”
HaMILTON DEPRESSION RATING SCALE (HAM-D)

(To be administered by a health care professional)

iy

Patient Name QDN\A ) o Today's Date -+ * °

The HAM-D is designed to rate the severity of depression in patients. Although it contains 21 areas, calculate the patient's
score on the first 17 answers,

Q 1. DEPRESSED MOOD ' 6. INSOMNIA - Delayed
E‘”f’“”l‘ attitude, pessimism about the future, O ' (Wuking in (r;"ly hours of the morning and
feeling of sadness, tendency to weep) unable to fall asleep again)
0= r}l)soxlf 0 = Absent
1= badne.sﬁ. etc. | = Occasional
2 = Occasional weeping 2 = Frequent

3 = Frequent weeping
4 = Extreme symptoms

@ 7. WORK AND INTERESTS
0 = No difficulty

?: 2. FEELINGS OF GUILT 1 = Feelings of incapacity, listlessness, indeci-
0 = Absent sion and vacillation
1 = Self-reproach, feels he/she has let people 2 = Loss of interest in hobbies, decreased social
down activities
2 = Ideas of guilt 3 = Productivity decreased
3 = Present illness is a punishment; delusions 4 = Unable to work. Stopped working because
of guilt of present illness only. (Absence from work
4 = Hallucinations of guilt after treatment or recovery may rate a lower
score).
3. SUICIDE
D 0 = Absent 8. RETARDATION
1 = Feels life is not worth living (Slogn‘ess of thought, speech, and activity:
2 = Wishes he/she were dead apathy; stupor)
0 = Absent

3 = Suicidal ideas or gestures

- 1 = Slight retardati i iew
4 = Attempts at suicide g dation at interview

2 = Obvious retardation at interview
3 = Interview difficult
4 = Complete stupor

4. INSOMNIA - Initial

(9] (Difficulty in falling asleep)
0 = Absent ]
1 = Occasional r 9. AGITATION
. L (Restlessness associated with anxiety.)
2 = Frequent 0= Absent ;

1 = Occasional
2 = Frequent

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

during the night. Waking during the night. -
u—n ; .1e e 5 gt 10. ANXIETY - PSYCHIC
0 = Absent .
o ; 0 = No difficulty
1 = Occasional _—_— Y
e | = Tension and irritability
2 = Frequent . L .
2 = Worrying about minor matters
3= Apprehensive attitude
. 4 = Fears




D ———————
HAMILTON DEPRESSION RATING ScALE (HAM-D)

(To be administered by a health care professional)

Q 11.

ANXIETY - SOMATIC
Gastrointestinal, indigestion
Cardiovascular, palpitation, Headaches
Respiratory, Genito-urinary, et

0 = Absent

1 = Mild

2 = Moderate

3 = Severe

4 = Incapacitating

- SOMATIC SYMPTOMS -

GASTROINTESTINAL

(Loss of appetite . heavy feeling in abdomen;

constipation)
0 = Absent

1 = Mild

2 = Severe

. SOMATIC SYMPTOMS - GENERAL

(Heaviness in limbs, back or head: diffuse
backache; loss of energy and fatiguability)
0 = Absent

1 =Mild

2 = Severe

GENITAL SYMPTOMS

(Loss of libido, menstrual disturbances)
0 = Absent

1 = Mild

2 = Severe

HYPOCHONDRIASIS

0 = Not present

1 = Self-absorption (bodily)

2 = Preoccupation with health
3 = Querulous attitude

4 = Hypochondriacal delusions

o 16.

* Adapted from Hamilton, M. Journal of Neurology, Neurosurgery, and Psychiatry 23.56.62, 1960,

WEIGH'T LOSS

0 = No weight loss

1 = Slight

2 = Obvious or severe

INSIGHT

(Insight must be interpreted in terms of pa
tient's understanding and background.)

0 Noloss

| — Partial or doubtfull Tos

2 = Loss of insight

FOTAL TTEMS 1 TO 17

0
b

/ = Normal
13 = Mild Depression

14-18 = Moderate Depressior
19 - 22 = Severe Depression
> 23 = Very Severe Depression

mJ 18.

