Bipolar Disorder Nursing Care Plan

Patient Identification

Name: John Smith

Age: 22

Gender:M

Date of Birth: 11/11/2001

Medical Record Number: 1234554

Assessment Findings

Describe the patient's bipolar disorder symptoms (e.g., mania, depression, mixed
episodes) in detail, including their severity, duration, and impact on daily life.

Presents with a heightened mood characterized by increased energy, talkativeness, and
decreased need for sleep. He reports racing thoughts, difficulty concentrating, and
impulsive behavior. He has lost interest in his usual activities and appears irritable.

Identify potential risk factors for developing or exacerbating bipolar disorder, such as family
history, substance abuse, or traumatic events.

family history of mood disorders and has experienced several stressful life events in the
past year. He denies any history of substance abuse or suicidal ideation.

Assess the patient's overall mental and physical health, including any co-existing
conditions or medications.
Physical examination reveals normal vital signs, no signs of acute iliness, and adherence

to current medications for hypertension.

Evaluate the patient's psychosocial functioning, including their social support system,
occupational status, and living arrangements.
Living with parents as had to move out of flat due to loss of job

Diagnostic Impression

¢ Clearly state the diagnosis of bipolar disorder based on the DSM-5 criteria.

Bipolar Disorder

e Specify the type of bipolar disorder (e.g., bipolar I, bipolar Il, or unspecified bipolar

disorder).
Type | (Manic Episode)

¢ Document any additional mental health diagnoses.

1/3



Nursing Diagnoses

« |dentify specific nursing diagnoses related to the patient's bipolar disorder, such as:

Anxiety

N

Sleep disturbance

N

Social isolation

§

Noncompliance with treatment

K

Risk for self-harm or suicide

N

Goals and Objectives

Goal 1: Promote Mood Stabilization and Prevent Self-Harm.
Goal 2: Improve Sleep Hygiene and Promote Overall Well-being
Goal 3: Enhance Coping Skills and Social Support

Interventions

¢ QOutline evidence-based interventions to address the patient's symptoms, improve their
functioning, and promote overall well-being.
Medication Management: Administer prescribed mood stabilizers and monitor for side
effects.
Psychoeducation: Provide education about bipolar disorder, triggers, early warning signs,
and coping strategies.
Cognitive-Behavioral Therapy (CBT): Assist patient in identifying negative thoughts

e Consider a combination of interventions, including:

Psychoeducation about bipolar disorder

Mood stabilizer medication management

Psychotherapeutic interventions (e.g., CBT, IPT)

Lifestyle modifications (e.g., regular exercise, sleep hygiene, healthy diet)
Support groups and social engagement

Crisis management plan

O
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Evaluation Criteria

e QOutline evidence-based interventions to address the patient's symptoms, improve their
functioning, and promote overall well-being.

Encourage patient self-monitoring and feedback on the effectiveness of interventions.

¢ Regularly monitor the patient's symptoms, functioning, and adherence to treatment plan.

Monitor mood fluctuations, sleep patterns, engagement in coping strategies, and
adherence to treatment plan.

¢ Use standardized assessment tools to track progress over time.

Utilize standardized assessment tools like the Mood Rating Scale (MRS) and Beck
Depression Inventory (BDI) to track progress.

Documentation

- Document all assessments, interventions, and evaluations in the patient's medical record.
- Use clear, concise, and objective language while maintaining patient privacy.

- Regularly update and revise the care plan based on patient progress and changes in needs.

Discharge Planning

- Ensure patient understands medication regimen and follow-up appointments.

- Connect patient with community resources for ongoing support and therapy.

- Provide written instructions and contact information for emergency situations.

- Emphasize the importance of self-care, healthy lifestyle choices, and seeking help when
needed.
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