is extremely important in working with the grieving client. Alternative 
methods of managing life tasks and dealing with stress must be developed if the lost person or 
object was integral to previous coping strategies, and the client’s lifestyle must be adapted to 
the loss and new life situation. In the case of anticipatory grieving, it is important to help the 
terminally ill client identify a support structure or other resources (e.g., hospice services) to 
assist the client after discharge. Loss and grief work involve signi!cant physical stress as well 
as emotional stress, and they can increase the client’s vulnerability to illness and even death. 
Rest, exercise, nutrition, hydration, and elimination should be monitored during hospitaliza-
tion and addressed in discharge plans.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Complicated Grieving
Grieving
Hopelessness
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RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Risk for Other-Directed Violence
Risk for Suicide
Disturbed Body Image
Social Isolation
Ineffective Health Maintenance
Insomnia

Note: The nursing process for the Nursing Diagnoses of both Complicated 
Grieving and Grieving are addressed in the Assessment implementation 
sections below, and included grieving related to actual, perceived, and 
 anticipated losses (e.g., terminal illness).

Complicated Grieving
A disorder that occurs after the death of a signi!cant other, in which the experience of 
distress accompanying bereavement fails to follow normative expectations and manifests in 
functional impairment.

Grieving
A normal complex process that includes emotional, physical, spiritual, social, and intellec-
tual responses and behaviors by which individuals, families, and communities incorporate an 
actual, anticipated, or perceived loss into their daily lives.

Nursing Diagnosis

ASSESSMENT DATA

 Actual or potential loss of health, abilities, or life
 Denial of loss
 Dif!culty in accepting signi!cant loss
 Denial of feelings
 Dif!culty in expressing feelings
 Fear of intensity of feelings
 Suicidal ideas or feelings, self-destructive behavior, accident proneness
 Anger, hostility, rage, or aggressive behavior
 Depressive behavior
 Withdrawn behavior
 Expression of distress regarding potential loss
 Sorrow
 Rumination
 Feelings of despair, hopelessness, disillusionment
 Feelings of helplessness, powerlessness
 Loss of interest in activities of daily living
 Anhedonia (inability to experience pleasure)
 Ambivalent feelings toward the lost person or object
 Guilt feelings
 Crying
 Anxiety or fear
 Agitation
 Fatigue
 Sleep disturbance
 Changes in eating habits
 Resentment
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The client will

 Be free of self-in"icted harm throughout hospitalization
 Verbally identify the loss, potential loss, or illness within 12 to 24 hours
 Verbalize or demonstrate decreased suicidal, aggressive, depressive, or withdrawn behav-
iors within 24 to 48 hours

 Express feelings, verbally and nonverbally, e.g., talk with staff about the grief situation for 
at least 30 minutes at least twice a day within 2 to 4 days

 Establish or maintain adequate nutrition, hydration, and elimination, e.g., eat at least 30% 
of all meals with staff assistance within 2 to 4 days

The client will

 Verbalize acceptance of the loss or illness
 Verbalize knowledge of the grief process
 Establish or maintain an adequate balance of rest, sleep, and activity
 Discuss loss or illness with signi!cant others
 Verbalize changes in lifestyle and coping mechanisms incorporating the fact of the loss
 Demonstrate initial integration of the loss into his or her life, e.g., verbalize realistic future 
plans integrating the loss

The client will

 Demonstrate physical recuperation from the stress of loss and grieving
 Progress through the grieving process
 Participate in continued therapy, if indicated, e.g., identify a therapist and make an initial 
appointment prior to discharge

 Demonstrate reestablished relationships or social support in the community

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Be alert to risk of suicidal behavior. Institute suicide precau-
tions as needed (see Care Plan 26: Suicidal Behavior).

Initially, assign the same staff members to the client, and 
then gradually vary the staff people (see Care Plan 1: Build-
ing a Trust Relationship).

Approach the client and initiate interactions; use silence 
and active listening to facilitate communication.

After establishing rapport with the client, bring up the loss 
in a supportive manner; if the client refuses to discuss 
it, withdraw and state your intention to return. (“I can 
understand that you may not want to talk with me about 
this now. I will come to talk with you again at 11:00, maybe 
we can discuss it then.”) Return at the stated time, then 
continue to be supportive.

Approach the client in a nonjudgmental way. Be sure to 
deal with your own feelings of discomfort, if any, related to 
the client’s situation or grief.

Clients experiencing significant loss or facing loss of health 
and functioning may be at increased risk for suicide.

The client may be overwhelmed by and fear facing the loss. 
The client’s ability to respond to others may be impaired. 
Limiting the number of new contacts provides consistency 
and facilitates familiarity. However, the number of people 
should increase as tolerated to minimize dependency.

The client may fear rejection from others if he or she talks 
about the loss or illness. Your presence indicates caring and 
acceptance.

Your presence and telling the client you will return demon-
strate caring and support. The client may need emotional 
support to face and express painful feelings. Confronting 
the client or pushing him or her to express feelings may 
increase anxiety and lead to further denial or avoidance.

The client may fear others’ reactions to the loss or terminal 
illness. Being aware of and dealing with your own feelings 
will help prevent them from interfering in your work with 
the client.

Rationale

(continued on page 332)
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IMPLEMENTATION (continued)

*As the client tolerates, encourage discussion of the cli-
ent’s loss or illness, first with staff members, then with 
the client’s significant others and other clients. Be gentle 
in your approach to the client; talk about the situation in 
simple, matter-of-fact terms.

Talk with the client in realistic terms concerning the loss; 
discuss concrete changes that have occurred or that the 
client must now make as a result of the loss.

With the client, identify his or her strengths; resources; 
and sources of hope, pleasure, and support.

Give the client honest praise for the things that he or she is 
able to do; acknowledge the client’s efforts in the context 
of the loss, illness, impaired abilities, or dying.

Assure the client that a loss or illness is not a form of pun-
ishment and that he or she does not deserve to experience 
the loss or illness.

Encourage the client to express feelings in ways with 
which he or she is comfortable (e.g., talking, writing, draw-
ing, crying). Convey your acceptance and give support for 
attempts to express feelings.

Encourage the client to recall experiences and talk about 
the relationship with the lost person and so forth. Discuss 
changes in the client’s feelings toward self, others, and the 
lost person.

Encourage appropriate (i.e., safe) expression of all types of 
feelings toward the lost person or object. Provide assur-
ance to the client that “negative” feelings like anger and 
resentment are normal and healthy in grieving and that 
feeling relieved that someone has died after a difficult 
illness or stressful emotional situation is also normal and 
acceptable.

Note: If you feel uncomfortable with the client’s expression 
of feelings or with your role in bringing up painful feelings, 
then withdraw temporarily. Examine your feelings and have 
the client speak with someone who is more comfortable 
(see “Key Considerations in Mental Health Nursing:   
Nurse–Client Interactions”).

Convey to the client that although feelings may be uncom-
fortable, they are natural and necessary and they will not 
harm him or her.

Discourage the client’s using activities to avoid grieving 
(“to get my mind off it”). Convey that although the client 
does not have to think about feelings at all times, a part of 
each day should be spent dealing with them. At least once 
per shift, invite the client to talk about the loss, feelings, 
plans, and so forth.

Discourage the client from ruminating on guilt or worth-
lessness. After listening to the client’s feelings, tell him or 
her you will discuss other aspects of the loss or grief that 
may underlie these feelings.

Acknowledging the loss or illness is necessary to the grief 
process. Gentleness demonstrates regard for the client’s 
feelings. Being matter-of-fact about an illness can help 
separate the illness itself from emotional issues.

Discussing the loss on this level may help to make it more 
real for the client.

The client may feel so overwhelmed that he or she is un-
able to see anything positive.

The client will not benefit from dishonesty or flattery, but 
small accomplishments may indeed merit praise in the 
context of a major illness.

The client or others may feel that illness is a punishment or 
that the client is to blame.

Expressing feelings can help the client to identify, accept, 
and work through feelings, even if these are difficult for the 
client.

Discussing the lost object or person can help the client 
identify and express what the loss means to him or her, 
and his or her feelings.

Feelings are not inherently bad or good. Giving the client 
support for expressing feelings may help the client accept 
uncomfortable feelings. Feelings are not inherently bad or 
good, and expressing feelings that one is experiencing can 
help the client progress through grief.

Your comfort with the client’s feelings conveys support and 
acceptance. If you are uncomfortable, you may inadver-
tently convey disinterest or disapproval or may reinforce 
the client’s avoidance of feelings.

The client may fear the intensity of his or her feelings.

It is important to reinforce the client’s grief work as neces-
sary and healthy. Avoiding feelings may delay the client’s 
progress through grieving.

The client needs to identify and express the feelings that 
underlie the rumination and to proceed through the grief 
process. It may help the client to write down regrets or 
other factors underlying feelings of guilt or worthlessness, 
then address other aspects of the loss verbally with others.

Nursing Interventions *denotes collaborative interventions Rationale
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IMPLEMENTATION (continued)

Limit the amount of therapeutic interactions with the cli-
ent. Encourage independent expression of feelings (e.g., 
writing, interacting with others, physical activity). Plan staff 
interactions at times that allow the client to fulfill responsi-
bilities and maintain personal care.

Expect the client to fulfill responsibilities, and give support 
for doing so. Withdraw your attention if the client does not 
fulfill responsibilities (e.g., do not have a therapeutic inter-
action if the client refuses to participate in an activity).

Encourage the client to talk with others about the loss, his 
or her feelings, and changes resulting from the loss.

*Facilitate sharing, ventilating feelings, and support among 
clients. Use larger groups for a general discussion of loss 
and grief. However, help the client understand that there 
are limits to sharing grief in a social context.

*Referral to the facility chaplain, clergy, or other spiritual 
resource person may be indicated.

Provide opportunities for the client to release tension, an-
ger, and so forth through physical activity and promote this 
as a healthy means of dealing with stress.

*Point out to the client and his or her significant others that 
experiencing a loss or chronic or terminal illness and griev-
ing are difficult tasks and give the client positive feedback 
for his or her efforts.

Point out to the client that a major aspect of loss is a real 
physical stress. Encourage good nutrition, hydration, rest, 
and daily physical exercise (such as walking, swimming, or 
cycling).

*Teach the client and significant others about the grief 
process.

Point out to the client that grieving can be a time of learn-
ing from which to gather the strength to go forward.

Urge the client to identify and pursue his or her own 
strengths; facilitate activities that promote their 
 development.

*In each interaction with the client, try to include some 
discussion of goals, the future, and discharge plans. Help 
the client identify resources that can provide continuing 
support, such as church or support groups in the commu-
nity or on the Internet.

*Encourage the client to identify and maintain supportive 
relationships outside the hospital.

*Encourage the client to pursue past relationships, per-
sonal interests, hobbies, or recreational activities that he or 
she may enjoy. Consultation with a recreational therapist 
may be indicated.

The client needs to develop independent skills of com-
municating feelings and to integrate the loss into his or her 
daily life, while meeting his or her own basic needs.

It is important to minimize secondary gain and to convey 
that the client can fulfill responsibilities while grieving.

The client needs to develop independent skills of commu-
nicating feelings and expressing grief to others.

Sharing grief with others can help the client identify and 
express feelings and feel normal. Dwelling on grief in social 
interactions can result in other people’s discomfort with 
their own feelings and avoiding the client.

The client may be more comfortable discussing spiritual 
issues with an advisor who shares his or her belief system.

Physical activity provides a way to relieve tension in a 
healthy, nondestructive manner.

The client may not realize the difficulty of the work that he 
or she is doing to face and live with the loss or illness.

The client may be unaware of the physical stress of the 
loss or may lack interest in basic needs. Physical exercise 
can relieve tension in a healthy manner.

The client and significant others may have little or no 
knowledge of grief or the process involved in recovery.

The grief process allows the client to adjust to a change 
and to begin to move toward the future.

The client’s strengths are a major factor in his or her ability 
to deal with continuing grief work.

The client needs to integrate the loss into his or her life. 
The grief process may continue for months or years to 
some extent. Supportive groups can help the client meet 
needs for expressing feelings and adjusting to the loss.

The client may fear rejection from others in his or her life 
and may need encouragement to contact others.

The client may need to reestablish relationships with oth-
ers with whom he or she has had limited contact, espe-
cially if the client was in a caretaker role during a protracted 
illness or if the loss was of a partner who was key to 
mutual relationships. Recreational activities can serve as a 
structure for the client to build social interactions as well as 
provide enjoyment.

Nursing Interventions *denotes collaborative interventions Rationale

(continued on page 334)
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IMPLEMENTATION (continued)

*Help the client to identify resources for assistance in the 
community or Internet. Referral to a social worker may be 
indicated.

*Help the client plan for the future regarding any changes 
resulting from the loss (e.g., living arrangements, finances, 
social activities) or illness (e.g., advance directives, powers 
of attorney, wills).

The client may need continued support after discharge. 
Social workers can help the client to identify and contact 
resources. Many communities and organizations provide 
information, services, and support groups for clients 
 experiencing grief or terminal illnesses.

Planning the future with regard to the loss or illness will 
help the client integrate the loss and effectively plan for the 
future.

Nursing Interventions *denotes collaborative interventions Rationale

Hopelessness
Subjective state in which an individual sees limited or no alternatives or personal choices 
available and is unable to mobilize energy on own behalf.

Nursing Diagnosis

ASSESSMENT DATA

 Anger, hostility, or rage
 Anhedonia (inability to experience pleasure)
 Suicidal ideas or feelings
 Depression
 Sorrow, despair
 Passivity
 Decreased communication
 Lack of initiative, anergy
 Impaired social interaction
 Withdrawn behavior
 Sleep disturbances
 Changes in eating habits

The client will

 Be safe and free of self-in"icted harm throughout hospitalization
 Demonstrate decreased suicidal, withdrawn, or depressive symptoms within 2 to 4 days

The client will

 Demonstrate a maximum level of decision making in planning his or her own care
 Be free of suicidal, withdrawn, and depressive symptoms
 Demonstrate the ability to identify choices or alternatives, e.g., list alternatives with pros 
and cons of each and review with staff or signi!cant others

 Demonstrate active participation in self-care and plans for life after discharge

The client will

 Meet self-care needs independently
 Make decisions and solve problems independently

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Assess the client’s suicide potential, and institute sui-
cide precautions if indicated (see Care Plan 26: Suicidal 
 Behavior).

Encourage the client to express his or her feelings verbally 
and nonverbally, in nondestructive ways.

See Care Plan 25: Major Depressive Disorder.

Teach the client the problem-solving process: describe the 
problem, list and evaluate alternatives, implement an alter-
native, and evaluate the effectiveness of the action.

*Referral to the facility chaplain, clergy, or other spiritual 
resource person may be indicated.

Encourage the client to identify relationships, social, or 
recreational situations that have been positive in the past.

Encourage the client to contact supportive individuals or 
resources; facilitate these contacts if necessary.

*Encourage the client to continue therapy after discharge 
if indicated. Encourage the client to identify resources 
for therapy and to make an initial appointment before 
 discharge.

Rationale

Clients with a chronic or terminal illness or who are griev-
ing are at increased risk for suicide. The client’s safety is a 
priority.

Ventilation of feelings can help lessen feelings of despair 
and so forth and helps the client to progress through the 
grief process.

The client may feel overwhelmed by the situation and may 
not know how to implement a systematic approach to solv-
ing problems.

The client may be more comfortable discussing spiritual 
issues with an advisor who shares his or her belief system.

The client may feel isolated from others and lost interest in 
people or activities that provided pleasure in the past.

The client may be lack the motivation or energy to make 
the first contact with individuals or resources that can be 
helpful to him or her.

Grieving and chronic or terminal illness may require long-
term therapy.
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Body image is a person’s perception of his or her physical self. This perception includes con-
scious and unconscious perceptions of physical attributes and functioning, emotions, and sen-
sations. It extends beyond the body to include objects such as clothing or items used in work. 
A person’s body image forms and changes as he or she develops, and is closely tied to self-
esteem and identity, both of which are threatened by a change in body image. Body image also 
is in"uenced by cultural beliefs and values and messages one receives from others. Feelings 
of body image and the sense of self include those related to sexuality, femininity, masculinity, 
parenthood, youthfulness, maturity, health, strength, and ability (Black & Andreasen, 2011).

Disturbed body image is a change in a person’s perception of and attitudes about his or her 
physical self. Often, this alteration is a response to a change or loss related to physical appear-
ance or functioning and involves grieving. Grieving in response to a change in body image can 
include shock, denial or disbelief, fear, anger, depression, and acceptance or reorganization; 
it can be a functional adaptation, or it may be dysfunctional or unresolved (see Care Plan 50: 
Grief). However, grief related to a change in one’s own body image differs from the grief that 
results from the loss of a person or thing outside oneself because a permanent change in body 
image or loss of physical function remains present and cannot be replaced. Thus, the resolu-
tion of the grief becomes adaptation to a change that does not get better or disappear or, in 
the case of terminal illness, may continue to worsen over time. Remember that progression 
through the various stages of grieving is not necessarily orderly; these phases may overlap, 
and the client may vacillate among them. A change in body image is more traumatic when 
it is external and visible to the person and others; involves the face, genitals, or breasts; or is 
unforeseen, uncontrolled, or unwanted (Zisook & Shear, 2009). The client’s perception of and 
feelings about his or her changed body image are not necessarily proportional to the observ-
able change, and the removal of an internal body part or a change in health status may be as 
traumatic to the client as the loss of a visible extremity.

A disturbance in body image affects the client’s need to feel normal, and it often involves 
social stigma. The client’s reaction to the disturbed body image may be strongly in"uenced 
by his or her cultural background, so it is important to be aware of the client’s cultural values 
related to a change in physical appearance, health status, and so forth. The client’s signi!cant 
others are also affected by the change, and the client faces their responses and the responses 
of each new person he or she encounters. It is essential to remember that this client is still a 
person, whatever the alteration in his or her body.

Disturbed Body Image

C A R E  P L A N  5 1

Note: Disturbed body image differs from body image distortion, such as 
occurs in anorexia nervosa, when a client perceives his or her body to be 
larger than it actually is. Such a distortion may be of delusional proportions 
and may occur in clients with neurologic or psychiatric illness. (See other 
care plans as appropriate.)

The change or loss that precipitates a disturbance in body image may be the result of a burn 
or trauma; a chronic, debilitating, dis!guring, or terminal illness; surgery (especially radical 
or mutilating), stoma, or amputation; or stroke. The loss also may be the result of changes 
in appearance, !tness, or abilities related to growth, maturation, or aging (see Care Plan 11: 
Adjustment Disorders of Adolescence, Care Plan 39: Adjustment Disorders of Adults, and 
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“Key Considerations in Mental Health Nursing: The Aging Client”). It also may be related to 
a procedure the client has chosen, such as gender change or breast augmentation or reduction.

Health care personnel sometimes tend to minimize the change in a client’s body and com-
municate to the client, directly or indirectly, that the loss is not as bad as the client feels it 
is. Nurses must be aware of this possibility because they may have become accustomed to 
seeing illness, surgery, and so forth and no longer experience strong feelings in response to 
these events. Medical and nursing staff also may insulate themselves emotionally from such 
traumatic events as a defense mechanism; they may view these medical situations in a matter-
of-fact, “clinical” way; or they may see them as positive events (such as having a stoma or 
an amputation versus dying), without recognizing or appreciating the emotional implications 
for the client. It is also important to remain aware of cultural factors, including beliefs about 
self-worth and value to others (e.g., spouse or family) regarding a loss of health or abilities.

Therapeutic goals with clients experiencing a disturbance in body image include prevent-
ing suicidal or other self-destructive behavior, helping the client acknowledge the loss and 
progress through grief work, and facilitating the client’s integration of the change into daily 
living and relationships with others. Effective discharge planning includes working with the 
interdisciplinary care team to identify community resources for longer-term support, espe-
cially with clients who have a terminal illness.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Disturbed Body Image
Situational Low Self-Esteem
Ineffective Role Performance

RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Complicated Grieving
Risk for Suicide
Risk for Loneliness
Anxiety
De!cient Knowledge (Specify)

Disturbed Body Image
Confusion in mental picture of one’s physical self.

Nursing Diagnosis

ASSESSMENT DATA

 Actual or perceived physical change or illness
 Verbal or nonverbal response to change in body structure or function
 Denial of physical change or illness
 Anger, hostility, or rage
 Guilt
 Resentment
 Confusion
 Anxiety or fear
 Feelings of hopelessness or worthlessness
 Depressive behavior
 Despair
 Withdrawn behavior
 Dissociation or depersonalization
 Grief
 Self-destructive behavior
 Regression
 Dependency
 Refusal to perform self-care activities (when physically capable)
 Identity concerns (sexual role, role as wage earner, parental role, and so forth)
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The client will

 Be safe and free of injury throughout hospitalization
 Verbalize the physical change, loss, or disability within 24 to 48 hours
 Discuss disturbed body image with staff members and signi!cant others within 2 to 3 days
 Express feelings, verbally and nonverbally, e.g., talk with staff about feelings related to the 
physical change for at least 15 minutes at least twice per day within 2 to 3 days

 Establish or maintain adequate nutrition, hydration, and elimination within 3 to 4 days
 Establish or maintain an adequate balance of rest, sleep, and activity within 3 to 4 days

The client will

 Participate in treatment program and activities
 Participate in self-care related to surgery, injury, or illness
 Verbalize knowledge of his or her physical condition, treatment, and safe use of medica-
tion, if any

 Demonstrate skills in activities of daily living and self-care
 Verbalize knowledge of the grief process and recovery

The client will

 Identify and use sources of support outside the hospital
 Participate in social activities or groups
 Verbalize changes in lifestyle and coping mechanisms incorporating the loss or change
 Verbalize realistic future plans integrating the loss or change
 Progress through the grief process

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Be alert to the risk of suicidal behavior and institute 
suicide precautions as needed (see Care Plan 26: Suicidal 
 Behavior).

Initially, assign the same staff members to work with the 
client. Gradually increase the number of people inter-
acting with the client (see Care Plan 1: Building a Trust 
 Relationship).

Approach the client and initiate interaction; use silence and 
active listening to facilitate communication.

*Be aware of your own feelings and behavior regarding 
the client’s physical change, such as not looking at or not 
touching the client. Talk with other staff members about 
feelings of discomfort, repulsion, disapproval, and so forth.

