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Psychiatric Assessment
۞ A thorough assessment of a psychiatric patient consists of:

    (1) Psychiatric history.

    (2) Mental status examination
    (3) Physical examination
    (4) And certain relevant laboratory and psychological tests.
۞ The psychiatric history and mental status examination are usually obtained during the initial interview.
۞ THE CLINICAL INTERVIEW

        The nurse employs communication skills and active listening to better understand the patient’s situation.

Preparing for the Interview

Pace

         Extremely important to any kind of counseling is permitting the patient to set the pace of the interview, no matter how slow or halting the progress may be.

Setting

· Effective communication
· Nurse and patient feel safe; a feeling of security is important to the therapeutic relationship. 

· Privacy and confidentiality

Seating

· Chairs should be arranged so that conversation can take place in normal tones of voice and so that eye contact can be comfortably maintained or avoided. 

· A nonthreatening physical environment for both nurse and patient would involve:

· Assuming the same height, either both sitting or both standing

· Avoiding a face-to-face stance when possible; a 90- to 120-degree angle or side-by-side position may be less intense, and patient and nurse can look away from each other without discomfort

· Providing safety and psychological comfort in terms of exiting the room. The patient should not be positioned between the nurse and the door, nor should the nurse be positioned in such a way that the patient feels trapped in the room.

· Avoiding a desk barrier between the nurse and the patient

Initiating the Interview

· Once introductions have been made, you can turn the interview over to the patient by using one of a number of open-ended questions or statements:

· “Where should we start?”

· “Tell me a little about what has been going on with you.”

· “What are some of the stresses you have been coping with recently?”

· “Tell me a little about what has been happening in the past couple of weeks.” 

· “Perhaps you can begin by letting me know what some of your concerns have been recently.”

· “Tell me about your difficulties.”

· Communication can be facilitated by appropriately offering leads (e.g., “Go on”), making statements of acceptance (e.g., “Uh-huh”), or otherwise conveying interest.

Helpful Guidelines

Classic guidelines for conducting the initial interview have been supplied by Meier and Davis (2001). In the interview:

· Speak briefly.

· When you do not know what to say, say nothing.

· When in doubt, focus on feelings.

· Avoid advice.

· Avoid relying on questions.

· Pay attention to nonverbal cues.

· Keep the focus on the patient.

How to Phrase Questions

The nurse may use open-ended questions to start the assessment. 
Examples of open-ended questions are as follows:
· What brings you here today? 

· Tell me what has been happening to you.
· How can we help you?

The following are examples of focused or closed-ended questions:
· How many hours did you sleep last night?
· Have you been thinking about suicide?
· How much alcohol have you been drinking?
· How well have you been sleeping?
· How many meals a day do you eat?
· What over-the-counter medications are you taking?
Mental Status Exam
· Appearance: Dress, grooming, hygiene, cosmetics, apparent age, posture, facial expression.
· Behavior/ activity: Hyperactivity or hyperactivity, rigid, relaxed, restless, or agitated motor movements, gait and coordination, facial grimacing, gestures, mannerisms, passive, combative, bizarre.
· Attitude/rapport: attitude toward the examiner. For example, is the patient friendly, cooperative, bored, or defensive?
· Mood and affect: 
· Mood (Subjectively experience and reported by person Response to question):- sad, fearful, depressed, angry, anxious, ambivalent, happy, ecstatic, grandiose.
· Affect (objectively expression of emotion observed or defined by the interviewer):- appropriate, apathetic, constricted, blunted, flat, labile, and euphoric.

· Speech: quality, quantity, rate, and volume.
· Thought process: the organization of the patient’s thoughts. (Logical or illogical).
· Thought content: Major preoccupations, Suicidal ideation, Obsessions and compulsions.
· Perception: Hallucination, illusions, depersonalization, derealization, distortions.
· Cognitive Functions and Consciousness: oriented (time, place & person), alert, attended, concentrated...
·  Insight: ability of the patient to understand of his or her illness.
· Judgment: The ability to assess the situation correctly and act appropriately with the situation (decision making).
Psychosocial Assessment Components
(1) History 

· Identifying data: collecting basic details about the patient, such as name, sex, age, educational status, occupation, and significant other.

