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NURSING SHIFT ASSESSMENT r
DATE: _oL (295 SHIFT: Day(7A-7P) O Night(7P-7A)
§€entatlon Affect L Motor Activity Mood Behavior
erson Appropriate Independent Normal Q Irritable 0 Withdrawn QO Aggressive
lace Q Inappropriate O Assist QO Psychomotor retardation  Q Depressed O Suspicious O Manipulative
@Time Q Flat Q Partial Assist 0O Psychomotor agitation ™ Anxious Q Tearful 0 Complacent
QSituation Q Guarded Q Total Assist 0 Posturing Q Dysphoric 0 Paranoid 0 Sexually acting out
Q Improved QO Repetlitive acts O Agitated Q Isolative dCooperatwe
Q Blunted A Pacing Q Labile o Preoccupied Q Guarded
O Euphoric Demanding Q Intrusive

Thought Content
O Obsessions O Compulsions O Suicidal thoughts

0 Hallucinations:@ Auditory O Visual Q Olfactory O Tactile Q Gustatory
O Worthless O Somatic 8 Assaultive Ideas 0 Logical
B’Hopeless 0O Helpless O Homicidal thoughts

Thought Processes
O Goal Directed ™ Tangential Q Blocking

Q Flight of Ideas ™ Loose association O Indecisive
d lllogical Delusions:) (type)

Pain: Yes @ Pain scale score _O Locations

Is pain causing any physical impairment in functioning today \/ No  if yes expain_._——— B R SO

Nursing Interventions:

Q Close Obs. q15 0O ind. Support ﬁ Reality Orientation 0 Toilet Q2 wfawake QO 1to 1 Observation reason (specify)
¥4 Milieu Therapy Q Monitor intake Encourage Disclosure O Neuro Checks 0 Rounds Q2

O VS O 02 sat. Q Tx Team Wt. Monitoring < Elevate HOB Q MD notified

O Nursing group/session (list topic): _

O ADLs assist O &0 O PRN Med per order

| 2 DOCUMENT ABNORMA}. OCCUFENCES IN MULTIDISCIPLINARY NOTES (violence, suicide, elope, fall,
hysical health) DAILY SUICIDE RISK ASSESSMENT" Note - for frequent assessment purposes, Question 1 has been omitted

Since Last
Contact

2) Have you actually had thoughts about killing yourself?

If YES to 2, ask questions 3, 4, 5, and 6. if NO to 2, go directly to question 6

Have ou been thinkm bo m-
Have ou had these thoughts and had some -

E.g ., “ thought about taking an overdose, but I never made a specific plan as to when where or how f would actually do it....and |
would never go through with it.”

5) Have you started to work out or worked out the details of how to kill o/f? Did you intenc
As opposed to “I have the thoughts, but I definitely will not do anything about them.”

opared (0 g0 anyining (0 eng YC ife

Have vou done anything, started to do anything, or L

6)

Examples: Collected pms obtained 2 gun, gave away valuables, wrote a will or suicide note, took out pills but didn’t swallow any, wenf

fo the roof but didn't j - or actually took pills, tried to shoot yourself, cut yourself, tried to hang yourself, etc. .‘
ClLow Risk L Moderate Risk High Risk
Nurse Signatures) Date: Time:

Oceans Healtheare 972018, 12/01/2021, 10/01/2023

VIEW OF SYSTEMS

Cardio/Pulmonary.
OWNL Elevated B/P oL B/P

OChest Pain

JEdema: O upper & lower
Respiratory/Breath sounds:
CIClear ORales OCrackles OWheezing

OCough OS.0. 8 Other:

O02@_____Umin QCont. LJPRN
Via (0 nasal cannula ~ face mask

Neurological / L.O.C.:

OUnimpaired OLethargic OJSedated
(IDizziness (O Headache UOJSeizures
OTremors O Other

Musculoskeletal/Safety

OAmbulatory O MAE O Full ROM
OWalker OW/C Olmmobile

OPressure ulcer JUnsteady gait

ORisk for pressure ulcer

UReddened area(s)

