Firelands Regional Medical Center School of Nursing

Psychiatric Nursing-2012
PROCESS RECORDING DATA FORM
Student Name:  Bill Obergefell_______                                Client’s Initials:_DA_______

Date of Interaction: 5/29/12______                      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?

DA is a 46 year old male, divorced, father of two.  His ex-wife and two children live in Kansas.  He rarely gets to see or even talk to his children.  DA worked for Chrysler, went on disability in 2009 due to Fibromyalgia and degenerative disk disease.  He lives in the basement of his parent’s home.
DA was a non-voluntary admission and was “pink slipped” because he tried to commit suicide by overdosing on three different medications.  
· Physician’s psychiatric diagnosis per DSM I-V TR
      Axis I     Bipolar disorder – depressive phase, suicide.                                         

      Axis II   Deferred 
      Axis III  Fibromyalgia, degenerative disk disease.
      Axis IV  Moderate 
      Axis V   GAF score of 15
· List any medical diagnosis (Not listed under Axis III).

None
· Self assessment of thoughts and feelings prior and during the therapeutic communication interaction.

Nervous, a little apprehensive, something different for me.  As I sat down and we began to talk, the patient was open and somewhat receptive, at least to a point.  It seemed like he needed / wanted to talk about his issues, but he still found it difficult.  When he decided he didn’t want to talk anymore, it was like a switch was turned off.
ASSESSMENT (cont.)
· Describe what is happening in the “milieu”. Does it have an effect on the client?
While I was talking with him, we were sitting together on the couch by the TV in the lounge area.  The television was on, but no one else was around.  DA had already finished his breakfast and left the dining room.  Everyone else was either in the dining room or still in their room.  As they started trickling in, he became more fidgety and less able to focus on our discussion.
DIAGNOSIS:

· Mental Health Nursing Diagnosis:

Ineffective coping related to inadequate coping skills and underdeveloped ego as evidenced by suicide attempt and suicidal ideations.   After his suicide attempt (overdose on 3 medications), and his admission to the hospital he stated: “I regret trying to commit suicide”.  In spite of this statement, he said; “I continue to feel hopeless, worthless, and depressed and I still have suicidal thoughts”. 
PLANNING:

· Identify a goal of the therapeutic communication.
Help the client relieve some of his anxiety and allow him to vent.  Hopefully it will help him come to grips with his feelings and problems.
· Identify (2) measurable objectives to meet identified goal of therapeutic communication.

1. DA will attend 100% of group therapy sessions today.
2. DA will communicate thoughts and feelings to the medical staff.
IMPLEMENTATION:

· Attach Process Recording.

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

DA was mostly calm and open to talking.  He did show moments of anxiety, depression, and feelings of hopelessness.  
· Were the objectives met? Explain how the objectives were met or any barriers to meeting the objectives.
Yes, I believe they were.  He attended all of the group therapy sessions while I was there, and he participated in the discussions.  He also participated in the Pictionary game that my fellow students organized and played with the clients. 