 E—

DIURNAL VARIATION
(Symptoms worse in morning or evenir
Note which it is. )

0 = No variation

1 = Mild variation: Am (
2 = Severe variation; AM (

ga

) PM |
) PM

o

19.

DEPERSONALIZATION AND
DEREALIZATION

(feelings of unreality, nihilistic ideas
0 = Absent

1 = Mild
2 = Moderate
3 = Severe

4 = Incapacitating

[

} 20.

| 21,

PARANOID SYMPTOMS

(Not with a depressive quality)

0 = None

I = Suspicious

2 = ldeas of reference

3 = Delusions of reference and pensecution
4 = Hallucinations, persecutory

OBSESSIONAL SYMPTOMS

(Obsessive thoughts and compulsions against
which the patient struggles)

0 = Absent

I Mild

2 = Severe
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NURSING SHIFT ASSESSMENT ?«L
DATE: SHIFT: Day(7A-7P)

Q Night(7P-7A)

— —

Label
Name

Opientation  Affget gg‘/ Motef Activity Mood Behavior REVIEW OF SYSTEMS
erson xppropnaie ndependent ormal Q irritable Q withdrawn O Aggressive Cardio/Pulmonary:
lace O Inappropriate (O Assist Q Psychomotor retardation ~ Q Depressed 0 Suspicious O Manipulative OWNL JFlevated B/P (O, B/P
e Q Flat O Partial Assist Q Psychomotor agitation G'g:xious 0 Tearful O Complacent OChest Pain
Situation O Guarded Q Total Assist Q Posturing Q Dysphoric Q Paranoid ‘g%exually acting out LEdema: D upper O lower
Q improved Q Repetitive acts Q Agitated 0 Isolative ooperative Respiratory/Breath sounds:
0 Blunted Q Pacing Q Labile @ Preoccupied Q Guarded OClear ORales (XCrackles (Mheezing
Q Euphoric Demanding  Q Intrusive h US.0 8 Other
?&9-———7 ht Processes Thought Content ymin Cont. O PRN
Goal Directed O Tangential QO Blocking O Obsessions Q Compulsions O Suicidal thoughts Via L nasal cannula ~ face mask

Q Flight of Idgeas O Loose association O Indecisive

Q Hallucinations:Q auditory O Visual © Olfactory O Tacité O Gustatery
Q llogical Delusions:) (type),

Q Worthless O Somatic Q Assaultive Ideas Logical
Q Hopeless QO Helpless Q Homicidal thoughts
Locations

Pain: Yes Q Pain scale score
t in functioning today

Is pain causing any physical impai

N&ing Interventions:
Close Obs. 15 ind. Support

a

Q Milieu Therapy C Monitor intake
D Vv'S O 02sat 0 Tx Team

O Nursing group/session {list omic) __

No if yes exp ain

O Reality Orientation O Toilet Q2 wiawake
0 Encourage Disclosure 1 Neuro Checks
QO Wt. Monitoring & Elevate HOB

0 1 to 1 Observation
Q Rounds Q2
Q MD notified

reason (specify)

Neuro.'og;cal /L.O.C.:

Ol ethargic OSedated
{7 Headache (JSeizures

J Cther. -
Musculoskeletal/Safety:

nd Care Packet)

3 ADLs assist 10 0 PRN Med per crder o

"2 DOCUMENT ABNORMAL OCCURENCES IN MULTIDISCIPLINARY NOTES (viclence, suicide, elope, fall, Since Last
physical health) DAILY SUICIDE RISK ASSESSMENT* Note - for frequent ment purposes, Qu 1 has been omitted 1 Contact
Ask Question 2* NO
2) Haveyou actually had thoughts about killing yourself? LOW ’

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

3) Have you been thinking ai how h

4) Have you had these {hou hts and had some intenti
E.g., “i thought about taking an overdose, but | never made a specific plan as to when where or how | would actually do it....and | [ d/
would never go through with it.”

5) Have you started to work out or worked out the details of how to kill yourself? Did you intend t: R
As opposed to “I have the thoughts, but | definitely will not do anything about them.”

