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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 particular client is a 58 year old male. He is disabled and has been divorced twice. Client has a past history of substance abuse which included using marijuana and cocaine. Currently uses tobacco (1-2 packs cigarettes per day) and caffeine. He is also a recovering alcoholic (sober for one year) and has attended AA meetings/SAMI groups in the past. He has two alcoholic roommates. He is grieving the loss of his mother who died of cancer this past year. He has a poor relationship with his brother. He does not own a vehicle. He does report having a good relationship with his son. 

This client is a voluntary admit to the Behavioral Unit; this is his seventh admission since 2010. He was admitted with Axis I criteria of bipolar disorder; currently depressed with generalized anxiety disorder. His symptoms included being tearful at times, feeling anxious and hopeless, decreased energy, lack of interest, trouble sleeping, increased appetite, increased weight, feeling overwhelmed and sad, and complaints of feeling “very, very, very depressed.” On admission he admitted to having an increase in suicidal ideations over the past two weeks with a suicidal plan to “drink bleach.”
· Physician’s psychiatric diagnosis per DSM I-V TR:
      Axis I: Bipolar disorder, currently depressed, generalized anxiety disorder             

      Axis II: Personality disorder, NOS with dependent features
      Axis III: COPD, GERD
      Axis IV: Severe
Axis V: Global assessment of functioning (GAF) score of “25” Highest level in past year “40”
· List any medical diagnosis (Not listed under Axis III): 

In addition to COPD and GERD, the client’s medical record also lists the following medical issues: irritable bowel syndrome, head trauma, obesity, and back and neck pain. 

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

Honestly, prior to completing this assignment, I was skeptical of my ability to be able to recall and gather all of the needed information. I was glad that my assigned client for the day seemed to be very honest and open, and loved having nursing students to chat with so these elements were already working in my favor. This helped to relieve some of my worry over being able to complete this assignment. For the most part, during the therapeutic communication interaction, I felt comfortable and relaxed. This interaction was completed on day two of clinical so I felt I had developed trust and respect with a good rapport with my assigned client by this time. 
ASSESSMENT (cont.)
· Describe what is happening in the “milieu”. Does it have an effect on the client?

The milieu was not as therapeutic as I hoped for. For one, I would have felt more comfortable in a more private area such as the client’s room. I set up a basic time range for the interaction: after lunch. The client is the one who chose where and exactly when this interaction would take place: in the common area within view of the nurse’s station. It was out in the open near the television and phones and there was a lot of distracting activity going on around us due to a “Code Violet” having just been called and dealt with prior to us sitting down. I questioned the client about going to a more private area, but he declined and stated the location was just fine for him. At the start of the interaction, he mentioned he was feeling “anxious” due to all of the “Code Violet” activity taking place around him. He was not present for or involved in the actual code, but it seemed the tense atmosphere was bothering him. However, he didn’t seem to mind talking out in the open in front of other patients and nursing students regarding his feelings.
DIAGNOSIS:

· Mental Health Nursing Diagnosis: 
High risk for self-harm related to depressed mood secondary to bipolar disorder

Defining characteristics (DC): 

Verbalization of feelings of hopelessness and depression

Verbalization of having trouble sleeping

Verbalization of suicidal plan to “drink bleach”

Verbalization of increased suicidal ideations over the past 2 weeks

Verbalization of feeling “sluggish”

Becoming tearful and sad during nursing assessment
PLANNING:

· Identify a goal of the therapeutic communication.
The goals of this therapeutic communication interaction were to promote discussion of the current situation (“Code Violet”) and to help the client identify and discuss his current mental health crisis. 
· Identify (2) measurable objectives to meet identified goal of therapeutic communication.

1. The client will be able to list four descriptive words as to how he is currently feeling by the conclusion of therapeutic the interaction. 
2. The client will be able to elaborate on the environmental stressors he is experiencing at home. He will list at least four of the known stressors by the conclusion of the therapeutic interaction. 
IMPLEMENTATION:

· Attach Process Recording.

EVALUATION:
· Identify strengths and weaknesses of the therapeutic communication.
The strengths of this therapeutic communication include my ability and willingness to establish the necessary trust, respect, and a good rapport for the interaction by day two of clinical. Weaknesses include my personal demonstration of non-therapeutic, non-verbal communication techniques including losing eye contact on occasion and keeping my legs crossed out of habit throughout the process recording. Also, I did not allow for much silence and introduced unrelated topics several times in order to keep the conversation moving along. 
· Were the objectives met? Explain how the objectives were met or any barriers to meeting the objectives.
The basic objectives for therapeutic communication were met by the conclusion of the interaction. He was able to give four descriptive phrases as to how he was feeling. He was also able to list four environmental stressors he was experiencing in his home setting. He was able to freely discuss elements of his current mental health crisis along with the “Code Violet” incident. 
