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Pt. Initials:  DJP
Age: 
14
Gender: Male

Other demographic data:  Decatur resident
DSM –IV Diagnoses

Axis I:  Behavior Disorder

Axis II: Oppositional Defiant Disorder

Axis III:  Type 1 Diabetic

Axis IV: Foster Child, Financial hardship, low availability of food
Axis V: GAF 12
NANDA Diagnoses – see attached 

MSE (below)

Pt. is dressed in casual dress appropriate for weather, normal hygiene and grooming. Patient is easily distracted, attention-seeking and interrupts other patients when speaking. Patient has difficulty staying seated. Speech has a normal rate and volume with no pressure. Patient displays reactive and congruent mood within normal range. The mood is elevated and anxious synonymous with patient’s disorder. Thought process is goal-directed and logical however deficient in coping mechanisms. Patient reported no past suicidal ideation however is placed on suicide and assault precautions with a history of violence. No reported delusions, phobias, obsession or compulsions. Patient displayed no auditory or visual delusions or hallucinations during interaction with student nurse. The patient is oriented to person, place, time and self with awareness of the presenting situation that contributed to current hospitalization. The patient was able to recall long term events with no prompting. Adequate recall of three unrelated words at 3 and 30 minute intervals. When inquiring about dispute that contributed to recent hospitalization patient was able to identify triggers, escalating moments of behavior and possible alternative coping mechanisms.

CARE PLAN Mental Status Exam findings (be sure to be VERY descriptive) PAGE 2/?
13. Coping Mechanisms (what are they and are they + or -) Positive coping mechanism are: talk with girlfriend regarding the situation, remove himself  from the situation by going outside or riding a motorcycle, sing, dance and face consequences. Negative coping mechanisms include: playing violent video games and engaging in violent acts upon escalation.
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Medications – see attached

Allergies: NKA
Factors that lead to treatment:

1) Assault and battery of family member (increased aggression)
2) Hx of previous violent acts (easily agitated)
3) Diagnosis of ODD 
Significant psychiatric history: be specific

 Patient has been hospitalized 3 previous times in various counties that correlate with foster and group home placement. 
Family history:

Patient was placed with foster care at age 10 by mother abruptly. Has matriculated 3 foster homes in past 4 years. 
Father is absent from patient’s life. No detailed history of psychiatric diagnosis or issue with biological mother nor sister. 
Strengths:

Patient identifies singing and dancing as possible outlets of anger or agitation. Patient is cognizant of consequences to various actions.
Support system:

Current girlfriend and previous male staff at group facility are viewed as a support persons for the patient.
Discharge Plans – Create your own plan for this client

Explore that option to transfer to previous group home at the request of patient. Identify a secondary residential option for patient, i.e. another group facility, foster home or lastly return to home (with contingent family therapy or outpatient individual therapy). 
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Medication Sheet -- Use as Many sheets as needed per medications ordered.
Medication Name : Nu-Clonidine
Generic name:  Clonidine
Brand trade: Nu - Clonidine
Drug classification/type: Anti-hypertensive
Reason/reasons why the med. is prescribed for this client:   Off label treatment for ADHD                          

Pharmacokinetics

Dosage/Route:
0.1mg tab HS

Recommended Dosage:   0.05mg/kg/day in 3-4 divided doses 

½ life:     6-12 hrs       



Recommended Client Age:   <12 yrs age
Desired action (“how” it works):     Reduces impulse of sympathetic nervous system          

List at least 2 pertinent assessments to make before and after giving this med:

1) Monitor blood glucose (especially in this patient- Type 1 Diabetic) and lab values
2) Vital signs, particularly BP
Reason to hold this med: Lower blood pressure, elevated blood glucose level
Changes recommended in dosage for physiologic reasons (renal/hepatic, etc.):    

Common Adverse Effects: 


Nursing Interventions for Adverse Effect:
1) Orthostatic hypertension

              1) Advise patient to rise from sitting and standing positions slowly/in stages

2)Nausea ,vomiting



2) Taken at night
3) Dry mouth




3) Water, fluids, ice chips

4)headache




4) Aspirin and rest
Expected therapeutic effects for this client:

Decrease the effects of sympathetic nervous system. Decreased heart rate, BP, calming effect for the patient.




Evaluate the effects experienced by this client: Client still displayed S/S of ADHD.
Side effects:




Interventions for Side effects:

1) Nausea





1) Take at night
2) Hyperglycemia




2) Monitor blood glucose, administer insulin if needed

Possible drug/drug interactions:


Possible drug/food interactions:

Possible drug/environment interactions:

Pertinent info to document/chart:     Med effects and time of med                    

CARE PLAN NANDA Nursing Diagnoses PAGE 5/?

Nursing Diagnosis #1: Impaired self-image r/t 
(Use NANDA format)

	What does the patient/client need to accomplish?

GOALS/OUTCOMES
Measurable patient centered goals 

are identified realistic and contain 
time element.  
	What can the nurse do to help resolve the problem?