View the client as a whole person, not only as a person 
with a disability; however, do not ignore the disability.

As the client tolerates, encourage discussion of the physi-
cal change in simple, matter-of-fact terms. Ask for the cli-
ent’s perceptions, and begin teaching the client about the 
change or illness.

Rationale

Clients with disturbed body image may be at increased risk 
for suicide.

The client’s ability to respond to others may be impaired; 
he or she may expect rejection from others due to the 
physical change. Initially limiting new contacts will facili-
tate familiarity and trust. Increasing the number of people 
interacting with the client will promote the client’s ability to 
communicate with a variety of people.

The client’s ability to initiate interactions may be impaired 
due to low self-esteem, anger, and so on. Your presence 
will demonstrate interest, caring, and acceptance.

Extreme physical changes or disfigurement can be disturb-
ing, especially initially. Identifying and exploring your own 
feelings will allow you to be more comfortable and less 
likely to inadvertently communicate feelings of discomfort 
to the client.

The client needs to know that others can see him or her as 
a person, and that the physical change is not all that others 
see. Ignoring the disability may reinforce the client’s denial 
or fears of others’ intolerance.

Acknowledgment of the change is necessary to the grief 
process. Frank but sensitive discussion will convey your 
acceptance and promote feelings of normalcy. Eliciting the 
client’s perceptions may facilitate expression of feelings 
and help you identify areas in which information is needed.
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IMPLEMENTATION (continued)

Encourage expression of feelings, including anger, resent-
ment, guilt, self-blame, envy of healthy people, fears of 
rejection and inadequacy, and feelings about the change 
itself (repulsion, fear, and so forth).

Encourage discussion of the client’s perception of what the 
change means, changes in his or her abilities, feelings of 
helplessness, guilt, and so forth.

Allow the client quiet time alone to think and express feel-
ings through writing, crying, and other outlets.

See “Key Considerations in Mental Health Nursing: The Ag-
ing Client, Nurse–Client Interactions,” Care Plan 50: Grief, 
and Care Plan 25: Major Depressive Disorder.

Help the client identify strengths and abilities that are not 
affected by this physical change or that are changed in 
some way but not lost.

Communicate realistic expectations of the client; do not 
expect less than the client is capable of doing.

Encourage the client to express feelings of isolation, fears 
of rejection, and the reactions of others.

*Talk with the client’s significant others about impact of 
the client’s change, their feelings, and responses to the 
change; show acceptance of these feelings. Family therapy 
may be indicated.

Use role-playing and rehearsal to help the client prepare 
for the reactions of others, learn to ask for help, and teach 
others about his or her condition and care.

*Teach the client and significant others about the physical 
change and needed skills, including self-care, caregiving, 
and safe use of medications if any. Ask for the client’s 
perceptions, return demonstration, of skills and so forth. 
Encourage the client to practice skills and share them with 
others. Refer the client to a nurse practitioner; occupa-
tional, physical, recreational, or vocational therapists; and a 
support group as appropriate (local or Internet).

*Referral to the facility chaplain, clergy, or other spiritual 
resource person may be indicated.

*Teach the client and family and significant others about 
the grief process.

*Discuss sexual concerns and information with the client 
as appropriate. Remain nonjudgmental and aware of the 
client’s feelings and cultural values in this area. Refer the 
client to a support group (e.g., sexual assertiveness group 
for the disabled) or a therapist if appropriate.

Expressing these feelings is a part of grieving and can help 
the client work through the feelings, even if they are pain-
ful or uncomfortable. The client needs to know that these 
feelings are normal and acceptable, not bad.

The client may be experiencing overwhelming feelings of 
fear, worthlessness, and powerlessness or may feel that 
he or she is being punished with the disability. The client 
may feel unable to survive having to depend on others for 
needs that were formerly met independently.

The client may need privacy to express certain feelings and 
needs to develop independence in expressing feelings.

Body image includes feelings about abilities and is linked 
to self-esteem. The client may feel that the change has 
destroyed all of his or her strengths.

Expecting less than the client is capable of will undermine 
the client, but if the client perceives inability, he or she may 
indeed not be capable at this time.

The client may project his or her own negative feelings 
about the change onto others and expect rejection.

The client’s significant others are affected by this change 
and may have feelings of fear, repulsion, inadequacy, guilt, 
and so forth. Expressing these feelings may help work 
through them.

Anticipatory guidance can increase the client’s abilities and 
confidence in facing others. The client may have been inde-
pendent and may not be comfortable asking for help.

The client needs information and skills to promote self-care 
and confidence and to help develop and accept a new body 
image, integrating the change, prostheses, and so forth. 
Support groups of people who have experienced the same 
or a similar change can help the client adapt to the loss.

The client may be more comfortable discussing spiritual 
issues with an advisor who shares his or her belief system.

The client and family or significant others may have little or 
no knowledge of the grief process.

Sexuality is a basic need for both female and male clients. 
The client may be afraid to discuss sexuality, may not 
know how, or may fear disapproval. The client may need 
to learn new ways to perceive sexuality and to give and 
receive sexual pleasure. If you are unaware of your own 
feelings, you may inadvertently express disapproval to the 
client (see “Key Considerations in Mental Health Nursing: 
 Sexuality”).

Nursing Interventions *denotes collaborative interventions Rationale

(continued on page 340)



340      PART 3 / SECTION 13   Behavioral and Problem-Based Care Plans

IMPLEMENTATION (continued)

Explore with the client ways of adapting his or her lifestyle 
and activities. Identify alternatives, resources, new or 
changed roles, goals, plans, and so forth.

Help the client prepare to achieve and sustain his or her 
optimal level of functioning in the future.

*Help the client identify and use support systems outside 
the hospital.

See Care Plan 2: Discharge Planning.

The client needs to develop and integrate new or altered 
behaviors, perceptions of self, and goals to adapt to the 
change.

It is important not to undermine or underestimate the cli-
ent’s abilities simply because he or she has a disability.

Long-term therapy may be indicated. Social support (family, 
friends, community, or Internet support groups) can help 
the client feel normal and integrate the new body image 
into his or her life.

Nursing Interventions *denotes collaborative interventions Rationale

Situational Low Self-Esteem
Development of a negative perception of self-worth in response to a current situation 
(specify).

Nursing Diagnosis

ASSESSMENT DATA

 Feelings of hopelessness or worthlessness
 Self-deprecatory verbalization
 Lack of self-con!dence
 Anxiety or fear
 Depressive behavior
 Despair
 Withdrawn behavior
 Self-destructive behavior
 Regression
 Dependency

The client will

 Demonstrate decreased depressive symptoms within 2 to 4 days
 Verbalize increased feelings of self-worth within 3 to 5 days

The client will

 Be free of depressive symptoms
 Demonstrate increased feelings of self-worth
 Assess own strengths and weaknesses realistically, e.g., list capabilities and areas needing 
support or development, and discuss with staff

The client will

 Demonstrate con!dence in coping skills
 Make decisions and solve problems independently

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Review with the client his or her strengths and abilities that 
are not affected by the physical change and those that are 
changed in some way but not lost.

Rationale

Body image includes feelings about abilities and is linked 
to self-esteem. The client may feel that the physical change 
has destroyed all of his or her strengths.
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Ineffective Role Performance
Patterns of behavior and self-expression that do not match the environmental context, norms, 
and expectations.

Nursing Diagnosis

ASSESSMENT DATA

 Apathy
 Inability to continue preillness role
 Loss of independence (current or anticipated)
 Attention de!cits
 Low self-esteem
 Fear of unknown
 Inability to concentrate

The client will

 Identify life areas that require alterations due to the loss, illness, or physical change within 
2 to 4 days

 Verbalize abilities and limitations realistically within 3 to 5 days

The client will

 Maintain independence within his or her limitations
 Verbalize increased feelings of self-worth
 Discuss current or anticipated changes in family with signi!cant others

The client will

 Demonstrate effective performance in new or changed roles within limits of the illness  
or change

 Verbalize needs effectively to others

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION (continued)

Provide opportunities for the client to succeed at activities, 
tasks, and interactions. Give positive feedback, and point 
out the client’s demonstrated abilities and strengths.

Be realistic in your feedback to the client; do not flatter or 
be otherwise dishonest.

*Encourage the client to make contact with friends and 
family or to continue personal interests, hobbies, or recre-
ational activities, as he or she is able.

*Encourage the client to identify supportive people and 
resources outside the hospital and to develop these rela-
tionships.

See “Key Considerations in Mental Health Nursing: Build-
ing Self-Esteem.”

The client may feel incapable of succeeding at anything and 
may need encouragement to attempt activities. Activities 
within the client’s abilities provide opportunities for suc-
cess. Positive feedback can enhance self-esteem.

Clients with low self-esteem do not benefit from flattery or 
undue praise.

The client may be reluctant to reach out to others due to the 
difficulty of his or her situation or fears of others’ reactions. 
Interest or recreational activities the client is able to do can 
provide enjoyment and continue a sense of self-regard.

The client may need additional support to rebuild self-
esteem and confidence in his or her new situation.

Nursing Interventions *denotes collaborative interventions Rationale
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Allow the client to complete any tasks that are within his or 
her physical capabilities.

Provide ample time for task completion to avoid rushing 
the client.

Provide rest periods at regular intervals. Do not wait until 
the client is too exhausted to continue.

Break complex tasks into small steps.

Allow the client to continue decision making about tasks, 
even if he or she is unable to perform the task.

Approach the client on an adult level, using a matter-of-fact 
approach regarding personal care.

If the client becomes frustrated, have him or her stop the 
task and try again later. Avoid doing the task for the client 
at these times.

When possible involve the client in discussions about how 
care is given, who will give care, and so forth.

*If the client’s energy is diminished, allow him or her to 
choose which tasks he or she would like to perform and 
which to delegate to a caregiver.

*Provide information to the client, significant others, and 
caregivers about realistic expectations for the client’s 
 abilities.

Discuss with the client ways in which he or she might deal 
with future changes when they do occur.

Rationale

Completion of self-care and other tasks without assistance 
allows the client to retain independence and enhances 
 self-esteem.

The client’s psychomotor skills may be slower. Rushing the 
client will increase frustration and impair task completion.

Rest periods prevent overtiring. Once fatigue is present, 
the client’s ability to recover is impaired.

Small tasks will be easier for the client to complete and 
provide an increased number of opportunities for success.

Decision making allows the client to retain some control, 
even when he or she is dependent on others for physical 
care. The client may retain cognitive abilities longer than 
psychomotor skills.

A matter-of-fact attitude lessens the possibility that the cli-
ent will feel awkward.

Allowing the client to stop a frustrating situation, relax, and 
try again decreases frustration and teaches the client to 
do this in the future. Performing the task for the client may 
convey that the client is unable to do the task.

This allows the client to remain included and, when pos-
sible, retain personal control.

Allowing the client choices within his or her ability enhanc-
es a sense of personal control.

The client and his or her significant others may lack knowl-
edge of how the client’s situation affects his or her abilities.

Anticipatory planning can alleviate the client’s anxiety.
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Nurses in mental health treatment settings often encounter clients who will not eat. Because 
nutrition and hydration are such basic physiologic needs, it is important for nurses to be able 
to help these clients, regardless of the etiology of the problem. Emotional problems related 
to eating can include guilt, depression, associating food or not eating with punishment, ma-
nipulating others, or receiving secondary gain from not eating. In working with these clients, 
the nurse needs to remember that food and eating may have emotional, religious, or cultural 
meanings that can be quite powerful.

Clients may not eat for physiologic or psychological reasons. A client may refuse to eat, 
be uninterested in eating, or be unaware of the need or desire to eat. Psychiatric problems that 
may underlie a client’s not eating include (see related care plans as indicated) the following:

 Eating disorders
 Depression
 Withdrawal
 Grief
 Self-destructive behavior
 Confusion
 Agitation
 Anger and hostility
 Manic behavior
 Delusions or other psychotic symptoms
 Stress, anxiety, or phobias
 Guilt
 Low self-esteem
 Manipulative behavior
 Personality disorders

A client may be experiencing physical problems that interfere with appetite or that make it 
dif!cult to eat. Physical problems that may contribute to a client’s not eating include the fol-
lowing:

 Effects of medications, such as altered taste sensation
 Effects of acute or chronic physical illness, such as nausea or decreased appetite
 Poor dentition or gum disease
 Poorly !tting dentures
 Dif!culty swallowing or chewing
 Dif!culty feeding self
 Physical disability, such as hemiplegia

Nursing care is focused on meeting the client’s basic needs and treating the client’s  underlying 
problem(s). Nursing goals include an accurate assessment of the client’s present physical and 
nutritional state, recent and usual eating habits, and current intake and output. Treatment goals 
include promoting homeostasis, increasing the client’s intake of food and liquids, and assist-
ing the client to establish independent, nutritionally adequate eating habits.

NURSING DIAGNOSES ADDRESSED IN THIS CARE PLAN
Imbalanced Nutrition: Less Than Body Requirements
Ineffective Coping

The Client Who Will Not Eat

C A R E  P L A N  5 2
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RELATED NURSING DIAGNOSES ADDRESSED IN THE MANUAL
Bathing Self-Care De!cit
Dressing Self-Care De!cit
Feeding Self-Care De!cit
Toileting Self-Care De!cit
Noncompliance

Imbalanced Nutrition: Less Than Body Requirements
Intake of nutrients insuf!cient to meet metabolic needs.

Nursing Diagnosis

ASSESSMENT DATA

 Lack of appetite
 Lack of interest in eating
 Aversion to eating
 Weight loss
 Body weight 20% or more under ideal body weight
 Refusal to eat
 Dif!culty eating
 Malnutrition
 Inadequate hydration
 Electrolyte imbalance
 Starvation
 Disturbance in elimination
 Dif!culty swallowing
 Lack of awareness of need for food and "uids
 Delusions, other psychotic symptoms, or other psychiatric problems

The client will

 Establish adequate nutrition, hydration, and elimination, e.g., eat at least 30% of all food 
offered within 1 to 3 days

 Demonstrate adequate "uid and electrolyte balance, i.e., electrolyte levels will be within 
normal limits within 2 to 4 days

 Be free of signs and symptoms of malnutrition within 4 to 5 days

The client will

 Demonstrate weight gain if appropriate
 Demonstrate independence in food and "uid intake, e.g., eat 80% of all meals without  
staff assistance

The client will

 Maintain regular, adequate, nutritional eating habits
 Maintain adequate or normal body weight

EXPECTED OUTCOMES

Immediate

Stabilization

Community

IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

*Do a thorough assessment using physical assessment 
and interviews with the client and significant others. Ob-
tain detailed information regarding the client’s eating pat-
terns before the illness; familiar or liked foods; special diets 
(e.g., religious or vegetarian); recent changes in  eating 

Rationale

Accurate baseline information is essential in planning and 
providing nursing care.
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IMPLEMENTATION (continued)

habits; GI or other physical complaints and disorders; cir-
cumstances that affect the client’s appetite; and any other 
problems that may affect eating.

Strictly monitor intake and output in an unobtrusive way. 
Record the type and amount of food, and the times and cir-
cumstances of eating. For example, was the client alone? 
Was eating encouraged? What was the level of stimuli?

It may be necessary for you to feed the client, offer food 
to the client, accompany the client to get food, or sit with 
the client through mealtime. Nasogastric tube feedings or 
intravenous therapy also may be necessary.

Keep a record of the client’s elimination. Record the color, 
amount, consistency, and frequency of stools.

Weigh the client regularly, at the same time of day and in a 
matter-of-fact manner. The client should consistently wear 
only a hospital gown or pajamas when being weighed.

*Provide nursing care (and facilitate medical treatment) for 
physical problems related to the client’s not eating.

Provide fruit, juices, and foods high in fiber.

Have some food and liquids available for the client at all 
times.

Offer food, nutritious liquids, and water to the client fre-
quently in small amounts.

Discourage the intake of nonnutritional or diuretic sub-
stances (e.g., coffee, tea, or diet soda) except water. 
Encourage the use of milk or sugar (rather than artificial 
sweetener) in coffee or tea.

Encourage the intake of liquids highest in nutritional value 
and calories, such as fruit juice, chocolate milk, and whole 
milk.

Offer the client fortified shakes, made by blending ice 
cream, milk, and powdered milk (stir just before giving to 
the client), or dietary supplements.

Offer foods that require little effort to eat (i.e., are easily 
chewed and swallowed) and are visually and aromatically 
pleasant.

If the client has GI complaints (e.g., nausea), offer light, 
bland foods; clear soups; and clear carbonated beverages. 
Avoid fried foods, gravy, or spicy foods.

If the client initially will take only liquids, gradually attempt 
to introduce solid foods, such as cream soups, crackers, 
cooked cereal, pudding, and light foods.

Try to accommodate the client’s normal or previous eating 
habits as much as possible.

Information on intake and output is necessary to assess 
the client’s nutritional state. Unobtrusive observations 
minimize the client’s secondary gain.

The client’s physical health is a priority.

If the client is consuming little or no food, stools may be 
less frequent or loose. The client may have been using 
laxatives, enemas, or suppositories to promote elimination.

Being matter-of-fact about weight measurement will help 
to separate issues of weight and eating from emotional 
issues. The client may conceal weights under his or her 
clothing to appear to have gained weight.

The client’s physical health is a priority. Many physical 
problems can contribute to or result from the client’s not 
eating.

Fruit, juices, and foods high in fiber content promote ad-
equate elimination.

The client may be interested in eating at times other than 
mealtimes.

The client may be overwhelmed by or may not tolerate 
large amount of foods.

It is important to maximize nutrition when the client can or 
will eat or drink.

If the client will not eat solid foods, liquids can provide 
many calories and nutrients.

Fortified liquids can be effective in providing maximal nutri-
tion to a client who will not eat solid foods.

The client may feel that he or she does not have much 
energy to eat. Foods that are appealing can stimulate the 
client’s interest and appetite.

Light, bland foods or clear liquids may be more easily 
tolerated by (and more appealing to) the client with GI 
complaints.

Gradual introduction of solid foods may be effective in 
overcoming the client’s resistance.

Reinforcing previous normal eating habits increases the 
likelihood that the client will eat.

Nursing Interventions *denotes collaborative interventions Rationale

(continued on page 346)



346      PART 3 / SECTION 13   Behavioral and Problem-Based Care Plans

IMPLEMENTATION (continued)

*Make culturally or ethnically appropriate foods available; 
the client’s significant others may be able to provide guid-
ance or food acceptable to the client.

When offering foods, tell the client you have something  
for him or her to eat; do not ask if he or she wants to  
eat or feels like eating. However, do not order the client  
to eat.

Gradually progress from feeding the client to offering food 
to asking the client to get his or her food. Record changes 
in the frequency of eating and the amount eaten.

Gradually decrease the frequency of suggestions, and al-
low the client to take responsibility for eating; again, record 
changes.

The client may be more apt to eat foods that are culturally 
acceptable or provided by family members or significant 
others.

The client’s ability to make decisions may be impaired, or 
the client may refuse to eat if asked. However, he or she 
may eat in response to your suggestion or expectation that 
he or she will eat.

The client needs to develop independent eating habits.

The transition from feeding the client to independent eat-
ing is more likely to be successful if it is gradual.

Nursing Interventions *denotes collaborative interventions Rationale

Ineffective Coping
Inability to form a valid appraisal of the stressors, inadequate choices of practiced responses, 
and/or inability to use available resources.

Nursing Diagnosis

ASSESSMENT DATA

 Inability to meet basic needs for nutrition
 Inability to ask for help
 Inability to solve problems
 Self-destructive behavior (refusal to eat)
 Dif!culty identifying and expressing feelings
 Ineffective expression of emotional needs and con"icts
 Delusions, other psychotic symptoms, or other psychiatric problems

The client will

 Demonstrate beginning ability to meet basic needs or ask for help within 24 to  
48 hours

 Demonstrate decreased delusions, phobias, guilt, or other related psychiatric problems 
within 2 to 4 days

The client will

 Demonstrate non–food-related coping mechanisms, such as verbalizing feelings to staff  
or signi!cant others, physical activity, and stress management

 Demonstrate improvement in related psychiatric problems

The client will

 Participate in continued therapy after discharge if indicated
 Cope with stress and stressful life events independently

EXPECTED OUTCOMES

Immediate

Stabilization

Community
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IMPLEMENTATION

Nursing Interventions *denotes collaborative interventions

Do not tell the client that he or she will get sick, weak, or 
may die from not eating.

Do not threaten the client (e.g., “If you don’t eat, you’ll 
have to have an intravenous line.”). However, use limits, 
consequences, consistency, and the giving and withdraw-
ing of attention as appropriate (see Care Plan 36: Anorexia 
Nervosa).

Give positive support and attention when the client eats; 
withdraw your attention when he or she refuses to eat.

*Talk with the client’s significant others about the concept 
of secondary gain; explain the treatment program and 
enlist their cooperation.

If necessary, ask other clients to minimize attention given 
to the client for not eating.

Set up structured times and limits regarding eating (e.g., 
try to feed the client for 10 minutes, then withdraw for half 
an hour). Be consistent in your approach and behavior.

Assess or explore the client’s history, particularly his or her 
attitudes and feelings regarding food and eating.

Encourage the client to eat at appropriate meal and snack 
times; allow food only at those times.

Encourage the client to express his or her feelings at times 
other than mealtimes.

Discourage (withdraw your attention from) rituals or other 
emotional associations with meals, food, and so forth.

*Teach the client and significant others about disorders 
related to the client’s not eating and stress management 
techniques. Record the client’s perceptions of and re-
sponses to stress; encourage the client to approach a staff 
member when experiencing stress.

*Encourage the client to identify others in his or her 
environment with whom the client can talk and to identify 
activities that might decrease stress (e.g., hobbies, physi-
cal activities).

*Work with the client regarding psychiatric problems that 
may be related to eating behaviors.

Rationale

The client may hope to become ill or die from not eating or 
drinking or may believe this is true.

Threatening the client will undermine trust and is not thera-
peutic. The effective use of limits is helpful in reinforcing 
positive behaviors and minimizing secondary gain. Re-
member: Intravenous and tube feeding therapy are medical 
treatments, not punishments.

Positive feedback provides reinforcement. It is essential to 
support the client in positive ways and to minimize atten-
tion for unacceptable behaviors.

