Dover Behavioral Health
Clinical Assignment
2023

Student Name: Logan Clark 					  Date: November 7th 2023

Patient’s Initials:  BR 				 Age:  24                    Sex:  Female

Psychiatric Diagnosis(es): Major Depressive Disorder, GAD, PTSD, Increase risk for suicide  

Pathophysiology of the main Psychiatric Diagnosis:
Major Depressive Disorder
· Characterized by depressed mood
· Loss of interest or pleasure in usual activities
· Symptoms present for at least 2 weeks
· No history of manic behavior
· Not related to substance use
DSM-5 Criteria 
· Depressed Mood (must have)
· Anhedonia (must have)
· Change in weight
· Insomnia or hypersomnia
· Psychomotor agitation or retardation
· Fatigue or energy loss
· Feelings of worthlessness or guilt
· Diminished concentration or indecisiveness
· Recurrent thoughts of death or suicidal thoughts

Medications 

	Medication Name, Classification/Action
	Rationale
	Side Effects
	Nursing Implications

	Hydroxyzine 25mg 
Preventing the effects of a substance called histamine. Causes activity at the serotonin and dopamine receptors in the brain causing anxiolytic effects 




	Given to decrease anxiety/depression, only given for a short period of time. Should not be used for chronic use
	Drowsiness 
Sedation
Nausea
Dry mouth
Dry eyes
	Monitor mental status and BP, can cause a rash if already having a hypersensitivity reaction 

Ensure patient safety 
Provide education on CNS SE such as being alert or performing tasks that require alertness 

	Mirtazapine 15mg 
Antidepressant that works by alpha2-adrenergic antagonist effects, which results in increased release of norepinephrine and serotonin.

	Given to help with her depression history 
	Dizziness 
Drowsiness 
Constipation
Dry mouth 
Increased appetite 
Wgt gain 
Dreams 
	Monitor CBC, renal and hepatic function, lipids, weight, and suicidal thoughts, serotonin syndrome, increased depression 

	Fluoxetine 60mg 
Increases serotonin, Inhibits CNS neuron serotonin reuptake
	Given to help with anxiety and depression symptoms 
	Insomnia
Sexual dysfunction GI disturbance
	Monitor serum sodium, blood glucose, check height and weight, monitor for worsening depression, anxiety or suicidal ideation, serotonin syndrome and seizures 

	Propranolol 10mg x2 daily 
Blocks response to beta1- and beta2-adrenergic stimulation which results in decreases in heart rate, myocardial contractility, and blood pressure allowing for improved blood flow throughout your body.
	Off-label use for anxiety can create adrenaline response within the body 
	Insomnia 
Fatigue
Weakness
Erectile dysfunction 
Increased depression 
Nausea
Vomiting 
Diarrhea 
Slow HR 
	Monitor HR, BP increased anxiety or depression, rash, skin peeling 



Mental Status Exam:
*Document subjective & objective data*

1. Appearance: Casual attire (sweatpants/flannel), Hair in a bun looked to be recently showered, hygiene appropriate, normal pupil dilation, appropriate look for her age, facial expressions were appropriate for our conversation and throughout morning meeting and group therapy. Height 5’4 Weight 140lbs, healthy for her age, BMI healthy, 2 nose piercings with hoops, tattoos on arm and chest, no visible scars present. Appropriate appearance and age 

2. Behavior: Cooperative, oriented x4, normal motor activity, involved in morning meeting and group therapy. Involved in her medical care as well. Very knowledgeable about different topics. Eye contact was good, looked in other persons eye when having a conversation. No excessive or reduced body movements, no peculiar body movements, no abnormal movements noted 

3. Speech: Normal rate and volume. No disturbances noted 


4. Mood: Appropriate affect, mood: cooperative, involved in plan of care, no abnormal mood symptoms noted 


5. Disorders of the Form of Thought: No abnormal thought content or process noted 


6. Perceptual Disturbances: No hallucinations or illusions 

7. Cognition: Oriented x4, alert, remote and recent memory assessed and is appropriate, attention normal, insight good, aware of illness and behavior. However, does deny any suicide statements while at work or any other time. Understands she does suffer from depression and anxiety and was open to how she copes when she has panic attacks, appropriate problem solving skills and decision making. Is involved with her medical care and her diagnosis. 

