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Mental Status Exam
K.N was calm and cooperative throughout the day. On her mental health tracker she noted that her mood was “a little better” today. She was engaged with staff, telling jokes and stating her goal was to share 10 jokes per day. She completed almost all ADLs independently except for showering, expressing her fear that someone might enter and harm her. She openly discussed her concerns with staff, particulary about feeling unsafe while showering or sleeping. Her speech was clear and normal, and denied any auditory or visual hallucinations. She was oriented to time, place, person, and situation. There were signs of paranoia but no signs of confusion, hallucinations or other unusual behavior. 


History of Admitting Diagnosis/Present Illness 
K.N has a history of schizophrenia, depression and past suicide attempts related to feelings of lack of support from family and friends. She also has a history of SA and homelessness, which has contributed to her ongoing mental health. She was admitted on 2/20/25 under an involuntary hold due to grave disability and risk of self-harm. She has been expressing fears of showering and sleeping, believing that someone may enter her room and harm her. She has been engaging with staff and participating in group activites. She has been cooperative with medications and vital sign monitoring. She has been completing almost all ADLs except for showering. She continues to express paranoia but remains calm and interactive throughout the day. 


Shift Summary
K.N was alert and oriented, remaining calm and cooperative throughout the shift. She actively participated in therapeutic actitivties, including painting, coloring, and watching a movie. She actively engaged with staff telling jokes and sharing that her goal was to tell ten jokes per day. She was excited to show me her jesus sticker on her name tag. She completed almost all ADLs independently except for showering expressing continued fear that someone may enter and harm her. She noted a slight improvement in her mood on her mental health tracker. She complied with vitals and took her medications without any issues. She ate breakfast, lunch and a snack. Throughout the shift, she was sitting in the big room space next to the nurses station and watched TV. She denied any auditory or visual hallucinations but did exhibit paranoia about her safety while sleeping and showering. 

Subjective 

History of Chief Complaint 
K.N has a history of homelessness and schizophrenia. She was admitted following delusions of being SA. 

Social & Family History 
K.N is a 60 year old female who is homeless. Both parents passed away, has one sister and is divorced with no children. 

[bookmark: _Hlk88967351]Review of Systems 

Neurological
Denies headaches, Dizziness Nausea, or vomiting. Mentioned she was emotionally feeling better. 

HEENT
States she experiences blurry vision without her glasses.  

Cardiac
States she feels good, Denies any chest pain or dizziness. 

Respiratory
Denies any shortness of breath, coughing or wheezing. 


Gastrointestinal 
Patient reported not having a bowel movement since 2/27/25. Denies nausea, vomiting or abdominal pain. 


Genito-urinary 
	No reported issues with urination, including pain or urgency. 


Musculoskeletal
Patient reports no pain in her back, knee, or any other joint pain. 


Integumentary
No history of skin disease. Reported no concerns of any issues with her skin. 

Endocrine 
No frequent numbness or tingling, no dizziness, headaches or tremors. 

Hematologic/lymphatic 
Patient reported no bruising. Has a history of heart problems. 


Allergic/immunologic 
	Has allergies to mold. 


Impact of Chief Complaint and/or Admitting Diagnosis
K.L chief complaint of paranoia and fear of harm and her diagnosis of schizophrenia, depression and history of suicide attempts impact her emotional well being, leading to anxiety and mistrust. 
Her paranoia contributes to ongoing fear of showering and sleeping, affecting her ability to complete all ADLs. However, with medication and non-pharmacological interventions, her symptoms are improving. Her communication of her fears and her participation in therapeutic activites indicate progress. Her cooperation with staff and communication skills also show a positive progress. 

Objective 
Vital Signs 

	Date
	Time
	HR
	RR
	BP
	Temp
	SpO2

	2/27/25
	0800
	68
	18
	104/66
	36.1
	97

	2/28/25
	0800
	78
	18
	125/83
	36.3
	96

	
	
	
	
	
	
	



Anthropometrics 
Height: 157 cm 
Weight:  79.3 kg 
Age: 60

Other Medical Diagnoses 
COPD, HTN, arrhythmia, CAD in native artery, cardiac murmur, depression, anorexia with bulimia, body dismorphic disorder. 

Medications 

	Name
	Dose
	Route
	Time/Freq
	Given?
	When?