Significant others may be unaware of the dynamics of 
secondary gain and unwittingly reinforce the client’s not 
eating.

Other clients may be unaware of the dynamics of second-
ary gain and may unwittingly reinforce the client’s not 
eating.

Consistency and limits minimize the possibility of manipu-
lation. Limiting mealtimes decreases the amount of time 
the client is dealing with issues of food and eating and 
receiving attention for not eating.

The client may associate food or eating with stress, plea-
sure, reward, guilt, resentment, religion, or morality. The 
client’s family may emphasize food or use eating (or not 
eating) as a means of manipulation, control, and so forth.

This can prevent the client from eating when he or she 
feels anxious or stressed and will help to decrease these 
associations.

Focusing on feelings without food present can help de-
crease associations between emotions and food.

Withdrawing attention from undesired behaviors will mini-
mize reinforcement and may help decrease or eliminate 
these behaviors.

The client and his or her family or significant others may 
have little or no knowledge of the client’s behavior, underly-
ing disorder(s), or stress management. The client may need 
to learn to recognize stress and his or her responses to it, 
as well as techniques for stress management.

The client can learn to ask for help, express feelings, and 
learn other ways to deal directly with emotions and stress 
rather than using food.

Psychiatric problems related to the client’s not eating must 
be resolved to ensure independence in healthful eating 
patterns.
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1. The nurse is working with a client who has a potential  
for violence and aggressive behavior. Which of 
the  following immediate outcomes would be most 
 appropriate for the nurse to include in the plan of care? 
The client will

a. Ask the nurse for medication when upset

b. Discuss feelings of anger with staff

c. Participate in therapy to resolve underlying issues

d. Use indirect behaviors to express anger

2. A client is preparing for discharge from a substance 
dependence treatment program. Which of the following 
would be the priority in the discharge plan?

a. A list of goals

b. Family forgiveness

c. Follow-up care

d. Supportive friends

3. A client who was raped has dif!culty expressing her 
feelings of anger and outrage. Which of the following 
activities would the nurse suggest to assist the client in 
expressing her feelings?

a. Meditating

b. Listening to music

c. Using a punching bag

d. Writing in a journal

4. A client who is newly widowed tells the nurse that she 
wishes she could “join her husband in heaven.” After 
assessing the client for suicidal ideation, which of the fol-
lowing would be the best response by the nurse?

a. “Do you have children that can help you at this time?”

b. “Things will get better with time.”

c. “Tell me what feelings you’ve been experiencing.”

d. “What was the cause of your husband’s death?”

SECTION 13 REVIEW QUESTIONS

 SECTION 13  Resources for 
Additional Information

Visit thePoint (http://thePoint.lww.com/Schultz9e) for a list 
of these and other helpful Internet resources.

Academy of Psychosomatic Medicine
Alzheimer’s Association
Alzheimer’s Disease Education and Referral (ADEAR) 

Center
American Hospice Foundation
Brain Injury Association of America
CDC (violence information)
Child Welfare Information Gateway
Hospice Foundation of America
Institute on Domestic Violence in the African American 

Community
National Center on Elder Abuse
National Coalition Against Domestic Violence
National Institute of Justice—Elder Abuse
National Latino Alliance for the Elimination of Domestic 

Violence
Partnership Against Domestic Violence
Sena Foundation (grief and loss)

 SECTION 13  Recommended 
Readings

Boelen, P. A., van de Schoot, R., van den Hout, M. A., de 
Keijser, J., & van den Bout, J. (2010). Prolonged grief 
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orders, 125(1–3), 374–378.

Bonner, G., & Wellman, N. (2010). Postincident review 
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Journal of Psychosocial Nursing and Mental Health 
Services, 48(7), 35–40.

Daignault, I. V., & Hebert, M. (2009). Pro!les of school 
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Section 1

1. C The nurse encourages the client to discuss the medi-
cation noncompliance in a nonthreatening, nonjudg-
mental, and neutral manner.

2. B When the client is actively involved in the process, he 
or she is more likely to follow through with discharge 
plans.

3. A Giving feedback about negative behavior can assist 
the client to identify problem areas and increase self-
awareness.

4. B If the caregiver has assumed the entire caregiv-
ing burden and isn’t willing to ask for or accept 
 assistance, the risk for caregiver role strain is in-
creased.

Section 2

1. A Going to day treatment would give the client a mean-
ingful place to go and provide opportunities to meet 
people and socialize.

2. D Developing a daily routine that includes activities 
will encourage the client to be more engaged in his or 
her environment.

3. B Psychosocial rehabilitation focuses on improving the 
quality of life by promoting independent functioning 
in the community rather than focusing on abstract 
concepts such as insight.

4. A Accepting and validating the client’s feelings will ac-
knowledge the client’s concerns and promote further 
therapeutic interaction.

Section 3

1. B Limit setting provides the client with clear expecta-
tions for acceptable behavior as well as consequences 
for exceeding limits.

2. C A child with ADHD is generally overstimulated and 
active, rarely demonstrating sullen, withdrawn, or 
pouting behavior.

3. D Lack of self-worth and perceived low regard from 
others are major components of low self-esteem.

4. D The 16-year-old has multiple, acute psychosocial 
stressors in her life—parental divorce, a new and un-
familiar school, and separation from friends—which 
increases her risk for adjustment disorder.

Section 4

1. A In early dementia, the client may retain many ADL 
skills, but is slower or more awkward in completing 
self-care, thus requiring more time.

2. B The client is experiencing a sensory (tactile) misper-
ception, which is an hallucination.

3. A When the nurse states her name, function, and loca-
tion, she reorients the client without sounding critical 
or challenging the client.

4. A Delirium is usually an acute condition, which is re-
solved as soon as the causative condition is identi!ed 
and successfully treated.

5. A The client needs to be oriented in order to accomplish 
other, more complex goals.

6. B The client is better able to focus on the nurse when 
the surrounding environment is quiet and nonstimu-
lating.

Section 5

1. B The onset of alcohol withdrawal includes tremulous-
ness, sweating, and elevated blood pressure.

2. C Alcohol is metabolized in the body at a consistent 
rate, so only time will lead to sobriety—it is unaf-
fected by exercise, caffeine, or cold water.

3. A Ambulation is contraindicated for a client in severe 
withdrawal since he or she is confused, frightened, 
unsteady, and doesn’t perceive the environment cor-
rectly.

4. D Caffeine will further increase anxiety and tremors and 
has no nutritive value.

5. C Safety is a priority. The nurse’s presence may reas-
sure the client, whereas using restraints or touching 
the client may be threatening or increase confusion.

6. D One of the most signi!cant safety risks for PCP is the 
increased incidence of violent behavior.

Section 6

1. B The client is expressing a delusional idea, which is 
addressed in NANDA nursing diagnosis Disturbed 
Thought Processes.

2. B It is important that the nurse doesn’t respond to  
the client’s paranoid delusion as though it was reality 
based.

A N S W E R S  T O  S E C T I O N 
R E V I E W  Q U E S T I O N S
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3. C The client is reporting an auditory hallucination, 
which is addressed by NANDA nursing diagnosis 
Disturbed Sensory Perceptions.

4. A The nurse can validate what the client is experiencing 
while using the technique of Presenting Reality to  
let the client know the nurse doesn’t share the 
 experience.

5. B Trying to meet the client’s need for safety and secu-
rity is a priority.

Section 7

1. D The nurse would respond to the client’s second 
statement (I want you to remember me), which may 
indicate the client’s suicidal ideas or intent.

2. A It is essential for the nurse to maintain the client’s 
dignity and privacy when she is unable to do so for 
herself.

3. D The nurse can nonverbally convey genuine interest by 
spending time with the client even when he or she is 
not responding verbally.

4. A The nurse focuses on the client’s current feelings 
about the loss.

5. C Walking with the client provides a large muscle activ-
ity to channel the client’s energy constructively. 

6. B The client’s safety is always a priority.

Section 8

1. D The client’s ability to understand complex or abstract 
ideas is often impaired by anxiety.

2. B Relaxation techniques help the client to reduce anxi-
ety to a manageable level.

3. B Factual feedback is one of the best behavioral rein-
forcers.

4. D Initially the nurse can assist the client to complete the 
ritual and be on time for breakfast to help minimize 
the client’s anxiety.

Section 9

1. C This statement indicates the client’s understanding 
of the relationship between coping with stress and 
somatic symptoms.

2. B La belle indifference, or seeming unconcerned about 
the physical impairment, is a classic sign of conver-
sion disorder.

3. B This approach minimizes potential secondary gain 
and indicates the nurse’s belief that the client can go 
to the dining room.

4. A The nurse initially helps the client express feelings 
about his current condition as a !rst step in therapeu-
tic communication.

Section 10

1. A The client may be purging to compensate for the 
increased nutritional intake.

2. B Coping mechanisms for clients with bulimia have 
been primarily food related, so non—food-related 
coping is a sign of progress.

3. D The client has described the binging and purging as 
her way of responding when she is upset—this repre-
sents an ineffective food-related attempt to cope.

4. C All three of the !ndings are symptoms of anorexia 
nervosa.

Section 11

1. D The client with dif!culty sleeping needs to establish a 
regular bedtime with little stimulation before retiring. 
Relaxation can facilitate falling asleep.

2. A When a client is feeling overwhelmed, identifying 
and expressing feelings is necessary before the client 
is ready for problem solving.

3. C It is important to determine the client’s perception of 
the change, which will have both positive and nega-
tive effects on the client’s life.

4. B Alcohol intake often causes early wakening and 
doesn’t produce restful sleep.

Section 12

1. A Being calm is a neutral approach—being cheerful or 
friendly may heighten the client’s suspicion.

2. B When one assigned staff person makes decisions, 
the potential for staff splitting and manipulation is 
decreased.

3. B Safety contracts usually specify clients’ ability to 
be safe or to notify staff if they feel they cannot be 
safe—the client is following the contract.

4. A It is important to view any self-harm as a serious 
problem and safety issue.

5. A Effective community functioning is a primary goal 
for clients with schizoid personality disorder—they 
do not value or desire social interests.

6. C The nurse can help the client see that living indepen-
dently does not mean the loss of a positive, support-
ive, parental relationship.

Section 13

1. B Direct, open discussion of angry feelings may facili-
tate coping. Internalizing angry feelings is often a 
precursor to aggression.

2. C Without follow-up care, the client is not likely to 
maintain his or her sobriety. Recovery in  substance 



Answers to Section Review Questions       353

abuse disorders requires ongoing effort and 
 involvement.

3. D Writing feelings may be less dif!cult than verbalizing 
the feelings to someone else. Music, meditation, and 
exercise are relief behaviors, but do not address the 
client’s problems.

4. C It is important for the nurse to encourage the client to 
express her feelings and actively listen to the client, 
rather than changing the subject or trying to “cheer 
her up.”
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A
Acquired immunode!ciency syndrome (AIDS) A condi-

tion caused by infection with human immunode!ciency 
virus (HIV) that results in severe, life-threatening impair-
ment of the immune system.

Acting out Behavior that occurs as a means of expressing 
feelings. It may be acceptable (crying when sad) or un-
acceptable, even destructive (throwing chairs or hitting 
another person when angry).

Adaptation The adjustment that occurs in response to a 
change in the environment, in a static sense. Dynamically, 
the process by which the adjustment is made. An adjust-
ment that occurs but does not meet the individual’s needs 
constructively is called maladaptation.

AD/HD See Attention de!cit/hyperactivity disorder.
Adjustment disorder A disorder in which a client has an 

excessive reaction to an identi!ed psychosocial stressor.
Adult child of an alcoholic An adult who was raised in an 

environment in which at least one parent was an  alcoholic.
Affect The behavioral expression of an individual’s mood.
Aggressive behavior Behavior that is violent or destruc-

tive, ranging from threatening verbalizations to striking 
other persons or throwing objects. This behavior is often 
associated with anger, hostility, or intense fear.

Agitation A state of restlessness characterized by hyperac-
tivity, increased response to stimuli, and an inability to 
relax or become calm.

Agnosia Inability to recognize objects in spite of intact sen-
sory function.

Agoraphobia The fear of being in a place or situation from 
which one may not be able to escape or obtain help for 
overwhelming anxiety or panic if needed.

AIDS See Acquired immunode!ciency syndrome.
Alogia Decreased, or poverty of, speech.
Alzheimer’s disease An organic mental disorder character-

ized by cerebral atrophy, plaque deposits in the brain, and 
enlargement of the third and fourth ventricles. It results in 
loss of speech and motor function, profound changes in 
behavior and personality, and death.

Anergy The lack of normal levels of energy, ambition, or 
drive.

Anhedonia The inability to experience pleasure.
Anorexia nervosa An eating disorder characterized by re-

fusal to eat or eating only minimal amounts of food.
Anticipatory grieving Grief that occurs prior to an actu-

al loss, such as in anticipation of death from a terminal 
 illness.

Anticipatory guidance A process used to assist people 
to cope with an impending event or situation before its 

 occurrence. The process includes identi!cation of the fu-
ture event and identi!cation and evaluation of possible 
responses to the event.

Antisocial behavior Behavior frequently in con"ict with 
society’s social, moral, and/or legal mores.

Antisocial personality disorder A personality disorder 
characterized by a disregard for and violation of the rights 
of others and behaviors that are in con"ict with societal 
norms.

Anxiety Feelings of apprehension cued by a threat to a per-
son’s self-esteem, values, or beliefs.

Apathy A seeming lack of feelings or emotional response; 
apparent indifference to surroundings, circumstances, or 
situation.

Aphasia Impaired language function.
Appropriate Fitting the circumstances, situation, or envi-

ronment at a given time.
Apraxia Impairment in the ability to do motor tasks, despite 

having the ability to comprehend the task and  having in-
tact sensory function and motor ability.

Attention de!cit/hyperactivity disorder (AD/HD) A pat-
tern of hyperactivity, impulsivity, and inattention that is 
greater than expected at a client’s developmental level.

Attention-seeking behavior Actions that occur for the 
primary purpose of gaining another’s attention. It is fre-
quently a type of behavior (such as throwing dishes when 
upset) that attempts to force another person to become 
engaged or to intervene (see also Manipulative behavior).

Avolition The inability to engage in self-initiated, goal- 
directed activity.

B
Best practices Documents written by an individual, group, 

or organization to guide care for clients with a speci!c 
diagnosis or situation.

Bipolar disorder A mood disorder characterized by peri-
ods of manic behavior and periods of depressive behav-
ior, formerly called “manic depressive illness” or “bipolar 
affective disorder.”

Blocking The inability to verbalize thoughts.
Body image The individual’s perception of his or her physi-

cal self, although it also may include nonphysical attri-
butes.

Borderline personality disorder A personality disorder 
characterized by unstable behavior, mood, self-esteem, 
and relationships.

Bulimia nervosa, bulimia An eating disorder characterized 
by food consumption binges usually followed by purging 
or vomiting.

G L O S S A R Y



Glossary       355

C
Caregiver An individual providing care for a client, usually 

in a home setting.
Caregiver’s syndrome The situation in which a caregiver 

feels overwhelmed by the negative effects of providing 
care to a client, for example, stress, lack of sleep, and lack 
of attention to the caregiver’s needs.

Case manager A health care professional who acts to coor-
dinate the client’s care.

Catatonic A state of disrupted relatedness and withdrawal 
that is characterized by physical and psychological im-
mobility.

Chemical dependence See Substance abuse.
Chronic sorrow Recurrent grief that occurs in response to 

an ongoing loss or a series of losses (e.g., losses resulting 
from a debilitating or terminal disease).

Clanging Rhyming speech.
Collaborative care The concept of working together with 

health care professionals from other disciplines to pro-
vide care that includes the expertise, clinical perspec-
tive, and resources from a variety of disciplines (see also 
 Interdisciplinary team).

Commitment The legal detainment of a person without his 
or her consent in a facility for mental health treatment. 
Usually, the person must meet one of the following crite-
ria to be committed: (1) dangerous to self, (2) dangerous 
to others, and (3) incapable of caring for self in a reason-
able manner. (Speci!c laws vary from state to state.)

Community grieving Grief shared by members of a com-
munity in response to a signi!cant loss or change.

Comorbid disorder Two or more diagnoses existing 
 together.

Complementary and alternative medicine A term that de-
notes a range of treatments, treatment disciplines, dietary 
supplements, vitamins, and health practices considered to 
be alternatives and supplements to conventional medical 
treatments and medications.

Complicated grieving A state that occurs when a person 
fails to progress through normal or expected phases of the 
grief process when mourning a signi!cant loss; emotional 
distress may be excessive or minimal; the person’s ability 
to function in daily life is impaired.

Compulsive behaviors Ritualistic acts, usually repetitive 
and purposeless in nature, used in an effort to deal with 
anxiety or unacceptable thoughts.

Conduct disorder A pattern of behavior in which a client 
who is a minor consistently violates rules, societal norms, 
or the rights of others.

Confrontation The technique of presenting a person with 
one’s perception of that person’s behavior or with con-
"icts one sees between what the person says and what 
he or she does. The goal of confrontation is for the cli-
ent to gain insight or to progress in the problem-solving 
process.

Conversion disorder The expression of an emotional con-
"ict through a physical symptom, which is usually senso-
rimotor in nature; also called conversion reaction.

Co-occurring disorder See Comorbid disorder.
Coping strategy The means used by an individual in an ef-

fort to achieve adaptation to events or situations in one’s 
life.

Creutzfeldt–Jakob disease A CNS disorder, caused by a 
“slow virus” or prion, typically seen in adults between 40 
and 60 years of age. This encephalopathy includes altered 
vision, loss of coordination or abnormal movements, and 
a dementia that progresses rapidly in a few months.

Critical care unit psychosis A psychotic state related to the 
constant stimuli (lights, sounds), disruptions of diurnal 
patterns, frequent interruption of sleep, and so on, experi-
enced in critical care units.

Critical incident stress Feelings of profound grief, anxi-
ety, vulnerability, and loss of control in response to ter-
rorism, large-scale violence, natural disasters, or major 
accidents.

D
Date rape Sexual assault by an individual with whom the 

victim agreed to have a social engagement or date. The 
victim declines sexual activity, but is assaulted regardless 
of his or her wishes.

Defense mechanism An unconscious process that func-
tions to protect the self or ego from anxiety; a coping 
mechanism.

Delirium A change in cognition and disturbance in con-
sciousness that develops over a short period.

Delirium tremens The most severe result of alcohol with-
drawal, characterized by disorientation, hallucinations, 
combative behavior and/or suicidal behavior, or life-
threatening physical sequelae.

Delusion A false belief that has no base in reality.
Delusion, bizarre A false belief that is not related to a plau-

sible or possible situation.
Delusion, !xed A false belief that persists over time and does 

not respond to psychotropic medications or treatment.
Delusion, grandiose A false belief that one has talents, 

abilities, experiences, relationships, or fame that one does 
not actually have.

Delusion, jealous A false belief that one’s partner or spouse 
is unfaithful when that is not true.

Delusion, nonbizarre A belief that is false in the present 
situation, but could possibly be true in other circum-
stances.

Delusion, persecutory A false belief that one is being spied 
on, judged, pursued, or harassed.

Delusion, somatic A false belief that one’s body or body 
part(s) is contaminated, infested, deformed, or ugly and 
unacceptable.

Delusion, transient A false belief that diminishes in 
 response to psychotropic medications, treatment, or time.

Dementia A deteriorating condition characterized by losses 
in memory and other cognitive de!cits.

Denial The unconscious process of putting aside ideas, con-
"icts, problems, or any source of emotional discomfort. 
This is sometimes a healthy response (e.g., as a stage in 
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the grief process) to give the person a chance to organize 
thoughts and align resources to deal with the current crisis. 
However, if this is a person’s only response, or if it is pro-
longed, it becomes an unhealthy response and a means of 
avoiding problems and con"icts. These may then be acted 
out in other nonproductive ways.

Depression An affective state characterized by feelings of 
sadness, guilt, and low self-esteem, often related to a loss.

Depressive disorder, major A diagnosis of depression that 
includes one or more major depressive episodes and oc-
curs without a history of manic (or hypomanic) episodes.

Disaster nursing Direct involvement in crisis intervention, 
community response, and education designed to help 
communities deal with traumatic events.

Disaster response See Critical incident stress.
Disenfranchised grief The grief experience of individuals 

whose grief is not acknowledged or supported by their 
social network or who are excluded from participating in 
grief-related rituals.

Disordered water balance Excessive intake of water or 
other "uids; also called psychogenic polydipsia.

Disorientation A state in which the individual has lost the 
ability to recognize or determine his or her position with 
respect to time, place, and/or identity.

Dissociation A disruption in the usually integrated func-
tions of consciousness, memory, identity, or perception 
of the environment.

Dual diagnosis Coexisting diagnoses of a major mental 
 illness and chemical dependence. (Note: Some authors 
de!ne dual diagnosis as mental illness and mental retar-
dation or any two coexisting primary diagnoses.)

E
Ego boundary In the differentiation of the self from the not-

self or environment, the point or boundary of the self.
Erotomania A type of delusion in which an individual 

falsely believes he or she is loved by another person, usu-
ally someone famous.

Evidence-based practice Care planning and treatment de-
cisions based on research or expert opinion that supports 
the ef!cacy of the intervention.

Executive functioning The ability to engage in abstract 
thinking, including planning, initiating, executing, and 
stopping complex behaviors.

Extrapyramidal symptoms (EPS) A group of neurologi-
cal symptoms that can be caused by side effects of certain 
medications, such as antipsychotic drugs. Types of EPS 
include dystonia, parkinsonism, and akathisia.

F
Feedback Information provided to a person to increase in-

sight, facilitate the problem-solving process, or give an 
external interpretation of behavior.

G
Grati!cation The meeting of one’s needs in a satisfactory 

or pleasing manner.

Grief, grieving, grief work Behavior associated with 
mourning a loss, whether observable or perceived. It can 
be viewed as tasks necessary for adaptation to the loss 
(identi!cation of loss, expression of related feelings, and 
making lifestyle changes that incorporate the loss).

H
Hallucination A sensory experience that is not the result of 

external stimuli. It may be visual, auditory, kinesthetic, 
tactile, olfactory, or gustatory in nature.

Histrionic, hysterical The appearance of physical (sensory 
or motor) symptoms in the absence of organic pathology, 
or behavior that is dramatic, not appropriate to place or 
situation.

