LARGE MENTAL STATUS EXAM
Content of Examination

I.  Appearance, Behavior, Attitude

General Appearance
1. Appearance in relation to age: appropriate for age and situation
1. Attractiveness: Dress is appropriate for setting, season, age, gender, and social group. No tattoos or abnormal piercings. 
1. Clothing, appropriateness for age, etc.: clothing is appropriate, not tight, appropriate for age, clean appearance
1. Hygiene: well-groomed, hair put back in an up-do, no messes on clothing or body. Hair is neat and clean. No make-up. Nails are clean and polished. 
1. Odor: No body odor detected. 
1. Overall physical health: Patient has hypertension and seasonal allergies. 

          Motor Status
1. Gait: Walks with no limp or difficulty. No abnormality detected. 
1. Handshake: strong grip. No sweatiness of the palms. Warm palm. 
1. Any abnormal movements: None detected. 
1. Movements, coordination: Body movements are voluntary, deliberate, coordinated, smooth, and even. 
1. Movements, pace and energy. Patient was fatigued/tired throughout morning. Not much extra energy exerted. 
1. Posture : Posture is erect and position is relaxed. 
1. Activity: patient was coloring and finishing homework while performing the examination. 
1. Facial expression: Appropriate for situation. Smiling and some frowning when answering some questions. 
1.          Behavior: warm, friendly, shy, passive. Cooperative with nurses and teacher. Introverted. 

II. Characteristics of speech
1. Amount of speech: answers and asks questions. Is willing to start conversation.
1. Clarity of speech: clear and relevant to situation. Vocabulary appropriate for age. 
1. Liveliness of speech: normal/dull for most conversations. 
1. Pressure of speech: calm, comfortable, able to be interrupted. 
1. Rate of speech: Slow at most times, fast paced at others. 
1. Rhythm of speech: The pace of conversation is moderate, fluent. 
1. Volume of speech: soft spoken when articulating words. 
1. Repetition: patient did not repeat herself on what she was saying. 
1. Coherent/Incoherent: patient is coherent. 
1. Logical association/disordered: patient describes events/activities in a logical association. No disordered pattern present. 
        
       Speech Patterns
1. Blocking: No blocking of thought appears to be present. Answered all questions without interruption. 
1. Circumstantiality: patient was irrelevant on some of the details about on why she came to the hospital. 
1. Perseveration: Did not repeat herself or answer a question out of turn. 
1. Flight of Ideas: Patient did skip from one topic to another in a rapid fashion
1. Mutism: Was able to talk and carry on a conversation. 

III. Emotional State: Affective Reactions

Mood and Affect
a. Attitude toward nurse: Appropriate and obedient to the nurse. Warm, guarded, cooperative, shy.
b. Affect, appropriateness: Appropriate to situation and place. Congruent with actions. 
c. Affect, range: Flat affect. Did not show much excitement. 
d. Affect, stability; Stable affect
e. Specific feelings and moods: sadness, hopelessness, depressed, guarded
       f. Emotional trends,Depth/Intensity/Persistence: anxiety level was moderate.
Shallowness, flattening or blunting of affect: flat affect : lacked some emotional response, voice was monotonous towards end of shift. 
Dissociation or    Disharmony: 
Emotional Reactions
      a. constant: She did not have a constant reaction to certain subjects or circumstances.
      b. fluctuating: Her emotional reactions were fluctuating when certain subjects were brought up. 
      c. Ease of Readiness of occurrence to stimuli: 
d. Degree of Intensity: She had a low degree of intensity towards her emotional reaction because of her flat affect of not showing much emotion. 
e. Playacting: Patient did not show any actions of role playing throughout the morning. 
f. Emotional Deterioration: She did show signs of emotional deterioration as she had a flat affect and did not show much emotion. 

IV.  Content of Thought, Special Preoccupations and Experiences

Thought
1. Clarity of thought: Coherent with situation, time, and place. 
1. Content of thought: patient has suicidal ideation. 
1. Flow of thought: Her flow is flat as with her affect as she does not show or express much emotion. 
1. Logical: logical and relevant to topic being discussed. 
1. Coherent: Patient is coherent to what she says and what she does. 
1. Relevant: patient is able to stay to the conversation and says what is relevant to the conversation. 
1. Patterns: Her pattern of thought seemed to be appropriate for her age and situation. 

