Ilia Mondoy

Nursing 350

Interpersonal Relationship Analysis

Age: 63

Sex: Female

Primary Psychiatric Diagnosis: Depression Not Otherwise Specified with Suicidal Ideation


The client and had met the previous week, and having a rapport established, I joined her for breakfast.  It was early, and she was due to be discharged either that day or the next day.  She’d had a visit from her husband and child the previous night, and according to the client, did not “go well.”  It left her “apprehensive” and not ready to leave this day.  The ensuing conversation revolved around her upcoming discharge, and what brought her into the inpatient treatment facility.  Our conversation started with a salutation, and the client had remembered me from the previous week.  We talked throughout most of breakfast, and ended when we had to leave for exercise group.  I am analyzing the middle part of our conversation, because we had a long talk, and I feel it was very effective for both the client and me.  We went on to discuss the client’s support system, and how she is feeling much more positive about the future.  It went on to discuss the rest of the day, and how she will enjoy process group.  It ended with us leaving for exercise group and check in.

	Student
	Client

	How are you today?”

· Therapeutic:  

· Broad Opening

· Gave an open-ended question to let client determine what they wanted to talk about today. 
· I sat across from client, looking client in eye, with a pleasant expression on face. 
	“Ahh…a little apprehensive today.” 

· Client looked up, and smiled, while buttering up toast.  When speaking, she looked off to the side slightly, like trying to determine exactly what she wanted to say.

	“What is making you feel apprehensive?”

· Therapeutic

· Exploring

· I felt this was appropriate to explore her feelings on her apprehension because she mentioned it as how she was feeling.  

· When I asked this question, I leaned forward slightly, with an open posture, and looked interested and concerned.

· I thought that maybe she wanted to discuss being nervous about leaving, I felt comfortable speaking with her and I got the impression she wanted someone to talk to today.
	“Today I am going to get discharged, but I am feeling better.  Not running around naked.”

· While the client is speaking, she is eating breakfast.  When discarded the discharge topic, and looked at me when she mentioned not running around naked.  I feel she wanted to discuss this because this was the main reason she was admitted, and maybe she wanted to have someone nonjudgmental listen to her story.

	“Naked?”

· Not Therapeutic

· It doesn’t really fit under any therapeutic technique, but I said it because that seemed to be the main thing she felt intent to discuss, so restating what she said gave her a general lead to continue and was open ended.  It was therapeutically minded, but it encompassed a few techniques.  I also felt it encouraged her to elaborate.

· I tilted my head to the side slightly and continued eye contact, showing her I was interested in what she had to say.

· I felt she wanted to talk, and knowing from last week her situation, was interested in hearing her side of the story.  I felt it was better to hear how she was doing from her, rather than being in a treatment team.

· I felt she really wanted to discuss why she was here, and liked the attention she was receiving from me.  I felt probably that I wasn’t perceived as a threat, because I am a student, and also maybe she wanted to make an impression upon me.
	“Yes.  I was outside, in the front yard.  I was confused; I didn’t know where I was.  Thank God my husband was there.”  

· The client, who had a slightly blunted affect, began speaking more brightly.  She maintained eye contact, only stopping occasionally to eat.

	“Mmmhmm.”

· Therapeutic

· Offering General Lead
· This was therapeutic because she actually didn’t pause for me to say anything, but I wanted her to know that I was listening.  For the sake of the paper, I had to break the monologue up slightly.

· I continued eye contact, looking serious and intent.

· I thought that she was very concerned about her lack of memory, and that she relies heavily on her husband.  
	“He found me, and led me around, showed me our house to help me remember.  He showed me to my mother’s loom, which we have had for a long time.  He asked me, ‘Do you feel like going to bed?’ And I said, ‘Yes, that sounds nice.’  So I went to bed, he called here, and here I am.  But I didn’t remember!”

· The client seems very concerned about her lack of memory.  She may be looking for either reassurance or for someone to listen to her fears.  During this portion of the conversation, eye contact is constant, and her voice is the most animated I have heard.

	“You seem really concerned about you memory loss.”

· Therapeutic

· Verbalizing the implied

· I used this technique because she seems to really seem concerned with memory loss.  I wanted to give the client the opportunity to discuss her fear of memory loss.
· I continued to maintain an open posture, and keep a pleasantly attentive look on my face.
· I felt concerned that possibly she does have an underlying medical condition that may be a reason for her depression.
	“I have gotten help here.  I am going to see a Doctor when I leave here.  I am concerned maybe I have Alzheimer’s.  My Dad had it.  I want to know for sure.”

· The client seems comfortable that she has a goal to address her fears once she leaves the in-patient center.  The fact that her father had Alzheimer’s seems to really concern her, and her recent memory lapses have further concerned her.  

