

CLIENT DEMOGRAPHICS and PSYCHOSOCIAL ASSESSMENT
Client initial: DD            Age:  66    Date of admission     3/ 10/21
· Client Gender: Male   Admission Status: involuntary. Chief complaint: Aggressive Behavior. 
· Ethnicity: Caucasian.   Current Legal Status: No legal problems/issues.
· Marital Status: Married. Education: High School.
· Client Symptoms: Anxiety, Hallucinations, guilt, and sleep disturbance.
· Family History: violence and schizophrenia.
· Treatment History: Home Medications and hospital medications.
Home Medications: 
1. Fluphenazine 2 mL monthly oral
2. Benztropine 1 mg oral tablet daily
3. Mirtazapine 15 mg oral tablet 1 tablet every night at bedtime.
4. Chlorpromazine 50 mg oral tablet twice a day.
5. Quetiapine 400 mg oral tablet 1 tablet every night at bedtime.
Hospital Medications: 
1. Diphenhydramine 150 mg 
2. Lorazepam 10 mg 
3. Mirtazapine 45mg
4. Carbamazepine 
5. Quetiapine 800 mg
6. Chlorpromazine 2000 mg. 

Problem identification and priority numbers: 
· Potential for violence: One
· Paranoid delusional thoughts or Hallucination/ behavior: Two
· Continuity of care: Four
· Medication condition: Three
Physicians’ intervention modality:
· The psychiatrist will initiate and adjust medications based on the patient response to decrease symptoms on admission.
· The psychiatrist will see patient on an individual basis to assess the status of their impulsive and aggressive behaviors.
Nursing intervention/modality:
· Nursing staff will elicit from patient verbal contract what they will contact staff if they ;[have urges of harming self or others.
· Nursing staff immediately redirect patient from threatening/hostile aggressive behaviors and discuss appropriate alternative means to manage anger.
Social Worker/Case manager intervention/Modality.
· C.M. will prompt patient to recognize the physiological and emotional signs demonstrated in response to triggers in which aggressive behaviors can be averted though psychotherapy group 30 minutes.
· C.M. will provide 1:1 intervention with patient for at least 33 minutes utilizing.
Short term goal: 
· Patient will verbalize an understanding of his medical condition and treatment during hospitalization.
· Patient will identify signs and/or symptoms to report to the staff during hospitalization. 
· Patient will agree to work with the care manager/social worker and community case manager concerning discharge plan within seven days.
Long term goal:
· Patient will contract for safety and the safety of other within seven days.
· Patient will be free of physically threatening behaviors for a period of seven days.
· 
PSYCHIATRIST MENTAL STATUS EXAMINATION:
Gait: stable. Ataxia: wide based gait. Orientation: Alert and oriented time four.
General appearance: well grooming and well nourished. Good eye contact, good speech, mood neutral, full, and appropriate affect, and he has a goal directed thought process. 