Ideation
1. Self-Destructive/suicidal: Does expression suicidal ideation. 
b. Suspicious/paranoid: No paranoid or suspicious thoughts other than the once suicidal thoughts. 
                  c. Homicidal: No homicidal ideation was presented or detected. 
        
 Delusional 
1. Reference or persecution: does not believe that she is being targeted. 
1. Nihilistic: did not express a belief in their own non-existence or others
1. Grandeur: did not express unrealistic exaggeration of own importance
1. Somatic: no signs of misinterpret of physical symptoms were detected. 
         
         Hallucinations
a.  Auditory: not detected or expressed
b. Visual: not detected or expressed
c.  Olfactory: not detected or expressed
d.  Gustatory: not detected or expressed
e.  Tactile: not detected or expressed. 

Obsessions: patient has had recurring thoughts of suicide since she attempted twice before. 
Compulsions: may have desire for attention. 
Phobias: No phobias were mentioned throughout the morning. 
Fantasies/Daydreams: expressed daydreams about visiting her little baby sister. 
Main preoccupation or content of thought: Her main area of concern for content of thought is feeling hopelessness and suicidal ideation. 

       V.  Orientation and Awareness
	
a. Level of Consciousness responds to: (verbal, touch, noxious, unresponsive) 
- Responsive to verbal communication and touch.
	b. Orientation
	Person: Is oriented to their own name and age. 
	Place: oriented to where they lived, present location, name of city and state
	Time: oriented and know time of week, date, year, and season. 
	Situation: oriented and expressed what floor she was on and why she was placed there. 

        VI. Memory
	a. Recall of Remote Past Experiences: patient was able to express how long she has been at the group home she lives in. 
	b. Recall of Recent Past Experiences: patient was able to tell me what she had for lunch from the day before. 
	c. Recall of Immediate Impressions: patient was able to recall and say my name after a few minutes of talking with her. 
	D. General Grasp Recall: patient was able to recite all the names of the patient’s there on the floor with her and a few of the staff members (nurses, teacher). 
Family and Significant Others
1. Position in the family: Patient is the oldest in her family. She has one baby sister who is not well. Parents abused and neglected her. 
1. Others in the family: Parents have been abusive and neglectful towards her, but have custody of the premature-born baby sister. 
1. Living arrangement: She now lives in an adolescent group home, where she is bullied by the other adolescents who live there. 
1. Role/s in family: She has no role in her family except for being a big sister to her baby sister. 
1. Significant others: She stated that she has a boyfriend back at the group home. Other than that there are no other significant others. 
1. Other support services: Does not have any support back at home/group home. 
1. Interactional ability: Patient has been through so much in her life. She is still able to interact with others quite well despite her background and upbringing. She became good friends with another girl on the adolescent floor, but they are not allowed to contact each other outside of the hospital. 

VII. General Intellectual Evaluation

	a.General Information: Patient is a freshman in high school and appears to be a little bit behind on the learning curve than some people her age. Expresses a desire to learn. 
	b. Calculations: Patient was able to finish her math homework on the day of the examination. Was a little behind in the math level compared to age. 
	c. Reasoning and Judgment: Able to come to appropriate conclusions. 
	d. Capacity for Abstract Thinking: able to think abstractly. Able to cooperate.
	e. Social Judgment: Able to communicate and make decisions that are appropriate for age and situation. Being a teenager, she may be susceptible to peer pressure. 

