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SHIFT: O Day(7A-7P)

O Night(7P-7A)

Affect
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uw DOCUMENT ABNORMAL OCCURENCES IN MULTIDISCIPLINARY NOTES (violence, suicide, elope, fall
prvsical N .m:wzi DAILY SUICIDE RISK ASSE SSMENT® Note - - for frequent assessment purposes, Question 1 has been omitted

ASk Question 2*

| 2)

Have you actually had thoughts about killing yourself?

f YES to 2, ask questions 3, 4,5, and 6. if NOto 2, go directly to question 6
TI‘I'I"
B, Have you been thinking about how you might do this?

|
|

| A
4) Have you had these thoughts and had some Intention ¢ ng on e

| Eg., thought about taking an overdose, but | never made a specific plan as to whe
would never go through with it

9)  Have you started to work out or worked out the details of how to kill yo

‘N /'O
As opposed ta (I have the thoughts, but | definitely will not do anything about them.”
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Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note, took out pills but didn't swallow any, went

{ fo the roof but didn't jump. or actually ills tried to shool yoursell, cul ourself, etc. |
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{Dizziness O
OTremors O OSQPII\J.ll.l.\.I..

Musculoskeleta
OAmbulatory O MAE (7 Full ROM

OWalker OW/C Oimmobile
(OPressure ulcer IUnsteady gait
ORisk for pressure ulcer
OReddened area(s)

Nutrition/Fluid:
DAdequate OInadequale ODehydrated

Q Supplement OPrompling Other
new onset of choking nsks assessed

Skin:

7 Bruises (O Tear O No new skin issues
GWouomd(s) (sec Wound Care Packet)
0 Abrasion O Integumentary AsSess

O Other: ___
Elimination:

0 Continent O Incontinent O Catheler
O Diarrhea O OTHER

Hours of Sleep: Day ' Night

At Risk for Falls: O Yes

At Risk for FALL Precautions:
OAm Band UONonskid footwear
UBR light O ambulate with assist
UCall bell (Cilear path

(JEdu o call for assist [IBed alarm

L Chair alarm 0 1:1 observation level
L Assist with ADLs O Geri Chair

U Ensure assistive devices near
O QOther
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PISD CheckList — Civilian Version (PCL-C)

Client's Name: \ Q\N\U\

\nstruction to patient: Below is a list of prob
expenences, Please read each one careful
problem in the last month.

ems and complaints that veterans sometimes have in response to stressful life
¥, putan "X"in the box to indicate how much you have been bothered by that

1 - | )
No. Response Not at all | A little bit Moderately|Quite a bit| Extremely
= ) (2) (3) (4) (5)
T epeated d:sturbmg memones thoughts or images 1| ]
!of a stressful experience from the past? \/
5 Repeated, disturbing dreams of a stressful - .
' experience from the past? /
3 Suddenly acting or feeling as if a stressful experience / T
were happening again (as if you were reliving it)?

Feeling very upset when something reminded you of / -
@ stressful experience from the past?

Having physical reactions (e.g., heart pounding, ' | —
¢ [rouble breathing, or sweating) when something

reminded you of a stressful experience from the /
\past'> _

Avoid thinking about or talking about a stressful / BT T ]

6. experience from the past or avoid having feelings
related 1o it?

void activities or situations because they remind
ou of a stressful experience from the past?

| | I
P g p— - e — T — ——
rouble remembering important parts of a stressful / | | | |
|
W

xperience from the past? - |
9. lLoss of interest in things that you used to enjoy? | __{ R
- 10. Fee\ln distant or cut off from other people? | -

% . 1 / — R
ﬁ eeling emotionally numb or being-unab\e to have | ‘
1. : : y
| oving feelings for those close to you %

' 12. Feeling as if your future will somehow be cut short? '
. ’ 1 - 7— )
3. FI rouble falling or staying asleep?

—

—N

|

14. Feeling irritable or having angry outbursts? \ / 3

- 15, lgavmg difficulty concentrating? | | I A
16. Eemg “super alert” or watchful on guard? N W\ / - T 4
- 17. TFeelmgjumpy or easily startled? ‘ L 7 |

PCL-M for DSM-IV (11/1/94) Weathers, Litz, Huska, & Keane National Center for PTSD - Behavioral Science Division

This is a Government document in the public domain.




