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	Section 1:                         	                                                                                  /5 pts

	Date of Admission
 02/13/2020
	Client’s Initials
RH

	Age
37
	Gender
Female

	Race/Ethnicity
 Caucasian
	Occupation
Unemployed
	Marital Status
Single
	Allergies
BIAXIN [Clarithromycin],
MORPHINE, PENICILLIN G

	Observation Status
Inpatient
Voluntary 
	Height / Weight
5’5’’ (165.1 cm)
260 lbs (117.9 kg)
	Other Pertinent Information
N/A






 
	Section 2:                                                                                                               /5 pts 	
Admission Assessment

	
Reason for Admission (In client’s own words):
“I had a nervous breakdown”

	Admitting Diagnosis:
Bipolar disorder

	Secondary Diagnosis (if applicable): N/A

	Medical Conditions: Anxiety, depression, DVT, PTSD, Pulmonary embolism, Rheumatoid arthritis and Gastroesophageal reflux disease

	Factors that Lead to Admission: Felt like her boyfriends kids were not listening to her and it was causing her to feel stressed and like she wasn't good enough

	History of Suicide Attempts (Date/Method): 2 previous suicide attempts, overdose with medications many years ago. In 2019, she attempted suicide by cutting her wrist.

	History and Current use of Substances: none

	History of Psychiatric Diagnosis: Anxiety, depression, PTSD


 
 
 
	Section 3:                        	                                                                                              /20 pts 	
Level of Care Assessment
NOTE: If you do not know the definitions look them up!

	Appearance
	Appropriate
Poor Hygiene
Needle tracks
Poor eye contact
	Neat / Well groomed
Dental erosion
Injured
	Good eye contact
Dress: in yellow unit scrubs
Casual
Bizarre
	Disheveled
 
Clothing not typical of gender

	Build
	Average
Petite
	Underweight
Obese
	Thin
Muscular
	Overweight

	Speech
	Normal rate
Pressured
Mumbled
Monotone
Rapid
	Loud
Slurred
Incoherent
Animated/excited
Circumstantial
	Slow
Garbled
Clear
Accent
Flight of ideas
	Soft
Stutter
Impoverished
 
Difficulty finding words

	Interpersonal Style
	Congenial
Withdrawn
Engaging
Irritable
	Open
Relaxed
Defensive
Guarded
	Cooperative
Shy
Resistant
Cautious
	Compliant
Hostile
Annoyed

	Mood/Affect
Mood as stated in client’s own words:
 
 
	Fearful
Anhedonia
Indifferent
Dysphoric
Flat
Depressed/
Hopeless/ Helpless
	Irritable
Anxious
Labile
Apathetic
Constricted
	Appropriate
Sad
Ambivalent
Reactive
Fixed
	Angry
Manic
Blunt
Calm
Tearful- just when asked about childhood

	Behavior
 
	Euphoric
Drowsy
Sullen
Depressed
Inability to focus
	Angry
Anxious/panicky
Distant
Manic/mania
	Irritable
Paranoid/suspicious
Unconcerned
Hyperactive
	Hostile
Appropriate
Negative
Hypervigilant
 

	Judgement
Comments:
	Good
	Fair
	Poor
	 

	Abstraction
	Appropriate
	Concrete
	 
	 

	Insight
Comments:
	Awareness of problem
Psychosis
Dementia
	Partial understanding of illness
	Denial of problem/illness
	No understanding of illness

	Impulse Control
	Good
	Fair
	Poor
	 

	Intelligence
	Average
	Above Average
	Below Average
	Unable to ascertain

	Orientation
	Time
Disoriented
	Place
Poor Concentration
	Person
	Situation

	Sensorium
	Alert
Clouded
	Aware
Drowsy
	Lethargic
Dull
	Stupor
Uninterested

	Thought content
	Hallucinations
Confused
Goal directed
Coherent
Depersonalization
Within normal limits
	Delusions
Divergent
Somatic
Logical
Dangerous
Confabulation
	Paranoia
Evasive
Obsessive
Grandiosity
 
Distortion of body image
	Racing thoughts
Blocking
Phobic
Tangential
 
Loose associations

	Memory
	Recent
Good
Fair
Poor
	Short Term
Good
Fair
Poor
	Long Term
Good
Fair
Poor
	 

