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	Patient name: Miles Smith
	Age: 28
	Gender: Male
	Date of birth: 05/15/1995
	Medical historyRow1: Diagnosed with schizophrenia at age 22
History of substance abuse (marijuana), now in remission for 2 years
No known allergies
Family history of depression (mother)
	SubjectiveRow1: Patient reports hearing voices telling him to harm himself

Expresses paranoid thoughts about being watched by the government

Complains of difficulty sleeping and concentrating
	TestsRow1: CBC
	ResultsRow1: Within normal limits
	TestsRow2: Drug screen
	ResultsRow2: Negative
	TestsRow3: CT scan
	ResultsRow3: No abnormalities detected
	TestsRow4: 
	ResultsRow4: 
	TestsRow5: 
	ResultsRow5: 
	Nursing diagnosisRow1: Risk for self-harm related to command hallucinations

Impaired social interaction related to altered thought processes

Disturbed sleep pattern related to auditory hallucinations
	ShorttermRow1: Patient will verbalize understanding of safety plan within 24 hours

	LongtermRow2: Patient will engage in appropriate social interactions with staff and peers within 6 months
	ShorttermRow2: Patient will participate in group therapy sessions at least twice a week for the next 2 weeks
	LongtermRow3: 
	ShorttermRow3: 
	LongtermRow4: 
	ShorttermRow4: 
	Nursing interventionsRow1: Assess patient's risk for self-harm every 2 hours and implement safety precautions as needed

Administer prescribed antipsychotic medication as ordered and monitor for side effects

Encourage patient participation in therapeutic activities and group sessions

Provide a calm and structured environment to reduce stimulation
	RationaleRow1: Regular assessment allows for timely intervention to prevent self-harm

Proper medication management is crucial for symptom control

Engagement in activities promotes social skills and reality orientation

A structured environment helps reduce anxiety and paranoid thoughts
	EvaluationRow1: Patient's self-harm risk has decreased, now verbalizing no intent to harm self

Medication compliance improved, reporting reduced auditory hallucinations

Participating in daily group activities with minimal encouragement

Sleep pattern improving, now averaging 6 hours of uninterrupted sleep per night
	Additional notesRow1: Miles has shown significant improvement in the past week, especially in terms of medication compliance and engagement in group activities. However, he still expresses some paranoid thoughts during evening hours. 

Family involvement has been limited due to strained relationships, but efforts are being made to reconnect Miles with his sister, who has expressed interest in supporting his recovery. Continue to monitor for any signs of substance use relapse, as this has been a trigger for symptom exacerbation in the past.
	Name: Sarah Johnson, RN
	License number: RN123456
	Contact number: 555-123-4567
	LongtermRow1: Patient will demonstrate improved reality testing and decreased paranoid thoughts within 3 months