	“So you have a goal when you get leave?  To get these questions answered?”

· Therapeutic

· Formulating a plan of action

· I felt that it would be therapeutic to make her realize that she was in control of her life, by focusing on what she plans on doing.  By focusing on her plan, she can avoid some of the stress or anxiety rising from her uncertain medical state.

· At this point in time, I think I gestured, smiling at the client.

· I feel encouraged that she has set up an appointment to see a doctor, so she can finally get some answers.  
	“Yes.  It will be nice to know.  It might also be a stroke or a seizure.  I had one of those, and I lost my license.”

· The client seems to have other previous health concerns that she may want to discuss, or possibly looking for a reason for her memory loss other than Alzheimer’s.  The client is continuing to eat, but she is not speaking as intently as earlier.

	“So how did that make you feel?”

· Therapeutic

· Exploring

· I chose that particular phrase because the client changed the conversation, and I wanted to give her the opportunity to speak about it.  

· I sat back and placed my hands on the table, continuing to stare at the client, but glancing away as appropriate.  The client seemed receptive, and continued with her portion of the communication.

· I felt that this client has a lot to talk about, and really wants someone to just listen to her, so I felt pretty good that I had made myself available to her.  I get the impression that the client is trying to work through what is happening to her, and speaking about it may help her deal with it. 
	“Frustrated.  Like I had lost my rights.  My husband was there to drive me around, but it was like I had my freedom taken from me.  After a while, I was able to drive again, Thank God, but sometimes I still get lost.  Then I have to stop and call, but normally my husband comes with me.  Or my son.”

· When the client mentioned that she felt frustrated, she visually looked frustrated.  It is possible that she feels like she cannot rely on herself, and may have some self-esteem issues due to altered memory function.  She seems glad that she has a support system, but is mourning the loss of her freedom.  



I feel that the client’s strengths are that she has goals set, that she has a support system in place, and that she seems ready to deal with upcoming medical issues.  I think her internal strengths are her ability to talk about her issues, her insight into her past, and her ability to be able to ask for help.

Current Medications:

Klonopin 1mg by mouth daily.  

Generic name: clonazepam.  

Therapeutic Classification: Anticonvulsant.  

Pharmacologic Classification:  Benzodiazepine.  Indication for this client is for panic disorder.

Action: Produces sedative effects in CNS probably by stimulating inhibitory GABA receptors.

Therapeutic Effects:  Decreased manifestations of panic disorder.  

Onset: 20-60 min: Peak: 1-2 hr; ½ life: 18-50 hr; Duration 6-12 hr.

Contraindicated in people with hypersensitivity to drug or severe liver disease.  Do not discontinue abruptly.  

Drug-Drug Interactions: Other Benzodiazepines, antidepressants, ETOH.

Other Medications: nefazodone, risperidone, Haxalt and Axert.  Previous Medications: Effexor, and Prozac  

Mental Status Assessment

Identifying Data:  This 63 year old Caucasian Female was originally born in 

Germany.  She has a high school education and worked in the service industry.  She is currently retired, living at home with her husband.  Religion is unknown, has no known allergies, and has no special diet considerations.  Her chief complaint is apprehension about leaving the inpatient group, and her fear of having Alzheimer’s.  Client is diagnosed with Depression Not Otherwise Specified with Suicidal Ideation.

General Description: The client appears groomed, hair is combed and in own nightgown and housedress.  This is consistent with the dress of the other patient’s, which is either hospital scrubs or pajamas.  Client is not malodorous, and appears clean.  Posture is erect.  Height of client is approximately 5’2’ and approximately 140 lbs.  Client makes eye contact.  Hair color appears to be dyed blondish color with grey hair, or blondish hair turning grey.  There is no evidence of scars, but there is a tattoo on her chest of a bird and an ankle tattoo of a flower chain.  Client’s physical age appears congruent with her chronological age.  

Motor Activity: There is no presence of tremors, tics or stereotypical movements.  Mannerisms and gestures are congruent with speak.  There are no signs of restlessness, agitation, aggressiveness, or rigidity.  Gait patterns seem appropriate for age.  There is no evidence of echopraxia, psychomotor retardation, and appears to have full range of motion.  

Speech Patterns: Pace of speech is occasionally blunted, but there is no excessive slowness or rapidity of speech.  There is no pressured speech.  Volume is slightly low, but there is no speech impairments or aphasia.

General Attitude:  Client appears fully cooperative, friendly, and interested.  Client is not apathetic or guarded.  