· Chief complaint: the reason for the patient’s presentation..

· History of present illness: date of onset, duration and course of symptoms. Obtain the chronological description of recent events leading to this presentation, precipitating events, and any other psychosocial stressor.
· Past medical history: past and current medical problem, treatment, and allergies.

· Past psychiatric history: past and current diagnosis, hospitalization, treatment and past problem with suicidal thoughts and attempts.

· Family history: presence of psychiatric illness in family members.
· Social history: this section should cover the major domains of patient's life.

· Development history: past, present, family, social, and cultural.

· Substance abuse history: if any substance abuse is present ask about the amount used and the method of use.

· Mental status exam: general description of the patient characteristics.
(2) General Assessment and Motor Behavior
· Automatisms: repeated purposeless behaviors often indicative of anxiety, such as drumming fingers, twisting locks of hair, or tapping the foot
· Psychomotor retardation: overall slowed movements
· Waxy flexibility: maintenance of posture or position over time even when it is awkward or uncomfortable
· Negativism: Doing opposite of what is required. An uncooperative attitude.
· Hyperactivity: Excessive motor activity.
· Stupor: A state in which the person does not move, speak or response to stimuli, but he is conscious.
· Catatonia: motor anomalies non-organic disorders (as opposed to disturbances of consciousness and motor activity secondary to organic pathology).
· Aggression: A method of showing anger which may be verbal or physical or both.    May be directed toward another person, object or self.

· Dyskinesia: Restless movement of group of muscles (face, neck, hands).
·  Dystonia: Painful severe muscle spasm.
·  Tics: Sudden repeated involuntary muscle twisting. e.g. repeated blinking, grimacing.   
· Compulsion: uncontrollable impulse to perform an act repetitively .e.g. Dipsomania (compulsion to drink alcohol), kleptomania (compulsion to steal), Trichotillomania (compulsion to pull one’s hair).
· Echopraxia: Imitative repetition of movement of somebody.
· Akathisia: subjective feeling of muscular tension secondary to antipsychotic or other medication, which can cause restlessness, repeated sitting and standing.

·  Stereotype: repetition of same actions, postures or gestures for a long time a Monotonous way.
· Mannerism: habitual involuntary movements.

(3) Speech pattern
· Irrelevant: Speech which is not to the point. Unrelated.
· Incoherent: a mixture of phrases that have no meaning with any logical connection.
· Pressure of speech: increased in volume and contents. Difficult to slow down or stop.
· Echolalia: imitation of words or phrases made by other.

· Mutism: inability to speak.

· Poverty of speech: restricted amount of speech.
· Stuttering: frequent repetition or prolongation of a sound or syllable leading markedly impaired speech fluency.
(4) Mood and Affect
           A. Mood: refers to the client’s pervasive and enduring emotional state.
· Depressed mood: feeling of sadness and despair.
· Anxious mood: feeling of apprehension and tension and anticipation of danger.

· Euphoria: An exaggerated feeling of wellbeing (moderate in degree).
· Elation: exaggerated feeling of wellbeing accompanied with physical over activity and excitement (heightened mood).

· Ambivalence: holding two opposing emotions or attitude toward a person, object or situation.
· Anhedonia: inability to experience pleasure.
     B. Affect: is the outward expression of the client’s emotional state.
· Incongruous: Emotion expressed inappropriately.

· Blunt (constricted): Lack of feeling or emotional response.
· Flat affect: absence of facial expression.

· Indifference: absence of emotional expression but experience is present.

 (5) Thought Process and Content
A. Form of thought

· Flight of ideas: rapid jumping from one idea to another.
· Looseness of association: illogical and haphazard connection between ideas.

· Tangential thinking: an association disturbance in which the speaker goes off the topic around the subject or inability to get the point of the story.

· Circumstantial thinking: the patient give unnecessary details but get the point.

