Therapeutic Communication & Nurse Patient
Relationship:

Communication strategy:
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Psychosocial Stressors (Legal,
Environmental, Relational.
Developmental, Educational,
Substance Use, etc.)
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PRESSION RATING
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Patient Name ~

The HAM-D is designed to rate the severity
score on the first 17 answers.
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:\ 2“ 1. DEPRESSED MOOD

B 3 Y attitude, pessim
ing of sadness. tendency to weep)
0 = Abseni

= Sadness, el
( :: ; Oxccasional weeping
7" Frequent weeping

4 = Extreme symptoms
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of depression in patients Although it coD

SCALE (HAM-D)

Today's Date _QB,ILQ/ZDZ 5
/1

tains 21 areas, calculate the patie'r{t 5
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sm about the future,
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2. Fl"l'],l}\'(}s OF GUILT
o 0 = Absent v ’
| - Self-reproach. foels he/she has let people
down

9 - Ideas of guilt
3 — Present illness is 3 punishment; delusions

of guilt |
4 = Hallucinations of guilt
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- 3. SUICIDE

q' 0 = Absent i
1 = Feels life is not worth living

9 — Wishes he/she were dead

_ Suicidal ideas or gestures
é Attempts at suicide

6. INSOMNIA - Delayed
(Waking in early hours of the morning and

unable to fall asieep again)
() = Absent

| = O« aslonal

@ Frequent :
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1 7. WORK AND INTERESTS
[Dﬂ] @ No difficulty

- Feelings of incapacity. listIgssness, indeci-
sion and vacillation o
2 — Loss of interest in hobbies, decreased social
activities
3 = Productivity decreased

4 = Unable to work. Stopped working begatse
of present illness only. (Absence gonﬂvork

after treatment or recovery may rate a lower
score).

—1 4. INSOMNIA - Initial
| (Difficulty in falling asleep) .
() = Absent C
Occasional
2 = Frequent

8. RETARDATION
(Slowness of thought, speech, and activity:
apathy; stupor.) .
0 = Absent (-/
1 = Slight retardation at interview
2 — Obvious retardation at interview
3 = Interview difficult

4 = Complete stupor

5. INSOMNIA - Middle
(Complains of being restless and disturbed

I during the night. Waking during the night.)
o 0 = Absent -
Occasional n
= Frequent

C

9. AGITATION
(Restlessness associated with anxiety.)
0 = Absent
1 = Occasional
2 = Frequent

10. ANXIETY - PSYCHIC
0 ) No difficulty 0
1 = Tension and irritability
2 = Worrying about minor matters

3 = Apprehensive attitude
4 = Fears
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HAMILTON DEPRESSION RATING SCALE (HAM-D)

(To be administered by a health care professional)
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O 11. ANXIETY - SOMATIC
Crastrointestinal, indigestion

Cardiovascular, palpitation, Headaches
Respiratory, Genito-urinary, etc

0 = Absent
1 = Mild N
9 w NModerate “p

8 = Severe
4 = Incapacitating
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ii‘; 12. SOMATIC SYMPTOMS - :

| GASTROINTESTINAL

st

constipation)
b U

= Absent
- Mild
= Severe

(Loss of appetite , heavy feeling in abdomgn;

IO | 17. INSIGHT
{ . (Insight must be interj
tient s understanding a

0 -~ No loss
i = Partial or doubtfull loss

yreted in 1erms of pat
ricd bad kp,r(mnd y

2 « Loss of insight b
TOTAL ITEMS 1 TO 17: ;_,._.1-..1.:'.,-.,,,.-,_.,...,,
0 - 7 = Normal

8 - 13 = Mild Depression ¥
14-18 = Moderate Depression

19 - 22 = Severe Depression

> 23 = Very Severe Depression
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"0‘ 18, DIURNAL VARIATION

(Symptoms worse in morning or evening.

o 1 13. SOMATIC SYMPTOMS - GENERAL

LO._J (Heaviness in limbs, back or head; diffuse
hackache: loss of energy and fatiguability)

0 = Absent
1 = Mild
2 = Severe

Note which it is. )

() = No variation

{ = Mild variation; AM () PM ()

9 — Severe variation; AM () PM (-:)

o
o
\ D 14. GENITAL SYMPTOMS
(Loss of libido, menstrual disturbances)
0 = Absent
1 = Mild
2 = Severe

U 19. DEPERSONALIZATION AND
DEREALIZATION 5
(feelings of unreality, nihilistic ideas)
0 = Absent
1 = Mild
2 = Moderate ™\
3 = Severe ../

4 = Incapacitating

| 15. HYPOCHONDRIASIS
0 Er
| ] 0 = Not present C

1 = Self-absorption (bodily)

9 = Preoccupation with health

3 = Querulous attitude

4 = Hypochondriacal delusions

o 20. PARANOID SYMPTOMS

"6 | 16. WEIGHT LOSS oo (
. 0 = No weight loss () /
1 = Slight

2 = Obvious or severe

(Not with a depressive quality).-
0 = None i : t?v:

1 = Suspicious

2 = Ideas of reference

3 = Delusions of reference and persecution
4 = Hallucinations, persecutory .\

.

l 21. OBSESSIONAL SYMPTOMS

(Obsessive thoughts and compulsi :
which the patient strugg](.s)m{pmS lONs against

0 = Absent
1 = Mild
2 = Severe

» Adapted from Hamilon, M. Journal of Neurology. Neurosurgery. and Psychiatry. 23.56-62, 1960,
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SHIFT:

U Day(7a-7p) O Night(7P-7A)

