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Student Name: _Natali Ricks_______________________
ATI Scenario: _______Major Depressive Disorder_______________
To Be Completed Before the Simulation 

*Blue boxes should be completed using textbook information. What do you expect to find? This information should be collected before you start the ATI simulation*
Medical Diagnosis: ____Major Depressive Disorder_______________

NCLEX IV (8):  Physiological Integrity/Physiological Adaptation 	         NCLEX IV (7): Reduction of Risk
	Anatomy and Physiology
Normal Structures
The brain is composed of 3 parts, the cerebrum, cerebellum, and brainstem. It has 4 lobes, the frontal, parietal, occipital, and temporal. It has deep structures such as the hypothalamus (plays a role in behavior control and hunger, thirst, and sleep). The limbic system is another deep structure that is the center of our emotions, learning, and memory. Within the limbic system is the hypothalamus, amygdala (emotional reactions), and the hippocampus (memory). In depression the structures that play a significant role are the amygdala, thalamus, and hippocampus. Activity in the amygdala is increased when someone is depressed. The hippocampus plays a key role in processing long-term memory. The hippocampus is smaller in some depressed people.









	
	Pathophysiology of Disease

Major depressive disorder is characterized by depressed mood, diminished interests, impaired cognitive function, and disturbed sleep or decreased appetite. Occurs due to environmental factors such as sexual, physical, or emotional abuse during childhood. It’s associated with alterations in the regional brain volumes, especially with the hippocampus. They can experience loss of interest or decreased pleasure in usual activities. These are symptoms that are present for at least 2 weeks, have no history of manic behavior, and are not related to substance use. 













To Be Completed Before the Simulation 
Anticipated Patient Problem:	Risk for suicide 
Goal 1: PT will not verbalize any suicidal thoughts during my time of care.
	Relevant Assessments

(Prework) What assessments pertain to your patient’s problem? Include timeframes

	Multidisciplinary Team Intervention

(Prework) What will you do if your assessment is abnormal?


	Assess thoughts of suicide q2hrs.
	Implement suicide precautions during my time of care.

	Assess patients support system during my time of care.
	Encourage support groups during my time of care.

	Assess lack of motivation q shift. 
	Encourage pt to express feelings and establish rapport during my time of care.

	Assess s/sx of hopelessness during my time of care.
	Administer antidepressants as ordered.

	Assess precipitating factors of suicide qshift.
	Encourage pt to identify triggers and how to avoid them qshift. 

	Assess for childhood abuse/ family hx of suicide during my time of care.
	Encourage therapy during my time of care.


Goal 2: PT will recognize their self-worth and identify personal roles and responsibilities in life during my shift.


To Be Completed Before the Simulation 
Anticipated Patient Problem:	Ineffective Coping 
Goal 1: PT will express confidence in handling their stressors and when to ask for help by the end of my shift.
	Relevant Assessments

(Prework) What assessments pertain to your patient’s problem? Include timeframes

	Multidisciplinary Team Intervention

(Prework) What will you do if your assessment is abnormal?


	Assess support system q shift.
	Encourage support groups during my time of care.

	Assess nutritional status during my time of care.
	Encourage small frequent meals high in protein q shift. 

	Assess presence of anxiety q shift.
	Administer benzodiazepine as ordered.

	Assess current coping mechanisms q shift.
	Educate on healthy coping mechanisms q shift.

	Assess drug/ etoh use q shift. 
	Educate on harmful effects of drugs/etoh and side effects during my time of care.

	Assess mental status with mental status examination during my time of care.
	Provide low stimuli/safe environment q shift.


Goal 2: PT will verbalize appropriate coping strategies and resources as well as a support person q shift.






To Be Completed During the Simulation:
	Actual Patient Problem: Risk for suicide 
Goal: Ben will not have any self-harm during my time of care.	   Met:      Unmet:
Goal: Ben will identify 1 support person he can use during my time of care.    Met:      Unmet:

Actual Patient Problem: Ineffective coping 
Goal: Ben will admit he has a problem and uses an ineffective coping mechanism qshift. Met:      Unmet:
Goal: Ben will	verbalize 1 helpful coping skill he can use by the end of my care.	Met:      Unmet:




	Additional Patient Problems: 3) Imbalanced nutrition: Less than body requirements, 4) Anxiety




Below will be your notes, add more lines as needed. Relevant Assessments: Indicate pertinent assessment findings. Multidisciplinary Team Intervention: What interventions were done in response to your abnormal assessments? Reassessment/Evaluation: What was your patient’s response to the intervention?
	Patient Problem
	Time
	Relevant Assessments
	Time
	Multidisciplinary Team Intervention
	Time
	Reassessment/
Evaluation

	1
	1000
	Ben states “A lot has happened to me recently and I am unable to move past it, nothing about life is enjoyable anymore and I need help”
	1005
	RN Alex provided positive reinforcement by educating Ben that admitting help is needed is the first step in recovery”
	1010
	Ben agrees to come to mental health clinic to get help within 20-30 minutes of phone call

	1
	1015
	Ben states “My partner Claire died about 6 months ago”, explains he lost his job 2 months ago and says his life is spiraling out of control
	1030
	Alex validated Bens’s feelings and asked for further explanation.
	1035
	Explains that he drinks a lot

