MENTAL HEALTH CONCEPT MAP 2023
Student Names: Lucy Siranides, Elani Russell 										Date: 11/03/2023Key:
Red = Acute Substance Withdrawal Syndrome
Green = Ineffective Coping
Blue = Both Problems
Mental Health History/ Predisposing factors 
- Depression (Dx: 6 months ago)
- Anxiety (Dx: 6 months ago)
- Alcohol use disorder (Dx: 5 years ago)
- Marijuana and nicotine use
- Previous alcohol related MVA 10 years ago
- Abused in childhood
- Not attending mandated outpatient rehab
- PD found pt on side of road, after being physically assaulted, empty bottle of liquor by side, unaware of how the incident happened
- Separated from wife of 22 years, and estranged relationship w/ 2 sons
- 2-3 beers/day, 2-3 shots of liquor/day
- Family hx of alcohol abuse (father and paternal grandfather)
- Lives with parents in basement
- Non-supportive parents (of gender transition)
- Evidence of neglect by self (disheveled appearance, poor hygiene, drug and alcohol abuse)
- Started drinking at age 15




Labs, Dx Studies
Thiamine ↓0.8 (WNL: 2.5-7.50) Interpretation – Alcohol may cause low absorption rates of thiamine; AUD is associated w/ reduction in dietary intake of thiamine
RBC ↓4.4 (WNL: 4.5-5.9) Interpretation – Alcohol may cause megaloblastic anemia r/t lack of vitamin B12 and folate
Hgb ↓13.4 (WNL: 14-18) Interpretation – Alcohol may worsen anemia; alcohol interferes w/ maintaining blood supply r/t poor absorption of nutrients (i.e., iron and folic acid)
Hct ↓40.5 (WNL: 42-54) Interpretation -- Alcohol may worsen anemia; alcohol interferes w/ maintaining blood supply r/t poor absorption of nutrients (i.e., iron and folic acid)
Calcium ↑11 (WNL: 8.7-10.7) Interpretation – Alcohol can interfere w/ absorption of calcium in the intestine
Total Protein ↓5.8 (WNL: 6.3-8.3) Interpretation – Alcohol prevents the glycosylation of proteins
AST ↑46 (WNL: 3-44) Interpretation – Excess alcohol causes damage to liver cells
ALT ↑60 (WNL: 0-40) Interpretation – Excess alcohol causes damage to liver cells
Albumin ↓3.4 (WNL: 3.5-5.5) Interpretation – Alcohol interferes w/ albumin synthesis; excess alcohol intake causes poor dietary intake and deficiencies
Ethanol level ↑330 (WNL: 0-50) Interpretation – Excessive alcohol consumption; ineffective coping  alcohol use disorder
Drug Screen: Urine – THC/Marijuana POSITIVE Interpretation – ineffective coping  drug abuse

Non-Contrast CT Scan of Head and Neck (10/15/2023): Impression – soft tissue swelling to right facial area

                      Medications                                 /                         Treatments                            /                         Therapies 
Normal Saline, 1000mL, 125mL/hr IV (Action: replace fluid loss r/t vomiting)
Lorazepam, 4mg, STAT, IV Push (Action: decrease anxiety by acting on GABA, reduce AWS symptoms)
Prochlorperazine, 5mg, 200mL/hr over 30 minutes, STAT, IVPB (Action: depressing the chemoreceptor trigger zone and blocking D2 dopamine receptors in the brain)
Bacitracin, pea sized amount, 3x daily, topical (Action: antibiotic for abrasion on forehead, prevent infection)
Nicotine, 7mg, daily, transdermal (Action: relief of nicotine withdrawal symptoms/cravings)
Buspirone Hydrochloride, 5mg, daily, PO (Action: decreases anxiety by binding to serotonin and dopamine)
Folic Acid, 1mg, daily, PO (Action: maintain normal erythropoiesis, treatment of megaloblastic anemia)
Multivitamin, 1 tablet, daily, PO (Action: replace vitamin deficiencies r/t AWS)
Sertraline Hydrochloride, 50mg, daily, PO (Action: decreases anxiety by increasing availability of serotonin at postsynaptic receptor sites)
Thiamine (Vitamin B1), 100mg, daily, PO (Action: replace thiamine deficiencies r/t AWS)
- Suicide Precautions PRN: remove cords, wires, trash bags, curtains, etc. (prevent harm to self during periods of depression/when having suicidal ideation)
- Seizure Precautions PRN: padded side rails, suction and oxygen at bedside (prevent injuries from possible seizures r/t AWS)
- Wound Care, daily PRN: clean w/ NSS, apply Bacitracin, cover w/ 4x4 and tape; change daily and PRN (prevent infection)
- Implemented basic hygiene practices, daily PRN: bed bath, oral hygiene, change soiled linens/clothing (encourage participation in self- care, comfort measures, prevent infection)

- Cognitive Behavioral Therapy (adapt thinking patterns, develop healthy coping mechanisms)
- Talk therapy (encourage expression of feeling, provide support)
- Nutritional Therapy (improve diet w/ adequate amount of nutrients and calories)
- Inpatient Alcohol Detox and Rehabilitation (pt requested)
- Support groups (i.e., AA)
- Pharmacological: Naltrexone, Acamprosate, Disulfiram (reduce cravings, help abstain from alcohol)