	Gait
 
Assistive Devices:
	Normal
 
Rigid
	Shuffling
 
Trembling
	Unsteady
 
Left side weakness
	Staggering
 
Right side weakness

	Posture/ Muscle Tone/
Strength:
	Normal
Cogwheel
	Rigid
Spastic
	Slouched
Atrophy
	Flaccid
Other

	Motor Movements
	Normal
 
Tics
	Restless
 
Continuous movement
	Agitated
 
Slow/psychomotor retardation
	tremors


 
	Section 4:                                                                                                                         /10pts 	
Psychosocial Assessment

	History of Trauma

	No lifetime experience/witness of trauma/abuse 

	 
	Current
	Past
(what age)
	Secondary Trauma**
	Describe

	Physical Abuse
	 
	 9y/o
	 
	 One of her mother's boyfriends would hit her 

	Sexual Abuse
	 
	 9y/o
	 
	 One of her mother's boyfriends sons

	Emotional Abuse
	 NA
	 NA
	NA
	 Verbally abused by her mother growing up. Some of her mother's boyfriends as well

	Neglect
	 NA
	 NA
	NA
	 

	Exploitation
	 NA
	 NA
	NA
	 

	Crime
	 NA
	 NA
	NA
	 

	Military
	 NA
	 NA
	NA
	 

	Natural Disaster
	 NA
	 NA
	NA
	 

	Loss
	 NA
	 NA
	NA
	 

	Other
	 NA
	 NA
	NA
	 

	**Secondary Trauma is a response that comes from caring for another person with trauma. Also called compassion fatigue or burnout.

	Section 5:                                                                                                                          /15 pts 	
Presenting Problems

	Problematic areas
 
	Presenting?
	Describe (frequency, intensity, duration, occurrence)

	Depressed or sad mood
	Yes
	No
	 

	Loss of energy or interest in activities/school
	Yes
	No
	 Somewhat wants to go back to school, but feels it may not be a option

	Deterioration in hygiene and/or grooming
	Yes
	No
	 

	Social withdrawal or isolation
	Yes
	No
	 

	Difficulties with ability to parent/or be parented
	Yes
	No
	 

	Difficulties with home, school, work, relationships or responsibilities
	Yes
	No
	 Feels boyfriends children won't listen to her, she doesn't want to be a mom figure to them sense she is not mom but doesn't want to see them get hurt

	Sleeping Patterns
	Presenting?
	Describe (frequency, intensity, duration, occurrence)

	Change in number of hours / nights
	Yes
	No
	 Varies by night, her first few nights were difficult after her fall, couldn't get comfortable 

	Difficulty falling asleep
	Yes
	No
	 Varies by night, her first few nights were difficult after her fall, couldn't get comfortable 

	Frequently awakening during night
	Yes
	No
	 When she has nightmares she tends to wake up more

	Early morning awakenings
	Yes
	No
	 Depends, 6am when she has to be up with the kids but describes herself as a night person

	Nightmares/dreams
	Yes
	No
	 One of her previous medications was causing bad dreams. 

	other
	Yes
	No
	 N/A

	Eating habits
	Presenting?
	Describe (frequency, intensity, duration, occurrence)

	Changes in eating habits: overeating/loss of appetite
	Yes
	No
	 

	Binge eating and/or purging
	Yes
	No
	 

	Unexplained weight gain/loss?
Amount of weight change: ______
	Yes
	No
	 

	Use of laxatives or excessive exercise
	Yes
	No
	 

	Anxiety Symptoms
	Presenting?
	Describe (frequency, intensity, duration, occurrence)

	Anxiety Behaviors (pacing, tremors etc.)
	Yes
	No
	 Has anxiety about things in her life, gets worse when she feels like her boyfriend won't talk to her about the issues she feels needs to be discussed 

	Panic attacks
	Yes
	No
	 When she feels like shes not good enough because the kids won't listen to her 

	Obsessive/compulsive thoughts
	Yes
	No
	 

	Obsessive/compulsive behaviors
	Yes
	No
	 

	Impact on daily living or avoidance of situations/ objects due to levels of anxiety
	Yes
	No
	 She feels like it is hard to get motivated when the kids won't listen 

	Rating Scale

	How would you rate your depression on scale of 1-10 10 getting better with medication

	How would you rate your anxiety on scale of 1-10 10 getting better with medication

	Section 6:                                                                                                                            /5 pts 	
Current Stressors or Areas of Life Affected by Presenting Problems (work, school, family, legal, social, financial)

	Problematic Areas
	Presenting?
	Describe (frequency, intensity, duration, occurrence)

