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Part I: Bowtie 

Schizophrenia 

 

 
  

 

 

 

 
1. Highlight each finding from the present problem noticed as most important, then write out each highlighted 

statement in the table below. What is the meaning of each finding? 

Ezra Sanchez is a 35-year-old male with a history of hypertension and schizophrenia who presented to 

the emergency department (ED) with paranoia ideation and auditory and visual hallucinations. Ezra 

reports the symptoms worsening over the past week. Ezra states that people are watching him, and he 

sees shadows that he believes are putting thoughts in his head. Ezra also said that he hears voices 

telling him to stab himself. Ezra stated that he hasn’t been able to refill his prescriptions and recently 

ran out of his medication supply. Denies thoughts of harm to others. He complains of a headache and 

being tired. Ezra has poor eye contact as well as slowed and delayed speech. 

 

PRESENT PROBLEM Findings Meaning/Interpretation 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The nurse in the mental health unit is caring for a 35-

year-old male client. 

 

Review the medical record, then answer the 

following questions: 
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2. What vital sign data do you notice that is concerning and requires follow-up by the nurse?  

Vital Signs: Concerning Not Concerning Meaning/Interpretation 

Temperature:    

 

 

Pulse:    

 

 

Respiration:    

 

 

Blood Pressure:    

 

 

Oxygen Saturation:    

 

 

Pain: 

 
   

 

 

 
3. Highlight each finding from the nursing assessment noticed as most important, then write out each highlighted 

statement in the table below. What is the meaning of each finding? 

Ezra was voluntarily admitted to the unit. He was cooperative with the admission process and given a 

brief orientation to the unit. 

The patient presents to the unit with a depressed mood and a flat affect. Speech is delayed. 

Movements are slowed, and he complains of fatigue. Ezra reported that he thinks people are “out to 

get me” and believes that people are “talking about him.” He is nervous about coming out of his room. 

Ezra reported seeing shadows that he believes are putting thoughts in his head. Ezra also hears a male 

voice telling him to stab himself. He says this has increased his depression and worries about safety. 

Ezra stated, “I just want the voice to stop.”  He denies thoughts of harming others. Ezra is alert and 

oriented times four and reports some difficulty concentrating.  

 

NURSE ASSESSMENT Findings Meaning/Interpretation 
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4. Complete the diagram by selecting from the choices below to specify what condition the client is most likely 

experiencing, 2 priority actions the nurse should take to address that condition, and 2 priority parameters the 

nurse should monitor to assess the client’s progress. 

Priority Actions to Take  Most Likely Condition  Priority Parameters to Monitor  

   

  
 

Choices  
Actions to Take  Potential Conditions  Parameters to Monitor  

Present reality: Tell the client that 

others do not see and hear his 

experiences.  Advise him that these 

may be symptoms of his illness. 

Major Depression Pain rating 

Ensure a physically and emotionally 

safe environment 

Bipolar Disorder Hamilton Depression Rating Scale 

 

Encourage small meals Anxiety Disorder Daily weight 

 

Encourage the client to use 

distraction and staff support to help 

lessen the voices and not act on the 

command. 

Schizophrenia Mental Status Exam (MSE): 

Thoughts to harm self or others 

Encourage frequent contact and 

communication with the client 

 Thought process and content 

 

Nurse Reflection 
5. To strengthen your clinical judgment skills, reflect on your knowledge and the decisions made caring for this 

patient by answering the reflection questions below. 

Reflection Question Nurse Reflection 

What did you learn? 

 

 

 

 

 

 

What content/concepts do you 

need to understand to make better 

judgments?  

 

 

How will you apply what was 

learned to improve patient care? 

 

 

 

 

 

The nurse is reviewing the client’s assessment 

data to prepare the client’s plan of care. 
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