HIV See Human immunode!ciency virus.
Homeostasis A tendency toward stability and balance 

among the individual’s bodily processes.
Homicidal ideation Thoughts about killing other people.
Hostility Feelings of animosity and resentment that are ex-

pressed by verbal abuse or threatened aggressive or vio-
lent behavior, intended to be harmful to others.

Human immunode!ciency virus (HIV) The virus that 
causes AIDS.

Hypochondriacal Exhibiting physical symptoms that have 
no organic pathology; caused by or in"uenced by psycho-
logical stress.

I
Ideas of reference The belief of an individual that state-

ments made by others or events are caused by or speci!-
cally meant for him or her (e.g., that a television program 
was produced in order to send him or her a  message).

Illusion The misinterpretation of sensory stimulation.
Incest Sexual contact or activity between family members.
Insight Understanding or self-awareness that occurs when 

connections between conscious behavior and feelings, 
desires, or con"icts are recognized.

Intellectualization A defense mechanism that separates 
and denies or ignores the emotions associated with an 
event from ideas and opinions about the event. The ratio-
nal discussion of facts devoid of the feelings aroused by 
the person, event, or situation.

Interdisciplinary team In mental health care, a group 
of health care professionals from different disciplines 
working together to provide collaborative care. Disci-
plines represented on the team can include psychiatric 
nursing, psychiatry, psychology, psychiatric social work, 
occupational therapy, recreational therapy, and voca-
tional rehabilitation.

Interpersonal Involving a dynamic interchange between 
two or more people.

Intrapersonal Occurring as an internal process; occurring 
within oneself.

K
Knowledge de!cit Lack of information or understanding; 

may be related to a lack of prior education, impaired 
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ability to understand or retain information, resistance to 
learning, or other problems.

Korsakoff’s syndrome A type of dementia characterized by 
severe mental impairment, including memory loss and dis-
orientation, resulting from chronic alcoholism and the asso-
ciated vitamin B1 (thiamine) de!ciency, usually occurring 
after a minimum of 5 to 10 years of heavy drinking.

L
La belle indifference A phrase used to describe an indi-

vidual’s lack of concern about a symptom related to a 
conversion reaction, such as paralysis.

Labile Unstable; quickly and easily changed, frequently 
from one extreme to another.

Loose associations A symptom of disordered thought pro-
cesses in which successive ideas are expressed in an un-
related or only slightly related manner.

M
Major depressive disorder See Depressive disorder, major.
Manic behavior Hyperactive behavior characterized by 

excessive response to stimuli, push of speech, short at-
tention span, lack of impulse control, low frustration tol-
erance, inability to impose internal controls, and possibly 
aggressive and/or self-destructive actions.

Manipulative behavior Actions designed to indirectly in-
"uence another person’s response. It frequently helps the 
person avoid the logical consequences of his or her nega-
tive actions.

Marital rape Sexual assault by a legal spouse.
Milieu Any speci!c environment, including a group of  persons.
Milieu therapy A group of persons interacting in a given 

environment, usually with a mental health orientation, 
with speci!c goals of problem solving, improved mental 
health, and resolution of dif!culties achieved by the inter-
action within the milieu.

N
Negativism A pervasive mood resulting in perceptions and 

responses that are pessimistic in nature.
Neologisms Invented words.
Noncompliance Failure to accurately adhere to therapeutic 

recommendations.
Nursing diagnosis A statement of an actual or potential 

problem, human response, or situation amenable to nurs-
ing intervention.

O
Obsessive thoughts Ideas that occupy the individual’s time 

and energy to the point of interfering with daily life. The 
thoughts are often ruminative, deprecatory, or persecu-
tory in nature.

Obsessive-compulsive disorder A disorder characterized 
by the presence of obsessions or compulsions that cause 
signi!cant stress or impairment.

One-to-one Involving one client and one nurse (staff  
member). This may be for the purpose of interaction or 
for observation, as with suicide precautions.

Optimal level of functioning The highest level of mental 
and physical wellness attained by a given individual. This 
is in"uenced by the person’s inherent capabilities, the en-
vironment, coping mechanisms, and internal and external 
stressors.

P
Panic An extreme, disabling state of acute anxiety.
Paranoia Behavior characterized by mistrust and suspicion. 

It may involve delusions of grandiosity or persecution.
Parkinson’s disease A progressive neurological disease 

characterized by tremor, muscle rigidity, and loss of pos-
tural re"exes.

Passive–aggressive behavior A type of manipulative be-
havior in which a client does not express hostile (angry, 
resentful) feelings directly, but denies them and reveals 
them indirectly through behavior.

Perseveration Repetitive speech or thoughts.
Persistent and severe mental illness See Serious and per-

sistent mental illness (SPMI).
Personality disorder Maladaptive traits or characteristics 

that involve behaviors manifested as a result of maladap-
tive coping mechanisms. These mechanisms are used as 
a method of dealing with stress or problems and are of-
ten disturbing to others in terms of relationships, impulse 
control, and a sense of responsibility for one’s behaviors.

Phobia The persistent fear of an object or situation that 
presents no real threat or in which the threat is magni!ed 
out of proportion to its actual severity.

Pick’s disease An organic mental disorder characterized 
by frontal and temporal lobe atrophy, resulting in loss of 
speech, poor motor function, profound behavioral and 
personality changes, and death within 2 to 5 years.

Post-traumatic stress disorder A disorder characterized 
by behaviors that occur as a response to experiencing an 
unusually traumatic event or situation, such as a violent 
crime, combat experience, or incest.

Poverty of content Speech that contains much verbaliza-
tion but little or no substance.

Poverty of speech See Alogia.
Precipitating factor A factor or situation of importance to the 

client that is related to the development of an unhealthy re-
sponse. It may be a major event (death in the family, loss 
of a job) or something that may seem minor to others (an 
argument with a friend). The client’s perception of the mag-
nitude of the event is the most signi!cant factor to assess.

Presenile dementia A general category of organic mental 
disorders involving progressive behavioral and personal-
ity changes due to primary degeneration and loss of brain 
neurons in people under age 65.

Problem-solving process A logical, step-by-step ap-
proach to problem resolution that includes identifying the 
 problem, identifying and evaluating possible solutions, 
choosing and implementing a possible solution, and eval-
uating its effectiveness.

Projection A defense mechanism that uses unconscious 
transfer of blame or responsibility for unacceptable 
thoughts, feelings, or actions to someone else.
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Psychogenic polydipsia Excessive intake of water and/or 
other "uids seen in clients with chronic mental illness; 
also called disordered water balance.

Psychotic Refers to a dysfunctional state in which the in-
dividual is unable to recognize reality or communicate 
effectively with others, and/or the individual exhibits re-
gressive or bizarre behavior; characterized by delusions, 
hallucinations, and grossly disordered thinking, affect, 
and behavior.

Psychotic depression A mood disorder involving extreme 
sadness, withdrawal, and a disruption in relatedness, 
characterized by delusions, hallucinations, and loss of 
reality contact.

Push of speech Rapid verbalization that sounds forced 
from the person. Words are run together and spoken so 
rapidly that speech may be unintelligible.

R
Rape trauma syndrome A speci!c type of post-traumatic 

behavior following a rape.
Rationalization A justi!cation for an unreasonable, illogi-

cal, or destructive act or idea to make it appear reasonable 
or justi!ed.

Reactive depression, depressive neurosis A mood 
 disorder, usually milder than major depression, often pre-
cipitated by an identi!able event, situation, or stressor.

Reinforcement A response to behavior that may encourage 
or discourage that behavior. Reinforcement can be planned 
to be positive (giving a reward that has value to the client 
and designed to perpetuate certain behavior) or negative 
(a consequence that the client perceives as negative that is 
designed to eliminate or decrease certain  behavior).

Relaxation techniques Speci!c techniques to promote phys-
ical and mental relaxation, which can be taught by a nurse 
to a client. These may include breathing exercises (slow, 
deep, regular conscious breathing) and skeletal muscle 
tensing/relaxing exercises as well as suggestions for pre-
bedtime measures, such as a warm bath or warm milk.

Respite A temporary relief from one’s customary situation, 
usually lasting 1 to 3 days. For example, a client may stay 
somewhere other than his or her current living situation, 
or a caregiver may take a break from caregiving respon-
sibilities.

Ritualistic Behavior that is automatic and repetitive in na-
ture, frequently without reason or purpose; often elabo-
rate and/or rigid.

Role modeling The demonstration of a behavior as a teach-
ing technique.

Rumination Persistent meditation or pondering of thoughts. 
Carried to excess, rumination over past or present feel-
ings (e.g., worthlessness or guilt) can replace constructive 
problem solving.

S
Schizoid personality disorder A personality disorder char-

acterized by restricted emotions in interpersonal relation-
ships and detachment from other people.

Schizotypal personality disorder A personality dis-
order characterized by peculiarity of ideas, appear-
ance, and behavior as well as de!cits in interpersonal 
 relationships.

Seclusion A safe, controlled environment that has mark-
edly decreased stimulation (no other people, no noise, 
minimal furnishings). It can be bene!cial for individuals 
who are unable to tolerate stimulation or are exhibiting 
aggressive or self-destructive behavior to be con!ned in 
a seclusion room.

Secondary gains Bene!ts that a client derives from exhibit-
ing certain behaviors, or from illness or hospitalization, 
that are not the most direct logical consequences of those 
behaviors. For example, the client may be successfully 
avoiding certain responsibilities, receiving attention, or 
manipulating others as a result of destructive behaviors 
or illness.

Seizure precautions Measures taken to ensure the client’s 
safety when and if seizure activity occurs. They generally 
include padding the side rails of the client’s bed, placing 
an airway at bedside, and alerting staff members to the 
potential for seizures.

Self-esteem The degree to which a person feels valued and 
worthwhile.

Self-medicating behavior Behavior in which a client at-
tempts to alter moods, alleviate symptoms or distress, 
or manage his or her disease by using alcohol or illicit 
drugs, making changes in a prescribed medication regi-
men, or obtaining prescription medications from others.

Senile dementia A general category of organic mental dis-
orders involving progressive behavioral and personality 
changes due to primary degeneration and loss of brain 
neurons in people over age 65.

Separation anxiety Apprehension or dread in response to 
future separation from a signi!cant person or others or 
future uncertainty or change.

Serious and persistent mental illness (SPMI) A term 
used to describe chronic mental illness, in which a cli-
ent manifests “positive” symptoms, such as delusions 
and hallucinations, and “negative” symptoms, such as 
social withdrawal, anhedonia, anergy, and apathy, that 
often persist over time and do not necessarily respond to 
medications.

Shaping A procedure that rewards successive approxima-
tions of a behavior toward the successful performance  
of a target behavior.

Sheltered setting An environment in which certain limits 
exist, some factors are controlled, and supportive ele-
ments are in place for the speci!c purpose of protecting 
clients who are unable to protect themselves adequately 
at a given time (e.g., a hospital, a rehabilitation work en-
vironment, a group home, supervised apartments).

Signi!cant other A person who is important or valuable to 
another. This person may be a spouse or relative but could 
also be a partner, a friend, an employer, or a roommate, 
and so forth.

Somatic Physiologic in nature; pertaining to the body.
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Somatization disorder A disorder in which the client has 
a number of physical symptoms, usually including pain, 
gastrointestinal, sexual, and neurological symptoms; his-
torically called hysteria.

Somatoform disorder A disorder in which the client has 
physical symptoms that are suggestive of a medical prob-
lem, but there is no physical problem that fully accounts 
for the symptoms.

SPMI See Serious and persistent mental illness.
Stressor Any stimulus that requires a response from the 

 individual.
Substance abuse The taking of any element into the body 

to produce a speci!c effect to the extent that, in time, 
achieving this effect gains priority over any or all major 
life concerns. Substances such as alcohol, glue, medica-
tion, and drugs are frequently the elements used. The sub-
stance is desired and used even when overall effects to 
physical or emotional health are deleterious.

Substance use The ingestion of chemicals to alter mood, 
behavior, or feelings.

Suicidal gesture A behavior that is self-destructive in na-
ture but not lethal (e.g., writing a suicide note, then taking 
10 aspirin tablets). It is usually considered to be manipu-
lative behavior, but its nonlethality may be a result of the 
client’s ignorance of the nonlethal nature of his or her 
behavior, and it may be a true suicide attempt.

Suicidal ideation Thoughts of committing suicide or 
thoughts of methods to commit suicide.

Suicide attempt A self-destructive behavior that is poten-
tially lethal.

Suicide precautions Speci!c actions taken by the nursing 
staff to protect a client from suicidal gestures and at-
tempts and to ensure close observation of the client.

Support systems or groups Persons, organizations, or in-
stitutions that provide help and assistance to a person in 
coping or dealing with problems or life situations (e.g., 
family, friends, Alcoholics Anonymous, Weight Watch-
ers, an outpatient program).

Systematic desensitization A behavioral procedure using 
conscious relaxation to decrease the anxiety response to 
an identi!ed phobic trigger.

T
Tangentiality A pattern of thinking expressed by the in-

dividual’s verbalization straying away from the central  

topic on to vaguely related details. The individual is un-
able to discuss a central idea due to thoughts evoked by a 
word or phrase in the idea.

Therapeutic milieu See Milieu and Milieu therapy.
Thought blocking A sudden interruption in train of thought, 

which cannot be immediately retrieved.
Thought broadcasting The belief that one’s thoughts 

are broadcast to the external world, so others can hear  
them.

Thought control The belief that others are in control of 
one’s thoughts.

Thought insertion The belief that thoughts are placed into 
one’s mind by others.

Thought withdrawal The belief that thoughts are being re-
moved from one’s mind by others.

Time out Retreat to a neutral environment to provide the 
opportunity to regain internal control.

Tolerance (drug) The need to increase the dose of a drug to 
achieve the same effect achieved in the past.

V
Volition A conscious choice or decision.

W
Waxy "exibility A condition in which the client’s extremi-

ties are easily moved by another person but remain rig-
idly in the position in which they are placed, no matter 
how awkward or uncomfortable the position.

Withdraw attention Ignoring a client or physically leaving 
a client alone for the purpose of reducing or eliminating 
an undesirable behavior or topic of interaction. This is 
effective only if attention is valuable to that client and if 
attention is given to the client for desired behaviors.

Withdrawal syndrome Symptoms or behaviors that  
occur when use of a chemical substance is terminated 
abruptly.

Withdrawn behavior Behavior manifested by emotional 
and physical distancing from the external world, result-
ing from a disruption in relatedness between the self and 
others and/or the environment.

Word salad Speech that is composed of random, incoher-
ent words and phrases that does not convey meaning.
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Sample Psychosocial Assessment Tool

A P P E N D I X  A

Reason for admission, primary problem

Precipitating factors

Predisposing (risk) factors, family history:

Treatment history

Current medications

Prescription medications

Over-the-counter (OTC) medications:
Vitamins, herbal, and other supplements:

Substance use, dependence

Physiologic and self-care concerns

Medical problems:
Physical impairments, disabilities, prostheses:
Self-care abilities, de!cits, personal hygiene:
Review of systems

Sleep
Nutrition

Ethnicity/culture
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Mood and affect

Thought process, cognition

Thought content

Sensorium and intellectual processes

Suicidal or homicidal ideation

Judgment and insight—limited, poor, good, fair

Self-concept

Client strengths

Educational and work history

Roles and relationships

Coping skills and defense mechanisms

Interests and hobbies

How the client spends a typical day

Teaching needs:

Barriers to learning

Client’s expectations for care

Priorities for nursing care:

Discharge planning

Signature:
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STANDARDS OF CARE

Standard I. Assessment

The psychiatric-mental health nurse collects client health data.

Standard II. Diagnosis

The psychiatric-mental health nurse analyzes the data in de-
termining diagnoses.

Standard III. Outcome Identification

The psychiatric-mental health nurse identi!es expected out-
comes individualized to the client.

Standard IV. Planning

The psychiatric-mental health nurse develops a plan of care 
that prescribes interventions to attain expected outcomes.

Standard V. Implementation

The psychiatric-mental health nurse implements the inter-
ventions identi!ed in the plan of care.

Standard Va. Counseling

The psychiatric-mental health nurse uses counseling 
 interventions to assist clients in improving or regaining their 
previous coping abilities, fostering mental health, and pre-
venting mental illness and disability.

Standard Vb. Milieu Therapy

The psychiatric-mental health nurse provides, structures, 
and maintains a therapeutic environment in collaboration 
with the client and other health care providers.

Standard Vc. Self-Care Activities

The psychiatric-mental health nurse structures interventions 
around the client’s activities of daily living to foster self-care 
and mental and physical well-being.

Standard Vd. Psychobiologic Interventions

The psychiatric-mental health nurse uses knowledge of 
 psychobiologic interventions and applies clinical skills to 
restore the client’s health and prevent further disability.

Standard Ve. Health Teaching

The psychiatric-mental health nurse, through health teach-
ing, assists clients in achieving satisfying, productive, and 
healthy patterns of living.

Standard Vf. Case Management

The psychiatric-mental health nurse provides case manage-
ment to coordinate comprehensive health services and en-
sure continuity of care.

Standard Vg. Health Promotion and Maintenance

The psychiatric-mental health nurse employs strategies and 
interventions to promote and maintain mental health and 
prevent mental illness.

(Interventions Vh–Vj are advanced practice interventions 
and may be performed only by the certi!ed specialist in psy-
chiatric-mental health nursing.)

Standard VI. Evaluation

The psychiatric-mental health nurse evaluates the client’s 
progress in attaining expected outcomes.

STANDARDS OF PROFESSIONAL 
PERFORMANCE

Standard I. Quality of Care

The psychiatric-mental health nurse systematically evaluates 
the quality of care and effectiveness of psychiatric-mental 
health nursing practice.

Standard II. Performance Appraisal

The psychiatric-mental health nurse evaluates his or her 
own psychiatric-mental health nursing practice in relation 
to  professional practice standards and relevant statutes and 
regulations.

Standard III. Education

The psychiatric-mental health nurse acquires and maintains 
current knowledge in nursing practice.

Psychiatric-Mental Health Nursing: Scope  
and Standards of Practice

A P P E N D I X  B
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Standard IV. Collegiality

The psychiatric-mental health nurse contributes to the pro-
fessional development of peers, colleagues, and others.

Standard V. Ethics

The psychiatric-mental health nurse’s decisions and actions 
on behalf of others are determined in an ethical manner.

Standard VI. Collaboration

The psychiatric-mental health nurse collaborates with the 
 client, signi!cant others, and health care providers in provid-
ing care.

Standard VII. Research

The psychiatric-mental health nurse contributes to nursing 
and mental health through the use of research.

Standard VIII. Resource Utilization

The psychiatric-mental health nurse considers factors  related 
to safety, effectiveness, and cost in planning and delivering 
client care.

Reprinted with permission from American Nurses Association, Ameri-
can Psychiatric-Mental Health Nurses Association, and the International 
 Society of Psychiatric-Mental Health Nurses. (2007). Psychiatric-mental 
health nursing: Scope and standards of practice. Silver Springs, MD: 
Nursebooks.org.
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BELIEFS ABOUT PSYCHIATRIC AND 
MENTAL HEALTH NURSING

Psychiatric and mental health nursing (PMHN) is a special-
ized area of nursing that has as its focus the promotion of 
mental health, the prevention of mental illness, and the care 
of clients experiencing mental health problems and mental 
disorders.

The psychiatric and mental health nurse works with cli-
ents in a variety of settings, including institutional facility 
and community settings. Clients may be unique in their vul-
nerability, in this area of nursing practice, as they can be 
involved involuntarily and can be committed to an institution 
under the law. Further, clients may receive treatment against 
their will. This fact affects the nature of the nurse–client re-
lationship and often raises complex ethical dilemmas.

The centrality of PMHN practice is the therapeutic use 
of self; nurse–client interactions are purposeful and goal di-
rected. The psychiatric and mental health nurse understands 
how the psychiatric disease process, the illness experience, 
the recuperative powers, and the perceived degree of mental 
health are affected by contextual factors. Advances in knowl-
edge (for instance, the current increase in understanding the 
biological basis of mental disorders and the sociological de-
terminants of behavior) require that psychiatric and mental 
health nurses continually incorporate new research-based 
!ndings into their practice. PMH nurses acknowledge a re-
sponsibility to promote evidence-based, outcomes-oriented 
practice to enhance knowledge and skill development within 
the specialty. PMH nurses also acknowledge a responsibility 
to personal mental health promotion and maintenance.

PMHN knowledge is based on nursing theory, which is 
integrated with physical science theory, social science theo-
ry, and human science theory. PMHN shares with other men-
tal health disciplines a body of knowledge based on theories 
of human behavior. In addition, “re"ection on practice” con-
tinues to develop the nurses’ habitual practices and skills of 
being truly present to the client situation at hand (Benner, 
Tanner, & Chesla, 1996, p. 325). In some settings, there may 
be an overlapping of professional roles and/or a sharing of 
competencies. PMH nurses recognize their accountability to 
society for both the discrete and shared functions of practice.

STANDARD I: PROVIDES COMPETENT 
PROFESSIONAL CARE THROUGH THE 
HELPING ROLE

The helping role is fundamental to all nursing practice. PMH 
nurses “enter into partnerships with clients, and through the 
use of the human sciences, and the art of caring, develop 
helping relationships” (CNA, 1997, p. 43) and therapeutic 
alliances with clients. A primary goal of PMHN is the pro-
motion of mental health and the prevention or diminution of 
mental disorder.

The Nurse

 1.  Assesses and clari!es the in"uences of personal beliefs, 
values, and life experiences on the therapeutic relation-
ship.

 2.  Establishes and maintains a caring goal-directed envi-
ronment.

 3.  Uses a range of therapeutic communication skills, both 
verbal and nonverbal, including core communication 
skills (e.g., empathy, listening, observing).

 4.  Makes distinctions between social and professional 
relationships.

 5.  Recognizes the in"uence of culture and ethnicity on the 
therapeutic process and negotiates care that is culturally 
sensitive.

 6.  Mobilizes resources that increase clients’ access to 
mental health services.

 7.  Understands and responds to human responses to 
distress such as anger, anxiety, fear, grief, helplessness, 
hopelessness, and humor.

 8.  Guides the client through behavioral, developmental, 
emotional, or spiritual change while acknowledging 
and supporting the client’s participation, responsibility, 
and choices in own care.

