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ING SHIFT ASSESSMENT W,M

1Z./ NuM AN SHIFT: Day(7A-7P) O Night(7P-7A)
Ogntation Affpct A M Activi

Nt on &oaunma ‘mmooo; HEh Jo_AOoﬂa m._.. vity Mood Behavior
%O

NURS
DATE:

. . Q Irritable Q Withdrawn 0 Aggressive
O Inappropriate 0O >mm_.ﬂ Q Psychomotor retardation 0O Depressed Q Suspicious O Manipulative
. Q Flat Q Partial Assist Q Psychomotor agitation Q Anxious Q Tearful Q Complacent
ituation Q Guarded Q Total Assist J Posturing Q Dysphoric Q Paranoid 0 Sexually acting out
Q Improved Q Repetitive acts Q Agitaled O Isolative K 2B80perative
Q Blunted Q Pacing Q Labile Q Preoccupied O Guarded
Q Euphoric Demanding QO Intrusive
ht Process

| . Thought Content
oal Directed O Tangential Q Blocking sessions O Compulsions @ Suicidal thoughts

Q Qb
Qﬂ_ag of Ideas 0O Loose assoclation QO Igdecisiv &m__coim:o:m. Auditory Q Visual O Olfactory Q Tactile O Gustatory
llogical elusions:) AQE&Eﬁ Q Worthless Q Somatic O Assaultive Ideas Q Logical
J Hopeless Q Helpless O Homicidal thoughts
Pain: Yes Pain scale score Locations

Is pain causing any physical impairment in functioning today

0 Ifyesexpan

inte

se Obs. q15 Q Ind. Support &m.:«. Orientation O Toilet Q2 w/awake O 1 to 1 Observation reason (specify)
Q Milieu Therapy O Monitor Intake O Encourage Disclosure 0O Neuro Checks O Rounds Q2
QViS O 02sat O Tx Team 0 WL. Monitoring Q Elevate HOB Q MD notified ____ e
Q Nursing group/session (list lopic): __ .
Q ADLs assist Q&0 Q PRN Med per order R

U DOCUMENT ABNORMAL OCCURENCES IN MULTIDISCIPLINARY NOTES (violence, suicide, elope, fall,
hysical health) DAILY SUICIDE RISK ASSESSMENT"® Note - for frequent assessment purposes, Question 1 has been omitted

Ask Question 2*

Since Last
Contact

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

§) Have you started to work out or worked out delails of how tc rourselfl? Did yg
As opposed 1o “| have the thoughts, but | definitely will not do anything about them.”

6) Have you done anything. st

rfed to do a ng, or prepared (o do anvthing to end vour lif

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

OlLow Risk — Moderate Risk
v

Nurse Signatures)

Oceans Healthcare 9/2018. 120172021, 10/01/2023

Cardio/Pulmonary:
UWNL UElevated B/P | B/P

LIXChest Pain
(JEdema: O upper O lower

Respiratory/Breath sounds:
(XClear ORales (XCrackles UWheezing

Cough US.0.B Other. ___
02 @ Vmin QOCont O PRN

vVia (O nasal cannula = face mask
Neurological / L.O.C.:
OUnimpaired (lethargic OSedated
ODizziness O Headache [JSeizures
UTremors (O Other

Musculoskeletal/Safety:
OAmbulatary O MAE O Full ROM

OWalker OW/C OJImmobile

OPressure ulcer OUnsteady gait
ORisk for pressure ulcer
OReddened area(s)

Nutrition/Fluid:

UAdequate OInadequate JDehydrated
O Supplement OPrompting QOther

new onset of choking nisks assessed

Skin:
U Bruises [J Tear O No new skin issues

SWouond(s) (see Wound Care Packet)
O Abrasion O Integumentary Assess
O Other:

Elimination:
O Continent O Incontinent O Catheter
O Diarrhea O OTHER

——

Hours of Sleep: Day Night

At Risk for Falls: O Yes O

At Risk for FALL Precautions:
O Am Band UONonskid footwear
UBR light O ambulate with assist
OCall bell OClear path

UEdu lo call for assist (Bed alamm
O Chair alarm (O 1.1 observation leve/
O Assist with ADLs O Gen Chair

L) Ensure assistive devices near

O Other
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VATARAN

Quick Screening for Psychotic Symptoms (QSPS)

Unsure/Did
Ask: Yes / No | not answer

Have you had any strange or odd experiences lately
1 | that you cannot explain?

Do you ever feel like people are bothering you or
2 | trying to harm you?

Has it ever seemed like people were talking about

4 | Are you afraid of anything or anyone?

Do you ever have visions or see things that other
5 | people cannot see?

