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	Section 1:                                                                                                               /5 pts

	Date of Admission
3/3/2020
	Client’s Initials
AS
	Age
55
	Gender
Female

	Race/Ethnicity
Caucasian 
	Occupation
Janitor
	Marital Status
Married
	Allergies
Anesthesia, Cephalexin, Morphine

	Observation Status
Self-harm precaution
	Height / Weight
5’2.5”
157lb
	Other Pertinent Information
N/A



	Section 2:                                                                                                               /5 pts     
Admission Assessment

	Reason for Admission (In client’s own words): “ Blacked out on Sunday because I was angry”- Police said I crashed ex-husbands truck into bridge going 110 mph because “ my husband was having sex with 19 year old girl and he’s suppose to be a preacher”.

	Admitting Diagnosis: Major depressive disorder

	Secondary Diagnosis (if applicable): Attempted suicide

	Medical Conditions: Hypertension, Hepatitis C, Migraines, COPD, GERD, Breast Cancer (2001), Hepatitis A

	Factors that Lead to Admission: She caught her husband having sex with 19-year-old girl they brought in off the streets to help. She moved back into her ex-husbands house. She crashed his vehicle into a bridge going over 100 mph. 

	History of Suicide Attempts (Date/Method): 3/2/20- Attempt to commit suicide by driving truck into bridge.

	History and Current use of Substances: Alcohol, Heroin (has been clean for 6+ years), Was tested for drugs and tested positive for opiates on 3/2/2020.

	History of Psychiatric Diagnosis: N/A





	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: Yellow jumpsuit
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Withdrawn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 

	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
	N/A
	4 yrs
	N/A
	Grandfather physically abused her.

	Sexual Abuse
	N/A
	21 yrs old
	N/A
	She was raped by unknown person.

	Emotional Abuse
	N/A
	N/A
	N/A
	N/A

	Neglect
	N/A
	12-16
	N/A
	Parents signed over her to friends who were farmers and they made her a slave on the farm. 

	Exploitation
	N/A
	N/A
	N/A
	N/A

	Crime
	N/A
	N/A
	N/A
	N/A

	Military
	N/A
	N/A
	N/A
	N/A

	Natural Disaster
	N/A
	N/A
	N/A
	N/A

	Loss
	Yes
	Unknown
	N/A
	Lost two of her four children at birth. Names were Johnny and Angie. 

	Other: Domestic
	
	Years
	N/A
	She was abused by both her first and second husband for years. She did report to authorities on both. 

	**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
	Client stated today she isn’t sad or depressed but in the past she has felt these feelings. She is more hopeful today as she is getting released in two days (Wednesday).

	Loss of energy or interest in activities/school
	Yes
	No
	She dropped a brick on her food and broke her ankle two years ago so she is healing and so she has a loss of energy in physical activities due to this minor injury. She is also going through menopause and has many hot flashes throughout the day.

	Deterioration in hygiene and/or grooming
	Yes
	No
	Has had teeth problems but this started before care here at the Pavilion. 

	Social withdrawal or isolation
	Yes
	No
	She is very social with her fellow friends in treatment.

	Difficulties with ability to parent/or be parented
	Yes
	No
	Both of her living children are grown and has a great relationship with both but her daughter seems to parent her through this time.

	Difficulties with home, school, work, relationships or responsibilities 
	Yes
	No
	

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

	Change in number of hours / nights
	Yes
	No
	Client is losing sleep every night.

	Difficulty falling asleep
	Yes
	No
	She stays up late every night and finally falls asleep around 2-4 am

	Frequently awakening during night
	Yes
	No
	States that if she goes to bed early midnight, she wakes up frequently throughout the night.

	Early morning awakenings
	Yes
	No
	She has a hard time getting to sleep so when she does, she sleeps into the morning.

	Nightmares/dreams
	Yes
	No
	She says she is having very vivid dreams every night and that use to never happen. 

	other
	Yes
	No
	N/A

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

	Changes in eating habits: overeating/loss of appetite 
	Yes
	No
	She states she has a loss of appetite

	Binge eating and/or purging
	Yes
	No
	She states that she is binge eating chocolate. 

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

	Use of laxatives or excessive exercise
	Yes
	No
	N/A

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

	Anxiety Behaviors (pacing, tremors etc.)
	Yes
	No
	She just shows anxiety with her flight of ideas that she presents when talking to me. 

	Panic attacks
	Yes
	No
	N/A

	Obsessive/compulsive thoughts
	Yes
	No
	N/A

	Obsessive/compulsive behaviors
	Yes
	No
	She states that her and her roommate here both have it and they would stay up late at night scrubbing the floors, cleaning room, and organizing room. They would do this daily/nightly. Her roommate was discharged today so she doesn’t know how tonight will go. 