 9.  Supports the client’s sense of resiliency, for example, 
self-esteem, power, and hope.

 10.  Offers supportive and therapeutic care to the client’s 
signi!cant others.

 11.  Re"ectively critiques therapeutic effectiveness of 
nurse–client relationships by evaluating client  responses 

Canadian Standards of Psychiatric and Mental Health 
Nursing Practice

A P P E N D I X  C

Standard Committee of the Canadian Federation of Mental Health Nurses. (1998). Canadian standards of psychiatric mental health nursing practice (2nd 
ed.). Ottawa, ON: Canadian Nurses Association.
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to therapeutic processes and by evaluating personal 
responses to client. The nurse seeks clinical supervision 
with ongoing therapeutic skill development.

STANDARD II: PERFORMS/REFINES 
CLIENT ASSESSMENTS THROUGH 
THE DIAGNOSTIC AND MONITORING 
FUNCTION

Effective diagnosis and monitoring is central to the nurse’s 
role and is dependent upon theory, as well as upon under-
standing the meaning of the health or illness experience from 
the perspective of the client. This knowledge, integrated with 
the nurse’s conceptual model of nursing practice, provides 
a framework for processing client data and for developing 
client-focused plans of care. The nurse makes professional 
judgments regarding the relevance and importance of these 
data, and acknowledges the client as a valued and respected 
partner throughout the decision-making process.

The Nurse

 1.  Collaborates with clients to gather holistic assessments 
through observation, examination, interview, and con-
sultation, while being attentive to issues of con!dential-
ity and pertinent legal statutes.

 2.  Documents and analyzes baseline data to identify 
health status, potential for wellness, health care de!cits, 
potential for danger to self and others; alterations in 
thinking, perceiving, communicating, and decision-
making abilities; substance abuse and dependency; 
and history of abuse (emotional, physical, sexual, or 
verbal).

 3.  Formulates and documents a plan of care in collabora-
tion with the client and with the mental health team, 
recognizing variability in the client’s ability to partici-
pate in the process.

 4.  Re!nes and extends client assessment information by 
assessing and documenting signi!cant change in the 
client’s status, and by comparing new data with the 
baseline assessment and intermediate client goals.

 5.  Anticipates problems in the future course of the client’s 
functional status, for example, shifts in mood indicative 
of change in potential for self-harm: effects of “"ash-
backs.”

 6.  Determines the most appropriate and available thera-
peutic modality that will potentially best meet client’s 
needs, and assists the client to access these resources.

STANDARD III: ADMINISTERS 
AND MONITORS THERAPEUTIC 
INTERVENTIONS

Due to the nature of mental health problems and mental 
disorders, there are unique practice issues confronting the 

psychiatric and mental health nurse in administering and 
monitoring therapeutic interventions. Safety in PMHN 
has unique meaning since many clients are at risk for self-
harm and/or self-neglect. Clients may not be mentally 
competent to participate in decision making. The PMH 
nurse needs to be alert to adverse reactions as client’s abil-
ity to self-report may be impaired. The PMH nurse uses 
evidence-based and experiential knowledge from nursing, 
health sciences, and related mental health disciplines to 
both select and tailor nursing interventions. This is ac-
complished in collaboration with the client to the greatest 
possible extent.

The Nurse

 1.  Assists and educates clients to select choices, which 
will support positive changes in their affect, cognition, 
behavior, and/or relationships (CNA, 1997, p. 68).

 2.  Supports clients to draw on own assets and resources 
for self-care and mental health promotion (CNA, 1997, 
p. 68).

 3.  Makes discretionary clinical decisions, using knowl-
edge of client’s unique responses and paradigm cases 
as the basis for the decision, for example, frequency of 
client contact in the community.

 4.  Uses appropriate technology to perform safe, 
 effective, and ef!cient nursing intervention (CNA, 
1997, p. 68).

 5.  Administers medications accurately and safely, 
monitoring therapeutic responses, reactions, untoward 
effects, toxicity, and potential incompatibilities with 
other medications or substances.

 6.  Assesses client responses to de!cits in activities of 
daily living and mobilizes resources in response to cli-
ent’s capabilities.

 7.  Provides support and assists with protection for clients 
experiencing dif!culty with self-protection.

 8.  Utilizes therapeutic elements of group process.
 9.  Incorporates knowledge of family dynamics and cul-

tural values and beliefs about families in the provision 
of care.

 10.  Collaborates with the client, health care providers, and 
community to access and coordinate resources.

STANDARD IV: EFFECTIVELY MANAGES 
RAPIDLY CHANGING SITUATIONS

The effective management of rapidly changing situations is 
essential in critical circumstances that may be termed psy-
chiatric emergencies. These situations include self-harm 
and other assaultive behaviors and rapidly changing mental 
health states. This domain also includes screening for risk 
factors and referral related to psychiatric illnesses and social 
problems, that is, substance abuse, violence and/or abuse, 
and suicide and/or homicide (Society for Education and 
Research in Psychiatric-Mental Health Nursing [SERPN], 
1996, p. 41).
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The Nurse

 1.  Assesses clients for risk of substance use and/or abuse, 
victim violence and/or abuse, suicide, or homicide.

 2.  Knows resources required to manage potential  
emergency situations and plans access to these 
 resources.

 3.  Monitors client safety and utilizes continual assessment 
to detect early changes in client status, and intervenes 
in situations of acute agitation.

 4.  Implements crisis intervention as necessary.
 5.  Commences critical procedures in an institutional 

setting, for example, suicide precautions, emergency 
restraint, elopement precautions, when necessary; in a 
community setting, the nurse uses appropriate commu-
nity support systems, for example, police, ambulance 
services, and crisis response resources.

 6.  Coordinates care to prevent errors and duplication of 
efforts where rapid response is imperative.

 7.  Considers the legal and ethical implications of re-
sponses to rapidly changing situations; invokes relevant 
provisions in mental health acts as necessary.

 8.  Evaluates the effectiveness of the rapid responses and 
modi!es critical plans as necessary.

 9.  Explores with the client and/or family the precipitates 
of the emergency event and plans to minimize risk of 
recurrence.

 10.  Participates in “debrie!ng” process with team (includ-
ing client and family) and other service providers, for 
example, reviews of critical event and/or emergency 
situation.

 11.  Incorporates knowledge of community needs or re-
sponses in the provision of care.

 12.  Encourages and assists clients to seek out support 
groups for mutual aid and support.

 13.  Assesses the client’s response to, and perception of, 
nursing and other therapeutic interventions.

STANDARD V: INTERVENES THROUGH 
THE TEACHING–COACHING FUNCTION

All nurse–client interactions are potentially teaching and/or 
learning situations. The PMH nurse attempts to understand 
the life experience of the client and uses this understand-
ing to support and promote learning related to health and 
 personal development. The nurse provides mental health 
promotion information to individuals, families, groups, pop-
ulations, and communities.

The Nurse

 1.  In collaboration with the client, determines client’s 
learning needs.

 2.  Plans and implements, with the client, health education 
while considering the context of the client’s life experi-
ences on readiness to learn. The nurse plans teaching 
times and strategies accordingly.

 3.  Provides anticipatory guidance regarding the cli-
ent’s situational needs, for example, assists the client 
in identifying living, learning, or working needs and 
ways in which to access available community or other 
resources.

 4.  Facilitates the client’s search for ways to integrate men-
tal illness, chronic illness, or improved functioning into 
lifestyle.

 5.  Considers a variety of learning models and utilizes 
clinical judgment when creating opportunities with 
clients regarding their learning needs.

 6.  Provides relevant information, guidance, and support to 
the client’s signi!cant others within the bounds of any 
freedom of information legislation.

 7.  Documents the teaching and/or learning process (as-
sessment, plan, implementation, client involvement, 
and evaluation).

 8.  Evaluates and validates with the client the effectiveness 
of the educational process, and seeks client’s input into 
developing other means of providing teaching opportu-
nities.

 9.  Engages in learning and/or teaching opportunities as 
partners with consumer groups.

STANDARD VI: MONITORS AND 
ENSURES THE QUALITY OF HEALTH 
CARE PRACTICES

Clients may be particularly vulnerable as recipients of 
health care because of the nature of mental health problems 
and mental disorders. Mental health care is conducted under 
the provisions of provincial/territorial Mental Health Acts 
and related legislation. It is essential for the PMH nurse to 
be informed regarding the interpretation of relevant legisla-
tion and its implications for nursing practice. The nurse has 
a responsibility to advocate for the client’s right to receive 
the least restrictive form of care and to respect and af!rm 
the client’s right to pursue individual goals of equality and 
justice.

The Nurse

 1.  Identi!es limitations in the workplace or care setting 
that interfere with the nurse’s ability to perform with 
skill, safety, and compassion, and takes appropriate 
 action.

 2.  Identi!es limitations at a community level that interfere 
with the entire health of the community, for example, 
poverty, malnutrition, and unsafe housing.

 3.  Expands knowledge of innovations and changes in 
mental health and psychiatric nursing practice to ensure 
safe and effective care.

 4.  Critically evaluates current mental health and psychi-
atric research !ndings and uses research !ndings in 
practice.

 5.  Ensures and documents ongoing review and evaluation 
of PMHN care activities.
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 6.  Understands and questions the interdependent functions 
of the team within the overall plan of care.

 7.  Advocates for the client within the context of institu-
tional, professional, family, and community interests.

 8.  Follows agency/institutional procedures when dis-
satis!ed with the safety of a treatment plan and/or 
management interventions of other mental health care 
 providers.

 9.  Uses sound judgment in advocating safe, competent, 
and ethical care for clients and colleagues even when 
there are system barriers to enacting an advocacy 
 function.

 10.  Maintains and monitors con!dentiality of client infor-
mation.

 11.  Attends to changes in the mental health services system 
by recognizing changes that affect practice and client 
care, and by developing strategies to manage these 
changes (CNA, 1997, p. 79).

STANDARD VII: PRACTICES WITHIN 
ORGANIZATIONAL AND WORK-ROLE 
STRUCTURES

The PMHN role is assumed within organizational structures, 
both community and institutional, particular to the provi-
sion of health care. In PMHN, the ethic of care is based on 
thoughtful and wise practice judgments. As mental health 
care in Canada evolves into community-based care, the psy-
chiatric and mental health nurse needs to be skilled in col-
laborative partnering and decision making, mental health 
promotion, and community development.

The Nurse

 1.  Collaborates in the formulation of mental health pro-
motion, and in activities and overall treatment plans 

and decisions with the client and treatment team and 
throughout the continuum of care (primary, secondary, 
and tertiary).

 2.  Recognizes and addresses the impact of the dynamic of 
the treatment team on the therapeutic process.

 3.  Uses con"ict resolution skills to facilitate interdisci-
plinary health team interactions and functioning.

 4.  Uses computerized and other mental health and nursing 
information systems in planning, documenting, and 
evaluating client care.

 5.  Demonstrates knowledge of collaborative strategies 
in working with consumer and/or advocacy groups 
(SERPN, 1996, p. 50).

 6.  Actively participates in developing, implementing,  
and critiquing mental health policy in the workplace.

 7.  Acts as a role model for nursing students and the 
 beginning practitioner in the provision of PMHN  
care.

 8.  Practices independently within legislated scope of 
 practice.

 9.  Supports professional efforts in psychiatric and men-
tal health practice to achieve a more mentally healthy 
 society.
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Communication Techniques

A P P E N D I X  D

Therapeutic 
Techniques Definitions Examples

Silence Purposeful absence of verbal communica-
tion while continuing to focus on the client

Nodding; maintaining eye contact

Accepting Indicating (verbally and nonverbally) that 
what is heard is acknowledged; does not 
necessarily indicate agreement with what 
was said

Nodding: Yes, um-hmm, I follow what you 
said.

Giving recognition Acknowledgment, indicating awareness I notice you’ve combed your hair. I see 
you’re dressed this morning.

Giving information Providing facts; answering questions Visiting hours are from 2:00 to 4:00 PM.

All clients are scheduled to attend the 
group meeting.

Offering self Making yourself available without condi-
tions or an expected response

I’ll sit with you. I’ll stay with you for 15 
minutes.

Giving broad openings Giving the initiative to the client Where would you like to start? What is on 
your mind this morning?

Offering general leads Encouraging the client to continue And then? Go on.

Placing the event in time 
or sequence

Clarifying the time of an event or the rela-
tionship between events

Was that before or after ...? What hap-
pened just before that?

Making observations Verbalizing and acknowledging what is 
observed or perceived about the client

I notice that you ... I sense that you ... You 
seem ...

Encouraging description of 
perceptions

Asking the client to verbalize what is 
perceived

What is happening? Describe what you are 
hearing.

Encouraging comparison Asking the client for similarities or differ-
ences

Has this happened before? Does this 
remind you of anything ...?

Reflecting Directing back to the client’s thoughts or 
feelings

Are you wondering if ...? Do you think  
that...?

Exploring Delving into an idea in more depth Tell me more about that. Describe that to 
me.

Seeking clarification Encouraging the client to make meaning 
more clear

I’m not sure I follow what you’re saying.

Do you mean to say that ...?

Presenting reality Providing factual information in a non-
threatening manner

I don’t hear anyone talking. I am your 
nurse, this is a hospital.

Voicing doubt Interjecting the nurse’s perception of real-
ity

I find that hard to believe. That seems 
quite unusual.

Verbalizing the implied Putting into words what the client is hint-
ing at or suggesting

Client: My wife pushes me around just like 
my mother and sister do. Nurse: Is it your 
impression that women are domineering?
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Nontherapeutic 
Techniques Definitions Examples

Reassuring Indicating that there is no cause for 
concern

You’re going to be fine. I wouldn’t even 
worry about that if I were you.

Approving Personally sanctioning the client’s 
thoughts, behavior, or feelings

Oh yes, that’s what I’d do. That’s good.

Disapproving Denouncing the client’s thoughts, behav-
ior, or feelings

That’s bad. It’s wrong for you to feel that 
way about your mother.

Rejecting Refusing to listen to the client’s ideas or 
feelings

I don’t want to hear about that. Let’s not 
discuss depressing subjects.

Advising Telling the client what to do I think you should ... Why don’t you ...?

Probing Asking persistent questions Tell me your psychiatric history.

Challenging Demanding proof from the client Client: I was sacrificed by demons. 
Nurse: If that’s true, how can you be 
here talking to me?

Defending Attempting to dispute the client’s nega-
tive statements

All the staff here are caring people. Your 
doctor is the best in this city.

Requesting an explanation Asking for reasons (usually “why” ques-
tions) that are unanswerable

Why would you say a thing like that? 
Why do you feel that way?

Indicating the existence of an 
external source

Attributing the basis for the client’s state-
ments, thoughts, feelings, or behavior to 
others or outside influences

What made you do that? What makes 
you say that?

Belittling feelings Dismissing or minimizing the importance 
of the client’s feelings, usually an at-
tempt to be cheerful

Client: I have no reason to live. Nurse: 
You have a wife who loves you.

I’ve felt like that before.

Making stereotypical 
 comments

Offering platitudes or trite expressions Tomorrow will be a better day. This, too, 
shall pass.

Giving literal responses Responding to the content of figurative 
comments, rather than the meaning

Client: My heart is made of stone. Nurse: 
If that were true, I couldn’t hear it beat-
ing.

Introducing an unrelated topic Changing the subject, usually because of 
the nurse’s discomfort

Client: I wish my sister was dead. Nurse: 
Is she older or younger than you?

These techniques are adapted from Hays, J. H., & Larson, K. H. (1965). Interacting with patients. New York, NY: Macmillan, which is an 
original work that serves as the basis for most therapeutic communication techniques currently in use.

Therapeutic 
Techniques Definitions Examples

Attempting to translate 
into feelings

Assisting the client to identify feelings as-
sociated with events or statements

Client: I might as well be dead. Nurse: Is it 
your feeling that no one cares?
How might you handle this next time?

Encouraging formulation 
of a plan of action

Giving the client the opportunity to antici-
pate alternative courses of action for the 
future

What are some safe ways you could ex-
press your anger?

Summarizing Clarifying main points of discussion and 
providing closure

Today I have understood you to say ...

(continued)
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Defense Mechanisms
Defense mechanisms are processes by which the self deals 
with unacceptable or unpleasant thoughts, feelings, or ac-
tions. These mechanisms are not inherently bad or good but 
are often seen in everyday life and are an acceptable way 

of coping. However, when the prolonged or exclusive use 
of defense mechanisms precludes other effective ways of 
 coping with stress and/or anxiety, the individual begins to 
experience dif!culties in meeting the demands of life.

A P P E N D I X  E

Name Definition Example

Compensation Overachievement in one area to offset real or 
perceived deficiencies in another area

A student with little interest in sports works 
hard to be on the honor roll

Conversion Expression of an emotional conflict through 
the development of a physical symptom, usu-
ally sensorimotor in nature

A child who is expected to go to college  
develops blindness, but is unconcerned about 
it

Denial Failure to acknowledge obvious ideas, con-
flicts, or situations that are emotionally painful 
or provoking anxiety

A person with a newly diagnosed terminal ill-
ness is cheerful and makes no mention  
of the illness

Displacement Ventilation of intense feelings toward persons 
less threatening than the one(s) who aroused 
those feelings

A person who is mad at the boss yells at his 
or her spouse

Dissociation Dealing with emotional conflict by a temporary 
alteration in consciousness or identity

An adult remembers nothing of childhood 
abuse

Identification Unconscious modeling of the behaviors, at-
titudes, and values of another person

A teenager espouses the beliefs and behavior 
of an admired relative, although he or she is 
unaware of doing so

Intellectualization Separation of the emotion of a painful event or 
situation from the facts involved; acknowledg-
ing the facts but not the emotion

A person involved in a serious car accident 
discusses what happened with no emotional 
expression

Introjection Acceptance of another person’s values, be-
liefs, and attitudes as one’s own

A person who dislikes guns becomes an avid 
hunter, just like a best friend

Projection Attributing unacceptable thoughts, feelings, or 
actions to someone else

A person with many prejudices loudly identi-
fies others as bigots

Rationalization Justification of unacceptable thoughts, 
feelings, or behavior with logical-sounding 
reasons

A student who cheats on a test claims every-
one does it; therefore, it is necessary to cheat 
to be able to get passing grades

Reaction formation Unacceptable thoughts and feelings are 
handled by exhibiting the opposite behavior

A person with sexist ideas does volunteer 
work for a women’s organization

Repression Exclusion of emotionally painful or anxiety-pro-
voking thoughts and feelings from conscious 
awareness

A student who is jealous of another student’s 
scholarship award is unaware of those  feelings

Sublimation Substitution of socially acceptable behavior for 
impulses or desires that are unacceptable to 
the person

A person who is trying to stop smoking ciga-
rettes chews gum constantly
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Name Definition Example

Suppression Conscious exclusion of unacceptable thoughts 
and feelings from conscious awareness

A student decides not to think about a par-
ent’s illness in order to study for a test

Undoing Exhibiting acceptable behavior to make up for 
or negate previous unacceptable behavior

A person who has been cheating on a spouse 
sends the spouse a bouquet of roses

(continued)
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Antipsychotic medications are used to decrease the sever-
ity of psychosis, such as hallucinations, delusions, grossly 
disorganized thinking, and behavior seen in schizophrenia, 

schizoaffective disorder, and the manic phase of bipolar dis-
order. Off-label uses include treatment of anxiety and ag-
gressive behavior.

Psychopharmacology

A P P E N D I X  F

Name: Generic  
(US Trade) 
*Canadian Trade

Usual Daily 
Oral Dosage 
(mg/day)

Special 
Considerations Side Effects

Conventional Antipsychotics

Chlorpromazine (Thorazine) 200–1,600 May impair ability to regulate 
body temperature. Client 
should avoid extreme hot or 
cold weather.

Drowsiness; hypotension; 
extrapyramidal symptoms 
(EPS)—dystonia; pseudopar-
kinsonism; involuntary motor 
movements; restlessness; 
dry mouth; blurred vision; 
weight gain; photosensitivity; 
sexual dysfunction.

*Chlorprom, Chlorproma-
nyl, Largactil

Perphenazine (Trilafon) 16–32
*Apo-Perphenazine, Phen-
azine

Fluphenazine (Prolixin) 2.5–20
*Apo-Fluphenazine, Mod-
iten, PMS-Fluphenazine

Thioridazine (Mellaril) 200–600 May prolong QT interval 
leading to dysrhythmias or 
cardiac arrest. Client needs 
regular follow-up to monitor 
cardiac status.

*Apo-Thiothixene

Trifluoperazine (Stelazine) 6–50
*Apo-Trifluoperazine

Thiothixene (Navane) 6–30 Use with caution in clients 
with glaucoma, seizures, or 
prostatic hypertrophy.

*Apo-Thioridazine

Haloperidol (Haldol) 2–20 Higher incidence of extrapy-
ramidal side effects.*Apo-Haloperidol, 

 Novo-Peridol
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(continued on page 374)

Name: Generic  
(US Trade) 
*Canadian Trade

Usual Daily 
Oral Dosage 
(mg/day)

Special 
Considerations Side Effects

Loxapine (Loxitane)
*Loxapac, PMS-Loxitane 60–100 Use with caution in clients 

with cardiovascular disease 
can cause tachycardia, hyper-
tension or hypotension, syn-
cope, and light-headedness.

Molindone (Moban) 50–100

Atypical Antipsychotics

Clozapine (Clozaril) 150–500 May cause agranulocytosis. 
Client needs weekly WBC 
drawn.

Insomnia, anxiety, agitation, 
headache, orthostatic hypo-
tension, nausea, vomiting, 
constipation, drowsiness, 
and sedation. Extrapyramidal 
side effects may occur, but 
are less frequent and intense 
than with conventional anti-
psychotics.

Risperidone (Risperdal) 2–8 May prolong QT interval 
leading to dysrhythmias or 
cardiac arrest.

Olanzapine (Zyprexa) 5–20 Significant weight gain.

Quetiapine (Seroquel) 300–600 Use with caution with clients 
with liver disease or seizures.

Ziprasidone (Geodon) 40–160 Must be taken with food for 
maximum effect.

Paliperidone (Invega) 6 Extended release tablet 
requires only one daily dose. 
Cannot be chewed or divided.

Iloperidone (Fanapt) 6–24 Use with caution with clients 
with cardiac or liver disease.

