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Sam, I am prepared to accept this process recording as final. You have done a very nice job documenting the conversation. However, I did deduct 2.5 points from the objectives. #1 was not a measurable objective. This will give you a 97.5 score. You do have the opportunity to correct this to receive the full 100 points. Good job! Kitty
PROCESS RECORDING DATA FORM
Student Name: Samantha Paris   Client’s Initials: C.C 

Date of Interaction: 7/10/12  Therapeutic Communication #: 6 methods? 

ASSESSMENT

· Pertinent background information of client (age, sex, marital status, etc.), description of why the client was admitted to the Behavioral Unit. Was this a voluntary or non-voluntary admission?

· This was an involuntary admission after the client was engaged in a fight at his residence, and had not been taking his medication. The client is a 31-year-old male who has an extensive background of abuse both mental and physical to both himself and him onto others. He is not married resides in a group home. He is overweight and is on an 1800 ADA diet with regards to his other health issues. He has auditory and visual hallucinations but is compliant when asked to do something. He is aware of his illness and admits that he has mental health issues, but is noncompliant with his prescribed regimen outside of the hospital. He has a history of bipolar disorder and schizoaffective disorder as well as a history of violence and suicidal ideation. The client has no job, funds, or support system and is estranged from his family.

· Physician’s psychiatric diagnosis per DSM I-V TR

      Axis I: Schizoaffective disorder (bipolar type)                                            


      Axis II: histrionic personality disorder, depression 

      Axis III: Hypertension, Asthma 

      Axis IV: Moderate AEB: no finances or housing (resides in group home), no support system, estranged from family, lack of education 

      Axis V: GAF 25

· List any medical diagnosis (Not listed under Axis III).

· Hypercholestermia

· Sleep Apnea 

· Seizures 

· Self-assessment of thoughts and feelings prior and during the therapeutic communication interaction.

· I was nervous when the client first approached me seeking help with his medication. I had gotten to know him the first day very well and frankly very surprised at how quickly he appeared to garner some form of trust with me. I was a little hesitant to assist him with this as communication is not my best area but I was ready to try it. During the talk my feeling ranged from confidence to sadness to nervousness. I was very bothered by many of the things that he was stating to me about the nursing staff and could not seem to find the words to tell him. I gained more confidence as the talk went on. The confidence seemed to come from the reception I got from the client. I learned to be open and that using eye contact or the SOLER approach really appears to make the client more comfortable but me as well. It was very educational for the client and me as well. It was nice to hear the client’s point of view regarding the staff. I learned that I am much more confident and better at teaching than I thought and hope that my simple talk with him helps him. Just a note: sometimes it’s difficult to separate ‘manipulation’ from ‘geniune concern’. I’m not saying this is what this client was doing, just giving you food for thought.
ASSESSMENT (cont.)
· Describe what is happening in the “milieu”. Does it have an effect on the client?
· The room is the quiet room on Haynes Unit. It is a small room with two chairs and a bathroom. The room is right off the main sitting area, and there are a lot of people around. He has the radio on loud and appears to rock around in his chair for comfort. He seems to like the quiet area because the room is separate from the rest of the people but still close enough to seek help if he needs it. I had him turn the radio down so we could better conduct the conversation and this seemed to help maintain focus longer. The small room was peaceful and appeared to bring some piece of mind as well. 
DIAGNOSIS:

· Mental Health Nursing Diagnosis:

· Knowledge deficit R/T medication regimen AEB: inability to tell me names of medications, not following prescribed regimen, seeking assistance regarding education 

· Disturbed thought processes R/T hallucinations AEB: anxiety, jerky movements, outbursts, A/V hallucinations, inability to hold concentration for longer than 3 minutes at a time

PLANNING:

· Identify a goal of the therapeutic communication.

· Understand the necessity of following prescribed medication regimen

The client needed serious education regarding his medication regimen, and the need to make him realize that he will not see any effects from the drugs unless he takes them consistently and allows them time to work. 
· Identify (2) measurable objectives to meet identified goal of therapeutic communication.


1. Client will verbalize understanding of need to adhere to prescribed regimen

Rationale: Client needs to be able to understand why he needs to take the medications and understand their importance Not measurable.

2. Client will seek out nurse to take medication on his own without reminder (instead of the RN having to find him to take meds) Measurable, client will seek out…… good!
Rationale: This will show the client is willing to take medications without a prompt from staff and show learning 

IMPLEMENTATION:

· Attach Process Recording.

EVALUATION:

· Identify strengths and weaknesses of the therapeutic communication.

· The whole conversation was a learning session for both the client and myself as well. I think the strength was that I was able to provide simple teaching to the client that he appeared receptive to. With reflection I am happy with the way most of my questions were worded, and I am pleased I was able to redirect the conversation when necessary. Lastly he was very receptive to my teaching and really opened to me up about his feelings, which he really appeared to need to do. The weaknesses for me were that I was not able to find a way to address his feelings toward the staff. How would you have handled this on a med-surg unit? I wish I had addressed them to make him more apt to seek out the staff. More confidence was needed on my part. I also would have liked to back channel a bit more and quizzed him about the medications a bit more. Lastly I wish I could have addressed the issue with less questions and more confidence. Overall I was happy I was able to address his medication issue and make him more comfortable with taking them but I wish I could have addressed other issues with him as well.  I feel that I conducted myself in a professional but approachable manner that seemed to make the client more comfortable. There were a few more methods of approach I could have used but time given I thought I did pretty well. 

· Were the objectives met? Explain how the objectives were met or any barriers to meeting the objectives.

· I feel education regarding taking his medications was met with options and that he was receptive to the teaching. He was very accepting of the need to take the medication once I explained a few things to him, as well as options for organizing his medications. The objective in this case met. The objective regarding feelings toward the staff was not addressed and I would have liked to if I had felt that I had the correct words to say to him, so I did not him make him any more comfortable with the staff. The barriers were his shifting of attention so often, and my lack of confidence regarding the initial conversation. The setting was a good private location for the conversation. On the whole I felt I met the education but not the other issues regarding issues with the staff. I got him to open up about his feelings but I directed the conversation towards the education that I knew I could handle. 