Emotions:  Client feels apprehensive about leaving, but is not sad.  Client is not appearing depressed, and is not actively despairing over medical future.  Client is not irritable, anxious, elated, euphoric, fearful, guilty or labile.

Affect: Client appears congruent with mood, but slightly blunted at times.  Does not have flat affect.  Affect appears appropriate with situation and with client’s behavior.

Thought Process:  Client does not exhibit flight of ideas or associative looseness.  Client does not exhibit circumstantiality but is slightly tangential.  Client does not use neologisms, and shows concrete thinking.  Client does not have clang associations, word salad, preservation, echolalia, mutism, or poverty of speech.  Client has the ability to concentrate and seems to have an adequate attention span.

Content of Thought:  Client is not experiencing any delusions, but is concerned with somatic issues, particularly memory loss related to possible Alzheimer’s.  Client has no current suicidal ideas.  Client seems somewhat preoccupied with memory loss and Alzheimer’s.  Client does not demonstrate paranoia, magical thinking, religiosity, phobias, or poverty of content.  

Perceptual Disturbances: Client does not exhibit auditory, visual, tactile, olfactory, or gustatory hallucinations.  Client does not seem to see illusions.  Client does not seem to exhibit depersonalization or derealization.

Sensorium and Cognitive Ability: Client appears alert and oriented to time, place, person and circumstances.  Memory of some details from own admission of history seem to be diminished somewhat, more of recent memory.  There is a capacity for abstract thought in the client.

Impulse Control:  Client appears to be able to control impulses related to aggression, hostility, fear, guilt, affection, and sexual feelings.

Judgment and Insight: Client appears able to solve problems and make decisions for self.  Client seems to be focusing on somatic illness rather than depression.  Client seems to be aware of limitations, and knows the consequences of her actions.  Client is aware of maladaptive coping strategies, and seems to be attempting adaptive coping strategies.

Additional information:  According to medical record, the client originally came in much more depressed with thoughts of killing herself.  Her affect was blunted, and felt that children didn’t want to help her out.  Husband brought her in.  My assessment is based on the client’s behavior at the end of her treatment, and my not coincide with the original diagnosis.

Medical Diagnosis:

Axis I:  311 Depressive Disorder NOS with Suicidal Ideation

Axis II: V71.09 No Diagnosis on Axis II.

Axis III: 436 Cebrovascular Accident and Seizure in 2003

Axis IV: Lack of Primary Support Group.  Increased Social Isolation

Axis V:  GAF= 70.  Exhibits some mild symptoms, like depression and apprehension due to discharge, but client seems focused on functioning well, and has meaningful interpersonal relationship.

Nursing Diagnosis:

Anxiety related to change in health status as evidenced by client’s concern that recent memory loss episodes are indicative of Alzheimer’s.

Risk for Suicide related to previous threat to suicide as evidenced by client stating desire to “end it all.”

Medications:

nefrazodone: 100 mg by mouth daily.  

Generic name: Serzone

Therapeutic Classification: antidepressant.  

Indication:  Major depression in conjunction with psychotherapy.

Action: Inhibits reuptake of serotonin and norepinephrine.  Alpha-adrenergic antagonist.

Therapeutic Effects:  Antidepressant action

Onset: days-weeks: Peak: several weeks; ½ life: 2-4 h; Duration: unknown.

Side Effects: dizziness, insomnia, somnolence, constipation, nausea, dry mouth.

Contraindicated in people with hypersensitivity to drug or active liver disease.  Use cautiously in people with history of suicide attempt or cardiovascular or cerebrovascular disease.  

Drug-Drug Interactions: Can cause life-threatening reactions with MAOI inhibitors.  Increase digoxin levels.  Will increase CNS depression with other drugs.

Other Medications: clonazepam, risperidone, Haxalt and Axert.  Previous Medications: Effexor, and Prozac.

DSM-IV comparison

Axis I:  311 Depressive Disorder NOS

Axis II: V71.09 No Diagnosis on Axis II

	DSM-IV-TR Criteria- 

1. A mood disorder- At least 2 but less than 5 of the following symptoms have been present during the same 2 week period and represent a change from previous functioning; at least one symptom is a or b.
	Observed Behaviors

	a. Depressed mood most of the day, nearly every day, as indicated by either subjective report, or observation by others
	When I first observed the client, their affect was blunted; they did not bother to dress in their own clothes, and was very lethargic.  The client stated they were depressed that they were probably going to get Alzheimer’s.

	b. Markedly diminished interest or pleasure in all, or almost all, activities most of the day, nearly every day (as indicated by either subjective account or observation made by others).
	The client did not interact well with others, and seemed fixated on self.  The client did not attend exercise groups in the morning, and minimally participated at first.