Addictive/Coping habits – how much, how often, how long (in general and for the last year)
Tobacco: Patient does not smoke or chew tobacco. 
Alcohol: Patient expressed that she has never drank alcohol. 
Food: Patient says she usually does not have much of an appetite most days. 
Exercise: Patient says she only exercises every so often. Usually is not in the mood to exercise. 
Street drugs: Patient stated she has never been on drugs legal or illegal. 
Medications (OTC and prescribed – used for coping):  patient is on anti-depressant, anti-hypertensive, and PRN medications to help with moderate pain and GI upset. 
Intelligence
1. Performance in relation to education: Patient was able to focus and finish homework assignments during the examination. Her homework was a little bit lower than her age group, but was still able to finish the assignments. 
1. Attention and concentration: Patient was able to concentrate on finishing her homework assignments despite her complaining of fatigue throughout the morning. 

Knowledge about Illness (state specifics): 
      Patient explained to me that she had depression, PTSD, and bipolar disorder. She was aware of what those disorders mean and what they are. 
         VIII. Insight

	a. Understands and realizes significance of symptoms: Both intellectual and emotional awareness of disease of depression and her suicidal ideation. 
	b. Does the patient consider her/himself to be ill? She is aware that she is in the hospital for depression, PTSD, and for her attempts and ideation of suicide. 
	c. Possible explanation of symptoms (who helped to formulate) 
Suggestions for treatment: Have the patient stick to her medication regimen by taking it as the bottle says. Both group and individual therapy would be beneficial towards her and her mental conditions. 
         
         IX. Development and coping

Developmental Stage (Erickson): Patient is in the identity versus role confusion stage of Erickson’s developmental stages. 
Coping devices and defense mechanisms: She likes to listen to music, draw, and keep her mind busy when dealing with emotions or problems. 
1. Effectiveness: During group time, she participated in the various activities of drawing, listening to music, and Zumba. She seemed to enjoy those activities so they were effective towards her condition. 
1. Usefulness: The techniques were found useful as she was socializing with other children when she participated in those activities. 
1. Appropriateness: The activities are appropriate towards her age, condition, and situation. As they were helpful and not harmful. 
1. Assets, resources, strengths & Interests: She is a 14 year old girl so her interests are similar to other girls her age. She used the resources available to her on the floor to help with her coping of her depression and PTSD. Despite her conditions, she seemed to act as any 14 year old girl would act. She is a very good artist and enjoyed coloring and drawing pictures. 







Interpretation/Impression with nursing diagnoses and goals. (Write this out). 
4 Dx., 1 short term and 1 long term goal for each Dx., 3 NURSING interventions for each stg and ltg.
1. Ineffective coping related to situational crisis as evidenced by attempted suicide and reported life stress. Short term-goal: Patient will state they no longer want to kill themselves. Long term-goal: Patient will no longer express a need or want to kill themselves. Interventions: For a patient on suicide caution, check in on the patient at least every 15 minutes. The nurse will encourage patient to verbalize feelings and emotions. The nurse will enhance opportunity for more socializing for the patient. 
2. Risk for injury related to suicide attempt as evidenced by patient stating their suicidal thoughts and to previous suicide attempts. Short-term goal: Patient will remain safe without any self harm during hospitalization. Long-term goal: Patient will report an increase in sense of control over her life and current situation. Interventions: Nurse will assess every shift the patient’s mental status regarding suicidal thoughts. The nurse will encourage patient to express strengths and weaknesses. The nurse will ask patient how they cope with bad situations. 
3. Fluid and Electrolyte Imbalance related to medical condition as evidenced by history of hypertension, sleep disturbances, and weight loss. Short term goal: Patient will show an increase in eating healthier foods by end of discharge. Long-term goal: Patient will show signs of a good eating habit and exercise regimen when discharged from unit. Interventions: Have patient participate in exercise activities such as zumba. The nurse will aid in helping in choosing a healthier meal for the patient. The nurse will eliminate any distractions around bedtime. 
4. Risk for Low Self-Esteem related to medical conditions as evidenced by a history of depression, PTSD, and bipolar disorder. Short-term goal: Patient will verbalize to two people with whom she can talk to about emotional needs by the end of discharge. Long-term goal: Patient will state and demonstrate an increase in self-esteem after discharge. Interventions: The nurse will encourage patient to verbalize feelings, emotions, perceptions, and fears of her current situation. The nurse will assess mental status every shift for any changes. The nurse will acknowledge strengths of the patient. 

