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Part I: Bowtie 

Depression 
 

 
 

1. Highlight each finding from the present problem noticed as most important, then write out each highlighted 

statement in the table below. What is the meaning of each finding? 

Sophia Gonzalez is a 32-year-old female with a history of depression who was referred to the 

inpatient unit for symptoms of clinical depression with recent suicide ideation. Her symptoms became 

problematic in the last few months, with feelings of suicide for this past month. Recently stressors 

include being laid off from her job as a paralegal, her only adult son moving away, and the death of a 

pet dog.   

Currently, she reports a 15-pound (6.8 kg) weight loss in the last month. She also complains of 

difficulty falling and staying asleep and feels like crying all the time. She complains of a lack of 

energy and an inability to concentrate. She can’t remember the last time she felt happy and states she 

doesn’t feel like she will ever be happy again. When asked about suicide, she admits to thinking about 

taking an overdose of her medication and can’t promise to act on these feelings. These thoughts are 

causing her significant anxiety. There is no evidence of delusional thinking, and she denies 

hallucinations  

 

PRESENT PROBLEM Findings Meaning/Interpretation 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

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

year-old female client. 

 

Review the medical record, then answer the 

following questions: 
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2. What vital sign data do you notice that is concerning and requires follow-up by the nurse?  

Vital Signs: Concerning Not Concerning Meaning/Interpretation 

Temperature:    

 

 

Pulse:    

 

 

Respiration:    

 

 

Blood Pressure:    

 

 

Oxygen Saturation:    

 

 

 
3. Highlight each finding from the nursing assessment noticed as most important, then write out each highlighted 

statement in the table below. What is the meaning of each finding? 

Sophia Gonzalez is a 32-year-old female who was voluntarily admitted to the unit through the 

emergency department (ED). On admission to the unit, she presents with a sad mood and flat affect. 

She is casually dressed and slightly disheveled. No body odor was noted. She rates her depression as 

an 8 out of a possible 10. She also complains of moderate levels of anxiety. Her movements are 

slowed, and there is a slight delay when answering questions. Speech is soft but understandable.  

She denies any delusional thinking but admits to being unable to think about anything but all the 

“upsetting” things that are going on in her life. “There doesn’t seem to be any solution.” These 

include the loss of her job, her son moving away, and the death of her dog. Denies hallucinations. 

Admits to having suicidal thoughts to overdosing on her meds and is unable to contract for safety 

(cannot promise not to act on suicidal impulses). Denies thoughts of harming others. She denies 

hallucinations. She is oriented x 4 with short and long-term memory grossly intact. 

 

NURSE ASSESSMENT Findings Meaning/Interpretation 
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4. What diagnostic data do you notice that requires follow-up by the nurse? Select all that apply. 

Diagnostic Data Meaning/Interpretation 

a. Sodium: 144  

 

 

b. Potassium: 3.4  

 

 

c. Creatinine: 0.8  

 

 

d. Glucose: 60  

 

 

e. T3: 4.6  

 

 

f. T4: 82  

 

 

g. TSH: 4.2  

 

 

 

The nurse is reviewing the client’s assessment 

data to prepare the client’s plan of care. 
 

5. Complete the diagram by selecting from the choices below to specify what condition the client is most likely 

experiencing, 2 priority actions the nurse should take to address that condition, and 2 priority parameters the 

nurse should monitor to assess the client’s progress. 

Priority Actions to Take  Most Likely Condition  Priority Parameters to Monitor  

   

  
 

Choices  
Actions to Take  Potential Conditions  Parameters to Monitor  

Encourage participation in family 

therapy  
Generalized Anxiety Disorder  Mood and affect  

Refer patient to a job training program  Major Depressive Disorder  Anxiety Level 
Ensure a physically safe environment  Uncomplicated Bereavement  Suicide risk  

Complete a suicide assessment  Schizophrenia Abnormal Involuntary Movement Scale 

(AIMS) 

Referral to a grief support group    
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Nurse Reflection 
6. 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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