· Neologism: invented words that have meaning only for the client

· Clang association: the choice of wards is often take the form of rhyming.

· Word salad: incoherent mixture of words and phrases.
· Perseveration: Repeating the same sequence of thoughts persistently and inappropriately. 
               B. Content of Thought

· Delusion: It is a false, firmly held despite obvious proof against it and which cannot be changed by reasoning.
1- Persecutory/ paranoid delusion: involve the client's belief that "others" planning to harm him or are spying.

2- Grandiose delusion: the client claim to association with a famous people or celebrities. 

3- Religious delusion.

4- Somatic delusion: are generally vague and unrealistic belief about client's health & bodily function.

5- Referential delusion: Ideas of Reference: An in correct interpretation of external events as having direct reference to self (TV, newspaper…..etc)

6- Nihilistic delusion: the individual has a false idea that the self, a part of the self is none exist.  

· Obsession: Recurring of an unwanted thought which the person cannot resist or eliminate.
· Phobia: an intense irrational fear. E.g. 
                    - Agoraphobia: Fear of open places.

                    - Claustrophobia: Fear of closed spaces.

· Hypochondriacal: A false believes of having one of the physical illnesses.

· Thought Block: sudden cessation of flow of thought or speech.
· Thought withdrawal: delusion that one’s thought are being removed    from one’s mind by other people or forces.
·  Thought insertion: delusion that thoughts are being implanted in one’s mind by other peoples or forces.
· Thought broadcasting: delusion that one’s thought can be heard by others, as thought they were being broadcast in the air.

Suicide Assessment Questions
Ideation: “Are you thinking about killing yourself?”
Plan: “Do you have a plan to kill yourself?”
Method: “How do you plan to kill yourself?”
Access: “How would you carry out this plan? Do you have access to the means to carry out the plan?”
Where: “Where would you kill yourself?”
When: “When do you plan to kill yourself?”
Timing: “What day or time of day do you plan to kill yourself?”

(6) Sensorium and Intellectual Processes
A. Orientation

· Disorientation: Unawareness of a person in regard to time, place and person.
· Confusion: A clouding of consciousness with impaired capacity to think, perceive, remember and respond appropriately.
· Drowsiness: Diminished awareness with inclination to sleep. 

· Stupor: A state in which the person does not move, speak or response to stimuli, but he is conscious.
B. Memory
· Impaired Memory: Inability to remember events correctly which may be about immediate, recent or past events.
· Immediate: recall of perceived material within seconds to minutes.
· Recent: recall of events over past few days.
· Remote: recall of events in distant past.
(7) Abstract Thinking and Concrete Thinking

· Abstract thinking: make associations or interpretations about a situation or comment correctly. The nurse can usually do so by asking the client to interpret a common proverb such as “People who live in glass houses shouldn’t throw stones”
· Concrete thinking: Inability to make interpretation about situation (explain proverb with literal translation). 
(8) Sensory–Perceptual Alterations
· Hallucination: A false perception in the absence of an actual stimulus. It may be in any of the five senses.
· Auditory: involve hearing sounds, most often voices talking to or about   the client.
· Visual: can involve seeing images that do not exist at all such as light or dead person.
· Tactile: refers to sensation such as electricity running through the body.
· Olfactory: involve smells odor where none exist, it may be a specific scent such as urine or feces.
· Gustatory: involve taste in the mouth or sense that food taste like something else.
· Cenesthetic: involve the client's report that he or she feels bodily function that is usually undetectable.
· Kinesthetic: occur when the client is motionless but report the sensation of bodily movement.
· Illusion: Misinterpretation of an environmental stimulus.
· Depersonalization (altered perception of the self): a subjective sense of being unreal, strange, and unfamiliar to oneself. OR, A false belief of experiencing change in the body image or personality.
· Derealization (altered perception of the environment): a false of experiencing change in the surrounding or a feeling of changed reality.

(9) Judgment and Insight
· Judgment: refers to the ability to interpret one’s environment and situation correctly and to adapt one’s behavior and decisions accordingly. Problems with judgment may be evidenced as the client describes recent behavior and activities that reflect a lack of reasonable care for self or others.
· Insight: is the ability to understand the true nature of one’s situation and accept some personal responsibility for that situation.

