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	Patient name: Julia White
	Age: 28
	Gender: Female
	Date of birth: 07/12/1996
	LongtermRow4: 
	Name: Tara Wilson, RN 
	License number: RN789012
	Contact number: 555-987-6543
	Additional notes: - Family supportive but expresses concern about patient's ability to live independently.

- Patient has expressed interest in art therapy - consider referral if available.
	Shortterm1: Patient will engage in reality-based conversations for 10 minutes without exhibiting thought disturbances within 48 hours.
	Shortterm2: Patient will demonstrate improved personal hygiene within 24 hours.
	Shortterm3: Patient will verbalize understanding of medication regimen within 72 hours.
	Shortterm4: 
	Longterm3: Patient will verbalize a plan for medication compliance upon discharge.
	Longterm2: Patient will maintain personal hygiene independently by discharge.
	Longterm1: Patient will demonstrate a reduction in frequency and intensity of hallucinations and delusions within 2 weeks.
	Nursing interventions1: Assess patient's thought processes, content, and perceptions every shift.
	Nursing interventions2: Provide a calm, structured environment with minimal stimuli.
	Nursing interventions3: Use clear, concise language and give one direction at a time.
	Nursing interventions4: Administer prescribed antipsychotic medications as ordered.
	Nursing interventions5: 
	Rationale1: Provides baseline data and allows for early detection of changes in mental status.
	Rationale2: Reduces sensory overload which can exacerbate thought disturbances.
	Rationale3: Helps patient focus and understand instructions more easily.
	Rationale4: Helps manage symptoms of schizophrenia and improve thought processes.
	Rationale: 
	Evaluation: - Assess thought processes and content daily

- Monitor frequency and intensity of hallucinations and delusions

- Evaluate patient's ability to engage in reality-based conversations

- Observe personal hygiene practices

- Assess patient's understanding of medication regimen and illness
	Medical history: - Diagnosed with schizophrenia at age 22

- History of medication non-compliance

- No known medical allergies

- Previous psychiatric hospitalizations (2 in the past 3 years)
	Subjective: - Patient reports hearing voices telling her to harm herself

- States, "The government is spying on me through my TV"

- Expresses fear of leaving her room, saying "They're waiting for me out there"

- Reports difficulty concentrating and following conversations
	Tests1: Vital signs
	Nursing diagnosis: Disturbed Thought Processes related to exacerbation of schizophrenia as evidenced by hallucinations, delusions, disorganized speech, and impaired ability to concentrate
	Tests2: Urine drug screen


	Results1: BP 110/70 mmHg, HR 88 bpm, RR 18 breaths/min, Temp 37°C (98.6°F)
	Results2:  Negative
	Tests3: Complete Blood Count
	Results3: Within normal limits
	Tests4: Thyroid function tests
	Results4: Within normal limits
	Tests5: Serum electrolytes
	Results5: Within normal limits