	Impact on daily living or avoidance of situations/ objects due to levels of anxiety
	Yes
	No
	

	Rating Scale 

	How would you rate your depression on scale of 1-10.  She rated her depression a 0 but when I said 1-10 she rated it a 1.

	How would you rate your anxiety on scale of 1-10 She rated her anxiety a 1. 

	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
	Current husband who she caught cheating and is getting a divorce from works as a pastor at the church she works at. 

	School
	Yes
	No
	She would like to go back to school at some point to become a CMA.

	Family
	Yes
	No
	She has a great relationship with her kids, but she is now getting a divorce from husband which has been part of her family for over 5 years. 

	Legal
	Yes
	No
	Filing for a divorce and also has a restraining order on her current husband. 

	Social
	Yes
	No
	

	Financial
	Yes
	No
	She is financially unstable as she works as a janitor at a church an make’s $260 every two weeks.

	Other
	Yes
	No
	N/A

	Section 7:                                                                                                                            /5 pts     
Previous Psychiatric and Substance Use Treatment - Inpatient/Outpatient – This is her first time in a treatment facility of getting treatment. 

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

	
	
	Inpatient
Outpatient
Other: __________
	
	No Improvement
Some improvement
Significant Improvement 

	
	
	Inpatient
Outpatient
Other: __________
	
	No Improvement
Some improvement
Significant Improvement 

	
	
	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

	Steve
	57
	Ex-husband 
	Yes
	No

	
	
	
	Yes
	No

	
	
	
	Yes
	No

	
	
	
	Yes
	No

	
	
	
	Yes
	No

	If yes to any substance use: explain - He is dying of cancer and smokes marijuana but when married they did drugs together such as pink ladies, alcohol, and heroin. 

	Children (age and gender):  Gina (Female)- 37 and Joe (Male)- 38

	Who are children with now? They’re grown adults with families of their own. She has a great relationship with the two.

	

	Household dysfunction, including separation/divorce/death/incarceration: She is currently wanting to get a divorce from her husband as she has caught him sleeping with a 19-year-old that was living with them. She is separated from husband for now till she can file for divorce. When she gets out of the Pavillion she is planning on moving back in with ex-husband as that’s where she was living before admission to Pavillion. 

	

	Current relationship problems:  Husband’s Infidelity                                              Number of Marriages: 2

	

	Sexual Orientation: Hetero-sexual
	Is client sexually active?
Yes          No
	Does client practice safe sex?
Yes          No

	Please describe your religious values, beliefs, spirituality and/or preference: She is a Christian. She works at the church she goes to. 

	Ethnic /cultural factors /traditions / current activity          Describe: She is Caucasian, Christian, American, and believes in God as her higher power. Power of prayer, and celebrates holidays such as Christmas, Easter, etc. 

	

	

	

	Current/Past legal issues (with self/parents, arrests, divorce, CPS, Probation officers, pending charges, or court dates):

	When talking to her today she told me that she had filed for divorce today so she will have court dates in the future for that. She also has a order of protection against her husband but other then that she has no other legal issues. 

	

	How can your family/support system participate in your treatment and care? 

	Daughter Gina lives next door to her and has a great relationship with her. She is the one who brought her to the treatment facility and is a big support on helping her get better. 

	

	Client raised by – Natural parents     Grandparents     Adoptive parents     Foster parents

	Other: (describe) She was raised by her natural parents till she was 12. Her parents had another child and could afford them all, so she got moved to a family friends farm from 12-16 where she worked on the farm. She then went back to parents. 

	

	

	Significant Childhood issues impacting current illness: Grandfather molested her as a child. She told her mother and her mom slapped her and told her she didn’t believe her. She told her to never say it again. 

	

	

	Atmosphere of Childhood Home: Her father drank a lot she states he was a “drunk” and her mother was a stay at home mom who took care of the house and kids. 

	Loving            Comfortable           Chaotic            Abusive            Supportive             Other:

	Self-Care:      Independent          Assisted          Total Care

	Family History of Mental Illness (diagnosis/ suicide/ relation etc. 

	None

	

	Family History of Substance Use: Father was an Alcoholic

	

	Education History:   Grade school          High school         College         Other- Went to high school till the 10th grade and is now wanting to get her GED through DACC. 

	Reading Skills:     Yes         No         Limited

	Primary Language: English

	Problems in School:  She struggled in school and dropped out in the 10th grade. 