Hamilton Depression Rating Scale (HDRS)

Reference: Hamilton M. A rating scale for depression. ] Neurol Neurosurg Psychiatry 1960;
23:56-62

Rating Clinician-rated
Administration time 20-30 minutes

Main purpose To assess severity of, and change in,
depressive symptoms

Population Adults

Commentary
The HDRS (also known as the Ham-D) is the most wide-

ly used dinician-administered depression assessment scale.
The original version contains 17 items (HDRS,,) pertain-
ing to symptoms of depression experienced over the past

week. Although the scale was designed for completion
after an unstructured clinical interview, there are now
semi-structured interview guides available. The HDRS
was originally developed for hospital inpatients, thus the
emphasis on melancholic and physical symptoms of
depression. A later 21-item version (HDRS,;,) included 4

items intended to subtype the depression, but which are
sometimes, incorrectly, used to rate severity. A limitation
of the HDRS is that atypical symptoms of depression
(e.g., hypersomnia, hyperphagia) are not assessed (see
SIGH-SAD, page 55).

Scoring

Method for scoring varies by version. For the HDRS,;, a
score of 0—7 is generally accepted to be within the normal

w ". ,— ‘;’* X ._‘{I\-;-._-".‘ _'_""._ ’L‘- e &l _7; 2 AY p < T A
“Hamilton Depression Rating Scale (HDRS)

range (or in clinical remission), while a score of 20 or
higher (indicating at least moderate severity) is usually
required for entry into a clinical trial.

Versions

The scale has been translated into a number of languages
including French, German, Italian, Thai, and Turkish. As
well, there is an Interactive Voice Response version (IVR),

2 Seasonal Affective Disorder version (SIGH-SAD, see
page 55), and a Structured Interview Version (HDS-SIV).

Numerous versions with varying lengths include the
HDRS17, HDRS21, HDRS29, HDRS8, HDRS6,

HDRS24, and HDRS?7 (see page 30).

Additional tfeferences

Hamilton M. Development of a rating scale for primary
depressive illness. Br ] Soc Clin Psychol 1967

6(4):278-96.

Williams |B. A structured interview guide for the
Hamilton Depression Rating Scale. Arch Gen Psychiatry

1988; 45(8):742-7.

Address for correspondence

The HDRS is in the public domain.

‘A/ I

reammiinicarion

PLEASE COMPLETE THE SCALE BASED ON A STRUCTURED INTERVIEW

Instructions: for each item select the one “cue’” which best characterizes the patient. Be sure to record the answers in the appropriate spaces
(positons 0 through 4).

DEPRESSED MOOD (sadness, hopeless, helpless, worthless)

0 Ld Absent

I | | These feeling states indicated only on questioning.

2 | | These feeling states spontaneously reported verbally.
3 | ] Communicates feeling states non-verbally, i.e. through
facial expression, posture, voice and tendency to weep.
Patient reports virtually only these feeling states in
his/her spontaneous verbal and non-verbal

4

e ——————— —

e e——e—

2 FEELINGS OF GUILT
0 Absent.
l
2

| Self reproach, feels he/she has let people down.
Ideas of guilt or rumination over past errors or sinful

deeds.
Present illness is a2 punishment. Delusions of guilt

Hears accusatory or denunclatory voices and/or
experiences threatening visual hallucinations.

L]
|
L
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0 Absent.

l | Feels life is not worth living.

2 | | Wishes he/she were dead or any thoughts of possible
death to self

3 | | I|deas or gestures of suicide.

4 | | Actempts at suicide (any serious attempt rate 4)

4 [INSOMNIA: EARLY IN THE NIGHT
0 | | No difficulty falling asleep.
I || Complains of occasional difficulty falling asleep, lLe.

more than 4 hour.
2 | V1 Complains of nightly difficulty falling asleep.

§ INSOMNIA: MIDDLE OF THE NIGHT

0 | | Ao difficuky.
| |\ Patient complains of being restless and disturbed
during the night.

