Depression Nursing Care Plan

Patient information

Name: Tessa Berry Date of birth: June 11, 1987
Gender: Female Date of admission: February 19, 2025

Medical history

Patient has a history of major depressive disorder (MDD) diagnosed three years ago, with
episodes of bipolar disorder managed through medication. Reports difficulty adhering to
prescribed medications and has previously attended therapy sessions. No significant medical
conditions aside from mild hypertension.

Assessment
I. Subjective findings Il. Objective findings
Patient reports persistent depressed mood, Patient presents with a flat affect, slumped

fatigue, difficulty concentrating, and feelings of  posture, and poor eye contact during

hopelessness. States she has lost interest in assessment. Weight loss of 8 pounds noted

previously enjoyed activities and has since her last visit. Mental status examination

experienced suicidal thoughts without a current reveals slowed speech and diminished

plan. Reports disrupted sleep and decreased responsiveness. Scores 22 on the Beck

appetite over the past month. Depression Inventory, indicating moderate
depression.

Nursing diagnosis

-Risk for suicidal behavior related to feelings of hopelessness and depressive symptoms
-Disturbed sleep pattern related to anxiety and depressive disorder
-Ineffective coping skills related to poor emotional regulation and lack of support system



Goals and outcomes

I. Short-term goals:

-Patient will identify at least two coping skills to
manage negative thoughts within one week.
-Patient will verbalize a reduction in depressive
symptoms after three therapy sessions.
-Patient will comply with medication adherence
plan during hospitalization.

Nursing interventions

Assess patient’s subjective data and monitor for
worsening suicidal behavior.

Establish a therapeutic relationship and
encourage patient to express emotions.

Educate patient on prescribed medications and
their potential side effects.

Encourage use of coping skills such as deep
breathing and journaling.

Coordinate with the care team to schedule daily
therapy sessions.

Evaluation

Il. Long-term goals:

-Patient will demonstrate improved mood and
report decreased feelings of hopelessness
within four weeks.

-Patient will maintain a regular sleep schedule
and improve nutritional intake over the next
month.

-Patient will actively participate in outpatient
therapy sessions and follow up with psychiatric
services.

Rationale

Early detection of suicide risk is critical for
patient safety.

Facilitates trust and promotes emotional
release.

Enhances medication adherence and reduces
noncompliance.

Helps manage anxiety and depressive
symptoms effectively.

Provides consistent emotional support and
structured care.

Patient demonstrated improved engagement in care, identified three personal coping skills, and
participated in two therapy sessions. Suicidal thoughts decreased, with no current plan or intent
reported. Mood improved slightly, and patient began eating 75% of meals served.



Additional notes

Patient responded well to initial interventions. Discharge planning includes referral to outpatient
psychiatric services and continued mental health monitoring.

Nurse information

Name: Jessica Williams, RN License ID number: RN5432187

Signature: Jessica Williams Date of assessment: February 19, 2025
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