
I chose this 
assessment due to my
patient being a 
suicide risk. No, there 
was not any abnormal
assessment that 
stood out to me.

If the assessment were 
abnormal, there would have 
been a high chance for this 
patient to commit suicide or 
harm themselves. I have not 
been in a situation where the 
patient had an active plan of 
suicide.

Based on this 
information, as a nurse,
we can do a room 
search to ensure there 
is no object that could 
harm the patient. Something that I learned 

was how to fill out these 
assessments. This was my
first time going off this 
assessment as a 
reflection. This was a 
great way to get one-on-
one practice with the 
patient.



During the mental status 
examination of this client, 
one of the things was 
abnormal, and it stood out 
that this patient tried to 
come to Miss Westside 
before coming here. Also, 
the patient was hesitant to 
make eye contact, and there 
was silence between her 
sentences while answering 
me.

The potential cause of this 
patient could be her trying to 
commit suicide again or do 
something that can be harmful
to herself.

Some additional 
assessment information I 
can use based on my 
interpretation of this 
patient is suicide risk 
assessment. While talking 
to this patient, I used the 
listener role as therapeutic 
communication.

While talking to this patient,
I learned that high need 
more patience while 
listening to others. 
Something that I might do 
differently in the future is 
that until the patient is 
done talking, then say what 
I have to say. After this 
conversation, I have not 
changed my values or 
feelings based on this 
interaction.
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