	

	Discharge:

	Clients goals for treatment: Use the tools she has learned while in the Pavillion and use them outside and to be successful. She also stated “ I cant wait to get a divorce and live happily ever after.”

	

	

	Where will client go when discharged?

	Client is planning on moving back in with ex-husband. Ex-husband is dying of cancer and she states “that he has signed over his house to her” so that she has some place to live and stay safe. Her daughter lives right next door so she will be able to check in on her mother often. 

	



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

	3/3/2020
	79
	129/63
	18
	97.3 degrees Fahrenheit 
	96

	7:10 pm
3/9/2020
	96
	116/68
	20
	97.8 degrees Fahrenheit
	98



Pain Assessment
	Time
	Scale
	Location
	Severity
	Characteristics
	Interventions

	3/3/2020
	10
	Back pain/ Butt/ Right foot/ Chest/ Arms
	Severe
	This is all due to her car crash that she was in on 3/2/2020.
	Client is on two pain medications to help manage pain.

	3/9/2020
	1
	Chest
	Moderate
	The air bag didn’t deploy on the steering wheel so client’s chest hit steering wheel hard during crash and still a little sore. 
	Client is on two pain medications to help manage pain.






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

	480 mL of Gatorade down today. Hasn’t had anything else to drink.
	Unknown- client has severe diarrhea and had to get up during our talks multiple times to go to bathroom. Never measured due to client having privacy while going to bathroom in her room.



Section 10:                                                                                                               /5 pts     
Discharge Planning
Discharge Plan (Nurse’s (student) for the client)
Client is being discharge on Wednesday 3/11/2020 to go back to home. She is to keep taking her medications to help with her pain, insomnia, depression, and anxiety. She should get routine care with a therapist to talk her feelings out as a better way of coping then using drugs, alcohol, and attempting suicide. 




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

	amitriptyline/Levate
	Bupropion hydrochloride/Wellbutrin SR
	Voltaren/ diclofenac sodium
	Tivorbex/indomethacin
	Buspar/ buspirone hydrochloride

	Dose

	50mg
	150mg
	75mg
	25mg
	10mg

	Frequency

	Daily @ bedtime
	Daily in A.M
	Bid daily
	Bid daily
	Tid daily

	Route

	Oral
	Oral
	Oral
	Oral
	Oral

	Classification

	Tricyclic antidepressant
	Antidepressant and smoking cessation adjunct
	Analgesic and anti-inflammatory
	Analgesic, antigout, anti-inflammatory, antirheumatic
	Anxiolytic

	Mechanism 
of Action
	Blocks serotonin and norepinephrine reuptake. With doing this is in increases serotonin and norepinephrine levels causing mood to elevate and reduce depression.
	It inhibits norepinephrine, serotonin, and dopamine that helps relieve depression. 
	Does so by blocking activity of cyclooxygenase which is the enzyme that is needed to synthesize prostaglandins, which cause local pain, vasodilation, and swelling. By doing so it helps relieve pain.
	Does so by blocking activity of cyclooxygenase which is the enzyme that is needed to synthesize prostaglandins, which cause local pain, vasodilation, and swelling. By doing so it helps relieve pain.
	Can act as a partial agonist at serotonin 5-hydroxytryptamine receptors in the brain. Reducing anxiety.

	Therapeutic Uses 
	To help reduce depression, anxiety, and insomnia. 
	Antidepressant
	Pain reliever
	Pain reliever
	Anti-anxiety

	Reason Client 
is taking
	Insomnia
	Depression
	Pain
	Pain
	Anxiety

	Contraindications

	Acute recovery phase after MI, MAO inhibitor therapy withing 14 days.
	Anorexia nervosa, bulimia, seizure disorder, CNS infections or tumor. 
	History of asthma attacks, active GI bleeding or ulcers.
	History of proctitis, recent rectal bleeding, hypersensitivity to aspirin, iodides, NSAIDS, and indomethacin. 
	Hepatic or renal impairment.

	Side effects/ adverse reactions (2)
	1.Insomnia
2.Diarrhea
	1.Mania
2.Paranoia

	1.Diarrhea
2.Indigestion

	1.Diarrhea
2.Depression

	1.Insomnia
2.Diarrhea


	Medication/Food Interactions
	Barbiturates: decreases amitriptyline levels
Dicumarol: increases anticoagulant effect.
	Warfarin: can possibly alter clients PT and INR putting them at an increase risk of hemorrhagic or thrombotic complications
	Alcohol: increases the risk of GI irritability and bleeding
Acetaminophen: Increases risk of adverse renal effects.
	Acetaminophen: increased risk of adverse renal effects
Antihypertensives: decreased effectiveness of these drugs.
	Grapefruit juice increases blood buspirone level.
MAO inhibitors: increase risk of hypertension.