	Work
	Yes
	No
	 

	School
	Yes
	No
	 

	Family
	Yes
	No
	 Boyfriends kids won't listen to her adding more stress

	Legal
	Yes
	No
	 

	Social
	Yes
	No
	 She doesn't know where she belongs at times

	Financial
	Yes
	No
	 

	Other
	Yes
	No
	 

	Section 7:                                                                                                                            /5 pts 	
Previous Psychiatric and Substance Use Treatment - Inpatient/Outpatient

	Dates
	Facility/MD/Therapist
	Inpatient/Outpatient
	Reason for Treatment
	Response/Outcome

	 None available 
	 None available 
	Inpatient
Outpatient
Other: __________
	 
	No Improvement
Some improvement
Significant Improvement

	  None available 
	  None available 
	Inpatient
Outpatient
Other: __________
	 
	No Improvement
Some improvement
Significant Improvement

	  None available 
	  None available 
	Inpatient
Outpatient
Other: __________
	 
	No Improvement
Some improvement
Significant Improvement

	Section 8:                                                                                                                       /20 pts 	Personal/Family History

	Who lives with you?
	Age
	Relationship
	Do they use any substances

	 Tony 
	49 
	boyfriend
	Yes
	No

	 Boyfriends kids (2)
	8, 11
	 Boyfriend’s kids
	Yes
	No

	 Sammy
	22mo
	son
	Yes
	No

	 Her kids (live with grandma in Florida)
	 15,16
	 kids
	Yes
	No

	 
	 
	 
	Yes
	No

	If yes to any substance use: explain

	Children (age and gender): 2girls 3boys

	Who are children with now? Grandma (boyfriend’s mom)

	Household dysfunction, including separation/divorce/death/incarceration: doesn't feel like she has authority in the house because the boyfriends kids are not hers and they know she's not their boss, she just doesn’t want the kids to hurt themselves so she isn't trying to parent them but protect them

	Current relationship problems: needs boyfriends kids to listen to her because they cause a lot of added stress and anxiety        Number of Marriages: ____0_____

	Sexual Orientation: Straight
	Is the client sexually active?
Yes      	No
	Does client practice safe sex?
Yes      	No

	Please describe your religious values, beliefs, spirituality and/or preference:
She likes to read devotions but doesn't attend church regularly 

	Ethnic /cultural factors /traditions / current activity      	Describe: none

	Current/Past legal issues (with self/parents, arrests, divorce, CPS, Probation officers, pending charges, or court dates): none, her mother does have temporary custody over her oldest two kids (this was done outside of court) just so her kids could stay in Florida and continue in the schools they were already enrolled in

	How can your family/support system participate in your treatment and care? She wants her family to be supportive of her, she feels her 15 y/o daughter in Florida is the only one who is there for her, her daughter called 911, after she stated that she wanted to give Sammy up for adoption because she feels like she can't do anything right she feels all the good she tries to do bites her in the butt, when she feels good she always thinks the bad is coming, she feels like she doesn’t know how to cope

	Client raised by – Natural parents 	Grandparents 	Adoptive parents 	Foster parents

	Other: (describe) she was taken out of her mother's custody for a short period of time and placed with her grandparents she was young so she didn't know this, she thought she was just staying with them while her mom worked 

	Significant Childhood issues impacting current illness: her mom would hit/spank her, she would get grounded a lot, she wasn't allowed outside to play, couldn't have sleepovers, stepdad hit her, she was molested by her mother's 3rd husband’s  son for 6months. Tom would hit her mom she threatened to kill him when she was 9, she doesn't blame her mom for this, she wanted to go to family therapy to help get clouser, she said her mother was blind to all this, DCFS took her from her mother  

	Atmosphere of Childhood Home:

	Loving        	Comfortable       	Chaotic        	Abusive        	Supportive         	Other:

	Self-Care:  	Independent      	Assisted      	Total Care

	Family History of Mental Illness (diagnosis/ suicide/ relation etc.
Maternal grandfather: anxiety
Mother: depression, anxiety
Sister: some mental illness as well

	Family History of Substance Use: none

	Education History:   Grade school      	High school     	College-some   	Other

	Reading Skills: 	Yes     	No     	Limited

	Primary Language: English

	Problems in School: none

	Discharge:

	Clients goals for treatment: 
wants to go to see a therapist at the clinic in her town

	Where will the client go when discharged? 
Back to her boyfriend’s house 

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


 