IMPLEMENTATION

Nursing Interventions
Specific nursing actions can easily be linked to the outcomes.  The interventions are realistic and appropriate to the patient's current status.
	Why will the nurse do these actions?

SCIENTIFIC RATIONALE

Be sure to include source using APA format
Rationales for EACH intervention contain comprehensive scientific reasoning that succinctly identifies why the intervention was selected.  Citation is provided.
	How did the patient/family respond to the nurse’s actions? 
EVALUATION

Client Response 
Includes all the following: 1.Client’s response to the intervention(s),
 2. Status of goals and outcomes, (ie goal met, in progress or revised) 3. Modifications to the plan of care.

	SHORT TERM:

Pt. will contract for safety with staff.
LONG TERM:

Pt. will engage in identifying areas of 2 triggers for anger. Pt. will identify 2 coping mechanisms

	1. Assess current pt. behaviors.
2. Identify safety precautions.
3. Identify consequences for actions.
1. Identify 2 triggers for pt. anger.
2. Identify 2 coping mechanisms with patient to manage stress caused by triggers.
3. Demonstrate coping mechanisms through role play with patient.

	1. Patient contract provides patient support for safety.
2. Pt. becomes accountable for actions.
3. Easy identifiable goals and consequences.
1. Behavior modification model
2. Improvement of positive coping strategies.
Source:
	1. Short-term:

Patient positively responded to intervention. Patient achieved short term goal by not engaging in violent activity or inappropriate behavior.
2. Long term:

Patient identified two triggers and two coping mechanisms that were feasible and achievable.



                             (2pts)                                                                    (2 pts)                                                                                (2 pts)                                                                                    (2 pts)
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Medication Sheet -- Use as Many sheets as needed per medications ordered.
Medication Name: DDAVP
Generic name: Desmopressin
Brand trade: DDAVP
Drug classification/type: Pituitary hormone/ Anti-diuretic
Reason/reasons why the med. is prescribed for this client:    Polyuria and Polydipsia                         

Pharmacokinetics

Dosage/Route:
 0.2mg tab HS

Recommended Dosage:    0.2 mg (max 0.6mg)
½ life: 8 minutes

Recommended Client Age:   > 6yrs of age
Desired action (“how” it works):          Promotes reabsorption of water by renal tubes             

List at least 2 pertinent assessments to make before and after giving this med:

1) Vital Signs
2) I & O and weight
Reason to hold this med:  if evidence of renal failure or renal problems
Changes recommended in dosage for physiologic reasons (renal/hepatic, etc.):    Must discontinue use in renal disease
Common Adverse Effects: 


Nursing Interventions for Adverse Effect:
1) Cramps





1) Ibuprofen
2) Nausea





2) Water, fluids, ice chips
3) Congestion





3) Take at night
4) Headache
Expected therapeutic effects for this client:

Decrease nocturnal bed wetting



Evaluate the effects experienced by this client:   Decreased nocturnal bed wetting
Side effects:




Interventions for Side effects:

1) Cramps




1) Ibuprofen

2) Nausea                                                        2) Water, fluids, ice chips

3) Congestion                                                 3) Take at night

4) Headache
Possible drug/food interactions: Avoid alcohol use

Possible drug/drug interactions: Avoid OTC products that contain epinephrine



Possible drug/environment interactions:

Pertinent info to document/chart:     Time of med, location of injection and units
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Medication Sheet -- Use as Many sheets as needed per medications ordered.
Medication Name : Novolog
Generic name: Insulin Aspartame
Brand trade: Novolog
Drug classification/type: Anti- diabetic/ Pancreatic hormone
Reason/reasons why the med. is prescribed for this client:   Patient is Type 1 Diabetic  - Insulin dependant                          

Pharmacokinetics

Dosage/Route:
 SubQ 7-26 units divided doses

Recommended Dosage:    
½ life:   3-5 hours

Recommended Client Age:   Adult, adolescent > 6
Desired action (“how” it works):   Provides insulin to breakdown and absorb glucose for energy               

List at least 2 pertinent assessments to make before and after giving this med:

1) Fasting Blood glucose level
2)Assess for hypo and hyperglycemia (vitals, S/S and I & O)
Reason to hold this med: Low fasting blood glucose or normal range of glucose level
Changes recommended in dosage for physiologic reasons (renal/hepatic, etc.):    Changes rec. for fasting blood glucose level. 
Common Adverse Effects: 


Nursing Interventions for Adverse Effect:

1)dry mouth             



1) Water, fluids, ice chips

2) anaphylaxis




2) Epinephrine

3) rash





3) Benadryl

4) urticaria

Expected therapeutic effects for this client:
Decreased blood glucose level
Evaluate the effects experienced by this client: Decreased blood glucose level
Side effects:




Interventions for Side effects:
1) dry mouth




1) water, fluids, ice chips
2) anaphylaxis




2) Epinephrine

3) rash





3) Benadryl
Possible drug/drug interactions: 
Possible drug/food interactions: garlic, ginseng, juniper, onion


Possible drug/environment interactions:

Pertinent info to document/chart:       Time of med