Vv, ADL Mgtor Activity M Behavior .
Miace. o Propriate independent Normal 0 wmmo.o O withdrawn O Aggressive ardio/Pulmona L o ae
u—ﬁ J Inappropriate O Assist Q Psychomotor retardation Q Depressed Q Suspicious O Manipulative JWNL Dm.sé&
L. Q Flat Q) Pantial Assist O Psychomotor aqitati : fful O Complacent [JChest Pain
V Situat gitation ( Anxious Q Tearfu :
uation J Guarded Q Total Assist U Posturing Q Dysphoric O Paranoid 0 Sexually acting out | JEdema: upper Jlower
Q Improved U Repetitive acts Q Agitated Q Isolative Cooperative Respiratory/Breath sounds: :
Q Blunted Q Pacing Q Labile Q Preoccupied O Guarded OCleakr ORales OCrackles Wheezing
Q Euphoric ~ Demanding QO Intrusive Cough\ US.0.8 Other:
rought Processes . Thought Content Q02@_\__Umin OCont. OPRN
& Goal Oirected O Tangential Q Blocking O Obsessions Q Compulsions «mc,oam. thoughts Via {J nasal cannula "face mask
Flight of Ideas O Loose association O Indecisive Q Hallucinations-g Auditory CJ Visual O Olfactory O Tactile Q Gustatory Neurological /L.0.C.:
llogical . Delusions:) (type) W Worthless Q Somatic O Assaultive Ideas O Logical OUnimpaired OLethargic OSedatec
U Hopeless Q Helpless Q Homicidal thoughts ODizziness OHeadache OSeizures
ain: Yes Pain scale score ___Locations i CLITremors 00Other_
pain causing dnhy physical impairment in functioning today I No  if yes expain Musculoskeletal/Safe y:
| DAmbulatory DMAE
Full ROM
. wmskm\ ow, QSBOOQQ
Close Obs 9.5 3 Ind. Support O Reality Orientation 0O Toilet Q2 wiawake 0O 1to 1 Observation reason (specify) Qaammw:wm ulee Q\a&mms\ gait
Miieu Therapy 0 Monitor Intake O Encourage Disclosure 0 Neuro Checks QO Rounds Q2 Qu.mQQQ. Pressure ulcer
VIS O 02 sat 0O Tx Team Q Wt. Monitoring O Elevate HOB Q MD notified N edaeneq areals)
Nursing group/session (list topic): - — e LA EE
ADLs assis Q180 O PRN Mea per order

UAdequate Qinaq,

= : O Supplement Qppy cwa “Dehydratec
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SHIFT: U Day(7A-7pP) O Night(7P-7A)
ientation A

Wferson ect ADL Mgttor Activi :
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' pain causing any physical impairment in functioning today | No [ if yes explain ey
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irsing Interventions:

Close Obs. q15 O Ind. Support O Reality Ori .

: , y Orientation 0O Toilet Q2 wiawake Q1 .

Q.Mmmﬂmmwww\ W ﬂxﬁmwﬂamxm W@Scaom Disclosure O Neuro Checks a mwm_“awn%w Mool reason (specify)
S V < Wi Monit C : |

Nursing groupisession (list fopic): . flonng - Elevate HOB O MD notified e

ADLs assist Q&0 J PRN Med per order . |
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7 DOCUMENT ABNORMAL OCCURENCES IN MULTID 0 ‘ o |

| ISCIPLINARY NOTES (violence, suicide, el T
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REVIEW OF SYSTEMS

Cardio/Pulmonary:
OWNL OElevated B/P . B/P
{Chest Pain

Jedema: O upper O lower
Respiratory/Breath sounds: *
IClear ORales OCrackies CMWheezing
XCough OS.0. 8 “Other.

202@____Umin OCont. LPRN
via (J nasal cannula ” face mask

Neurological / L.O.C.:

[TUnimpaired OlLethargic USedated ’
ODizziness {J Headache JSeizures
OTremors O Other
Musculoskeletal/Safe

walker OW/C OImmobile
rFPressure ulcer JUnsteady gait

IRisk for pressure ulcer
JReddened area(s)

MNutrition/Fluid:

sk Question 2°
. hts about killi YES NO
\ Have you actually had thoughis 8 ouf .:E
B AT

r YES 10 2, ask guestions 3. 4.5 and6. WNOto2 go &32? to question 6

y Have you been thinking about how you might do thi

had these thoughts and h intent,

\_Im(mKoc
g., 1 thought aboul taking an overdose, but | neygr g de 3

souid never go through with it.”
\\‘!! —
ed 10 work out or worked oul the deszi)

“f have the thoughts, but | definitely wyf -

specific plan as to when where or how | would actually do it....and

of how to kill yourself? Did you !

pposed 10 .

oo do anything about them."”
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2l d pills, obtained & gun, gav )

‘xamples ﬁatwn-w\ . . € away v :

» the roof but didn 't jump, or actually 100k pilis Swﬂ ~M:MM2Q9 ib it suicide note, took out pills but didn’'t swallow any, went
J Moderate Risk High Risk _ o, cut yoursed, et 2 Jang your-s .

Wow Risk

Wurse Signalure S) .
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JAdequate Oinadequate UDehydratec
7 Supplement OPrompling OOther
new onset of choking nsks assessed

Kin:
77 Bruises (O Tear O No new skin issue:
EWound(s) (see Wound Care Packet

[ Abrasion O Intequmentary Assess

0 Other:
Elimination:

7 Continent  {J incontinent O Catheter
(7 Diarrhea O OTHER
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Hours of Sleep. ' Day | Night

d ONonskid footwear
JBR light 2 ambulate with assist
XCall beli (XClear path '
OEdu o call for assist  TBed alarm
Q Chair alaim 1 1:1 observation feve
L Assist with ADLs O Gen Chair

{J Enswre assistive devices near

0 Other
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