6) lave you done anything, started to do anythin. (]

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

OLow Risk
Date: q//t/‘/z)f) Time: //( 7(”

Nurse Signatures)

{ 2 Contnent

t O Diarrhea O

mentary Assess

Elimination:

| Hours of Sieep Day Night
At Risk for Falls: O Yes O No

At Risk for FALL Precautions
gArm Bang  INonskid footw
OBR hight O ambulate with as
OCall belf OClear path

00w to call for assist

JBed alarm

Oceans Healthcare 9/2013. 12/01/2021, 10/G172073




Pt. Initials: Date:

Unit:

Medication Worksheet — Current Medications & PRN for Last 24 Hours
Alt -
—
Primary IV Fluid and Infusion Rate (ml/hr) Circle IVF Type Rationale for IVF Lab Values to Assess Related to IVF Contraindications/Complications
—
Isotonic/ Hypotonic/ Hypertonic
Generic Name Pharmacologic | Therapeutic Reason Dose, Correct Dose? IVP - List solution to dilute and Adverse Effects Appropriate Nursing Assessment, Teaching, Interventions
Classification Route & If not, rate to push. (Precautions/Contraindications, Etc.)
Schedule what is
correct dose? IVPB = List mL/hr and time to give
n Y { "
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HAMILTON DEPRESSION RATING ScALE (HAM-D)

(To be administered by a health care professional)

Patient Name ﬂ\\f \d

A
A)

4//@ %

The HAM-D is designed to rate the severity of depression in patients. Although it contains 21 areas, calculate the patient’s
score on the first 17 answers.

Al

1. DEPRESSED MOOD

feeling of sadness, tendency to weep)
0 = Absent

1 = Sadness, etc.

2 = Occasional weeping

3 = Frequent weeping

4 = Extreme symptoms

(Gloomy attitude, pessimism about the future,

2. FEELINGS OF GUILT

L\ 0 = Absent
1 = Self-reproach, feels he/she has let people
down
2 =Ideas of guilt
3 =Present illness is a punishment; delusions
of guilt
4 = Hallucinations of guilt
'j 3. SUICIDE
== 0 = Absent

1 = Feels life is not worth living
2 = Wishes he/she were dead

3 = Suicidal ideas or gestures

4 = Attempts at suicide

7] 4

S |

INSOMNIA - Initial
(Difficulty in falling asleep)

0 = Absent
1 = Occasional
2 = Frequent

2

5. INSOMNIA - Middle .
(Complains of being restless and dlslur.bo(l
during the night. Waking during the night.)
0 = Absent
1 = Occasional
2 = Frequent

ph

INSOMNIA - Delayed

(Waking in oarl( hours of the morning and
unable to fall asleep again)

0 = Absent

1 = Occasional

2 = Frequent

:DI

WORK AND INTERESTS

0 = No difficulty

1 = Feelings of incapacity, listlessness, indeci-
sion and vacillation

2 = Loss of interest in hobbies, decreased social
activities

3 = Productivity decreased

4 = Unable to work. Stopped working because
of present illness only. (Absence from work

after treatment or recovery may rate a lower
score).

@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

. AGITATION

(Restlessness associated with anxiety.)
0 = Absent

1 = Occasional

2 = Frequent

- ANXIETY - PSYCHIC

0 = No difficulty

I = Tension and irritability

2 = Worrying about minor matters
3 = Apprehensive attitude

4 = Fears
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H \M1I w\ hwm\\m\ R\n\(. Scarr (HAM 1)

D De acdmsis

wd by a hoadth care professto

ANNXIETY - SOMATIC

N TROVER \3 p W, Headaches
RESTat o

0 = Absen

1 = \Eild

2 = Modey

RENNENA

4 = Incape S

"V 12, SOMATIC SYMPTOMS -

GASTROINTESTINAL

i e s2ra R SHak N PR .
Loss of appetite . heavy feeling in abdomen

constipation

J = Absam
=\! ;
: S‘ VeTe

13 SOMATIC SYMPTOMS - GENERAL
-"'"-"”5: m _"_m back or head. diffuse
‘ { energy and fatiguability

14. GENITAL SYMPTOMS
Toss of libido menstrual disturbances)

0 = Absent
1 = Mik d
72 =Severe

15. HYPOCHONDRIASIS
0=Not P,,‘y,r
= Self-absorption (bodily
2 = Preoccupation with health
= Querulous attitude
Hypochondriacal delusions

s o

Il

16. WEIGHT LOSS

I's nr - .
J = NG weignt 105S
C
s —~
P
£ = DVious or severe

’ 17 INSIGH

(Rnsiebt tanst be i vr]nt':t'q u,,.‘,‘f;m

| tlor ¢ . )
I )€ p |'|\’l,m’ yackground,)