Asenapine (Saphris) 10–20 Taken sublingually—then 
nothing to eat or drink for 
10 minutes.

Dopamine System Stabilizer

Aripiprazole (Abilify) 15–30 Primary use as adjunctive 
therapy in depression and 
bipolar disorder.

Headache, anxiety, nausea.

Antidepressant medications are used to treat major depression, anxiety disorders, and the depressed phase of 
bipolar disorder. Off-label uses include the treatment of chronic pain, migraine headaches, panic disorder, and eat-
ing disorders.

(continued)
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Name: Generic  
(US Trade) 
*Canadian Trade

Usual Daily 
Oral Dosage 
(mg/day)

Special 
Considerations Side Effects

Selective Serotonin Reuptake Inhibitors (SSRIs)

Fluoxetine (Prozac) 
*Apo-Fluoxetine, 
 Novo-Fluoxetine

20–60 Use with caution in clients 
with impaired liver or kidney 
function.

Headache, nervousness, 
anxiety, sedation, tremor, 
sexual dysfunction, anorexia, 
constipation, nausea, diar-
rhea, weight loss.

Paroxetine (Paxil) 20–40 Use with caution in clients 
with impaired liver or kidney 
function, history of mania 
or seizures, or clients taking 
digoxin.

Dizziness, sedation, head-
ache, insomnia, weakness, fa-
tigue, constipation, dry mouth 
and throat, nausea, vomiting, 
diarrhea, sweating.

Sertraline (Zoloft)  
*Apo-Sertraline, Gen- 
Sertraline, Novo-Sertraline

100–150 Use with caution in clients 
with impaired liver or kid-
ney function, or history of 
seizures.

Dizziness, sedation, head-
ache, insomnia, tremor, 
sexual dysfunction, diarrhea, 
dry mouth and throat, nausea, 
vomiting, sweating.

Citalopram (Celexa) 20–40 Use with caution in clients 
with impaired liver or kid-
ney function, or history of 
seizures.

Drowsiness, sedation, insom-
nia, nausea, vomiting, weight 
gain, constipation, diarrhea.

Escitalopram (Lexapro) 10–20 Use with caution in clients 
with seizures, kidney or liver 
impairment.

Drowsiness, dizziness, 
weight gain, sexual dysfunc-
tion, restlessness, dry mouth, 
headache, nausea, diarrhea.

Fluvoxamine (Luvox)  
*Apo-Fluvoxamine

150–200 Primarily used to treat 
obsessive-compulsive disor-
der (OCD).Use with caution in 
clients with history of mania, 
seizures, or liver dysfunction.

Cyclic Compounds

Imipramine (Tofranil) 
*Apo-Imipramine, Impril, 
Novopramine

150–200 May be used for enuresis in 
children.

Dizziness, orthostatic hypo-
tension, weakness, fatigue, 
blurred vision, constipation, 
dry mouth and throat, weight 
gain.

Desipramine (Norpramin) 
*Apo-Desipramine, Novo-
Desipramine, PMS-Desip-
ramine

150–200 Cardiac dysrhythmias, dizzi-
ness, orthostatic hypotension, 
excitement, insomnia, sexual 
dysfunction, dry mouth and 
throat, rashes.

Amitriptyline (Elavil) 
*Levate, Novotriptyn

150–200 Urine may appear blue–
green—this is harmless.

Dizziness, orthostatic hypo-
tension, tachycardia, sedation, 
headaches, tremor, blurred vi-
sion, constipation, dry mouth 
and throat, weight gain, 
urinary hesitancy, sweating.

(continued)
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Name: Generic  
(US Trade) 
*Canadian Trade

Usual Daily 
Oral Dosage 
(mg/day)

Special 
Considerations Side Effects

Nortriptyline (Pamelor) 
*Apo-Nortriptyline, 
 Norventyl, PMS- 
Nortriptyline

75–100 Cardiac dysrhythmias, tachy-
cardia, confusion, excitement, 
tremor, constipation, dry 
mouth and throat.

Doxepin (Sinequan)  
*Alti-Doxepin, Apo-
Doxepin, Novo-Doxepin, 
Triadapin, Zonalon

150–200 Dizziness, orthostatic 
 hypotension, sedation, 
 insomnia, constipation, dry 
mouth and throat, weight 
gain, sweating.

Mirtazapine (Remeron) 15–45 Use with caution in clients 
with impaired liver or kidney 
function, history of cere-
brovascular accident (CVA), 
myocardial infarction (MI), or 
angina.

Sedation, dizziness, dry 
mouth and throat, weight 
gain, sexual dysfunction, 
constipation.

Clomipramine (Anafranil)  
*Apo-Clomipramine, 
Gen-Clomipramine, Novo- 
Clomipramine

150–200 Used primarily to treat OCD.

Other Compounds

Bupropion (Wellbutrin) 200–300 Can cause seizures at a rate 
four times that of other anti-
depressants.

Nausea, vomiting, agitation, 
restlessness, insomnia, may 
alter taste, blurred vision, 
weight gain, headache.

Venlafaxine (Effexor) 75–225 Use with caution in clients 
with impaired liver or kidney 
function or history of mania.

Increased blood pressure 
and pulse, nausea, vomiting, 
headache, dizziness, drowsi-
ness, dry mouth, sweating.

Desvenlafaxine (Pristiq) 50–100

Trazodone (Desyrel)  
*Alti-Trazodone, Apo- 
Trazodone, Nu-Trazodone

200–300 Used primarily for sleep since 
sedation side effects are 
pronounced.

Sedation, hypotension, dry 
mouth, constipation.

Nefazodone (Serzone) 300–600 May cause rare but potentially 
life-threatening liver damage.

Headache, dizziness, 
 drowsiness.

Duloxetine (Cymbalta) 30–90 May lower seizure threshold. Increased blood pressure 
and pulse, nausea, vomit-
ing, drowsiness or insomnia, 
sexual dysfunction.

Monoamine Oxidase Inhibitors (MAOIs)

Phenelzine (Nardil) 45–60 Use with caution in combina-
tion with antihypertensive 
drugs, including thiazide 
diuretics and β-blockers.

Drowsiness, dry mouth, 
 overactivity, insomnia, 
 nausea, anorexia, urinary 
retention, orthostatic 
 hypotension.

(continued on page 376)
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Name: Generic  
(US Trade) 
*Canadian Trade

Usual Daily 
Oral Dosage 
(mg/day)

Special 
Considerations Side Effects

Tranylcypromine (Parnate) 30–50 Use with caution in clients 
taking antiparkinsonian drugs 
or disulfiram, or clients with 
seizures, diabetes, hyper-
thyroidism, or impaired renal 
function.

Potentially fatal hypertensive 
crisis can result if foods con-
taining tyramine are ingested, 
or if taken with a wide variety 
of prescription and OTC medi-
cations.

Isocarboxazid (Marplan) 20–40 Use with caution in clients 
with impaired kidney or liver 
function, cardiovascular dis-
ease, hypertension.

Antimanic medications include lithium (a naturally occurring salt) and anticonvulsant medications used for their 
mood-stabilizing effects in the management of bipolar disorder.

Lithium (Lithane, Eskalith, 
Lithobid) *PMS-Lithium, 
Carbolith, Duralith, Lithi-
zine

Dosage is individualized 
to maintain serum lithium 
level in therapeutic range 
of 0.5–1.5 mEq/L.

Contraindicated in clients 
with renal impairment 
or in those who develop 
renal impairment. Requires 
regular monitoring of 
serum lithium levels.

Hyperglycemia, weight 
gain, edema, thyroid 
enlargement, dry mouth, 
metallic taste. Monitor for 
signs of toxicity (agitation, 
severe nausea, vomit-
ing and diarrhea, muscle 
weakness, loss of coordi-
nation).

Anticonvulsants

Carbamazepine (Tegretol) 
*Apo-Carbamazepine, 
Novo-Carbamaz

800–1,200 Can cause aplastic anemia 
and agranulocytosis.

Dizziness, hypotension, 
ataxia, sedation, blurred 
vision, leukopenia, rashes.

Divalproex (Depakote) 
*Alti-Valproic, Deproic, 
Epival

1,000–1,500 Can cause hepatic failure, 
life-threatening pancreati-
tis, or teratogenic ef-
fects such as neural tube 
defects.

Ataxia, drowsiness, weak-
ness, fatigue, menstrual 
changes, dyspepsia, nau-
sea, vomiting, weight gain, 
hair loss.

Gabapentin (Neurontin) 
*PMS-Gabapentin

600–1,800 Use with caution in clients 
with renal impairment.

Dizziness, hypotension, 
ataxia, sedation, headache, 
fatigue, nystagmus, nau-
sea, vomiting.

Lamotrigine (Lamictal) 100–200 Use with caution in clients 
with impaired renal, he-
patic, or cardiac function. 
Serious rashes can occur.

Dizziness, hypotension, 
ataxia, sedation, head-
ache, weakness, fatigue, 
menstrual changes, sore 
throat, flu-like symptoms, 
visual disturbances, nau-
sea, vomiting, rashes.

Topiramate (Topamax) 300–400 Use with caution in clients 
with impaired renal or 
hepatic function.

Dizziness, hypotension, 
anxiety, ataxia, incoordina-
tion, confusion, sedation, 
slurred speech, tremor, 
weakness, visual distur-
bances, nausea, vomiting.

(continued)
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(continued on page 378)

Name: Generic  
(US Trade) 
*Canadian Trade

Usual Daily  
Oral Dosage  
(mg/day)

Special 
Considerations Side Effects

Oxcarbazepine (Trileptal) 900–1,200 Ataxia, sedation, dizziness, 
fatigue, confusion, fever, 
headache, tremor, vi-
sual disturbances, nausea, 
vomiting, rashes, hypona-
tremia.

Anxiolytic agents are used for the treatment of anxiety and anxiety disorders, insomnia, and for the management 
of alcohol withdrawal.

Benzodiazepines (Used for Anxiety)

Alprazolam (Xanax)  
*Apo-Alpraz, Novo-Alprozol, 
Nu-Alpraz, Xanax TS

0.75–1.5 Benzodiazepines have a high 
potential for misuse and 
abuse. Clients can become 
psychologically dependent on 
these medications.

Dizziness, clumsiness, 
sedation, headache, fatigue, 
sexual dysfunction, blurred 
vision, dry throat and mouth, 
constipation.

Chlordiazepoxide (Librium) 
*Apo-Chlordiaze-poxide, 
Corax

15–100

Clonazepam (Klonopin)  
*Apo-Clonazepam, 
 Clonapam, Gen- 
Clonazepam, Rivotril

1.5–20

Chlorazepate (Tranxene) 
*Apo-Chlorazepate, 
 Novo-Clopate

15–60

Diazepam (Valium)  
*Apo-Diazepam, Diazemuls, 
Vivol

4–40

Lorazepam (Ativan)  
*Apo-Lorazepam, Novo-
Lorazem, Nu-Loraz

2–8

Oxazepam (Serax)  
*Apo-Oxazepam, Novoxa-
pam

30–120

Benzodiazepines (Used to 
Treat Insomnia) Flurazepam 
(Dalmane)  
*Somnol

15–30

Temazepam (Restoril) 
*Apo-Tenazepam, Novo-
Temazepam

30–120

Triazolam (Halcion)  
*Apo-Trizo, Gen-Triazolam

0.25–0.5

(continued)
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Name: Generic  
(US Trade)  
*Canadian Trade

Usual Daily 
Oral Dosage 
(mg/day)

Special 
Considerations Side Effects

Nonbenzodiazepine 
 Buspirone (BuSpar)
*Apo-Buspirone, Buspirex, 
Gen-Buspirone, Lin- 
Buspirone, Novo-Buspirone, 
Nu-Busprione, PMS- 
Buspirone

15–30 Dizziness, restless, agita-
tion, drowsiness, headache, 
weakness, nausea, vomiting, 
paradoxical excitement or 
euphoria.

Anticholinergic, antiparkinsonian, and antihistamine medications are used to treat extrapyramidal side effects 
that can occur when taking antipsychotic medications.

Anticholinergics

Trihexyphenidyl (Artane) 
*Apo-Trihex

6–15 Use with caution in clients 
with arteriosclerosis.

CNS stimulation (restless-
ness, insomnia, agita-
tion, delirium), dizziness, 
orthostatic hypotension, 
gastrointestinal (GI) upset, 
constipation, impaired 
perspiration.

Benztropine (Cogentin) 
*Apo-Benztropine, PMS-
Benztropine

2–6 Use with caution in geriat-
ric or emaciated clients.

Excitation, urinary re-
tention, constipation, 
vomiting, orthostatic 
hypotension, temperature 
intolerance, sedation.

Biperiden (Akineton) 6–8 Constipation, GI upset, 
decreased perspiration, 
 urinary retention, dry 
mouth.

Procyclidine (Kemadrin) 
*PMS-Procyclidine, Pro-
cyclid

7.5–15 Contraindicated in clients 
with glaucoma, bladder 
neck obstructions, or pros-
tatic hypertrophy.

GI upset, sedation, dry 
mouth, constipation, de-
creased perspiration.

Carbidopa/Levodopa 
(Sinemet 10/25, 25/100,  
or 25/250)  
*Apo-Levocarb, Endo Le-
vodopa, Nu-Levodopa

For Sinemet 10/25, one to 
eight tablets per day

Contraindicated in clients 
with glaucoma or history 
of melanoma. Use with 
caution in clients with 
renal, hepatic or cardiac 
 impairment.

Orthostatic hypotension, 
headaches, insomnia, 
nightmares, confusion, 
blurred vision, constipation, 
nausea, vomiting.

Amantadine (Symmetrel) 
*Endantadine, Gen-Aman-
tadine

200–300 Use with caution in clients 
with hepatic or renal dis-
ease, seizures, congestive 
heart failure.

Nausea, vomiting, consti-
pation, dizziness, confu-
sion, orthostatic hypoten-
sion, peripheral edema, 
urinary retention.

Antihistamine

Diphenhydramine  
(Benadryl)  
*Allerdryl, Allernix

75–200 Contraindicated in clients 
with glaucoma, bladder 
neck obstruction, prostatic 
hypertrophy, asthma, pep-
tic ulcer.

Dizziness, drowsiness, 
tachycardia, blurred vision, 
nausea, epigastric distress, 
thickened bronchial secre-
tions.

Psychostimulants and a selective norepinephrine reuptake inhibitor (SNRI) are used to treat attention  
deficit/hyperactivity disorder (ADHD).

(continued)
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Name: Generic  
(US Trade) 
*Canadian Trade

Usual Daily 
Oral Dosage 
(mg/day)

Special 
Considerations Side Effects

Stimulants

Methylphenidate (Ritalin) 
*PMS-Methylphenidate, 
Riphenidate

10–60 (in divided 
doses)

Stimulants have the potential 
for abuse, i.e., by adult care-
givers of the child, or through 
distribution to other children 
or adults.

Appetite suppression, growth 
delays, therapeutic effects of 
drug.

sustained release (Ritalin-
SR, Concerta, Metadate_
CD)

20–60 (single dose)

Dextroamphetamine (Dex-
edrine) 

5–40 (in divided 
doses)

sustained release (Dexe-
drine-SR)

10–30 (single dose)

Amphetamine (Adderall) 5–40 (in divided 
doses)

sustained release (Adder-
all-SR)

10–30 (single dose)

Selective norepinephrine reuptake inhibitor (SNRI)

Atomoxetine (Strattera) 0.5–1.5 mg/kg/day Decreased appetite, nausea, 
vomiting, fatigue, and upset 
stomach.

(continued)
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Medication Side Effects and Nursing Interventions

A P P E N D I X  G

Side Effect Nursing Interventions

Extrapyramidal symptoms (EPS)—pseudopar-
kinsonism

Administer benztropine (Cogentin) or other anticholinergic medi-
cation as ordered by the prescriber.

EPS—acute dystonia Administer benztropine (Cogentin) IM (lorazepam or diazepam 
may be ordered). Monitor the client for 1 to 2 days for continued 
need for oral medication, e.g., Cogentin, due to longer half-life of 
antipsychotic medications.

EPS—akathisia Administer PRN benztropine (Cogentin) PO if ordered, or seek 
an order from the prescriber. If client remains on the antipsy-
chotic medication, seek and order for regularly scheduled benz-
tropine or suitable substitute.

Tardive dyskinesia abnormal, involuntary 
 movements

Monitor all clients on long-term antipsychotic medications using 
a standardized assessment tool such as Abnormal Involuntary 
Movement Scale (AIMS). Report any changes or indications of a 
movement disorder to the physician.

Neuroleptic malignant syndrome (NMS) Stop all psychiatric medication immediately.

STAT call to physician as this is a medical emergency.

Orthostatic hypotension Rise slowly from sitting or lying position.

Do not begin to ambulate until dizziness subsides.

Weight gain Prevention of weight gain through nutritional diet, portion 
control, and exercise is best. These same measures are used to 
lose the weight that is gained.

Sexual dysfunction Lubrication may ease female discomfort from dry mucus mem-
branes.

Assist the client to express concerns to his or her physician for 
possible changes in dose or medication.

Anticholinergic effects:

Photosensitivity

Insomnia If possible, take medication upon rising (such as once-daily dose 
of antidepressant).

Sleep hygiene measures including bedtime routine, warm milk, 
quiet, low stimulus activity, and environment.

Drowsiness to sedation Take scheduled dose in evening or bedtime if possible.

e.g., driving a car.
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Side Effect Nursing Interventions

Nausea to vomiting Take with food—at least 200 to 300 calories—unless prohibited 

Constipation
increase physical exercise, and avoid stimulant laxatives.

Headache
headaches persist.

Alcohol interaction—potentiates medication 
effects

Serotonergic syndrome Do not discontinue antidepressant medications abruptly or 

discontinue safely.

Appetite suppression Monitor weight (especially in children), eat before taking medi-
cation if possible, keep a food diary to document actual food 
intake.

Weakness or fatigue -
tent, report to prescriber.

Elevated blood pressure, tachycardia, bradycar-
dia

Report to prescriber.

Rashes Report to prescriber for evaluation.

Ataxia, clumsiness Report to prescriber.

(continued)
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Electroconvulsive therapy (ECT) may be used to treat de-
pression in select situations, such as with clients who do not 
 respond to antidepressant medication or those who  experience 
intolerable side effects at therapeutic doses of medication 
(this is particularly true for older adults). Pregnant women 
can safely have ECT with no harm to the fetus.  Clients who 
are intensely suicidal may have ECT if there is concern about 
their safety while waiting for the therapeutic bene!ts of med-
ication, which can take weeks (Videbeck, 2011).

ECT involves the application of electrodes to the client’s 
head to deliver an electrical impulse to the brain, which 
causes a seizure. It is believed that the electrical shock and 
subsequent seizure stimulates brain chemistry to correct the 
chemical imbalance of depression.

Historically, ECT was administered without anesthetic or 
muscle relaxants, resulting in a full-blown grand mal seizure. 
At times, client would be injured or break bones during the 
seizure. ECT was rejected as a treatment for a period after 
psychotropic medications became available in 1950. Today, 
even though ECT is administered in a safe and humane way, 
there are still critics of the treatment.

Clients usually have a series of 6 to 15 treatments, given 
three times a week. ECT is often given during hospitaliza-
tion, although the client may !nish a series of treatments as 
an outpatient if adequate home and community support is 
available.

Preparation of the client for ECT is similar to preparation 
for an outpatient surgical procedure:

 Signed informed consent for the procedure
 NPO (nothing by mouth) after midnight
 Prescribed benzodiazepines, especially diazepam (Va-
lium) or clonazepam (Klonopin) may be held the day 
before ECT due to their anticonvulsant properties

 Removal of !ngernail polish in order to visualize nailbeds 
and capillary re!ll

 Removal of metal objects such as piercings, jewelry, hair 
clips

 Insertion of IV line for administration of medication
 Empty bladder just before the procedure

Medications administered to the client include the 
 following:

 Anticholinergic medications such as Robinul or atropine 
to dry secretions

 Ultrabrief anesthetic, such as Brevitol or Pentothal

 Neuromuscular blocking agent, usually succinylcholine 
(Anectine) to reduce clonic-tonic muscle contractions

The procedure is implemented by a board-certi!ed psy-
chiatrist with an anesthesiologist or anesthetist to monitor 
the client’s respiratory and cardiac status. An EEG is used to 
monitor and measure seizure activity in the brain during the 
treatment. Electrode placement can be bilateral (one on each 
temple) or unilateral (one electrode on a temple and one by 
the mastoid process on the same side). Bilateral ECT pro-
duces positive results more quickly but has more intense side 
effects. Unilateral ECT produces milder side effects and is 
used more frequently than the bilateral method. The client is 
given oxygen and assisted to breathe with an Ambu bag. The 
client generally awakens in a few minutes. It is important to 
monitor vital signs until stable and observe the client for the 
return of a gag re"ex.

Following the treatment, the client may exhibit many 
behaviors that are observed after any person has a seizure. 
Postictal (after seizure) symptoms include the following:

 Headache
 Mild confusion
 Brief disorientation
 Feeling tired
 Memory loss

Immediately after ECT (when vital signs are stable and 
gag re"ex is present), the client can eat if he or she is hun-
gry. The client can be given medication such as acetamino-
phen for headache, and he or she is allowed to sleep until 
rested. It is not advisable for the client to attempt to attend 
groups or participate in activities, due to fatigue, headache, 
and memory loss.

The client will have some short-term memory loss fol-
lowing ECT, such as inability to remember the morning’s 
events. This is generally mild, and once treatments are 
complete, memory becomes stable again. It is important to 
educate the client and his or her family or signi!cant others 
about the memory loss before initiation of ECT so no one is 
surprised if it occurs.

ECT is sometimes continued on an outpatient mainte-
nance basis to sustain the improvements gained with ECT 
treatment series or to prevent relapse. This often consists of 
one ECT treatment per month. Other clients may maintain 
mood improvement following ECT treatment with a mainte-
nance dose of antidepressant medication therapy.

Care of Clients Receiving Electroconvulsive Therapy

A P P E N D I X  H
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A personality disorder is evidenced by a client’s enduring 
pattern of thinking, believing, and behaving that deviates 
markedly from the expectations of his or her culture. The 
Diagnostic and Statistical Manual of Mental Disorders Text 
Revision (DSM-IV-TR) organizes personality disorder diag-
noses into three clusters, based on the primary features of the 
group (APA, 2000):

 Cluster A includes three disorders with odd, eccentric, 
aloof behaviors: paranoid, schizoid, and schizotypal.

