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Student Name:Jennifer Shepherd                                   Client’s Initials:LS
Date of Interaction:7/24/12                      Therapeutic Communication #1
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?   Client is a 53 year old divorced female who was admitted voluntarily on 6/29/12. Client was admitted to the behavioral unit because of suicidal ideation, hallucinations, and hearing voices. 
· Physician’s psychiatric diagnosis per DSM I-V TR
      Axis I     Schizophrenia Paranoid type, Major Depression                                          
      Axis II    None
      Axis III   Thyroid Disorder, Chronic back pain 
      Axis IV   Stress level mild
      Axis V     Functioning level severely impaired with global assessment functioning score 11-20
· List any medical diagnosis (Not listed under Axis III).

         None
· Self assessment of thoughts and feelings prior and during the therapeutic communication interaction.  Prior to interaction with client I felt nervous and afraid that I wouldn’t say the right thing or client would not want to discuss any information. During the conversation I was able to stay calm and keep the client on track and was able to have a good conversation. Client was able to stay focused during the conversation. 
ASSESSMENT (cont.)
· Describe what is happening in the “milieu”. Does it have an effect on the client?
                  The environment was pretty much calm and quiet at the time. We sat at the table with very little distractions. Others would walk by at times and client would look away for a brief second and return to the conversation. Overall it was calm and quiet. 
DIAGNOSIS:

· Mental Health Nursing Diagnosis:

Disturbed thought processes related to repressed fears as evidenced by:


1. Delusional thinking


2. Altered attention span



3. Non reality based thinking 

PLANNING:

· Identify a goal of the therapeutic communication.
Client to remain free from visual and auditory hallucinations 
· Identify (2) measurable objectives to meet identified goal of therapeutic communication.

1. Client can identify medications and what the medication is used for prior to discharge to help keep voices diminished and free from hallucinations. 
2. Client to keep focused throughout the day.
IMPLEMENTATION:

· Attach Process Recording.

EVALUATION:
· Identify strengths and weaknesses of the therapeutic communication.

Some strengths were I was able to keep the client focused for most of the conversation, the client was able to open up and I was able to listen. We were free from many distractions and the conversation went well.
Some weaknesses were I was very nervous prior to the conversations, at times I felt like I wasn’t sure if I was saying the right thing or not. 
· Were the objectives met? Explain how the objectives were met or any barriers to meeting the objectives.
Objectives were partially met. Client was able to stay focused throughout the day. Patient stated she had an increase in voices later on in the day. Client was able to discuss her medications and what they are used for. Unable to assess if client will remain taking medications as ordered after discharge. 