TOTAL ITEMS 1 TO 17:
0- 7 = Normal
8- 13 = Mild Depression

14-18 = Moderate Depression
19 - 22 = Severe Depression

> 23 = Very Severe Depression

18. DIURNAL VARIATION

(Symptoms worse in morning or evening.
Note which it is. )

0 = No variation

1 = Mild variation; AM () pM ()

2 = Severe variation; AM () PM ()

S

19. DEPERSONALIZATION AND

DEREALIZATION
(feelings of unreality, nihilistic ideas)
0 = Absent

1 = Mild
2 = Moderate
3 = Severe

4 = Incapacitating

—O— 20. PARANOID SYMPTOMS

(Not with a depressive quality)

0= None

1 = Suspicious

2 = Ideas of reference

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

O 21. OBSESSIONAL SYMPTOMS
| |

(Obsessive thoughts and compulsions against
which the patient struggles)

0 = Absent
1 = Mild
2 = Severe

< from Heemilvon M Journal o Neuroiogy Neurosurgery, ard Psychiarry. 235662, 1960,



% Ane

NURSING  SHIFT ASSESSMENT ceans
DATE: SHIFT: ?ay(ﬂ\ﬂl’)

O Night(7P-7A)

Orjentation A rs Vs 5
Person ﬂe;:;opna.e 3,%‘(‘1 /g%ar Activity Mood Behavior REVIEW OF SYSTEMS
Bﬁ ce Q InaDpropr}.ate QAs ?DF'\denl ormal Q Irrtable Q withdrawn O Aggressive Cardio/Pulmonary: N
D‘f);ne Q Fiat 0 Panial O Psychomotor retardation O Depressed O Suspicious 0 Manipulative WNL Etevated 8/F ., 8/7
@<ituation 0 Guarded 2 "’i' 'laAAS_S'S‘ Q Psychomotor agitation Q Anxious Q Tearful O Complacent (IChest Pain o
Q improved = 'otal Assist Q Postunpg Q Dysphoric Q Paranoid Q Sexually acting out | JEdema: O upper lower
Q Biunted 0 Repetitive acts Q Agitated O Isolative Cooperative Respiratory/Breath scunds:
) Q Pacing Q Labile Q Preoccupied O Guarded Cftear ORales OCrackles Nheezing
Q Euphoric Demanding O Intrusive OCough JS.0. B Other _

Thpught Processes
ﬁ‘p—g*— Thought Content
Goal Directed Q Tangential O Slocki ng hought Content

O Flight of Ideas O Loose association O Indecisive

Q Hallucinations:Q Auditory O Visual O Olfactory O
Q lliogical Delusions:) (type) i/ o
Pain Yes

O Worthless O Somatic O Assaultive |deas

QO Hopeless O Helpless O Homicidal thoughts
Locations

QO Obsessions O Compulsions O Suicidal thoughts

W

tile O Gustatery
Logical

in: @ Pain scale score
Is pain causing'®#y physical impairme

in functioning today = no

if yes exp ain

?rsing Interventions:

Ciose Obs. g15 O ind. Support
Q Mikeu Therapy 2 Monitor intake
ovs DO 3 Tx Team

QO Nursing group/session (list topic)

0O Reality Orientation 3 Toilet Q2 w/awake
0 Encourage Disclosure O Neuro Checks
O Wt. Monstoring 3 Elevate HOB

Q 1 to 1 Observaticn
QO Rounds Q2
Q MD notified

reason (specify)

3 ADLs assist 3 i&0 0 PRN Med per order

"2 DOCUMENT ABNORMAL OCCURENCES IN MULTIDISCIPLINARY NOTES (violence, suicide, elope, fall

| physical health) DALY SUICIDE RISK ASSESSMENT* Note - for frequent ass. purposes, Q 1 has been g‘c:’::aﬁta o
Ask Questicn 2* YES NO
2) 1) z i1l

Have you actually had thoughts about killing yourself? L‘l LOW / Ji
If YES fo 2, ask questions 3, 4, 5, and 6. if NO to 2, go directly to question 6 i
3) Have you been thinking about how you might do this? MOD j |
4) Have you had these thouqhts and had some intention !