 Cluster B includes four disorders with erratic, impulsive, 
dramatic, and often manipulative behaviors: borderline, 
antisocial, histrionic, and narcissistic.

 Cluster C includes three disorders with anxious, fearful, or 
worrying behaviors: avoidant, dependent, and obsessive-
compulsive.

Section  12 of this Manual, entitled Personality Disorders, 
provides care plans for paranoid, schizotypal, borderline, an-
tisocial, and dependent personality disorders. The remaining 
personality disorders are summarized below. Clients with 
these personality disorders do not seek, nor do they desire, 
mental health treatment. The nurse will certainly encounter 
these clients in a variety of settings, for example, clinic or 
of"ce, emergency room, or medical-surgical acute care set-
tings. The following suggested interventions may help the 
nurse to provide the care needed without being distracted or 
impeded by the client’s behavior.

Schizoid, Histrionic, Narcissistic, Avoidant,  
and Obsessive-Compulsive Personality Disorders

A P P E N D I X  I

Personality disorder Characteristics or Behaviors Nursing Interventions

Schizoid—social detachment 
and restricted emotions

Indifference to praise or criticism; pref-
erence for solitary activities; prefers 
“things” to people; emotional cold-
ness; lack of desire or pleasure in social 
relationships; flat or blunted affect

Use a serious, straightforward ap-
proach; eliminate “social” conversation; 
assist the client to increase skills to 
function in the community or self-care 
skills depending on the circumstances

Histrionic—excessive emotional-
ity, dramatic, attention- seeking

Rapidly shifting and shallow emotion—
not genuine, yet theatrical; exaggerated 
expressions of emotionality; seductive 
or provocative; uses physical appear-
ance and manner of dress to gain 
attention; excessive need to be the 
center of attention; craves excitement 
and stimulation

Provide factual feedback and informa-
tion; keep directions short, clear, to-
the-point; don’t respond to emotional 
drama, but stay focused on the task at 
hand

Narcissistic—grandiose, en-
titled, lack of empathy, need to 
be admired

Grandiose sense of self-importance 
and specialness; arrogant and haughty 
attitude; exploits others for own ben-
efit; rejects any feedback or criticism; 
preoccupied with fantasies of own 
power, success, brilliance, and so forth

Use a matter-of-fact approach; gain 
cooperation with needed treatment; 
teach necessary self-care skills if 
needed; do not respond to critical or 
condescending remarks

(continued on page 384)
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Personality disorder Characteristics or Behaviors Nursing Interventions

Avoidant—excessive hypersen-
sitivity to negative evaluation, 
social inhibition, feelings of 
inadequacy

Fears criticism, rejection, disapproval, 
or embarrassment, yet expects those 
responses in almost all social inter-
actions; avoids social and occupa-
tional situations involving many or new 
people unless convinced of being liked; 
may be socially isolated while craving 
interaction; fearful of change

Provide realistic support and reassur-
ance; promote self-esteem through 
positive feedback for task or self-care 
completion; be patient when introduc-
ing new concepts

Obsessive-compulsive—preoc-
cupation with perfection, order, 
and control at the expense of 
flexibility, cooperation, and ef-
ficiency

Preoccupied with lists, details, rules, 
order, organization; perfectionism that 
interferes with task completion; rigid; 
stubborn; excessive devotion to work 
and productivity at the expense of 
interpersonal relationships when un-
necessary; one right way to do things 
which is their way

Encourage negotiation when appro-
priate; teach self-care skills; assist to 
make timely decisions and complete 
tasks

(continued)
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Jane Brown is a 33-year-old woman who comes to the men-
tal health walk-in clinic accompanied by her husband. Her 
appearance is disheveled, posture is stooped, movements are 
very slow, and she makes no eye contact with staff as she 
enters the clinic. Her husband approaches the desk and says, 
“I have to get some help for my wife. I don’t know what’s 
wrong. I practically had to drag her out of bed to get her to 
come here.”

The nurse helps Jane to an interview room and begins the 
initial assessment. Jane’s answers are very short, consisting 
of “I don’t know” or “I guess so.” Since Jane is providing 
little information, the nurse interviews Jane’s husband and 
discovers that Jane has been eating and sleeping poorly, is 
fatigued all the time, and has no interest in any of her previ-
ous activities. Jane’s husband also describes two previous 
episodes when Jane felt sad for several weeks, but her mood 
improved in time, and she had still been able to function in 
her daily routine and responsibilities. The nurse believes that 
Jane is depressed.

1.  What will the nurse need to assess about Jane at this 
point?

thoughts or ideas. If Jane has suicidal ideas, the nurse 
must determine if Jane has a plan, has access to the 
means to carry out the plan, and any other details Jane 
will provide.

is empty. She cries when telling the nurse that she is a 
horrible wife and mother, and she strongly believes her 
family would be better off without her, since she is such 
a worthless burden. Based on the initial assessment data, 
the psychiatrist decides to admit Jane to the hospital.

2. What nursing diagnosis would be the priority for Jane?

3. Identify an immediate outcome for Jane.

4.  Identify nursing interventions that will achieve the 
 outcome.

 visually observing the client at least every 10 minutes).

 client’s possession.

 
that is, Is she having suicidal ideas? Does she have  
a plan?

and does not “cheek” them or save them.

through writing or crying.

 feelings.
-

gage in activities or interaction with others.

behavior that may indicate an increase in lethality.

5.  Identify two additional nursing diagnoses that are sup-
ported by the assessment data, outcomes for each diag-
nosis, and appropriate interventions.

Ineffective Coping

The client will express feelings in a safe manner.
The client will identify alternative ways of coping with 
stress and emotional problems.
Spend time with the client even if her verbal responses are 
minimal.
Use silence and active listening skills.

no answers.

Teach the client the problem-solving process.
Help the client apply the problem-solving process to iden-

her, such as spending time with her husband and children, 
work, hobbies, or physical activities.

 gradually.
Give the client support for plans and efforts toward resum-
ing activities.

Chronic Low Self-Esteem

The client will verbalize increased feelings of self-worth.
The client will evaluate own strengths realistically.

Case Study and Care Plan

A P P E N D I X  J
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-
tions with others.
Give the client positive feedback for completion of daily 
activities, interaction efforts, and participation in activities 
or groups.
Limit the amount of time the client spends talking about 
her shortcomings.

-
ing a written list.

 
 

to others, starting a conversation with another  
person.
Support the client’s efforts to make progress toward goals, 
validating that this is hard work for her.
Teach the client that one must begin to do things to feel 
better, rather than waiting to feel better before doing 
things.
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I N D E X

A
Abuse victims, 17
Abusive behavior, 320. See also Sexual, emo-

tional, or physical abuse
Academy for Eating Disorders Web site, 259
Academy of Psychosomatic Medicine Web site, 

241, 348
ACT. See Assertive community treatment
Activities of daily living (ADL), 62
Actual loss, 328
Acute care

facilities, 61
settings, 61

Acute episode care, 68–73
nursing diagnoses

Ineffective Health Maintenance, 71–73
Ineffective Self-Health Management, 70–71
Risk-Prone Health Behavior, 69–70

Acute stage in rape trauma syndrome, 212
ADA. See American Diabetes Association 

(ADA), Standards of Care
Addiction Technology Transfer Center Web site, 

144
Addictions, 130. See also Alcohol withdrawal; 

Substance dependence treatment pro-
gram; Substance withdrawal

ADEAR. See Alzheimer’s Disease Education and 
Referral (ADEAR) Center Web site

AD/HD. See Attention de!cit/hyperactivity 
disorder

Adjustment disorders of adolescence, 95–99
nursing diagnoses

Ineffective Coping, 95–97
Interrupted Family Processes, 97–98
Situational Low Self-Esteem, 98–99

Adjustment disorders of adults, 261, 265–267
nursing diagnosis

Ineffective Coping, 265–267
Adolescence, disorders diagnosed in childhood 

or adolescence, 85
Adult children of alcoholics, 139–143

nursing diagnoses
Chronic Low Self-Esteem, 141–143
Ineffective Coping, 140–141

Web site, 144
Adult foster homes, 74
Advocacy for clients, 29
Affect in schizophrenia, 146
Agency for Healthcare Research and Quality, 23

Web site, 31
Aggressive behavior, 308–315

nursing diagnoses
Ineffective Coping, 312–314
Risk for Injury, 314–315
Risk for Other-Directed Violence,  

309–312
Aging clients, losses in, 15
Agnosia, 106
Agoraphobia, 205
AIDS dementia complex (ADC), 106
Al-Anon/Alateen Web site, 144
Alcohol withdrawal, 122–125

nursing diagnoses
Ineffective Health Maintenance, 124–125
Risk for Injury, 123–124

Alcoholic hallucinosis, 122
Alcoholics Anonymous World Service Organiza-

tion Web site, 144
Algorithms, 23
Alogia in schizophrenia, 146
Alternative Medicine Foundation, 31
Alzheimer Society of Canada, 119
Alzheimer’s Association Web site, 119, 348
Alzheimer’s disease, 106
Alzheimer’s Disease Education and Referral 

(ADEAR) Center Web site, 119, 348
Alzheimer’s Disease Research Center, 119
American Academy of Experts in Traumatic 

Stress Web site, 218
American Academy of Sleep Medicine  

Web site, 268
American Association for Geriatric Psychiatry 

Web site, 31
American Association of Child and Adolescent 

Psychiatry Web site, 100
American Association of Suicidology Web site, 197
American Counseling Association Web site, 31
American Diabetes Association (ADA), Stan-

dards of Care, 23
American Dietetic Association Web site, 259
American Foundation for Suicide Prevention 

Web site, 197
American Hospice Foundation Web site, 348
American Nurses Association, standards of 

psychiatric mental health clinical nursing 
practice, 362–363

American Professional Society on the Abuse of 
Children Web site, 218, 241

American Psychiatric Association (APA) Practice 
Guidelines, 23 Web site, 31

American Psychiatric Association Healthy Minds 
information Web site, 218

American Psychiatric Nurses Association, 23
Web site, 31

American Psychological Association Web site, 31
American Psychosomatic Society Web site, 241
American Public Health Association Web site, 83
American Red Cross Web site, 31
American Society of Addiction Medicine  

Web site, 144
Anergy, 62
Anhedonia, 62
Anorexia nervosa, 244–252

nursing diagnoses
Imbalanced Nutrition: Less Than Body 

Requirements, 245–248
Ineffective Coping, 248–252

Anticholinergic, antiparkinsonian, and antihista-
mine medications, 378–379

anticholinergic, 378–379
antihistamine, 379

Anticipated loss, 328
Anticipatory anxiety, 205
Anticipatory grieving, 328, 329
Anticipatory guidance, 43–44
Anticonvulsants, 376–377
Antidepressant medications, 373

cyclic compounds, 374–375
monoamine oxidase inhibitors (MAOIs), 

375–376

other compounds, 375
selective serotonin reuptake inhibitors (SSRIs), 

374
Antimanic medications, 376
Antipsychotic medications, 372–373

atypical antipsychotics, 373
conventional antipsychotics, 372–373

Antisocial personality disorder, 280–282
nursing diagnosis

Ineffective Coping, 281–282
Anxiety disorders, 199
Anxiety Disorders Association of America Web 

site, 218, 268
Anxiolytic agents, 377

benzodiazepines (used for anxiety), 377–378
Anxious behavior, 200–204

nursing diagnoses
Anxiety, 201–202
Ineffective Coping, 202–203
Ineffective Health Maintenance, 204

APA. See American Psychiatric Association
Apathy, 62
Aphasia, 106
Apraxia, 106
Assertive community treatment (ACT), 75
Assertive Community Treatment Association 

Web site, 83
Assessment in nursing process, 19–20, 48
Associated Professional Sleep Societies Web 

site, 268
Association for Research in Personality Disor-

ders Web sites, 294
Association of Child and Adolescent Psychiatric 

Nurses Web site, 100
Association of Nurses in Substance Abuse Web 

site, 144
Attention De!cit Disorder Association Web site, 

100
Attention de!cit/hyperactivity disorder  

(AD/HD), 86–89
nursing diagnoses

Ineffective Role Performance, 88–89
Risk for Injury, 87–88

Auditory hallucinations, 122
Avoidant personality disorder, 384
Avolition in schizophrenia, 146

B
Battering, 320. See also Sexual, emotional, or 

physical abuse
Behavioral and problem-based care  

plans, 295
Best practices, 24
Binge eating/purging, 244, 253. See also An-

orexia nervosa; Bulimia nervosa
Bipolar Children Web site, 100
Bipolar disorder, 61

manic episode, 170, 188–195
nursing diagnoses

Bathing Self-Care De!cit, 193
Defensive Coping, 190–191
De!cient Knowledge (Specify), 194–195
Disturbed Thought Processes, 191–192
Dressing Self-Care De!cit, 193
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Chronic sorrow, 329
Chronically mentally ill, 61, 135
Clanging, 146
Client who will not eat, 243, 343–347

nursing diagnoses
Imbalanced Nutrition: Less Than Body 

Requirements, 344–346
Ineffective Coping, 346–347

Clients
advocates for, 29, 75
independence from treatment, 37
with legal problems, 30
receiving electroconvulsive therapy, care of, 382
rights of, 30
role and responsibilities, 9, 30
sexuality in, 11–12
signi!cant others, 36
spirituality of, 12
stress in, 16–17
teaching, 26–28

Clinical nursing staff, using the manual, 4–5
Clinical pathway, 24
Clinical recommendations, 23
Clubhouse model, 74
Co-Occurring Center for Excellence Web site, 

144
Co-occurring disorder. See Comorbid disorder
Codependence, 139
Collaborative care. See Interdisciplinary treat-

ment team
Combat experiences, 212
Communication

skills, 25–26
techniques, 25, 368–369

Community Access Web site, 83
Community-based care plans, 61–83
Community-based settings, 61
Community grief and disaster response, 17–18
Community grieving, 328
Community response to disaster, 18
Community support, partial, 74–82

home care services, 75
nursing diagnoses

Ineffective Health Maintenance, 76–79
Risk for Loneliness, 79–82

partial hospitalization, 74
Community Support Programs Web site, 83
Community support services, 62–63
Comorbid disorder, 121, 135
Complementary and alternative medicine 

(CAM), 14–15
Complicated grief, 328
Compulsions, 208. See also Obsessive-compul-

sive disorder (OCD)
Conduct disorders, 90–94

nursing diagnoses
Ineffective Coping, 93–94
Noncompliance, 91–92
Risk for Other-Directed Violence, 92–93

Confrontation, 9
Conspiratorial delusions, 270
Contracting with the client, 18
Conversion disorder, 225–229

nursing diagnoses
Ineffective Coping, 226–228
Ineffective Denial, 228–229

Conversion reaction. See Conversion disorder
Conversion symptoms, 220
Creutzfeldt–Jakob disease, 106
Crisis intervention, 17
Critical care unit psychosis, 164
Critical incident stress, 17
Critical pathway, 24
Cross-cultural care, 14
Culture, 13–14
Cytomegalovirus, 106

Delusional Disorder (Care Plan 23), 161–163
Delusions (Care Plan 21), 153–156
Dementia (Care Plan 13), 106–112
Dependent Personality Disorder (Care Plan 

44), 289–292
Discharge Planning (Care Plan 2), 42–46
Dissociative Disorders (Care Plan 35), 

236–240
Disturbed Body Image (Care Plan 51), 

336–342
Dual Diagnosis (Care Plan 18), 135–138
Grief (Care Plan 50), 328–335
Hallucinations (Care Plan 22), 157–160
Head Injury (Care Plan 14), 113–117
Hostile Behavior (Care Plan 46), 302–307
Hypochondriasis (Care Plan 34), 230–234
Major Depressive Disorder (Care Plan 25), 

170–178
Nonadherence (Care Plan 4), 50–54
Obsessive-Compulsive Disorder (Care Plan 

30), 208–211
Paranoid Personality Disorder (Care Plan 40), 

270–276
Partial Community Support (Care Plan 8), 

74–82
Passive–Aggressive Behavior (Care Plan 48), 

316–319
Persistent and Severe Mental Illness (Care 

Plan 6), 62–67
Phobias (Care Plan 29), 205–207
Post-Traumatic Stress Disorder (Care Plan 31), 

212–217
Psychotic Behavior Related to a Medical Con-

dition (Care Plan 24), 164–167
Schizophrenia (Care Plan 20), 146–152
Schizotypal personality disorders (Care Plan 

41), 277–279
Sleep Disorders (Care Plan 38), 262–264
Somatization Disorder (Care Plan 32), 

220–224
Substance Dependence Treatment Program 

(Care Plan 17), 130–134
Substance Withdrawal (Care Plan 16), 

126–129
Suicidal Behavior (Care Plan 26), 179–187
Supporting the Caregiver (Care Plan 5), 55–59
Withdrawn Behavior (Care Plan 45), 296–301

Caregiver support, 55–59
nursing diagnoses

Caregiver Role Strain, 56–57
Social Isolation, 57–59

Caregiver’s syndrome, 55
Case Management Society of America Web site, 

83
Case study and care plan, 385–386
Catatonic schizophrenia, 146
Catatonic stupor, 296
CDC Violence Information Web site, 348
CDC Violence Prevention Program Suicide 

Prevention Web site, 197
Center for Mental Health Services National 

Mental Health Information Center Web 
site, 31

Centers for Disease Control and Prevention, 119
Centers for Disease Control Division of Violence 

Prevention Web site, 31
Chemical dependence, 9
Child and Adolescent Bipolar Foundation Web 

site, 100
Child Welfare Information Gateway (Web site), 

348
Childhood, disorders diagnosed in childhood or 

adolescence, 85
Children and Adults with Attention De!cit/

Hyperactivity Disorder (ADHD) Web 
site, 100

Bipolar disorder (continued )
Feeding Self-Care De!cit, 193
Risk for Other-Directed Violence,  

189–190
Toileting Self-Care De!cit, 193

Bipolar Disorder Resource Center Web site, 100
Bizarre delusions, 153
Blocking in speech, 146
BMC (BioMed Central) Complementary and 

Alternative Medicine Journal Web site, 31
Board-and-care homes, 74
Body image distortion, 336
Borderline personality disorder, 283–288

nursing diagnoses
Ineffective Coping, 285–287
Risk for Self-Mutilation, 284–285
Social Isolation, 287–288

Borderline Personality Disorder Central Web 
site, 294

Borderline Personality Disorder Family Support 
Web site, 294

Brain Injury Association of America, 119
Brain Injury Association Web site, 348
Brainline.org, 119
Broadcasting of thoughts, 146
Bulimia nervosa, 253–258

nursing diagnoses
Imbalanced Nutrition: Less Than Body 

Requirements, 254–256
Imbalanced Nutrition: More Than Body 

Requirements, 254–256
Ineffective Coping, 256–258

Burnout, 3, 5

C
Canadian Association for Suicide Prevention 

Web sites, 197
Canadian Standards of Psychiatric Mental Health 

Nursing Practice, 364–367
Care MAP (multidisciplinary action plan), 24
Care path, 24
Care plans

and case study, 385–386
de!nition and description, 35
nursing diagnosis, 35–36

Care plans by name
Acute Episode Care (Care Plan 7), 68–73
Adjustment Disorders in Adults (Care Plan 

39), 265–267
Adjustment Disorders of Adolescence (Care 

Plan 11), 95–99
Adult Children of Alcoholics (Care Plan 19), 

139–143
Aggressive Behavior (Care Plan 47), 

308–315
Alcohol Withdrawal (Care Plan 15), 

122–125
Anorexia Nervosa (Care Plan 36), 244–252
Antisocial Personality Disorder (Care Plan 

42), 280–282
Anxious Behavior (Care Plan 28), 200–204
Attention De!cit/Hyperactivity Disorder (Care 

Plan 9), 86–89
Bipolar Disorder, Manic Episode (Care Plan 

27), 188–195
Borderline Personality Disorder (Care Plan 

43), 283–288
Building a Trust Relationship (Care Plan 1), 

38–41
Bulimia Nervosa (Care Plan 37), 253–258
Client Who Will Not Eat (Care Plan 52), 243, 

343–347
Conduct Disorders (Care Plan 10), 90–94
Conversion Disorder (Care Plan 33), 225–229
De!cient Knowledge (Care Plan 3), 47–49
Delirium (Care Plan 12), 102–105
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H
Halfway houses, 74
Hallucinations, 62, 102, 157–160

nursing diagnoses
Disturbed Sensory Perception (Specify), 

157–159
Risk for Other-Directed Violence,  

159–160
Hard signs in schizophrenia, 146
Head injury, 113–117

nursing diagnoses
Risk for Injury, 113–114
Risk-Prone Health Behavior, 115–117

Head Injury Association, 119
Health maintenance, 62
Histrionic, hysterical, 383
Histrionic personality disorder, 383
HIV encephalopathy, 106
Home care programs, 74. See also Community 

support, partial
Homelessness, 16
Homelessness Resource Center, 83
Homosexuality, 12
Hospice Foundation of America Web site, 348
Hospital settings, 61
Hostile behavior, 302–307

nursing diagnoses
Ineffective Coping, 306–307
Noncompliance, 305–306
Risk for Other-Directed Violence,  

303–304
Hostility. See Hostile behavior
Hypersomnia, 262. See also Sleep disorders
Hypochondriasis, 230–234

nursing diagnoses
Anxiety, 234–235
Ineffective Coping, 231–233

I
Ideas of reference, 270
Illness. See also Persistent and severe mental 

illness (PSMI)
negative symptoms of, 62
positive symptoms of, 62
terminal illness, 179

Illusions, 102
Implementation in nursing process, 22, 36
Incest, 320
Independent living programs, 74
Inpatient settings, 61
Insertion of thoughts, 146
Insomnia, 262. See also Sleep disorders
Inspire USA Foundation Web site, 100
Institute of Medicine of the National Academies 

Web site, 31
Institute on Aging and Environment Web site, 

119
Institute on Domestic Violence in the African 

American Community Web site, 348
Integrated care pathway, 24
Intellectualization, 370
Interaction skills, 3–4
Interdisciplinary treatment team, 9, 24–25, 36
International Association of Eating Disorders 