2 | | Waking during the night — any getting out of bed rates
2 (except for purposes of volding).

¢ INSOMNIA: EARLY HOURS OF THE MORNING
0 | | No difficulty.

| L_/aklng in early hours of the moming but goes back
to

sleep.
2 || Unable to fall asleep again If he/she gets out of bed.
7 WORK AND ACTIVITIES

0 vl No difficulry.

I | | Thoughts and feelings of incapacity, fatigue or
weakness related to activities, work or hobbies.

2 |_| Loss of interest In activity, hobbies or work — either
directly reported by the patient or indirect in
listlessness, indecision and vacillation (feels he/she has
to push self to work or activities).

3 | | Decrease in actual time spent in activities or decrease
in productivity. Rate 3 if the patient does not spend at
least three hours a day In activities (job or hobbies)
excluding routine chores.

4 | | Stopped working because of present illness. Rate 4 if
patient engages In no activities except routine chores,

or if patient fails to perform routine chores unassisted.

8 RETARDATION (slowness of thought and speech, impaired
ability to condentrate, decreased motor activity)
0 | Normal speech and thought
l Slight retardation during the interview.
2 Obvious retardation during the interview.
3 Interview difficult.
4 Complete stupor.

9

Playing with hands, hair, etc.
Moving about, can’t sit sdill.
Hand wringing, nail biting, hair-pulling, biting of lips.

£

0

l Fidgetiness.
2

3

4

10 ANXIETY PSYCHIC

r

0 ;jr/No difficulty.

| 2 Subjective tension and irritability.
2

3

4

|_| Worrying about minor matters.

|_| Apprehensive attitude apparent in face or speech.
|__| Fears expressed without questioning.

11 ANXIETY SOMATIC (physiological concomitants of
anxlety) such as:
gastro-intestinal — dry mouth, wind, indigestion, diarrhea,
cramps, belching
cardio-vascular — palpitations, headaches
respiratory — hyperventilation, sighing

0 ; 5 Absent.

I | ] Mild.
2 | | Moderate.

3 || Severe
4 | | Incapacitating.

12 SOMATIC SYMPTOMS GASTRO-INTESTINAL
0 |./] WNone.
| | | Loss of appetite but eating without staff
encouragement. Heavy feelings in abdomen.
2 | | Difficulty eating without staff urging. Requests or
requires laxatives or medication for bowels or
medication for gastro-intestinal symptoms.

13 GENEBRAL SOMATIC SYMPTOMS
0 None.
| | | Heaviness in limbs, back or head. Backaches,
headaches, muscle aches. Loss of energy and
fatigability.
2 | | Any clear-cut symptom rates 2.

14 GENITAL SYMPTOMS (symptoms such as loss of libido,
men disturbances)
0 Absent.

I || Mild

2 | | Severe.
15 HYPOQHONDRIASIS
Not present.
] Self-absorption (bodily).
|__| Preoccupation with health.

|__| Frequent complaints, requests for help, etc.
|_| Hypochondriacal delusions.

N -0

16 LOSS OF WEIGHT (RATE EITHER a OR b)

a) According to the b) According to weekly
patight: measurements:
0 |4 Noweightloss. 0 |_| Less than | Ib weight loss in
week.
| |_|] Probable weight | | | Greater than | Ib weight loss

loss associated with
present illness.

2 |_| Definite (according 2 |__| Greater than 2 Ib weight loss

in week.

to patient) weight in week.
loss.
3 |_] Not assessed. 3 Not assessed.

17 INSLl;PJ”
0 Acknowledges being depressed and ill.

I |_| Acknowledges illness but atributes cause to bad food,

climate, overwork, virus, need for rest, etc.
2 |_] Denies being ill at all.

Total score: ﬂ_]__]

This scale is in the public domain.