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

.andi

51 Have you started tc work out or worked out the details of how to kill yourself? Did you intend to cagry out this plan?
As opposed to “ have the thoughts, but I definitely will not do anything about them.”

6) lave you done anything, started to do anything, or prepare

to the roof but didn‘t ed to shoot yourself, cut yourself, tried to hang yourself, etc.

Examples: Collected pills, oblamed 3 gun, gave away valuables, wrote a will or suicide note, took out pills but didn’t swallow any, wen
j K pills, tris

CLow Risk Mode,

oo Y0[I5. s

Nurse Signatures)

Oceans Healthcare 9/20 8 12/0//2021. 10/01/2023

/mitn

o02@ y/ OCont OPRN

via O nasal cannula ~ face mask
Neurological /L.O.C.:
Unimpairea [ ethargic JS=d
(Dizziness O Headache JSeizu
{Tremors O Other.
M:usculoskeletal/Safety.
TAmbulatory O MAE JF:
OwWaiker OW/C Immabiie
LFressure ulcer U,
Risk for pressure ¢
DFeddened area(s)
Nuzrition/Fluid

OAcequate fnade

0 Supplement OPro

new onset of choking risks assesseC

Skin:
O Bruises 0 Tear 2 No ne
SWourd(s) (see Wound

. Skin

'SSLES
re Packet)

o «on O Integumentary Assess

2 -

Elimination

ac ent O ipcontnent 2 Catheter
O Diarrea O OTHER

| Nours of Sleep Day Night
| At Risk 7>~ Salis: QYes O No
| AtRI

for F_ALL Precautioos
W ONonskiG footwear
= ambudate with assist
Xiear path
Orassst OBed aiarm
Y 217 0dsenstion leve!
t&?QC\é"‘r\“— )
SSStve dewces near

—_—

B e T T——

L of



PMH Critical Thinking Sheet

DSM-5 Diagnosis and Brief Therapeutic Communication & Nurse Patient Plan of Care:
Pathophysiology: Relationship: ‘
NETR patient problem: ’m\(\ \eW\" w
UiV evi

' Communication strategy:
N\o * INNTaN ”,q\

AT AN \m o, (noree e Related o (etiology):
disSrier ——— WX OF WD SshviieS
IRV l CMES
wohursintler Oysitguofly ymptgms)
(e bl L Senaning g@m X Sraidn / \oli vy T
Criteria ‘or your patieni's Stage of nurse-patient relationship: )

As evidenced by (signs & symptoms):

: Vi A \',: Outcome/Goal: )
dminhed prot- | ST Vesture menony

\‘”& '\LT\ (MeS )
) Sb L = Therapeutic commiunication techniques apprepriate  [Cuirent Treatment & interventions:
.{Q ¢ |:i'¥)> o+ for this patient: |

U i ) - 1. '\ 1 L i 17 ’

Y DANESSLSS Vil dade fed ﬂf i z ; W?PL Lo

){/ OAYa e 0\ j’\)‘."\omv Rationaie: % Y‘?Q 1 ‘"\v\L\T‘{?(ﬂ lt’}
S

Psychosocial Stressors (Legal, )
Environmental, Relational, Rationale: OP QU@@hDﬂ G ‘/‘\\L({Q{,L\
Devetopmenteal, Educational,

3.
substance Use.eic) Rpd-tire guegnons AOLS — it ‘\umm ‘;‘
Limited \/wn der OPna iy mizing Y VJO(]WW& @

\‘ A \/
(WA insurance)

@d(:\e)& \,\z,d |
\ T \ﬂj(\ [ TD 4
Tinancal 5” 65

Com'numcanop approaches to avoid:

(A

Rationale:

J | . (ZOUJ Ne Uk\l.{(f,m;\ i

Rationale:

Student name:

i L e
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