#3 you or taking special notice of you \%

Do you ever hear things that other people cannot

hear, such as noises, or the voices of other people
that are whispering or talking?

6 | If yes, ask: G
If you hear voices, can you understand what the

voices are saying? \/

If yes, ask:

harm yourself or someone else”?

Are the voices telling you to do anything that could \/

If yes, ask:

What are the voices telling you to do? (Record response here):

Answering “yes” to any of these questions indicates the need for a more detailed
assessment and follow-up questions.
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NURSING SHIFT ASSESSMENT -
DATE:
L\ans SHIFT: “oi:-i O Night(7P-7A)

oo: 0 _>_..w.-=ov.§.w ) Jrdependent Normal M n_v%mmzo &.oa.ag O Aggressive Cardio/Pulmonary:
=3 = _u-um_u.,ooanﬁ Assist Q Psychomotor retardation Q Deprassed O Suspiclous QO Manipulative COWNL CElevated 8P 0| B/P
ation 0 Guarded O Partial Assist O Psychomotor agitation O Anxious -0 Tearful O Complacent OChest Pain
0 _aoaﬂa e 2 Posturing O Dysphodg” _ QRsranoid O xually acting out | OEdema: Qupper O lower
Q Blunted O Repetitive acts QAgitated = O Isolative tive Respiratory/Breath sounds:
Q Pacing Q Labile D Preoccupied O Guarded OClear ORales OCreckies (Wheezing

Thought Proces e Q Euphoic © Demanding O Intrusive mn%c% 0S.0.B Other ___

Q irected Jnhought Content _ 2@ Umin OCont 0O PRN
bl Wq_oom%_w.a Ideas nrm_.__...mo:on moazm_ O Blocking Q Obsessions O Compylsions ﬂ%&_ thoughts via O nasal cannula  face mask
FUE lllogical Del e 00 Q Hallucinations:Q Auditory O Visusl GOffactory O Tactile B Gustaiory Jical /L.O.C.:

_ + Deélusions:) (type) Q Worthless Q Somatic O ldeas (O Logical QUnimpaired (A ethargic OSedated

Pain: Y, Q Hopeless QO Helpless'¥f Homicidz® thoughts CDizziness O Headache (OSeizures

Is : e @ Pain scale score Locations OTremors O Other__

pain causi physical impairment in functioning today 7 No i yes exgan -| Musculoskeletal/Safety:
. OAmbulatary O MAE O Full ROM

Mcsﬂ inte : i Owalker OW/C Immobie

O m““m w:ou qiS Q Ind. Support O Reality Orientation O Toilet Q2 wiawake O 1 o 1 Observation - reson (speciy) OPressure ulcer (RUnsteady gait

0 0 OMﬁ”NDn( m ﬂﬁ.ng Intake Q0 m:gcaao Disclosure O Neuro Checks = D Rounds OM f ;

eam | - | OReddened
Nursing group/session (list topic): 0 WA. Monitoring Q Elevate HOB 0 MD notified AR T |

Q PRN Med per order

I DOOQtMZ T ABNORMAL OCCURENCE oaa
| \ S IN MULTIDISCIPLINARY NOTES (viol
< e »m..imali E<§ bﬂk ASSESSMENT Note - for adacoR assessment purpc «u. -
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Skin;

O Bruises (J Tear O No new skin issues
SWournd(s) (see Wound Care Packet)
O Abrasion O Integumentary Assess

O Other: __
Elimination:
O Continent O Incontinent O Catheter
O Diamhea O OTHER

n?.. e i s :.c!..o D !_2 . ~ MHours of Sieep: Day Night
igsggka 2!.3 2:91 A Ri
3 —v— : ek € At for Falis:

Jefinifely wifl not do amyihing Sbcet thesr- e
.D)S.m-a gg
OBR light O ambulate with sssist

Exampiles: no'nlanl-. g-g n._i-la%; saul-!lo:int.:oi. .8:2:‘%%.!!!!3

fo the roof but dic ): or act | i, tried to shoot ye cut yc tried to hang yoursel Ec”.ﬂnnﬂ&ﬂﬂﬁ: OBed alarm
Ditow Risk - :G:E 0O Chair alarm 0 1.1 observation leve!
O Assist with ADLs O Geri Chair
Murse Signalures) %.!’E’I_ 0 Ensure assistive devices near
O Other
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HAMILTON DEPRESSION RATING SCALE

(To be administered by a health care professional)

The HAM-D Is designed to rate the severi
score on the first 17 answers.

——

v

S —

1. DEPRESSED MOOD

(Gloomy attitude, pessimism about the future,
feeling of sadness, tendency to weep)

0 = Absent

| = Sadness, elc.