Medication References (APA)

11

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 increased understanding of 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 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 client’s transportation needs to pick up medications from pharmacy. 
Provide information on possible transportation to pharmacy (bus, senior van, cost of taxi) 
3. Assess strength of 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)

	[bookmark: _Hlk36315261]3.
Medication Compliance


	To have client taking all medications to help her be stable in all aspects of life. 
	1. Assess current medications client is taking.


2. Assess why client is taking these medications.


3.Assess if client needs to take any other medications or if any medications that need to be switched for a medication that would be a better fit. 



	1. Teach client about new medications that are prescribed.


2.Teach client about how important it is to keep taking medications even if feel better. Should talk to provider before stop taking medication(s).


2. Teach client-side effects of medications and signs and symptoms that a problem could be occurring and when to contact provider. 


	1. Teach client about online sites to go to that can give her discounts/coupons on medications so she can get medications a reduced price to stay compliant. 


2.Have client set alarm for when to take medications so she stays compliant on medications. 


2. Make sure client has transportation to be able to pick up medications when needed. 



	1.Self-harm
	Client will participate in treatment plan to learn positive coping methods to reduce suicidal thoughts
	1.Assess client’s triggers.


2.Assess client’s situation


3.Assess client’s behavior.


	1.Make sure client has a safe environment while in our care and at home. 


2.Provide group sessions where client can talk out feelings with a group. This allows one to get things off chest without harming oneself. 


3.Provide coping methods for client to use and incorporate so that one uses healthy coping strategies instead of harming oneself. 


	1. Set client up with therapist to see on a basis that is deemed necessary.


2.Set client up with support groups in the community.


2. Make sure client is set up with coping methods outside of the Pavillion such as writing in a journal to get thoughts out. 



	2.Drinking and drug abuse
	Teach the client better coping methods when situations in life happen so that she doesn’t go back to using drugs and alcohol to cope with difficult situations that are occurring in one’s life. 
	1. Assess client by doing drug test to see if one is under the influence and if so what.


2. Assess client’s cognitive ability


3. Assess client and figure out triggers and reasons why client is using drugs and alcohol. 


	1.Show side effects/ health risks of using drugs and alcohol.


2.Discuss clients plans on living without drugs and alcohol.


3. Use peer support to examine ways of coping with drug hunger.


	1. Set up with list of AA meeting places.


2. Have client use a journal to help write down feels daily


3. Have client participate in exercise to help reduce stress that can cause a relapse such as yoga. 





Other References (APA):


Section 13:                                                                                                                                                                      /20pts     
Concept Map

Subjective Data 
Pain: 10/10 and 1/10
Depression rating: 1/10
Anxiety rating: 1/10

Objective Data 
BP:116/68
Temp:97.8 degrees Fahrenheit 
O2:98
Resp rate:20
Pulse:96
	Nursing Goals
To have client taking all medications to help her be stable in all aspects of life. 
Client will participate in treatment plan to learn positive coping methods to reduce suicidal thoughts
Teach the client better coping methods when situations in life happen so that she doesn’t go back to using drugs and alcohol to cope with difficult situations that are occurring in one’s life.
Patient Information
Client is a 55-year-old female who has been admitted to the Pavillion under an attempted suicide.
1.
Medication Compliance


2.Self-harm
3.Drinking and drug abuse
Client Problem List:


	N323 Care Plan Rubric
Student:                                                                                                           Date: 

	Section
	Title
	Possible Points
	Points Earned
	Professor Comments

	1
	Admission Information
	5

	
	

	2
	Admission Assessment
	5

	
	

	3
	Level of Care Assessment
	20

	
	

	4
	Psychosocial Assessment
	10

	
	

	5
	Presenting Problems 
	15

	
	

	6
	Current Stressors
	5

	
	

	7
	Previous Psych/Substance Use
	5
	
	

	8
	Personal / Family History
	20

	
	

	9
	Vitals / Pain / I &O Assessment
	5
	
	

	10
	Discharge Planning
	5

	
	

	11
	Current Psychiatric Medications
	15
	
	

	12
	Client Interventions
	20

	
	

	13
	Concept Map
	20

	
	

	
	APA References
	5
	
	


	
	Total 
	
	
	


Honor Code: “I have neither given nor receive, nor will I tolerate others’ use of unauthorized aid”. 
Signature_____________________________________________ Date: __________________
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