	 Lisinopril 
	2.5 mg 
	Oral
	Daily 
	Yes
	0800

	Aripiprazole 
	10 mg
	Oral
	Daily
	Yes
	0800

	Metoprolol 
	12.5 mg
	Oral
	Daily
	Yes
	0800

	Cholecalciferol
	250 mcg
	Oral 
	Daily
	Yes
	0800

	Bupropion 
	100 mg 
	Oral
	Daily
	Yes 
	0800 

	Bismuth subsalicylate
	524 mg 
	Oral 
	PRN 
	Yes
	0800

	Haloperidol 
	5 mg 
	IM 
	Daily, PRN
	No 
	

	Lorazepam 
	1 mg 
	IM
	Daily, PRN
	No 
	

	Tylenol 
	650 mg 
	Oral 
	Every 6 hr, PRN
	No 
	



Lisinopril: This medication is an angiotensin converting enzyme inhibitor (ACE) that helps channel treat high BP and heart failure. It is used for her hypertension. 
Metoprolol: This medication is a beta blocker that helps treat high BP, chest pain, and heart failure. I think it is being used for her CAD diagnosis and arrhythmia. 
Cholecalciferol: This is also known as vitamin D. She is getting this because she’s not getting enough sunlight (vitamin D) from being inside all day. 
Bupropion: This is an antidepressant and smoking cessation aid. She is getting this for her depression. 
Bismuth subsalicylate: This is a diarrhea medication. This is a PRN for her constipation. 
Aripiprazole: This medication is a atypical antipsychotic used for the treatment of schizophrenia, bipolar disorder, depression, and Tourettes. It is used for her schizophrenia. 
Haloperidol: This medication is an antipsychotic. It is used for different mental disorders like schizophrenia and also treat symptoms of Tourettes. This is a PRN just in case she has any agitation or aggression that she can’t control on her own. 
Lorazepam: This medication is a Benzodiazepine. It is used to treat seizures and anxiety. This is a PRN to treat any agitation.  
Tylenol: This medication is an analgesic. It treats minor pains, and reduces fever. I think this is a PRN used for any pain she has.


Lab Values 

	Item
	Date
	Time
	Value
	Hi/Lo?
	(Opt. Range)

	Sodium
	2/11/25
	0600
	134.1
	Lo
	135-45

	CO2
	2/11/25
	0600
	18.0
	Lo
	35-45

	Cholesterol
	2/11/25
	0600
	244.0
	Hi 
	<200



I specifically chose these values because they were not within the optimal range. 

Physical Assessment 

General 
Patient is alert and oriented. Calm and cooperative. Posture and gait is upright and coordinated. No signs of distress or agitation. 

Neurological
Alert and oriented. Speech is clear. No tremors observed. Engaged in conversations throughout the assessment. 

HEENT
Head is normocephalic, no visible trauma. Eyes have no redness or swelling. No difficulty hearing. No visible discharge around nose. Wears glasses. No auditory or visual hallucinations, but has some paranoia. 

Cardiac
	No Visible edema or cyanosis noted. Heart murmur noted. Pulse is strong and regular. 

Respiratory
	Unlabored breathing. No coughing or wheezing. Respirations were clear. 

Gastrointestinal 
	No signs of discomfort. 

Genito-urinary 
	No report of pain or urgency. 

Musculoskeletal
	Gait remains coordinated.  

Integumentary
Skin is warm and dry. No brusies, dryness, scars or open wounds. 

Endocrine
No excessive sweating noted. 
 
Hematologic/lymphatic 
No signs of bleeding or bruising.

Allergic/immunologic 
No signs of allergic reaction. 


Genogram: 
Mom
(deceased)
Dad (deceased)






Sister
(younger)
K.L
60
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1) Rape-Trauma syndrome r/t history of SA aeb paranoia, fear of showering, and difficulty sleeping due to perceieved threats. 
This is important because this is impacting her mental health. Leading to fear, paranoia, and hypervigilance. Her fear of showering and sleeping indicates that her past trauma is still influencing her daily life. This could affect her ability to feel comfortable and safe, which can impact her recovery and overall well being. 

2) Anxiety r/t hypervigilance aeb avoiding to shower due to fear of being attacked and having difficulty sleeping due to perceived threats. 
This is important because this could affect her ability to make safe decisions. Her fear of showering and sleeping shows she feels unsafe, even when there is no real danger. This could make it difficult for her to feel safe, follow routines and make decisions about her care. 

3) Social isolation r/t inadequate social support aeb feelings of lack of support from family and friends. 
This is important this increases her feelings of loneliness, depression, and anxiety. Her past history of homelessness and lack of support have most likely contributed to her difficulty trusting others. Adressing this can help her emotional well being. 

Plan 
1) The patient will verbalize their fears and anxieties at least once per shift for 1 week.  
2) The patient will practice at least one relaxation technique once per shift for one week. 
3) The patient will participate in at least one group activity per day for the next week. 

Intervention 
1) Encourage the patient to share their fears and anxieties. Creating a supportive environment for the patient, where the patient feels safe to express their emotions. This can help foster trust. Also, using open ended questions, listening, and validating their feelings can promote better communication and more trust. 
2) Encouraging relaxation techniques, such as boxed breathing, or guided imagery. These can be used to manage symptoms of anxiety, stress, and fear. It can also enhance the emotional well being of the patient by creating a sense of safety and relaxation. Improving the patients ability to cope with feelings of distress. 
3) Encourage the patient to engage in group activities like coloring, painting or watching movies. This can help reduce her feelings of loneliness and offering opportunites for social interaction. 

Evaluation 
1) The patient has verbally expressed their feelings at least once per shift. 
2) The patient practiced at least one relaxation technique per shift. 
3) The patient participated in at least one group activity per day. 
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