NURSING SHIFT ASSESSMENT >

DATE: [ /| 7
SHIFT: Q Day(7A-7pP) Q Night(7P-7A)
Orientation
‘%mao: \Mﬂmoﬂov:m.m b. v m&&. Activity Mgod Behavior
lace 0 _:mooqooa,m.& = %am.om:aoa Normal Irritable Q Withdrawn O Aggressive
h%u Ime 0 Flat 0 vmm.m. Q Psychomotor retardation O Depressed Q Suspicious QO Manipulative
Situation 0 Guardec = ._.mm._m_ Assist Q Psychomotor agitation Q Anxious Q Tearful Q Complacent
3 improved otal Assist U Posturing Q Dysphoric Q Paranoid Q Sexually acting out | Fegema: Jupper I lower
2 Blunted Q Repelitive acts Agilated Q Isolative & Cooperative Respiratory/Breath soun S:
Q Pacing Q Labile Q Preoccupied Q Guarded Clear ORales ICrackles Owheezing
Q Euphoric Demanding (O Intrusive B Other  ___
Thought Processes Thought Content OCough OS.0. ¢ OPRN

002@____Vmin Cxon

Goal . :
Directed Q Tangential Q Blocking Q Obsessions O Compulsions Q Suicidal thoughts Via O nasal cannula ~ face mask

- Flight of Iceas Q Loose association O Indecisive

; O Hallucinations:Q Auditory O Visual O Olfactory O Tagtile O Gustalory Neurological /L.O.C.:
d lllogical Delusions:) (type) Q Worthless Q Somatic O Assaultive Ideas Nu Logical OUnimpaired OLethargic Qmﬁmaq
Pai @ ; Q Hopeless Q Helpless Q Homicidal thoughts ODizziness (O Headache ISeizures
amn. <mm. Pain scale score Locations (OTremors O Other —
s pain causing any physical impairment in functioning today “MUo [ if yes explain Musculoskeletal/Safety:
T OAmbulatory O MAE O Full ROM
N o OWalker QW/C Olmmobile ~
. lose Obs. q15 nd. Support O Reality Orientation 0 Toilet Q2 wiawake Q 1to 1 Observation reason OPressure uicer LJUnsteady ga
iheu Jherapy \\M\x‘.on:oq Intake 2 Encourage Disclosure 0O Neuro Checks A Rounds Q2 (specify) ORisk for pressure ulcer
d\<.m O2sat. Tx Tea A Wt. Monitoring 3 Elevate HOB Q MD notified OReddened area(s)
Nursing group/session (list lopic): “w :EB _N_ : Nutrition/Fluid:
J ADLs assist &0 Q PRN Med per order OAdequate {linadequate 8033&6&
| — —— 0O Supplement OPrompting JOther_____
- DOCUMENT ABNORMAL OCCURENCES IN MUL TIDISCIPLINARY NQTES (violence, suicide, elope, fall, new onset of choking nsks assessed

hysSical health) DAILY SUICIDE RISK ASSESSMENT” Note - for frequent assessment purposes, Question 1 has been omitted

Skin:

O Bruises O Tear O No new skin issues
EWouorrd(s) ket)
O Abrasion O Integumentary AsSSess

O Other:

Elimination:

0 Continent (O incontinent O Catheter
O Diarrhea O OTHER _

Ask Question 2*

If YES to 2, ask questions 3, 4,5, and 6. f NOto 2, go directly to question 6
J)

Have you

E.g., “/ thought about taking an overdose, Hours of Sleep: Day Night

would never go through with it.”

8) Have you started to work out or worked out the delails of how to kill yourseit? Did you Intend (o carry ¢ his plar
As opposed to “I have the thoughts, but | definitely will not do anything about them."

At Risk for Falls: O Yes

At Risk for FALL Precautions:
OAm Band UONonskid footwear
UBR light O ambulate with assist
{Call bell OClear path

UEdu to call for assist (IBed alarm
{J Chair alarm [ 1:1 observation level
0 Assist with ADLs O Gen Chair

O Ensure assistive devices near

O Other

6) Have you done anythi started to do anything

Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note, took out pills but didn’t swallow any, wen
{O the roof but didn't jJump; or actually took pills, tried to shoot yoursell, cut yourself, tried to hang yourself, etc.

[low Risk LJ Moderate Risk High Risk

Nurse Signatures) I — Date: Time:
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