2 = Occasional weeping
3 = Frequent weeping

4 = Extreme symptoms

—

ty of depresslon In patients. Al

‘ 2. FEELINGS OF GUILT
0 Absent

= Sell-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
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2 = Wishes he/she were dead S o
3 = Suicidal Ideas or gestures F e
4 = Attempts at suicide

4. INSOMNIA - Initial

.
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K AND INTERESTS

) 3 o dlﬂlculty

f..‘r:‘:n' elings of incapacity,
and vacillation

lm of interest in hobbies, decreased social
 activities
‘.,_‘»L.. Productivily decreased
§= Unable to work. Stopped working because

ol present illness only. (Absence from work

after treatment or recovery may rate a lower
score).

listlessness, indeci-

-—n,

Ly

8. RETARDATION

(Slowness ol'thougm, speech, and activity;
apathy; stupor.) ‘ v -.
0=Absent

1 = Slight retardation at interview

2 = Obvious retardation at interview

3 = Interview difficult

4 = Complete stupor

(Difficulty in falling asleep)
0 = Absent
1 = Occasional

2 = Frequent

M

A

AGITATION 2,

(Restlessness assoctated with anxiety.)
0 = Absent
| = Occasional

2 = Frequent

Comp lalmofbe restlmanddlsun'bql‘ 5
c(lurlng the night. Waking d“““ﬂ ﬂ" )
0=Absent "
l-OCCﬁlOnll

2 = Frequent
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ANXIETY - PSYCHIC

0 = No difficulty

| = Tension and irritability

2 = Worrying about minor matters
3 = Apprehensive attitude

{ = Fears
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HAMILTON DEPRESSION RATING ScALE (HAM-D)

(To be administered by a health care professional)

\
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11. ANXIETY - SOMATIC [“ 17. INSIGHT
Gastrointestinal, indigestion 3 (Insight must be interpreted in terms of pa-
Cardiovascular, palpitation, Headaches tient’s understanding and background.)
Respiratory, Genito-urinary, elc. 0 = No loss
0 = Absent | = Partial or doubtfull loss
1 = Mild 2 = Loss of insight
2 = Moderate
J = Severe

4 = Incapacitating

[E 12.

SOMATIC SYMPTOMS - | ssion
GASTROINTESTINAL S ST Depression
(Loss of appetite , heavy feeling in abdomen - > 23 =Very Severe Depression
constipation) G S A A paz =
0 = Absent

| = Mild

2 = Severe 18. DIURNAL VARIATION
‘ (Symptoms worse in morning or evening,

Note which it is. )

13. SOMATIC SYMPTOMS - GENERAL 0 = No variation
(Heaviness in limbs, back or head: diffuse I = Mild variation; am () em( )
backache: loss of energy and fatiguability) 2 = Severe variation; AM( ) M ( )
0 = Absent Al %
1 = Mild G § L —
2 = Severe \| 19. DEPERSONALIZATION AND
DEREALIZATION
(feelings of unreality, nihilistic ideas)
| 14. GENITAL SYMPTOMS 0 = Absent
(Loss of “bldO. menstrual djsturban((’S) | = Mild
0 = Absent 2 = Moderate
1 = Mild 3 = Severe
2 = Severe 4 = Incapacitating
l l 15. HYPOCHO B:] 20. PARANOID SYMPTOMS
D 0 = Not resel:tD et (Not with a depressive quality)
P 0 = None

| = Sell-absorption (bodily)
? = Preoccupation with health
3 = Querulous attitude

4 = Hypochondriacal delusions

| = Suspicious
= Ideas of reference
- Delusions of reference and persecution

4 = Hallucinations, persecutory

——
(\ 16. WEIGHT LOSS \1 21. OBSESSIONAL SYMPTOMS
L 0=N )] 2" .
- = No weight loss | (Obsessive thoughts and compulsions against
I = Slight which the patient struggles)
2 = Obvious or severe 0 = Absent

| = Mild
?2 = Severe




Coping Skills Education Check-Off Form

Participant Initials: Q

Date: \LI 3 l ZS Student namezm_ko\ M

Topics Covered

(*Check each item as it is completed or discussed*)

# Topic Completed Comments

1 Deep Breathing 2

2 Journaling g/

3 Take a shower

4 Music V

5 Exercise

6 Draw/color Q/

7 Countto 10 1 faay.

8 Dance 0

9 Meditate/pray /

10 Watch a funny /
movie

11 Read a book 0

12 Do a puzzle O

13 Talk to someone J

14 Clean something M
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Participant Understanding-. '
Question Yes o Somewhat No

Demonstrated { 5 O

understanding of =
topic a8

Actively '/

participated in
discussion

Asked questions { 3 O

when needed

Expressed q/ ]

confidence in
applying what was
learned

NMAT Y

Educator Notes / Recommendations