X. Written Summary: Be specific.  Describe all behavior fully and articulately.  Your clinical instructor should be able to identify your client (without the need of initials) based on your accurate description.  Do NOT use: within normal limits, yes/no, appropriate or other vague terms.  Medication sheets and complete summary, as you would present to Dr. on the unit (this is a b/f, 27 y/o, presenting with ______, with a past history of______, diagnosis is _____, the following meds have been given in outpt. without success.  Categories assessed are: describe each category from appearance on
This is a 14 y/o female presenting with depression, with a past history of suicide attempts, hypertension, and depression. Diagnoses are major depression, PTSD, and bipolar disorder. The following medications Celexa, Geodon, Prazosin, and Tylenol have been to patient with success. Appearance appears to be appropriate for age and situation. Clothing and dress is proper for setting, season, age, gender, and social group. Patient is well-groomed with no body odor detected. Patient has hypertension and seasonal allergies. Motor status: walks with no limp, handshake is strong with warm hands, no abnormal movements detected. Body movements are voluntary, coordinated, smooth, and even. Patient was fatigued throughout the morning with not much extra energy exerted. Posture is erect and relaxed. Facial expression showed frowning and smiling depending on situation. Behavior changed at times but she showed a warm, friendly, shy, and passive behaviors. She was cooperative with the nurse, teacher, and other children. Characteristics of speech: Answers and asks questions. She was willing to start and keep a conversation going. Speech was clear and relevant to situation. Speech showed a normal conversation, calm, comfortable, slow and fast paced at times. Pace of speech was moderate, volume was soft-spoken, and patient did not repeat herself. Patient was coherent and used logical association. Patient showed no signs of blocking, flight of ideas, mutism, or preservation. Emotional state: Affect was flat at most times by not showing much emotion or variability. She is obedient towards nurses and the teacher. She shows feelings and moods of sadness, hopelessness, depressed, and guarded. Anxiety level was moderate. Fluctuating emotional reaction was present. Not playacting detected. Content of thought: Clarity of thought is coherent with situation, time, and place. Patient has suicidal ideations. Uses logical and relevance to topic being discussed. Patient is coherent to what is being said. Suicidal attempts and ideations are present in her past. No homicidal ideation detected or stated. She shows no signs of delusions or hallucinations. Suicidal thoughts are common to her. No phobias mentioned. Expressed daydreams of visiting her baby sister. Expresses feelings of hopelessness. Orientation and Awareness: Level of consciousness responds to verbal communication and touch. Oriented to person, place, time, and situation. Memory: Patient is able to recall remote past experiences such as her experiences at the group home. Recalls recent past experiences such as being able to say what she had for dinner the previous day. Recalls other people’s names from on the floor. She is the oldest in her family and has one baby sister who is ill. Patient has two parents who have abused her in her past causing her to live with a group home. She stated she had a boyfriend back at the group home. Does not have any support back at home. General Intellectual Evaluation: Patient is a freshman in high school and appears to be a little bit behind on school work compared to others her age. Expresses a desire to learn. Patient was able to finish math homework. Able to come to appropriate conclusions. She is able to cooperate with others. Being a teenager, she may be susceptible to peer pressure. Patient does not smoke, drink alcohol, or do drugs. Patient expresses a decrease in appetite and only exercises every once in awhile. She takes an antidepressant, antihypertensive, and PRN medications with moderate pain and GI upset. Patient was able to focus and finish homework assignments during the examination. Patient understands that she has depression, PTSD, and bipolar disorder. Insight: Understands and is aware of what depression means and what it does. She is aware that she is in the hospital for major depression, PTSD, and for her attempts and ideation of suicide. The patient will stick to her medication regimen throughout the stay on the unit and outside in her group home. Both group and individual therapy would be beneficial towards her and her mental conditions. Development and coping: She is in the developmental stage of identity versus role confusion which occurs throughout adolescence. Her coping mechanisms include listening to music, drawing, and keeping her mind busy throughout her stay. Drawing appears to be the most effective which allows her to draw from her emotions and feelings. The activities are proper for the situation and age. 