	c. Significant weight loss when not dieting or weight gain (e.g., a change of more than 5% of body in a month) 
	Client reported weight gain of 10 pounds while in treatment.

	d. Insomnia or hypersomnia nearly every day
	

	e. Psychomotor agitation or retardation nearly every day (observable by others, not merely subjective feelings or restlessness or being slowed down)
	

	f. Fatigue or loss of energy nearly every day
	

	g. Feelings of worthlessness or excessive or inappropriate guilt (which may be delusional) nearly every day (not merely self-reproach or guilt about being sick).
	

	h. Diminished ability to think or concentrate, or indecisiveness, nearly every day (either by subjective account or as observed by others).
	

	i. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation without specific plan, or a suicide attempt or a specific plan for committing suicide.
	Client came in with thoughts of killing self.

	2. There has never been a Major Depressive Episode, and criteria are not met for Dysrhymic Disorder.
	

	3. There has never been a Manic Episode, a Mixed Episode, or a Hypomanic Episode, and criteria are not met for Cyclothymic Disorder.
	

	4. The mood disturbance does not occur exclusively during Schizophrenia, Schizophreniform Disorder, Schizoaffective Disorder, Delusional Disorder, or Psychotic Disorder Not Otherwise Specified.
	

	Note. From, “Research criteria for minor depressive disorder,” by the American Psychological Association, 1994, Diagnostic and Statistical Manual of Mental Disorders 4th Edition, pg. 720-721.


Nursing Care Plan

Diagnosis:  Low self-esteem related to change in health status as evidenced by negative, pessimistic outlook.

Long Term Goal: “By time of discharge from treatment, client will exhibit increased feelings of self-worth by setting realistic goals and trying to reach them, thereby demonstrating a decrease in fear of failure” (Townsend, 2004, p. 127).

1. “Client is able to communicate assertively with others” (Townsend, 2004, p. 128).  Client will ccomplish this by 9/2/2007 

a. “Demonstrate and promote effective communication techniques; spend time with the client” (Ackley, 2006, pg. 1043).  Modeling behavior will show client appropriate behavior.  Spending time will contribute to client’s self-worth.

b. “Teach effective communication techniques, such as the use of ‘I’ messages.  Emphasize ways to avoid making judgmental statements” (Townsend, 2004, pg. 128).  I messages takes ownership of feelings and allows client to more assertively express needs.

c. “Teach assertiveness techniques: the ability to recognize the differences among passive, assertive and aggressive behaviors and the importance of respecting the human rights of others while protecting one’s own basic human rights.  Self-esteem is enhanced by the ability to interact with others in an assertive manner” (Townsend, 2004, pg. 127-8).

2. “Client sets realistic goals for self and demonstrates willing attempt to reach them” (Townsend, 2004, p. 128). Client will accomplish this by 9/13/2007.

a. “Ensure that therapy groups offer client simple methods of achievement.  Offer recognition and positive feedback for actual accomplishments.  Success and recognition increases self-esteem” (Townsend, 2004, pg. 127).

b. “Help client recognize and focus on strengths and accomplishments.  Minimize attention given to past (real or perceived) failures.  Lack of attention may help to eliminate negative ruminations” (Townsend, 2004, pg. 127).

c. “Help client identify areas he or she would like to change about self, and assist with problem solving toward this effort.  Low self-worth may interfere with client’s perception of own problem-solving ability.  Assistance may be required” (Townsend, 2004, 127).

3.  “Client expresses some optimism and hope for the future” (Townsend, 2004, p. 128).  Client will accomplish this by 9/21/2007.

a. “Be accepting of client and his or her negativism.  An attitude of acceptance enhances feelings of self worth” (Townsend, 2004, pg. 127).

b. “Support client in identifying and adapting to functional changes.  Accurate evaluation allows client to establish realistic expectations of self” (Ackley, 2006, pg. 1044). 

c.  “Encourage participation in group activities from which client may receive positive feedback and support from peers” (Townsend, 2004, pg. 127).

Medications

risperidone .5mg  

Brand name: Risperdal.  

Therapeutic Classification: antipsychotic.  

Indication:  Schizophrenia, bipolar mania.

Action: Antagonizes dopamine and serotonin in CNS.  

Therapeutic Effects:  Decreased symptoms of psychosis or bipolar disorder.

Onset: 1-2 weeks: Peak: unknown; ½ life: 3hours; Duration: up to 6 weeks after discontinuation.

Side Effects: increased sleep duration, weight gain, aggressive behavior, constipation, dry mouth. 

Othe Medications:  clonazepam, nefrazodone, Haxalt and Axert.  Previous Medications: Effexor, and Prozac.
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