8. Ideas of harming Self or Others: Suicidal/homicidal history and current thoughts noted during admission process. Stated she wanted to shoot herself with a gun on her birthday 11/16. Noted made suicide plan 3-4yrs ago while going through divorce. Does have a concealed carry permit 

Problem #1: Risk for suicide behavior 
Patient Goals:
	1. BR will not have any physical harm to self during my time of care 
2. BR will maintain reality and will set 1 realistic short or long term goal for herself during my time of care 
Assessments:
· 1. Evaluate patient risk for suicide and harm to others q15min 
· 2. Determine if MDD is primary or secondary to another disorder daily
· 3. Assess history including family history of depression on admission/prn
· 4. Assess support systems daily 
· 5. Assess triggering events daily
· 6. Assess for previous suicide attempts on admission 
Interventions (In priority order):
1. Provide close observation 1:1 and q15 min checks daily 
1. Encourage use of group therapy daily 
1. Educate importance of attending therapy/mental health outpatient services when discharged
1. Educate importance of adhering to medication regimen and expressing feelings if changes need to be made daily 
1. Encourage to attempt new activities without fear of failure daily 
1. Educate importance of communicating feelings with others and even new people daily 
Problem #2: Dysfunctional Family Processes 
Patient Goals: 
1 BR will establish one support person in her life that she is able to trust during my time of care 
2. BR will identify reasoning for not be able trust nor talk to anyone in her family during my time of care 
Assessments:
· 1. Assess reasoning on why she does not have a relationship with her family on admission
· 2. Assess if family understands diagnosed disorders as needed
· 3. Assess if family wants her in their life as needed
· 4. Assess relationship with family when younger as needed
· 5. Assess how long she has not had a relationship with her family as needed
· 6. Assess if family is cooperative and is able to cope with mental health diagnosis as needed 
Interventions (In priority order):
1. Encourage starting family therapy with her immediate family as needed 
2. Educate importance of having a primary support group/system daily 
3. Educate to spend time with family once discharged to regain trust as needed 
4. Educate strategies to establish trust and rapport with family as needed 
5. Educate to express feelings and thoughts to family when feeling comfortable enough as needed
6. Encourage and educate importance BR to establish individual therapy to process feelings and thoughts with someone other than a friend or family as needed 

Patient Teaching
List 2 teaching topics that you taught a client. Were they appropriate for this client, and why?  
1. Deep breathing: Yes this was appropriate for this client. She seemed to have a lot of stress throughout her life. It is important for her to take a minute to relax and reset  when feeling stressed and overwhelmed    
2. How to decrease stress when feeling overwhelmed: Yes, this was appropriate for this client. She stated she has a history of having panic attacks and sensory overload so mediation could work for her. She explained the 3/2/1 method her therapist has already taught her that she uses when feeling overwhelmed. 


 Growth & Development
1. Discuss norms of growth and development, including development stage. 
Carrer established in the military, does have a close friend that she can trust, appropriate cognitive development. 
Development stage: Young adult
Erikson Stage 6: Intimacy vs. isolation 


2. Discuss any deviations of growth and development and the developmental stage. 
Deviations include history of withdrawal, social isolation, no relationship established with family or a significant other. Divorced, suicidal ideations. 



Self-Evaluation: Answer each of the following questions.

1. What is your personal perception of your performance during your clinical day?  What did you do well? What could you have done better?  Give specific examples.
Overall. I think my performance during clinical day was good. I am proud myself because going to into the day, I was very nervous. I wasn’t sure how I would be able to communicate with the patients without it being weird or awkward. But, I think that I did well. I could have initiated the conversation sooner than I did because I did wait longer than I should have. Participating in group therapy made me realize that a lot of the people do go through the same disorders but have very different situations which allowed me to put different things into perspective. One thing that may work for someone may not work for another person. 


2. Give an example of one of the challenges you faced today. What did you do to overcome it?
My nerves is one of the challenges that I faced today. To overcome my nerves, I just put them aside and it was so much easier than I thought it was going to be because the patients who were there wanted to talk about there situation and were very open and honest with us which allowed the conversation to flow. 

