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Part II: Trend 

Depression 
 

 
  

 

 
 

1. For each finding, identify the direction of the trend by placing an "x" in the appropriate column if the patient's 

condition has improved, not changed, or worsened. Each row must have 1 response option selected. 

Assessment Findings Improved Not 

Changed 

Worsened Meaning/Interpretation 

Pulse: 84     
 
 

Ate ¾ or more of food on lunch and 

dinner tray. 
    

 
 

Depression 8 out of 10 with flat affect     
 
 

Reports feeling safer and less anxious 

 
    

 
 

Able to contract for safety while in the 

hospital 
    

 
 

Attended afternoon group, stayed out 

in milieu 

    
 
 

 

 

 

 

The nurse in the mental health unit is caring for a 32-

year-old female client. 

The nurse has implemented all medical orders and the nursing 

plan of care. The nurse collects the following assessment data. 

 

 Review the medical record to determine the trend or direction of 

current clinical data. 
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2. Is the overall status of the client: 

Current Status Rationale/Why? 

a. Improved 

b. No change 

c. Declined 

 

 

 

3.  Based on the interpretation of current findings, what actions should the nurse take? Select all that apply. 

Nursing Interventions: Rationale/Why?  

a. Initially involve the person in 

one-on-one activities  

 

 

 

b. One - to one continuous close 

observation  

 

 

 

c. Allow the patient to remain in 

the assigned hospital room to 

eat meals to decrease anxiety  

 

 

d. Complete a formal suicide risk 

assessment regularly  

 

 

 

e. Facilitate a supportive 

relationship with the patient  

 

 

 

f. Advised voluntary patient she 

is mandated to attend all group 

activities  

 

 

g. Assign a private room to this 

patient.  

 

 

 
 

Nurse Reflection 
4. To strengthen your clinical judgment skills, reflect on your knowledge and the decisions made caring for this 

patient by answering the reflection questions below. 

Reflection Question Nurse Reflection 

What did you learn? 

 

 

 

 

 

 

What content/concepts do you 

need to understand to make better 

judgments?  

 

 

How will you apply what was 

learned to improve patient care? 
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