(10) Self-Concept
· Self-concept: is the way one views oneself in terms of personal worth and dignity. The client’s description of self in terms of physical characteristics gives the nurse information about the client’s body image, which is also part of self-concept.

(11) Roles and Relationships
· The nurse must assess the relationships in the client’s life, the client’s satisfaction with those relationships, or any loss of relationships.
          Common questions include the following:
· Do you feel close to your family?
· Do you have or want a relationship with a significant other?
· Are your relationships meeting your needs for companionship or intimacy?
· Can you meet your sexual needs satisfactorily?
· Have you been involved in any abusive relationships?
(12) Physiologic and Self-Care Considerations
A. Sleep

· Insomnia: diminished or lack of sleep.
· Hypersomnia: excessive prolonged sleep.
· Parasomnia: disturbed behavior during sleep.
B. Self-care deficit
C. Malnourishment 

Therapeutic communication Techniques 

	Therapeutic Techniques
	Examples

	1- Offering self
2- Giving Information.
3- Using silence.
4-Accepting.

5-Giving Recognition 

6-Giving Broad. Openings  

7-Offering General leads. 

8-Placing the event in time

    Or in sequence. 

9-Making observations.

10-Encouraging Description

   Of Perceptions.

11-Encouraging      comparison    

12-Re stating.

13-Reflecting.

14-Focusing.

15-Exploring.

16-Seeking clarification

17-Presenting Reality. 

18-Voicing Doubt. 

19-Seeking consensual

      Validation.

20-Verbalizing the implied.

21-Encouraging evaluation.

22- Attempting to translate 

       Into feelings.

23-Suggesting

      collaboration 

24-Summarizing.

25-Encouraging formulation of a plan of Action.    


	My name is ………..

Visiting hours are ……

My purpose in being here is….. 
I’ll sit with you a while.

I’ll stay here with you.

I’m interested in your comfort. 

Yes.

Uh Hmm.

I follow what you said.

Nodding
Good morning Mr. S. 

You’ve tooled a leather wallet.

I notice that you’ve combed your hair. 

Is there something you’d like to talk about? What are you thinking about?

Go on 

And then? 

Tell me about it?
What seemed to lead up to…?

Was this before or after…..?

When did this happen?

You appear tense.

I notice that you’re biting your lips.
Tell me when you feel anxious what is happening?

Was this something like…?                                                      

Have you had similar experiences?

Pt. I can’t sleep. I stay awake all night.

Nurse you have difficulty sleeping.

Pt. The fellow that is my mate died at war and is rending me yet to marry. 

Nurse you were going to marry him but he died during the war. 

Pt, Do you think I should tell the doctor.…? 

Nurse, Do you think you should?

This point seems worth looking at more closely.

Tell me more about that would you describe it more fully.

I’m not sure that I follow.

What would you say is the main Point of what you said? 

I see no one else in the room.

That sound was a car back-firing.

Your mother is not here, I’m nurse

Isn’t that un usual? 

Really? 

That’s hard to believe.

Tell me whether my understanding of it agrees with yours.

Are you using this word to convey the idea?

 Pt, I can’t talk to you or to anyone it’s a waste of time.

Nurse, Is it your feeling that no one understands?

Pt, My wife pushes me around just like my mother and sister did. 

Nurse, Is it your impression that women are domineering? 

What are your feelings in regard to….? Does this contribute to your discomfort.….? 

Pt, I’m dead 

Nurse, Are you suggesting that you feel lifeless?

Or is it that life seems without meaning

Perhaps you and I can discuss and discover what produces your anxiety.

Have I got this straight?

You’ve said that …….

During the past hour you and I have discussed …

What could you do to let your anger out harmlessly? 