Nutrition/Fluid:

OAdequate Oinadequate UDehydrated
0 Supplement OPrompting JOther

new onset of choking risks assessed

{J Bruises (O Tear (O No new skin issues
EWouomnd(s) (see Wound Care Packet)
J Abrasion O Inteqgumentary Assess

O Other: __
Elimination:

O Continent I Incontinent O Catheter
O Diarrhea O OTHER

Hours of Sleep: Day Night

At Risk for Falls: O Yes J No

At Risk for FALL Precautions:
O Arm Band ONonskid footwear

UBR light £ ambulate with assist
{Call bell QClear path

OEdu to call for assist {JBed alarm
{2 Chair alarm 0 1.1 observation level
0 Assist with ADLs & Geri Chair

0 Ensure assistive devices near

{J Other
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Bovon'o

Date: 0l laQ/ﬁﬁ'

IM6 (Acute Psychiatric) Critical Thinking Worksheet

}

1. DSM-5 Diagnosis and Brief Pathophysiology
(include reference):

ve devre&s won -

on aterabion n mood that 1€ expmssed

by feolings of sadness , despatr and
pe gS\ psm .

}

4. Medical Diagnoses:

N{A

T . .
2. Psychosocial Stressors (i.e. Legal,

Environmental, Relational, Developmental,
Educational, Substance Use, etc.);

None -

| 3. DSM-5 Criteria for Diagnosis (Asterisk or

Highlight Symptoms Your Patient Exhibits and
Include References)

PJ&c\'\qmo{;or o@u‘ka!cmn ov ye{-,ardq{:'bn nea@
eveyy day (observable %@ ou\eus)

cee‘tr&( of worthlessness or excassive or
'nappropriate (9“'“ (which may be do(.unona()

neaiyl every dc\!-s-
dlmu&\jﬁsked abﬂ@ o think or conentrate

| nsoempta o hypersomnia neady every day-

dopressed. mood mogt of the day , neasly evogy
Olad as (ndicated erther subjechive re{gbr-k

5. Diagnostic Tests Pertinent or Confirming of
Diagnosis

| 6. Lab Values That May Be Affected:

N/A

T7. Current Treatment:

or oogevaton made by others

Mulieu Hherapy -

Antedeprassanks and antipychotics:
Ceolily orientation.

We@h’c mon(bri\nj-
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Student Name: W

8. Focused Nursing Diagnosis:

e ——

R ——

e ———

Date:

oileqlas

——

disturbed H\o%h% PIO@SS -

—

12. Nursing Interventions related to the Nursing
Diagnosis in #7:

1. Gwe positive ceinforement as clignt

able & diferentiate btwn maU{«j-Wd
and r\or\-rea(.'ﬁj based ﬂnm(‘.‘@.

Evidenced Based Practice: Pan’h’ue ceinforement

9. Related to (r/t):

im?aured cpmhon (o\rl-edsj neaahvo
poragion of solf and Hhe Gavronment:

enhanes self-esteem and encoyragas
f@PQ‘ﬂhOl\ Oe dQS‘lmle Le“a\lfOfJ °

2. Teaok client 4o l'h(:ervcne,ustﬁ *‘nos@h%-
Gkopp\‘@ %nl‘%uw when wretional or
naakt'vc 4\\0\6%; premﬂ

10. As evidenced by (aeb):

ne 30{',1 (B (V| N\“\Q‘uo ns

Evidenced Based Practice: ‘W\\lg noise or
commqnd dle‘LraC{’& %@ mdn‘w‘dua( ﬁom u\e

undl esirable u\ihh\'rj that offen precedos
undesirable  emobivns o behavive-

3. COV\VEj dour QCQQP‘\‘Q!\(Q of Client’s need

11. Desired patient outcome:

@3 time of dtkchaﬁe foom treatment,
cliont s verbalizations will coflect

TQOH'(S - bQ«SOd %\hh‘cg U.N“\ no ew‘den&
of delustonal or destorted roleation.

for %o false belief while leﬂ@ him or

hor know 4hat You do not ghare +he
delugion .