Professionals Foundation Web site, 259
International Brain Injury Association, 119
International Critical Incident Stress Foundation 

Web site, 31
International Nurses in Society on Addictions 

Web site, 144
International OCD Foundation Web site, 218
International Society for the Study of Personality 

Disorders Web site, 294
International Society for the Study of Trauma 

and Dissociation Web site, 241

DSM-IV-TR. See Diagnostic and Statistical Man-
ual of Mental Disorders Text Revision

Dual diagnosis, 135–138
in bipolar disorder, 188
nursing diagnoses

Ineffective Coping, 137–138
Noncompliance, 136–137

Web site, 144
Dual Diagnosis Resources Web site, 144
DWB. See Disordered water balance
Dysfunctional grieving, 328

E
Eating Disorder Referral and Information Center 

Web site, 259
Eating disorders, 243. See also Anorexia ner-

vosa; Bulimia nervosa; Client who will 
not eat

Eating Disorders Anonymous Web site, 259
Eating Disorders Association of Canada Web 

site, 259
Eating Disorders Coalition for Research, Policy, & 

Action Web site, 259
Eating Disorders Treatment Help: A Toolkit Web 

site, 259
Elder abuse, 55
Electroconvulsive therapy, clients receiving, 382
Electronic care plans to write plans, 5–6
Emotional abuse. See Sexual, emotional, or 

physical abuse
Endocrine imbalances, 164
Erotomania delusional disorder, 161
Ethnicity, 13. See also Culture
Evaluation and revision in the nursing process, 

22, 36
Evidence-based practice, 23–24

evidence-grading system, 23
levels of evidence, 23
Web sites, 23

Executive functioning, 106
Expected outcomes, 21–22, 35–36
Expression of feelings, 26

F
Family Caregivers Alliance Web site, 60, 83, 

119
Family violence, 320. See also Sexual, emo-

tional, or physical abuse
Fixed delusions, 153
Flow charts, 24
Food and Drug Administration dietary supple-

ment information, 31
Foundation of False Memory Syndrome Web 

site, 241
Fountain House

in New York, 74
Web site, 83

Fundamental beliefs, key considerations, 9

G
Gastrointestinal somatization disorder, 220
General care plans, 37–59
Gerontological Society of America, 119
Goals, therapeutic, 22–23
Grandiose delusional disorder, 161
Grandiose delusions, 270
Grief, 328–335

community, 17–18
nursing diagnoses

Complicated Grieving, 330
Grieving, 330–334
Hopelessness, 334–335

work, 328
Group homes, 74

D
Date rape, 320
Day hospitalization, 74
Day treatment programs, 74
Deadlines, 21, 36
Decision trees, 24
Defense mechanisms, 370–371
De!cient knowledge, 47–49

nursing diagnosis, 48
Delirium, 101, 102–105

nursing diagnoses
Acute Confusion, 103–104
Impaired Social Interaction, 104–105

Delirium tremens (DTs), 122
Delusional disorder, 161–163

nursing diagnosis
Disturbed Thought Processes, 162–163

Delusions, 62, 153–156
nursing diagnoses

Disturbed Thought Processes, 153–155
Ineffective Health Maintenance,  

155–156
Dementia, 101, 106–112

nursing diagnoses
Bathing Self-Care De!cit, 107–108
Dressing Self-Care De!cit, 107–108
Feeding Self-Care De!cit, 107–108
Impaired Environmental Interpretation 

Syndrome, 110–111
Impaired Memory, 109
Impaired Social Interaction, 111–112
Toileting Self-Care De!cit, 107–108

Department of Homeland Security disaster 
response, 31

Dependency, 61
Dependent adult abuse, 55
Dependent personality disorder, 289–292

nursing diagnoses
Ineffective Coping, 289–291
Powerlessness, 291–292

Depersonalization disorder, 236
Depression, 170. See also Major depressive 

disorder
Depression and Bipolar Support Alliance Web 

site, 197
Destructive delusions, 270
Diagnostic and Statistical Manual of Mental Dis-

orders Text Revision (DSM-IV-TR), 20
Disaster Center disaster response agency  

listing, 31
Disaster nursing, 18
Disaster response, 17–18
Discharge planning, 42–46

nursing diagnoses
Anxiety, 45–46
Impaired Home Maintenance, 43–44

transition to the community, 42
Disenfranchised grief, 328
Disordered water balance (DWB), 68
Disorganized schizophrenia, 146
Dissociative disorders, 236–240

amnesia, 236
fugue, 236
identity disorder, 236
nursing diagnoses

Ineffective Coping, 239–240
Risk for Self-Mutilation, 237–239

Disturbed body image, 336–342
nursing diagnoses

Disturbed Body Image, 337–340
Ineffective Role Performance, 341–342
Situational Low Self-Esteem, 340–341

Documentation in nursing process, 23
Drop-in centers, 74
Drug-induced psychosis, 164
Drug withdrawal. See Substance withdrawal
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National Council on Alcoholism and Drug De-
pendence, Inc. Web site, 144

National Eating Disorder Information Centre 
Web site, 259

National Eating Disorders Association Web site, 
259

National Eating Disorders Information Centre 
Web site, 259

National Education Alliance for Borderline Per-
sonality Disorder Web sites, 294

National Family Caregivers Association Web site, 
60, 83, 119

National Federation of Families Web site, 100
National grief, 17, 328
National Guideline Clearinghouse, 23  

Web site, 31
National Guidelines: Insomnia, Narcolepsy  

Web site, 268
National Institute of Justice—Elder Abuse  

Web site, 348
National Institute of Mental Health: Anxiety 

Disorders Web site, 268
National Institute of Mental Health Information 

Web sites, 100, 197, 218, 294
National Institute of Mental Health Web sites, 

31, 168
National Institute of Neurological Disorders and 

Stroke, 119
National Institute on Aging Web site, 31, 119
National Institute on Alcohol Abuse and Alcohol-

ism Web site, 144
National Institute on Drug Abuse Web site, 144
National Latino Alliance for the Elimination of 

Domestic Violence Web site, 348
National Library of Medicine Directory of Health 

Organizations Web site, 31
National Mental Health Association Web site, 

31, 218
National Mental Health Information Center 

Evidence-Based Practice KITs Web site, 
31

National Mental Health Information Center  
Web sites, 197

National Mental Health Information Center—
Substance Abuse and Mental Health 
Services (SAMHSA) Web site, 31

National Multicultural Institute Web site, 31
National Organization for People of Color 

Against Suicide Web sites, 197
National Resource Center on AD/HD Web site, 

100
National Sleep Foundation Web site, 268
National Strategy for Suicide prevention  

Web sites, 197
National Suicide Prevention Lifeline Web sites, 

197
National Women’s Health Information Center 

Web site, 259
Natural disasters, 17
Negative symptoms of illness, 62
Neologisms in speech, 146
Nonadherence, 50–54

nursing diagnoses
Ineffective Self-Health Management, 52–54
Noncompliance, 51–52

Nonbizarre delusions, 153
Nonpsychiatric settings, 6
North American Nursing Diagnosis Association 

(NANDA), 21
Nurse-client interactions, 25–28

client teaching, 26–28
communications skills, 25–26
expression of feelings, 26

Nursing diagnosis, 20–21, 35–36
Nursing interventions, 21, 36

medication side effects and, 380–381

M
Madison Institute of Medicine, 197
Madison Institute of Medicine Obsessive-Com-

pulsive Information Center Web site, 218
Major depressive disorder, 170–178

nursing diagnoses
Bathing Self-Care De!cit, 175
Chronic Low Self-Esteem, 176–178
Dressing Self-Care De!cit, 175
Feeding Self-Care De!cit, 175
Impaired Social Interaction, 173–174
Ineffective Coping, 171–173
Toileting Self-Care De!cit, 175

Major depressive episode, 170
Manic behavior, 188
Manipulative behavior, 316
MAOIs. See Antidepressant medications
Marital rape, 320
Matrices, 24
Mayo Clinic Schizophrenia resources, 168
Medication

failure to take, 68
protocols, 23
side effects and nursing interventions, 380–381

Medline Plus information Web site, 218, 241, 
294

Mental Health America schizophrenia resources, 
168

Mental Health America Web site, 31, 197
Mental Health Today Schizophrenia Resources, 

168
Mentally ill, 61
Methylphenidate hydrochloride (Ritalin), 86
Mild anxiety, 200
Mild major depressive disorder, 170
Milieu therapy, 362
Misinterpretations, 102
Moderate anxiety, 200
Moderate major depressive disorder, 170
Modi!ers, 21
Mood disorders, 169
Morbid grief reaction, 328

N
NACoA. See National Association for Children 

of Alcoholics
NANDA. See North American Nursing Diagnosis 

Association
Narcissistic personality disorder, 383
NARSAD: The Mental Health Research Associa-

tion Web site, 168, 197
National Alliance on Mental Illness Web site, 168
National Alliance to End Homelessness, 83
National Association for Children of Alcoholics 

(NACoA), 139 Web site, 144
National Association for Home Care & Hospice 

Web site, 83
National Association of Anorexia Nervosa and 

Associated Disorders Web site, 259
National Association of Case Management, 83
National Center for Complementary and Alterna-

tive Medicine Web sites, 31
National Center for Mental Health and Juvenile 

Justice Web site, 100
National Center for PTSD Web site, 218
National Center for Suicide Prevention Training 

Web sites, 197
National Center for Trauma-Informed Care  

Web site, 218, 241
National Center on Elder Abuse Web site, 60, 

348
National Clearinghouse for Alcohol and Drug 

Information Web site, 144
National Coalition Against Domestic Violence 

Web site, 348

International Society for Traumatic Stress Stud-
ies Web site, 218

International Society of Psychiatric-Mental 
Health Nurses Web site, 31

Internet Web site, 6
Interpersonal, 283

J
The Jason Foundation Web sites, 197
Jealous delusional disorder, 161
The Jed Foundation Web sites, 197
Johns Hopkins University Department of Psychi-

atry and Behavioral Sciences, Affective 
Disorders Section Web site, 197

K
Key considerations, 4, 5, 7–30

the aging client, 15
best practices, 24
client’s role and responsibilities, 9, 30
community grief and disaster response, 

17–18
crisis intervention, 17
culture, 13–14
evidence-based practice, 23–24
fundamental beliefs, 9
homelessness, 16
interdisciplinary treatment team, 24–25
loneliness, 15–16
nurse-client interactions, 25–28

client teaching, 26–28
communications skills, 25–26
expression of feelings, 26

nursing process, 18–23, 35
assessment, 19–20
documentation, 23
evaluation and revision, 22
expected outcomes, 21–22
implementation, 22
nursing diagnosis, 20–21
therapeutic aims, 22–23

role of the psychiatric nurse, 28–30
client advocacy, 29
client’s rights, 29–30
clients with legal problems, 30
nursing responsibilities and functions, 28
professional role, 28–29
treatment team member considerations,  

9, 29
sexuality, 11–12
spirituality, 12
stress, 16–17
therapeutic milieu, 9–11

limit setting, 10–11
purpose and de!nition, 9
safe environment, 10
self-esteem, 10
trust relationship, 10

violence and abuse, 17
Knowledge de!cit, 47
Korsakoff syndrome, 164

L
La belle indifference, 225
Learning Disabilities Association of America 

Web site, 100
Learning Disabilities Online Web site, 100
Legal documents, 23
Leisure skills, 62
Less restrictive settings, 61
Limit setting, 10–11
Loneliness, 15–16
Long-term institutional living, 61
Loose associations, 146
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Research-based recommendations, 23
Residential treatment settings, 74
Residual schizophrenia, 147
Ritualistic, 208
Role modeling, 27
Role of the psychiatric nurse, 28–30
Role-play, 3
Rules, setting and maintaining limits, 10–11

S
S.A.F.E. Alternatives (Self Injury Treatment, 

Resources) Web sites, 294
Safe environment, 10
Safety hazards, 10
SAMHSA—Co-Occurring and Homeless Activi-

ties Branch Web site, 83, 144
Schizoaffective disorder, 147
Schizoid personality disorder, 383
Schizophrenia, 61, 145, 146–152

nursing diagnoses
Bathing Self-Care De!cit, 151–152
Disturbed Personal Identity, 147–149
Dressing Self-Care De!cit, 151–152
Feeding Self-Care De!cit, 151–152
Social Isolation, 149–150
Toileting Self-Care De!cit, 151–152

Schizotypal personality disorders, 277–279
nursing diagnosis

Ineffective Role Performance, 277–279
Scienti!c or research-based recommendations, 

23
Secondary gains in conversion disorder, 225

in hypochondriasis, 230
in somatization disorder, 220

Seizures, 122
Self-esteem, 10
Self-medicating, 135, 188
Sena Foundation (grief and loss) Web site, 348
Senile dementia, 358
Separation anxiety, 200
Setting and maintaining limits, 10–11
Serious and persistent mental illness (SPMI), 

62–67
Severe anxiety, 200
Severe major depressive disorder

with psychotic features, 170
without psychotic features, 170

Severe mental illness. See Persistent and severe 
mental illness (PSMI)

Sexual, emotional, or physical abuse, 320–327
nursing diagnoses

Chronic Low Self-Esteem, 326–327
Ineffective Coping, 324–326
Post-Trauma Syndrome, 321–324

Sexual somatization disorder, 220
Sexuality in clients, 11–12
Shaping, 89
Sidran Institute Web site, 218, 241
Skills

activities of daily living, 28, 62
communication skills, 14, 25–26, 27
health maintenance, 62
interaction skills, 3–4
leisure skills, 62
problem-solving and decision-making, 27
psychiatric nursing skills, 3
social skills, 27, 62
stress management skills, teaching, 17
vocational skills, 28, 62

Sleep deprivation, 164
Sleep disorders, 261, 262–264

nursing diagnosis
Insomnia, 263–264

Sleep Research Society Web site, 268
Social phobia, 205
Social skills, 62

Pick’s disease, 106
PILOTS (Published International Literature on 

Traumatic Stress) Database, National 
Center for PTSD Web site, 218

Position papers, 23
Positive symptoms of illness, 62
Post-traumatic stress disorder (PTSD), 212–217

nursing diagnoses
Post-Trauma Syndrome, 213–215
Risk for Other-Directed Violence, 216–217

Postpartum depression, 170
Poverty

of content in speech, 146
of speech in schizophrenia, 146

Practice Guidelines, American Psychiatric As-
sociation (APA), 23

Precipitating factor, 244
Premenstrual syndrome (PMS) and depression, 

170
Presenile dementia, 357
Primary gain

in conversion disorder, 225
in somatization disorder, 220

Problem-solving process, 37
Professional role of psychiatric nurses, 28–29
Projection, 370
Pseudoneurologic somatization disorder, 220
PSMI. See Persistent and severe mental illness
Psychiatric diagnoses, 20–21, 35
Psychiatric nurse roles, 28–30

client advocacy, 29
client’s rights, 29–30
clients with legal problems, 30
nursing responsibilities and functions, 28
professional role, 28–29
treatment team member considerations, 9, 29

Psychiatric nursing skills, 3
Psychiatric or psychosocial rehabilitation pro-

grams, 74
Psychogenic polydipsia, 68
Psychological assessment tool (sample), 360–361
Psychomotor behavior in schizophrenia, 146
Psychopharmacology, 372–379

antidepressant medications. See Antidepressant 
medications

antimanic medications. See Antimanic medica-
tions

antipsychotic medications. See Antipsychotic 
medications

anxiolytic agents. See Anxiolytic agents
psychostimulants. See Psychostimulants

Psychostimulants, 379
selective norepinephrine reuptake inhibitor 

(SNRI), 379
stimulants, 379

Psychotic behavior related to medical condition, 
164–167

nursing diagnoses
Disturbed Sensory Perception (Specify), 

165–166
Risk for Injury, 166–167

Psychotic disorders, 145
PTSD. See Post-traumatic stress disorder

R
Race, 13. See also Culture; and Ethnicity
Rape, 320
Rape trauma syndrome, 212
Rationale for nursing interventions, 36
Rationalization, 370
Referrals, 77
Rehabilitation programs, 74
Rehospitalizations, 61
The Renfrew Center Foundation Web site, 259
Reorganization stage in rape trauma syndrome, 

212

Nursing process, 18–23, 35
assessment, 19–20, 48
documentation, 23
evaluation and revision, 22, 36
expected outcomes, 21–22, 35–36
implementation, 22
nursing diagnosis, 20–21, 35–36
therapeutic aims, 22–23

Nursing responsibilities and functions, 28
Nursing settings, 3
Nursing students, using the manual, 3–4

O
Observable loss, 328
Obsessive-compulsive disorder (OCD), 208–211

nursing diagnoses
Anxiety, 208–210
Ineffective Coping, 210–211

Obsessive-compulsive personality disorders, 
384

OCD. See Obsessive-compulsive disorder
Of!ce of Cancer Complementary and Alternative 

Medicine Web site, 31
Oklahoma City bombing, 17
Oppositional de!ant disorder, 316
Oppositional De!ant Resource Center Web site, 

100
Outcome criteria, 21, 36
Outpatient basis, 61, 62–63
Outreach programs, 62
Outward adjustment stage in rape trauma syn-

drome, 212
Overeaters Anonymous Web site, 259

P
Pain in somatization disorder, 220
Panic anxiety, 200
Panic attacks, 205
Paranoia, 106, 153
Paranoid personality disorder, 270–276

nursing diagnoses
Defensive Coping, 272–274
Disturbed Thought Processes, 271–272
Impaired Social Interaction, 274–275
Ineffective Self-Health Management, 

275–276
Paranoid schizophrenia, 147
Parkinson’s disease, 106
Partial hospitalization programs, 74
Partnerships Against Violence Network Web site, 

348
Passive-aggressive behavior, 316–319

nursing diagnosis
Ineffective Coping, 316–319

Pendulum Resources Web site, 197
Perceived loss, 328
Perception in schizophrenia, 146
Persecutory delusional disorder, 161
Perseveration in speech, 146
Persistent and severe mental illness (PSMI), 62–67

nursing diagnoses
De!cient Diversional Activity, 66–67
Impaired Social Interaction, 65–66
Ineffective Health Maintenance, 63–65

skills needed for community-living, 62–63
Personality disorders, 269
Personality Disorders Institute—Cornell Univer-

sity Web sites, 294
Pets, for loneliness, 16
Phobias, 205–207

nursing diagnosis
Fear, 206–207

Physical abuse. See Sexual, emotional, or physi-
cal abuse

Physical symptoms of alcohol withdrawal, 122
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University of Iowa Gerontological Nursing Inter-
ventions Research Center, 23

Unresolved grief, 328
Using the manual, 1–6

clinical nursing staff, 4–5
barriers to using written care plans, 5
bene!ts of using written care plans, 5
reasons for using written care plans,  

4–5
in nonpsychiatric settings, 6
nursing settings, 3
nursing students, 3–4

interaction skills, 3–4
psychiatric nursing skills, 3
teaching psychiatric nursing, 4

using electronic care plans, 5–6
using Internet, 6

V
Vascular dementia, 106
Videotaped interactions, 3–4
Violence, 17
Vocational programs, 74
Vocational skills, 62

W
Water intoxication, 68
Waxy "exibility, 146
The Way Back Web site, 83
Web site, 6
Withdrawal in physiologic addiction,  

126–129
Withdrawal of thoughts, 146
Withdrawn behavior, 296–301

and mood disorders, 169
nursing diagnoses

Bathing Self-Care De!cit, 299
Disturbed Thought Processes, 297–299
Dressing Self-Care De!cit, 299
Feeding Self-Care De!cit, 299
Impaired Social Interaction, 300–301
Toileting Self-Care De!cit, 299

Written care plans, 4–5
Written process recordings, 4

T
TARA Association for Personality Disorder  

Web sites, 294
Teaching clients, 26–28

methods and tools, 27
topics for, 27–28
translated sessions, 27

Teaching methods and tools, 27
Teaching psychiatric nursing, 4
Terminal illness, 179
Terrorist attacks, 17, 212
Therapeutic aims in nursing process, 22–23
Therapeutic milieu, 9–11

limit setting, 10–11
purpose and de!nition, 9
safe environment, 10
self-esteem, 10
trust relationship, 10

Therapeutic relationship, 37
Thought broadcasting, 146
Thought control, 146
Thought insertion, 146
Thought withdrawal, 146
Time factors, 21, 22
Time out, 93, 96
Tolerance in physiologic addiction, 126
Tough Love International Web site, 100
Transient delusions, 153
Transitional housing and programs, 74
Translated teaching sessions, 27
Transvestism, 12
Treatment, 23
Treatment team member considerations,  

9, 29
The Trevor Project Web sites, 197
Trust relationship, building, 10, 38–41

nursing diagnosis
Impaired Social Interaction, 39–41

phases of, 38

U
Undifferentiated schizophrenia, 147
University of Iowa College of Nursing Centers 

Gerontological Nursing Interventions 
Research Center Web site, 31

Social withdrawal, 62
Soft signs in schizophrenia, 146
Somatic delusional disorder, 161
Somatization disorder, 220–222

nursing diagnoses
Ineffective Coping, 221–223
Ineffective Denial, 223–224

Somatization in conversion disorder, 225
Somatoform disorders, 219
Speci!c phobias, 205
Spirituality of clients, 12
SSRIs. See Antidepressant medications
Standards of Care, American Diabetes Associa-

tion (ADA), 23
Standards of practice, 23
Stress in clients, 16–17
Stressor, 16
Structured environment, 61
Substance abuse, 9

and bipolar disorder, 188
Substance Abuse and Mental Health Services 

Administration Web site, 144
Substance dependence treatment program, 

130–134
nursing diagnoses

Ineffective Coping, 132–134
Ineffective Denial, 131–132

Substance-related disorders, 121
Substance withdrawal, 126–129

nursing diagnoses
Ineffective Health Maintenance, 128–129
Risk for Injury, 127–128

Suicidal behavior, 179–187
nursing diagnoses

Chronic Low Self-Esteem, 186–187
Ineffective Coping, 184–185
Risk for Suicide, 180–184

risks of, 179
Suicide Action Prevention Network USA Web 

sites, 197
Suicide precautions, 179
Suicide Prevention Resource Center Web sites, 

197
Supervised environment, 61
Survivor theory, 212
Systematic desensitization, 205
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