Next time this comes up, what might you do to handle it  


Non-therapeutic communication Techniques
	Non therapeutic techniques
	Examples

	1-Reassuring 

2-Giving Approval 

3-Rejecting 

4-Disapproving

5-Agreeing 

6-Disagreeing 

7-Advising 

8-Probing

9-Challenging 

10-Testing 

11-Defending 

12-Requesting an 

      Explanation 

13-Indicating the 

      Existence of an 

      External source

14-Belittling feelings 

      Expressed 

15-Making stereotyped 

      comments

16-Giving Literal

      responses 

17-Using Denial 

18- Interpreting

19- Introducing an 

       Unrelated topic
	I wouldn’t worry a bout ……..

Everything will be all right 

You’re coming along fine ……
That’s good ……

I’m glad that you…..

Let’s not discuss ……..

I don’t want to hear a bout….. 

That’s bad………..

I’d rather you wouldn’t 
That’s right…….

I agree………

That’s wrong …..

I definitely disagree with ……..

I don’t believe that ………
I think you should …….

Why don’t you…….
Now tell me about……

Tell me your life history…..

But how can you be president of the united states?

If you’re dead why is your heart beating. 

What day is this?                                   

Do you know what kind of a hospital is this? 

Do you still have the idea that?

This hospital has a fine reputation

No one here would lie to you 

But Dr. B. is a very able psychiatrist. 

Why do you think that?

Why do you feel this way?

Why did you do that? 

What makes you say that who told

You that you were Jesus?

What made you do that? 

Pt. I have nothing to live for …….

      I wish I was dead.

Nurse everybody gets down in the dumps.

Or. I’ve felt that way some times 

Nice weather we’re having.

I’m fine and how are you?

It’s for your own good.

Keep your chin up 

Just listen to your doctor and take part in activities-you’ll be home in no time.

Pt. They’re looking in my head 

With television.

Nurse. Try not to watch 

Television or with what channel?   

Pt. I’m nothing 

Nurse of course you’re something.

Every body is something.

What you really mean is………            

Unconsciously you’re saying…..

Pt. I’d like to die 

Nurse did you have visitors this weeks end?


Psychopharmacology

Principles That Guide Pharmacologic Treatment
· A medication is selected based on its effect on the client’s target symptoms such as delusional thinking. 
· Many psychotropic drugs must be given in adequate dosages for some time before their full effect is realized.
· The dosage of medication often is adjusted to the lowest effective dosage for the client. Sometimes a client may need higher dosages to stabilize his or her target symptoms, whereas lower dosages can be used to sustain those effects over time.
· As a rule, older adults require lower dosages of medications than do younger clients to experience therapeutic effects.

· Psychotropic medications often are decreased gradually rather than abruptly. This is because of potential problems with rebound of symptoms
· Follow-up care is essential to ensure compliance with the medication regimen, to make needed adjustments in dosage, and to manage side effects.
· Compliance with the medication regimen often is enhanced when the regimen is as simple as possible in terms of both the number of medications prescribed and the number of daily doses.
Antipsychotic Drugs

[image: image2.png]Generic (Trade) Name ~ Forms  Daily Dosage” Extreme Dosage Ranges

Conventional or first-generation antipsychotics
Phenothiazines
Chlorpromazine (Thorazine) T, L, INJ 200-1,600  25-2,000

Perphenazine (Trilafon) T, L, INJ 16-32 4-64
Fluphenazine (Prolixin) T, L, INJ 2.5-20 1-60
Thioridazine (Mellaril) ~ T,L  200-600 40-800
Mesoridazine (Serentil) T, L, INJ 75-300 30-400
Trifluoperazine (Stelazine) T, L, INJ 6-50 2-80
Thioxanthene

Thiothixene (Navane) C,L,INJ 6-30 6-60
Butyrophenones

Haloperidol (Haldol) T, L, INJ 2-20 1-100
Droperidol (Inapsine) INJ 25

Dibenzazepine
Loxapine (Loxitane) C, L, INJ 60-100 30-250
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Side Effect of antipsychotic:

· Extrapyramidal Side Effects: Extrapyramidal symptoms (EPSs), serious neurologic symptoms, are the major side effects of antipsychotic drugs. They include acute dystonia, pseudoparkinsonism, and akathisia.
· Ziprasidone contraindicated in patients with a known history of QT prolongation, recent myocardial infarction, or uncompensated heart failure
· Dystonia: acute muscular rigidity and cramping, a stiff or thick tongue with difficulty swallowing, and, in severe cases, laryngospasm and respiratory difficulties.
· Torticollis (twisted head and neck)

· Opisthotonus (tightness in the entire body with the head back and an arched neck)

· Oculogyric crisis (eyes rolled back in a locked position).
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· Pseudoparkinsonism: include a stiff, stooped posture; masklike facies; decreased arm swing; a shuffling, festinating gait (with small steps); cogwheel rigidity (ratchet-like movements of joints); drooling; tremor; bradycardia; and coarse pill-rolling movements of the thumb and fingers while at rest.
· Akathisia is reported by the client as an intense need to move about. The client appears restless or anxious and agitated, often with a rigid posture or gait and a lack of spontaneous gestures.
· Neuroleptic malignant syndrome (NMS) is a potentially fatal idiosyncratic reaction to an antipsychotic (or neuroleptic) drug. The major symptoms of NMS are rigidity; high fever; autonomic instability such as unstable blood pressure, diaphoresis, and pallor; delirium; and elevated levels of enzymes, particularly creatine phosphokinase.
· Tardive dyskinesia (TD), a syndrome of permanent involuntary movements, is most commonly caused by the long-term use of conventional antipsychotic drugs. About 20% to 30% of patients on long-term treatment develop symptoms of TD, and the pathophysiology is still unclear. The symptoms of TD include involuntary movements of the tongue, facial and neck muscles, upper and lower extremities, and truncal musculature. Tongue thrusting and protruding, lip smacking, blinking, grimacing, and other excessive unnecessary facial movements are characteristic.
· Anticholinergic side effects often occur with the use of antipsychotics and include orthostatic hypotension, dry mouth, constipation, urinary hesitance or retention, blurred near vision, dry eyes, photophobia, nasal congestion, and decreased memory.
Teaching of Client with antipsychotic

· Encourages clients to report the problems of side effects to the physician instead of discontinuing the medication
· The nurse teaches the client methods of managing or avoiding unpleasant side effects and maintaining the medication regimen.
· Drinking sugar-free fluids and eating sugar-free hard candy ease dry mouth.
· Encourages clients to report the problems of side effects to the physician instead of discontinuing the medication

· The nurse teaches the client methods of managing or avoiding unpleasant side effects and maintaining the medication regimen.

· Drinking sugar-free fluids and eating sugar-free hard candy ease dry mouth.

· Encourages clients to report the problems of side effects to the physician instead of discontinuing the medication

· The nurse teaches the client methods of managing or avoiding unpleasant side effects and maintaining the medication regimen.

· Drinking sugar-free fluids and eating sugar-free hard candy ease dry mouth.
Antidepressant Drugs
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Side Effects of Selective Serotonin Reuptake Inhibitors

· Enhanced serotonin transmission can lead to several common side effects such as anxiety, agitation, akathisia (motor restlessness), nausea, insomnia, and sexual dysfunction. In addition, weight gain is both an initial and ongoing problem during antidepressant therapy.

Side Effects of Cyclic Antidepressants

· The cyclic antidepressants block cholinergic receptors, resulting in anticholinergic effects such as dry mouth, constipation, urinary hesitancy or retention, dry nasal passages, and blurred near vision.
· More severe anticholinergic effects such as agitation, delirium. Other common side effects include orthostatic hypotension, sedation, weight gain, and tachycardia. 
· Clients taking cyclic compounds frequently report sexual dysfunction similar to problems experienced with SSRIs.
Side Effects of Monoamine Oxidase Inhibitors

· Daytime sedation, insomnia, weight gain, dry mouth, orthostatic hypotension, and sexual dysfunction. 
· Severe hypertension, hyperpyrexia, tachycardia, diaphoresis, tremulousness, and cardiac dysrhythmias.
Teaching clients with antidepressants