Section 9:                                                                                                               /5 pts 	
Vitals
	Time
	Pulse
	B/P
	Resp Rate
	Temp
	O2

	1540
	113
	129/85
	16
	98.5 F
	96 room air

	1900
	115
	130/88
	16
	98.8 F
	97 room air


 
Pain Assessment
	Time
	Scale
	Location
	Severity
	Characteristics
	Interventions

	 1540
	numeric
	L - leg/hip
	 7
	 aching
	 Pain medication was offered 

	1900 
	 Numeric
	N/A 
	 0
	N/A 
	N/A 


 


 Intake and Output
	Intake (in mL)
	Output (in mL)

	1200 mL from dinner and snack
	unknown 


 
Section 10:                                                                                                               /5 pts 	
Discharge Planning
Discharge Plan (Nurse’s (student) for the client)
1.  Have patient attend group therapy
2. Learn and use coping skills
3. Take medications as prescribed
4. Acknowledge the importance of keeping follow up appointments 
  






Section 11:                                 	                                                                          /15 pts 	Current Psychiatric Medication
Complete on all your client’s Psychiatric medications

	Brand/Generic
 
	Acetaminophen (Tylenol) 
	Aripiprazole (Abilify) 
	Benztropine mesylate (Cogentin) 
	Cyclobenzaprine (Flexeril)
	Duloxetine hydrochloride (Cymbalta) 

	Dose
 
	650 mg 
	5 mg 
	2 mg 
	 10 mg
	 20 mg

	Frequency
 
	Q4h 
PRN 
	 Daily
	BID
 PRN 
	 3 times daily PRN
	Daily 

	Route
 
	Oral 
	Oral 
	 Oral
	 Oral
	Oral 

	Classification
 
	Antipyretic

	Antipsychotic 
	Antiparkinsonian 
	Tricyclic amine salt
	Antidepressant

	Mechanism
of Action
	Inhibits the enzyme cyclooxygenase, interfering with pain impulse generation in the peripheral nervous system.
	Produce antipsychotic effects through partial agonist and antagonist actions  
	Blocks acetylcholine's action and restores the brain's normal dopamine and acetylcholine balance which relaxes muscle movement and decrease drooling, rigidity, and tremor.  
	Acts in the brain stem to reduce or abolish tonic muscle hyperactivity 
	Inhibits dopamine, neuronal serotonin and norepinephrine reuptake and serotonergic activity in the CNS 

	Therapeutic Uses
	Treat mild to moderate or moderate to severe pain, reduce fever
	Treat certain mental/mood disorders
	Treat all forms of Parkinson's disease 
	Skeletal muscle relaxant 
	Neuropathic and musculoskeletal pain reliever  

	Reason Client
is taking
	To relieve leg pain
	To treat acute schizophrenia 
	To treat acute dystonic reactions 
	Relief from muscle spasm 
	To treat major depressive disorder 

	Contraindications
 
	Hypersensitivity, Severe hepatic impairment, Severe active liver disease 
	Breastfeeding, hypersensitivity to drug and its component 
	Bladder neck obstruction, Pyloric obstruction, Glaucoma, Prostatic hypertrophy
 
	Acute recovery phase of MI, Arrhythmias, including heart block, heart failure. 
	Hepatic insufficiency, hypersensitivity, uncontrolled angle-closure glaucoma 

	Side effects/ adverse reactions (2)
	CNS: Agitation, fatigue
GI: Abdominal pain, constipation, hepatotoxicity 
	RESP: Apnea, aspiration, asthma, cough
SKIN: Alopecia, diaphoresis, dry skin, rash 
	CV: Hypotension, mild bradycardia, palpitations, tachycardia
MS: Muscle spasm, muscle weakness
	GI: Constipation, hiccups, indigestion, nausea, vomiting
GU: Libido changes, urinary frequency, urine retention  
	MS: Arthralgia, back pain, extremity pain, muscle cramps
HEME: Bleeding episodes, leukopenia, thrombocytopenia 

	Medication/Food Interactions
	Anticholinergics, Barbiturates, carbamazepine, rifampin, propranolol, warfarin 
	Anticholinergics, carbamazepine, clarithromycin, fluoxetine, CNS depressants 
	Potassium, Morphine, Chlorpromazine, levodopa, Haldol  
	Anticholinergics, bupropion, CNS depressants, MAO inhibitors, tricyclic antidepressants 
	Amitriptyline, Methadone, nortriptyline, propafenone, thioridazine, CNS drugs, MAO inhibitors