Evidenced Based Practice: A Pom'{;rvq

fesponse wouldl convey do the client 4hat
gou acept the  delusion as reah@-

13. Patient Teaching:
1. Use deep bfeal-ht'cg #echmq/ueu‘ to

{eel calm when anxious -

2. Do ‘\Ow‘.ed or qo(f\l&(és dhat distact
| %m\d\hj such a$

oup -“\eralo\tj and eorh'cu'pa'ce
socialization

g+

14. Discharge Planning/Community Resources:

L Take medications as prascribed - Do not

ctop {alkin Q&mp’r\d due %o withdrawal
ﬁm:loms‘-\éeqbd‘ ou& advewe eﬂ:‘eck :

2. Spend bme with &mi\ﬁ and friends
-Lo P(omo“:e dood relo.ﬁomh‘(n-

3. Conhinue aﬂend@ goup J‘“"‘“U

which prowides a suppothye oqvironment:

Adopted: August 2016, revised October 2018




Student Name: ’-\éé Bovoﬂ'o Unit: Qcmm Pt. Initials: LB Date: Oll.QﬁlaS'

Medication Worksheet — Current Medications & PRN for Last 24 Hours

Allergies: N‘Lﬁﬁ

Primary IV Fluid and Infusion Rate (ml/hr) Circle IVF Type Rationale for IVF Lab Values to Assess Related to IVF Contraindications/Complications

Adverse Effects Appropriate Nursing Assessment, Teaching, Interventions
(Precautions/Contraindications, Etc.)

IVP - List solution to dilute and
rate to push.

Correct Dose?
If not,
what is
correct dose?

Generic Name

Pharmacologic
Classification

Therapeutic Reason Dose,
Route &

Schedule

IVPB - List mL/hr and time to give

1.M us @ bl’rtk defecks- Do not |
ant- |
. gfa n‘b“ P{‘a ‘; Cor more than ¢ mihs.

3'M°éj wmparr +hinking or reachions-

4.00 not tale with Ot?qr drygs that

T Y ¢ ao 100 1{() Qplfa Pii-
$ta alert to changer in mood due

2. %\?mleaced dut‘Ct'}e? sk - \

Do not ¢lop talung abw due to
: w&hdrawalpssa mpémr- m

4 Take ot the came Hme each doy with
1. OF W(tNne o[2]e I CO '

2. Eat kea‘m ard exercse 0 jouit gaiP-

1. ot Her and +lurds Yor congtipatit 3
5 bunk furds 1o provent dehsdra-h'on.

hons <lowly.
3.&“@1 P{:S:CQ w‘“\ Q\JQ oY ‘("00.
4' 22:0.4:\1\ whep davine due to

’

1. (mpavred reacuions -
2.
3.
4

esatalopram - Do not take with NSAlLs lle (buprten
due o increased bleodmd k.

1
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Quick Screening for Psychotic Symptoms (QSPS)

Unsure/Did
Ask: Yes | No | not answer

Have you had any strange or odd experiences lately 7

1 | that you cannot explain?

Do you ever feel like people are bothering you or

2 | trying to harm you? v

Has it ever seemed like people were talking about V4
Vv

3 | you or taking special notice of you?

4 | Are you afraid of anything or anyone?
Do you ever have visions or see things that other

S5 | people cannot see?
Do you ever hear things that other people cannot

v/
hear, such as noises, or the voices of other people \/

B 1

that are whispering or talking?
6 | If yes, ask: _ _F
If you hear voices, can you understand what the
voices are saying?

If yes, ask: .
Are the voices telling you to do anything that could 7
harm yourself or someone else?

If yes, ask:
What are the voices telling you to do? (Record response here):

e anand
—

Answering “yes” to any of these questions indicates the need for a more detailed
assessment and follow-up questions.