· Provide food of list and increase patient’s awareness about the hypertensive crises with MAOIs therapy.
· The nurse should make clients aware of the risk for serious or even fatal drug interactions when taking MAOIs and instruct them not to take any additional medication
Mood-Stabilizing Drugs

· Lithium is the most established mood stabilizer; some anticonvulsant drugs, particularly carbamazepine (Tegretol) and valproic acid (Depakote, Depakene), are effective mood stabilizers.
· Other anticonvulsants, such as gabapentin (Neurontin), topiramate (Topamax), oxcarbazepine (Trileptal), and lamotrigine (Lamictal), are also used for mood stabilization. 

· Occasionally, clonazepam (Klonopin) is also used to treat acute mania.
Side Effects

· Common side effects of lithium therapy include mild nausea or diarrhea, anorexia, fine hand tremor, polydipsia, polyuria, a metallic taste in the mouth, and fatigue or lethargy. Weight gain and acne are side effects that occur later in lithium therapy
· Toxic effects of lithium are severe diarrhea, vomiting, drowsiness, muscle weakness, and lack of coordination.
· Side effects of carbamazepine and valproic acid include drowsiness, sedation, dry mouth, and blurred vision.
Teaching clients

· Monitoring blood levels periodically is important.
· Taking these medications with meals minimizes nausea
· The client should not attempt to drive until dizziness, lethargy, fatigue, or blurred vision has subsided.
Antianxiety Drugs (Anxiolytics)
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Side Effects

· Benzodiazepine: Tendency to cause physical dependence; CNS depression, such as drowsiness, sedation, poor coordination, and impaired memory or clouded sensorium.
· Buspirone: dizziness, sedation, nausea, and headache
Client Teaching
· Clients should not drink alcohol while taking benzodiazepines (potentiate effect of 3 alcohol drink)

· Clients should be aware of decreased response time, slower reflexes, and possible sedative effects of these drugs when attempting activities such as driving or going to work.
· Should never discontinue benzodiazepines abruptly or without the supervision of the physician (Benzodiazepine withdrawal can be fatal)
Stimulants

[image: image8.png]Generic (Trade) Name

Dosage

Stimulants
Methylphenidate (Ritalin)

Sustained release (Ritalin-SR, Concerta,
Metadate-CD)
Transdermal patch (Daytrana)

Dextroamphetamine (Dexedrine)

Sustained release (Dexedrine-SR)
Amphetamine (Adderall)
Sustained release (Adderall-SR)

Pemoline (Cylert)

Selective norepinephrine reuptake inhibitor
Atomoxetine (Strattera)

Adults: 20-200 mg/day, orally, in divided doses

Children: 10-60 mg/day, orally, in 24 divided doses

20-60 mg/day, orally, single dose

Adults and children: 15 mg patch worn for 9
hours/day

Adults: 20-200 mg/day, orally, in divided doses

Children: 5-40 mg/day, orally, in 2 or 3 divided doses

10-30 mg/day, orally, single dose

5-40 mg/day, orally, in divided doses

10-30 mg/day, orally, single dose

Children: 37.5-112.5 mg/day, orally, single dose in
the morning

0.5-1.5 mg/kg/day, orally, single dose




Side Effects

· The most common side effects of stimulants are anorexia, weight loss, nausea, and irritability.
· Less common side effects include dizziness, dry mouth, blurred vision, and palpitations.
· The most common long-term problem with stimulants is the growth and weight suppression that occurs in some children.
Client Teaching

· Taking doses of stimulants after meals may minimize anorexia and nausea. 
· Caffeine-free beverages are suggested; clients should avoid chocolate and excessive sugar. 
· Most important is to keep the medication out of the child’s reach because as little as a 10-day supply can be fatal.
Disulfiram (Antabuse)

Disulfiram is a sensitizing agent that causes an adverse reaction when mixed with alcohol in the body. This agent’s only use is as a deterrent to drinking alcohol in persons receiving treatment for alcoholism. It is useful for persons who are motivated to abstain from drinking and who are not impulsive.
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