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Individual Client Profile
Student name: Samantha Paris




       Date of assignment: 7/31/12 
Admission Date: 7/30/12

Reason for admission: Schizophrenia, acute psychotic episode 





Stage of development (Erickson): Infancy (0-18 mos) Trust Vs. Mistrust                         
Expected:  Middle Adulthood (40-65) generativity vs. stagnation 
Actual: Infancy (0-18 mos) this client is able to develop a sense of trust with us as the caregivers, however she is one hundred percent reliant on others for care. She is unwilling to participate in care even with cueing. She does not take any action towards independence, which precludes her from moving to the next stage; she also has no control over her environment as evidenced by the condition in which she came in. 

What defense mechanism(s) have you identified your client using to cope? Explain. Denial: When asked about how she came to be in this condition she states that she does not think there is a problem, therefore in her mind no problem is present. She doesn’t acknowledge any issues at this time. 
How will this influence the care you provide your client? This client came in very bad shape. She was malodorous, and clearly unkempt, and has a case of lice. Her affect is flat, and is not very talkative without cueing or prompting. I approached her a very calm manner and asked her questions, and repeated them a few times to get her to comprehend what I was asking. This client performs very well with cueing and prompting. The use of both techniques allowed the co-assigned nurse and I to get her to cooperate with care. She needs patience and firmness in order to get her to participate in anything. 
	Axis I


	Schizophrenia 

	Axis II

	Deferred 

	Axis III


	Obesity, lice, constipation, hypertension

	Axis IV


	Moderate: lives alone, relies on elderly parents for assistance, no job or finances, presents with lack of hygiene and poor self care

	Axis V


	GAF 11

	What are the major symptoms you have observed with this client? List.
	She was unkempt, malodorous, clearly had not been taking care of herself, slow speech, flat affect, anhedonia (no emotion), delusions, paranoia, anxiety  



	Describe any issues of co-morbidity that exist within this client’s profile.

	This client is obese which contributes her hypertension although she is not currently on any meds for it, her hygiene has caused her to get lice, her diet has contributed to her obesity

	Medications
	List & research all medications on attached medication profile.      (See attached medication profile).

	What interventions are in place to provide a safe environment for this client?

	· Safety checks 

· Behavioral checks 

· Fall precautions (bed in low position, proper footwear) AAT

· Nursing 1:1 time Q once a shift (ensures patient safety, and allows patient to address concerns)

· Therapy groups (group/ individual) 

· Quiet Room 

· Private room 

	Write one nursing diagnosis for the client’s priority Axis I Mental Health disorder, include defining characteristics.

	Axis 1: disturbed thought process R/T disease process (schizophrenia, acute psychotic episode) AEB

· Flat affect

· Denial of problem

· Anxiety

· Paranoia

· Need for constant cueing

· Self care deficit

· Delusions 

(use NANDA approved diagnosis)


	Write one nursing diagnosis for the client’s priority Axis III medical disorder, include defining characteristics.
	Axis III: Hygiene: Self Care Deficit R/T disease process AEB:

· Unkempt appearance

· Oily hair and nails

· Malodorous scent

· Yellowed teeth

· Presence of lice
(use NANDA approved diagnosis)

	Collaboration: Consult with at least one staff member about this client. 

Answer the questions.
	1.  I spoke with: Monica, whose role is: Registered nurse

2. What two interventions are in place that will help this client succeed in their individual treatment plan? List those interventions.

· Encouraging participation in ADLS

· Compliance with medication regimen



	
	


	Are there interventions being used to treat any medical illness? 

If so, explain.

	· Fall precautions AAT

· Safety checks Q 15 mins

· Medications for pain management (i.e. gabapentin (Neurontin) for musculoskeletal disorders, and possible treatment for seizure disorder)

· Quiet room 

	Goals:

Collaborate with the assigned client to develop one short and one long term goal for this hospitalization.
	Short term goal: Participation in all ADLS by discharge

· The client can walk, and has the potential to move but not without extensive cueing. She states she doesn’t like having us do her personal care for her. If she can learn to participate or at least take initiative to assist with care it will help everyone, and hopefully assist in improving her health, self-esteem. It may help with her self care deficit which needs assistance, as she is clearly dependant on others for care.

Long term goal: Compliance with medication regimen by discharge

 - Although not much is known about this client it was clear by looking through the chart, and talking to her that she had not been taking her medications as prescribed. This is a necessary goal for this client to improve her health status both physically and mentally. Taking her medications will provide regulation for her. She either is going to have to take action to take her medications or depending on a change of living situations have said facility do it for her


	Education needs:

Identify two (2) knowledge deficits on which you can provide client education.
	1. Participation in self care/ ADL’s

2. Education regarding following medication regimen



	Client education

	Teaching approaches used: Lecture and discussion. This client needs to be approached with patience and a firm hand in that she needs cueing, but has to be made to assist with care, she is capable of it. She needs to participate in self-care in order to improve hygiene, health, and independence on some level. I explained to her that since she will not care for herself, she needs to help otherwise she will have to rely on others care depending on discharge planning, and it this bothers her. She was very receptive to the teaching and began to wash her own body during shower. This lecture format seemed to work for since she would not participate in any other form of teaching. For her medications I explained that they are there to help her, and they have to be taken regularly in order to be effective, and not taking them consistently can cause many problems. This was also done in the lecture format

Attach education material and list resources you used for client education? 

	Evaluation
	Describe the client’s learning response:

· The client had a very positive learning response and was able to verbalize understanding and interest in the topics discussed. She began to assist with her care, and ask questions about her medications. While I am not aware of her Discharge planning, she needs to assist in her care, and take medications to improve her quality of life. She was receptive to most of the teaching although it took much repeating, and I am not aware how much she will remember. She needs constant care and reminding. 



	Discharge Planning:

Identify two (2) resources you would need to help this client maintain optimal level of wellness after discharge.
	1. Placement in facility/ Home Health- This client needs supervision and total care at this time. She is not capable of caring for herself. Having someone to come and care for her regularly and assist with medications will help her maintain a decent quality of life. 

2. Follow up appointments with primary care provider- regular appointments with her doctor will help ensure her medications are effective, her weight, and hypertension need addressed. Regular exams will ensure her quality of life



	Concept Map
	Attach a concept map related to the care needs of your client.

	Other:

Include any other information pertinent to the care of this client
	