 
 
	Brand/Generic
 
	Famotidine (Pepcid) 
	Gabapentin (Neurontin)
	Haloperidol (Haldol) 
	Pantoprazole sodium (Protonix) 
	Trazodone (Desyrel, Oleptro) 

	Dose
 
	20 mg 
	 600 mg
	5 mg 
	40 mg 
	100 mg 

	Frequency
 
	Daily 
	3 times daily after meals 
	Q4h
PRN 
	Daily 
	Nightly PRN 

	Route
 
	Oral 
	 Oral
	Oral 
	Oral 
	 Oral

	Classification
 
	 Antiulcer agent
	Anticonvulsant 
	Antipsychotic 
	 Antiulcer
	Antidepressant 

	Mechanism
of Action
	Blocks the production of acid by acid producing cells in the stomach 
	Unknown GABA inhibits the rapid firing of neurons associated with seizure 
	Block postsynaptic dopamine receptors in the limbic system and increase brain turnover of dopamine, producing an antipsychotic effect 
	Interferes with gastric acid secretion by inhibiting the hydrogen potassium ATPase enzyme
	Blocks serotonin reuptake along the presynaptic neuronal membrane, causing an antidepressant effect 

	Therapeutic Uses
	Gastric acid secretion inhibitor  
	Nerve pain medication
	 Treat certain types of mental disorder
	Gastric acid proton pump inhibitor 
	Treat depression 

	Reason Client
is taking
	To provide short term treatment of ulcer  
	To treat moderate to severe primary restless legs syndrome 
	 To treat psychotic disorder
	 GERD
	To treat major depression 

	Contraindications
 
	Hypersensitivity, other H2-receptor antagonist 
	Hypersensitivity, avoid abrupt withdrawal  
	Blood dyscrasias, bone marrow depression, cerebral arteriosclerosis, coma, coronary artery disease, hepatic dysfunction, severe CNS depression 
	Hypersensitivity to drug, substituted benzimidazoles or their components 
	Hypersensitivity to drug and its component, recovery from acute MI  

	Side effects/ adverse reactions (2)
	 CV: Arrhythmias, AV block, palpitations
CNS: Agitation, Anxiety, Dizziness, fatigue, fever, hallucination 
	ENDO: Breast hypertrophy, blood glucose fluctuation
RESP: Apnea, cough, dyspnea, pneumonia 
	GI: Acute hepatic failure, cholestasis, constipation, hepatitis
GU; urinary retention, difficult ejaculation, impotence 
	CNS: Confusion, dizziness, depression
CV; Chest pain, elevated triglycerides 
	MS: Back pain, myalgia
RESP: Apnea, dyspnea 

	Medication/Food Interactions
	Antacids, sucralfate, bone marrow depressants, itraconazole, ketoconazole 
	Aluminum and magnesium containing antacids, CNS depressants, hydrocodone 
	Alprazolam, buspirone, chlorpromazine, fluoxetine, nefazodone, promethazine, quinidine, CNS depressants 
	Ampicillin, Cyanocobalamin, digoxin, Iron salts, Atazanavir, nelfinavir, warfarin, saquinavir
	Aspirin, NSAIDs, barbiturates, CNS depressants, MAO inhibitors, warfarin, digoxin, phenytoin 


 
Medication References (APA)
Jones & Bartlett Learning. (2019). 2019 Nurses drug handbook. Burlington, MA.

	Section 12:                                                                                                                                                                              /20 pts 	
EXAMPLE

	Client Problem List
(Prioritized)
	Desired Client Outcome
	Immediate Interventions
(at admission)
	Intermediate Interventions
(during hospitalization)
	Community Interventions
prior to discharge)

	Example:
 
 
Medication
Compliance
 
 
	 
 
Client will have an increased understanding of the need for medication compliance.
	1. Assess what medications are currently prescribed to client?
 2. Assess when and which medications client has been taking?
 3. Assess why the client has not been taking medications as prescribed.
	1. Provide client education on the need for medication compliance.
 2. Provide client education on strategies to remember to take medications as prescribed
a. Take at same time daily
(Example: while making coffee in AM)
 3. Provide client education on common side effects of medications including interventions to decrease side effects and circumstances to contact the care provider.
(Example: Dry mouth – suck on sugar free hard candy)
 
	1. Assess client’s ability to pay for medications. Provide education on low cost pharmacies.
(Example: Four-dollar medication list at Walmart or provide information on mail order pharmacies)
2. Assess the client's transportation needs to pick up medications from the pharmacy.
Provide information on possible transportation to pharmacy (bus, senior van, cost of taxi)
3. Assess the strength of the client's support system for assistance remembering to take medications. Assist client in making a written list of phone numbers of support system and education on when to contact.