	2
	1100
	Ben explained that drinking is the only thing that helps to relax him
	1115
	Congratulates Ben for being 3 days sober and encourages sobriety
	1125
	Ben states “I know that it is hard to not go to the bar, but if I go, I know I would have several beers”

	2
	1130
	Ben explains that him and Claire used to go on long walks and travel together 
	1132
	Alex asked questions about medications, sleeping habits, and how Ben currently copes
	1145
	Bens lacks eye contact with nurse 

	1
	1150
	Giving away valued items such as motorcycle and gun collection, Ben states “I don’t think life is worth living anymore”
	1155
	Alex thanks Ben for being trusting of the staff and performs risk of suicide assessment and depression assessment
	1200
	Ben states “I’m getting sick of all these questions”

	1,3
	1205
	Weighs 175 lbs upon arrival to appointment, States “I lost about 25 lbs”
	1210
	Alex explains how loss of appetite relates to depression, lost 12.5% of weight in a month, provider notified, NP Jamie suggests that Ben gets transported to acute care facility
	1213
	Ben verbalizes that he is ready to get some help and has no questions

	1,2
	1215
	Ben has no eye contact with Jessie, States “Jordan convinced me to seek help”
	1220
	Jessie explains that Ben will attend individual and group psychotherapy and cognitive behavioral therapy, provided paper scrubs and looked through personal belongings
	1230
	Ben states “I don’t have any questions about my treatment plan” and plans a time to see Jordan


	1,2,4
	1235
	Reviewed treatment plan for Ben
	1240
	Educated about medications such as Sertraline and Lorazepam 2mg/ 2x per day, patient care tech sat in room when nurse left
	1245
	Ben verbalized that he feels like he is getting better after taking the medications and doing therapy, stated no thoughts of self-harm, walks 1 mile per day, does yoga, meditation, and listening to music, is looking for job and riding motorcycle again






To Be Completed After the Simulation
*The orange boxes should be filled out with your simulation patient's actual results, assessments, medications, and recommendations*
NCLEX IV (7):  Reduction of Risk                                                 NCLEX II (3):  Health Promotion and Maintenance                              
	Actual Labs/ Diagnostics

Crisis safety plan
Suicide risk assessment

	
	Signs and Symptoms

Impaired judgement, fatigue, unable to comprehend information, poor concentration



NCLEX II (3):  Health Promotion and Maintenance                                  NCLEX IV (7):  Reduction of Risk
	Contributing Risk Factors

Death of spouse
Job loss
Anxiety disorder
ETOH abuse
	                  
	Therapeutic Procedures
Non-surgical


Surgical


	                                        
	Prevention of Complications             
(Any complications associated with the client’s disease process? If not what are some complications you anticipate)

Remove weapons such as guns at home because they pose suicide risk



NCLEX IV (6):  Pharmacological and          NCLEX IV (5):  Basic Care and Comfort    NCLEX III (4): Psychosocial/Holistic Parenteral Therapies        								 		Care Needs
	Medication Management
Venlafaxine
Sertraline
Lorazepam

	
	Non-Pharmacologic Care Measures
Psychotherapy
CBT
Exercise
Group therapy
Light therapy 
	
	Stressors the client experienced?

Coping with ETOH 
Loss of spouse 



Client/Family Education		 		   	               NCLEX I (1):  Safe and Effective Care Environment
	Document 3 teaching topics specific for this client.
 Medication education
 Good coping mechanisms 
 Verbalize suicidal thoughts and support person
	
	Multidisciplinary Team Involvement
(Which other disciplines were involved in caring for this client?)
Acute inpatient therapy
Provider
Mental health facility 


	
	[bookmark: _Hlk139966399]Patient Resources

Pharmacy, Group therapy, Psychiatrist, Therapist 






Reflection Paper 
Directions: Write reflection including the following:
1. What was your biggest “take away” from participating in the care of this client?
My biggest take-away was how impactful therapy and medication can be for a depressed client. Also, how much a support person can help in the active recovery of someone who is struggling with an alcohol abuse problem and battling depression at the same time.

2. What was something that surprised you in the care of this patient?
I was most surprised about the number of items that were taken out of Bens bag that he could not keep in the facility. I did not think about the extent of harm these items could cause.

3. What is something you would do differently with the care of this client? 
I would remove the correct items from the bag the first time. I did the simulation again after removing all but the underwear out of the bag, but socks were okay to keep during his stay. 

4. How will this simulation experience impact your nursing practice?
It allowed me to see how impactful loosing a loved one is for someone and how everyone has different ways and reasons for coping. It was beneficial to see how the nurses spoke to Ben about drinking and how it was an ineffective coping mechanism.

	5.   Discuss norms or deviations of growth and development that was experienced during the simulation, 	      including developmental stage. 
                  Ben would be categorized in the formal operational stage. Ben should have been able to think                logically and showed that he was able to after his therapy and medication treatments. He did show some deviations such as being poorly groomed, having depressive moods, and the stressors he had about his loss of job and spouse. By the end of the simulation, these deviations were properly resolved. 
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