Physical Assessment
Right forehead (above eye) laceration, scant serosanguinous drainage, erythema around wound, stated “It is a little sore”; kept sunglasses on
Presented unkept/disheveled, clothing soiled and torn, hair not brushed, dirt under fingernails, and body odor present
Note: Jamie Garfield, RN (10/16/2023) – nausea and vomiting, refuses to eat or drink anything
Admission (10/15/2023) – BP 88/66, HR 76bpm, SpO2 90%, RR 10, T 96.5°F
10/17/2023 @ 0600 – BP 176/86, HR 116bpm, SpO2 95%, RR 22, T 99.2°F
10/17/2023 @ 1120 – BP 159/74, HR 86bpm, SpO2 95%, RR 18
Mental Health Assessment
Stated thoughts of self-harm and suicidal ideation
Stated “I wonder if the world would be a better place without me.”
Verbal agitation, hx of violence
Paranoia: stated “What the hell is all this?”, “Why are you whispering?”
Risks: seizures, self-injury behavior, falls, substance abuse
Affect: appropriate
Mood: anxious, angry, irritable, hopeless, depressed
LOC: alert and oriented x4
Short term memory intact, but does not remember accident or how she got here
Poor insight
Thought Process: logical and relevant, goal-directed 	
Thought Content: suicidal ideation, statements of hopelessness, self-depreciation
Tactile hallucinations
Perceptual Disturbances: felt pins and needles, felt “itchy”
Motor Activity: Psychomotor agitation, ataxia, moving feet, hitting foot of bed
Cooperative, but irritable behavior during interactions
*CIWA Assessments:
0830 – score: 39
1120 – score: 1



	Patient Problem #1 – Acute Substance Withdrawal Syndrome: AUD
	Patient Problem #2 – Ineffective Coping

	EO #1
J.M. will have a CIWA score of ≤ 8 by the end of my shift on 10/17/2023.
EO#2
J.M. will not acquire anymore injuries (i.e., cuts, bruises, etc.) during my time of care on 10/17/2023.
	EO #1
J.M. will demonstrate one coping strategy (i.e., expressing emotions, journaling, ect.) during a stressful situation during my time of care on 10/17/2023.	
EO#2
J.M. will be able to recognize and identify instances or situations that trigger stress and a desire to use substances prior to discharge. 

	Nursing Interventions

1. Remove any items that may cause harm (i.e., cords, wires, curtain, etc.) and initiate suicide precautions PRN.
      Rationale: Prevent harm to self during periods of depression/when having suicidal ideation.

2. Move to a room located near the nurse’s station and initiate seizure precautions (i.e., padded side rails) PRN.
      Rationale: Having the patient closer to the nurse’s station promotes safety, and seizure precautions are initiated to prevent injury from potential seizures caused by AWS.

3. Administer Lorazepam 4mg IV push STAT.
      Rationale: CIWA score of 39 indicated use of Lorazepam 4mg due to the score exceeding 20; Lorazepam decreases anxiety and reduces symptoms of AWS.

4. Administer normal saline 1000mL, 125mL/hr IV continuously.
      Rationale: Normal saline is administered to replace fluid losses caused by excess alcohol intake and vomiting.

5. Administer Prochlorperazine 5mg, 200mL/hr over 30 minutes IVPB STAT.
      Rationale: Prochlorperazine is an antiemetic and reduces nausea r/t AWS.

6. Provide a quiet environment – speak in a calm, quiet voice; regulate lighting as needed; turn off the radio and television during rest PRN.
      Rationale: Low stimulation environments reduce stress, anxiety, and agitation and increase comfort levels during AWS.
	Nursing Interventions

1. Utilize therapeutic communication (i.e., open-ended questions, use of silence, reflecting, etc.) qshift.
      Rationale: Utilizing therapeutic communication builds rapport and trust in the nurse-client relationship facilitating more open communication from the client.

2. Encourage the expression of feelings and concerns qshift.
      Rationale: Allows for more specific, individualized care and greater understanding of how to better support the client.

3. Encourage participation in individual therapy, group therapy, and support groups qshift.
      Rationale: Therapy and support groups provide social and mental health support as well as decreases feelings of isolation by sharing experiences.

4. Administer Buspirone Hydrochloride 5mg PO daily.
      Rationale: Buspirone Hydrochloride decreases anxiety by binding to serotonin and dopamine promoting relaxation.

5. Administer Sertraline Hydrochloride 50mg PO daily.
      Rationale: Sertraline Hydrochloride decreases anxiety by increasing availability of serotonin at postsynaptic receptor sites reducing agitation and stress.

6. Educate on/explore alternative coping mechanisms (i.e., physical activity, mindfulness, deep breathing, etc.) qshift and PRN.
      Rationale: Providing information on healthier coping mechanisms encourages abstinence from substance abuse and other destructive behaviors.
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Medical Diagnosis:
 Acute Alcohol Intoxication


Patient Problem #1
Acute Substance Withdrawal Syndome


Patient Problem #2
Ineffective Coping