 
 
	Client Problem List
(Prioritized)
	Desired Client Outcome
	Immediate Interventions
(at admission)
	Intermediate Interventions
(during hospitalization)
	Community Interventions
(prior to discharge)

	1.
 Medication Compliance 
 
 
	 Complying with her medication will ensure desired therapeutic effects and help manage symptoms 
	1.does the patient feel her medications work for her currently (if they don't work maybe get a new prescription)
 2.does she have any undesired side effects from the medication (this could cause her to not take her medication as ordered) 
3. Is the medication affordable and easy to obtain from the pharmacy when she needs refills (if the patient can't afford the medication or if her pharmacy doesnt stock it well enough it could make it hard for the patient to obtain) 
	1. Assess the patient while giving the medication for side effects (the patient may not like  leading to noncompliance)
2.assess the effectiveness of the medication to the patient (is it providing the desired therapeutic effect)
3. Educate the patient on why the medication is important for her to take as ordered (if she doesn't understand why she's on the medication she may not comply with it) 
	1.patients ability to pick up medications when it is filled (where is the closest pharmacy to her home and do they work with her insurance) 
2. Patients ability to pay for medication (is it affordable to her and will her insurance cover it) 
3. Can the patient take the medication on routine on her own or does she need a support person to ensure she takes it (she may need someone to ensure she takes her medication if no one is available suggest setting an alarm on her phone to remind her to take her medication every day) 

	.
Coping skills
	 If the patient has good coping skills in place it can help her the next time she feels down or like she might relapse
	1. Find out what the patients current coping skills are. Does she have any and are they helpful? 
 2. What are things she enjoys this can help form positive coping choices/options.
 3.what are things she dislikes. Example  If she dislikes the feeling of being alone it may not be a good idea to suggest isolating herself from others but to instead suggest isolating herself from those that make her feel upset or like she isn't enough. 
	1. See if the patient has used any of the suggested coping skills sense admission and see if she feels like they have helped at all
 2.Does she feel like the coping skills are enough on their own or does she need additional resources provided to her.
 3. See if the patient has found any new coping skills that you maybe didn't suggest that she could have picked up in group or from other patients on the unit.  
	1. Does the patient have the resources she needs to cope once she leave the unit
 2.evaluate the patients coping abilities outside of the controlled environment of the care facility (this would have to be done by the follow up provider as the nurse from the unit likely won't see the patient again unless relapse occurs)
 3. Does the patient have the support they feel they need outside of the unit to promote healthy coping (if they return to a negative/unwelcoming environment it may not lead to the desired outcome)

	3.
Attend group or single therapy sessions 
	 Group or single therapy can help the patient keep their feelings and over all compliance in check as far as treatments 
	1.see if the client has ever attended therapy session and how they felt about it
 2. See if the client is willing to try out therapy if they have never attended any therapy previously 
 3. Provide the patient with the times and types of therapy or groups available on the unit
	1.asses to see if the client feels therapy is beneficial to them and their needs 
 2. See if the client has learned anything from therapy that they can use later 
 3. See if the patient feels one type ot therapy or group provides better resources for them compared to others 
	1.provide the patient with a list of therapy or group options available to them in their area and make sure they have a way to attend
 2. Try to set up an appointment for the patient to be seen within a week of discharge it takes the pressure off the patient not having to make that first appointment  
 3.provide them with handout to use or keep track of how they are feeling if they have to miss an appointment or group therapy session so they can catch the provider/leader  up on their  feelings when they can attend again


 
Other References (APA):


Section 13:                                                                                                                                                                      /20pts 	
Concept Map


[image: ]Nursing Interventions 
[bookmark: _GoBack]Risk for injury,  impaired social interaction, ineffective individual coping, interrupted family process 


Patient Information 
Bipolar disorder 
Hx. Anxiety, depression, PTSD, attempted suicide x2, overdose 
Objective Data
Elevated heart rate, elevated systolic pressure 


Nursing Diagnosis/ Outcomes 
Provide patient with coping stills, therapy outlets, and ensure and teach medication compliance 
Subjective Data
Feelings of not being enough, understands that she needs help, willing to accept help, wants to learn to cope better with her feelings 
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