PMH Critical Thinking Sheet 2/10/2lr

nSM-5 Diagnosis and Brief Therapeutic Communication & Nurse Patient Plan of Care:

hophysiology: Relationship:
b T T DTurbed v
%\QQ\M d\&“du Communication strategy- B\ Q\M d\M“dU‘S
manifURA by WULS ntroduce U TOpT. Re'ﬁt’;’\ g}({?‘g'ogv
“P N\“\(\ ww\\“ NY.OT &mUT ph\&\“m wwor\- AS gwgvncg%‘bgy S| "'9‘“
oS UV pt . AL 0N |mp(un 0\\0\\\ ‘6
DSM-5 Criteria for your patient's  |Stage of nurse-patient relationship: r M_[ d/QG,S \(,'\ m& \:)C
diagnosis: & d\rinct oL ‘ utcome/Goa 9'0 \um
ab%nrmw\d \ 9&5\(\9&:\{\5 WYV V\q \SMQ, U\L\M‘ V:“\d/:fr “ﬂ &:0
\Yle"h\m“\;&\ o ot Therapeutic communication techniques appropriate Curre re‘gxﬁen & :muvmon
lost | werk . \r\q for this patient: 1. (M\VQ, m?\vam
LI td SUE- st oY TS LUR NI I\ TUVV\W\q S}‘&;‘W f0v 0L

200 WoT OIQUe or dewn

| Hhe of Vo\
WA YNPWN\ 0 e mm\\w. ndurst

UL OV) ¥l PY- 06Ut &Ymptoms

g DLSEY O Yot WA

Psychosocial Stressors (Legal .’"\'\L ol

Environmental. Relational. Communication approaches to avoid: ¥ |1 M ’ =AtoF

Developmental, Educational, 3. D

oot g AV0id WOVAS CUCh A VY, Bl ov'{[%wm X e
MOV YERL A s

Fnily Qe - pNoi0l STOSUMONS § thod

4. 61|Vc POSITIVE

UW%QI af g, tht Tvurh oY LM Ut AS
QLMY \$ ab\e +0
“AVOLd 1SSuLS that axg, dieterontiott betweor

WYLV (UAT ity - based &

non-veanty baged
v t\\\g

......
____
DS T -
- (':.‘ ) .:\_._
....
""

Student name:




PMH Critical Thinking Sheet

s & symptoms):

\nerventions:

LokUaglt L~ PULITIVE Tedpnse would convey
30 FL UUwE tn0X You 0ccept -t deludion

08 YROdiHY

LOIUN0IL 2+ Avaping with the Uitht of
AUAUIG Kt orATUF SUVLE MO v{esy
PUYDOSE ORI BUANGIONOY 18R XU gt tAiymiiodt:

by S Appriach
ROATOVOUY 3 - FOLd reinrrrptl the
pafUAT O Tl .V\QAV\V\qw‘MQ, pt . FOUR
on v (e {runong

LOHONOUE U POSTTIVE rEINFOvCim Unt
uhon(ed SUF Ereum & OnLYAOL( wperivia

0f deLS\YA\L bUnoviovs

Student name:




-

Time Propriate ot
W.Em:o: W Flat nDU w»m..ﬂ M,zgsm_ i M Behavior ressive
3 _Aw“_UquwQ 0 ._..Mm._m_bwmwmﬂ 0 WM%Q..OBQO« retarg Dﬂﬂhgm 0 <<:3Q~m<<3 m b%&@:.ﬁc.&.?&
roved Sist ycho Ardation cious o
3 Blunted - voﬂczqﬁgoq aQitation ﬁDrMmmSmmma DDAMMwm__ 0 Moﬂn_ﬂww ting OU!
W Wmum:zé acls d O@MMMM% 0 paranoid W OMOD@B:<¢
. acing : 0 Isolativé ded
Directed Q : ~ Agitated 0 ?monocw.ma o S~ e
of liSeas D...m:@m::m_ Q Blocki Q Labile Semanding 0 Intrusiv
Loo ;o= WnIng
ical Dei mewom:wwm.oo_m:o: Q Indecisiye d4al thoughts
Q .v Aqvmv’ ; SIONS ﬁ mo_cuhwﬂ_noﬂK 0 4@02-0 O OCwG-OQ
@ Auditory O Visual U ical
.mSQZmN Pain scale score Uhg[ ) Eoo::_mmm = moam~_.oo.< O Assaultivé _ammm:an_ Log
Ctioning today L Rt
d g xzo if yes exp ain
Milieu Thera nd. Support
D . 0 .
W(...m Q2 mm~< Mﬁxo%zo_. intake HMMMMWBo@:mmg_o: O Toilet Q2 w/awak 01101 Observation reason (specify)
Nu : ; \ eam e Discl awake
- >O«_.w_:c nmocnxmmmm_o: (Iist topic): W Io:..B:B Osure O Neuro Checks goc:amﬂow
S assist OB T b 3 Elevate HOB 0 MD notified ——

IN MUL .:Dsm0~bc2hb< NOTES (violence, syicioe, elopé, fall,

Ask Question 2*

2) Have you actually had thoughts about killin

If YES to 2, ask questions 3, 4,5, and 6 i NO to 2, go directly to question 6
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As opposed to “I have the thoughts, but I definitely will not do anything about them.”
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Please answer each question as best ‘you can..

1. Has thau ever bean a oarlod of tlmo whan you waro not your usual salf and..w

- ..you felt so good or sa hypar that other paopln thought you were not your
' normal self or you wm S0, hypor that you got into trouble?,

o ' ...you wm S0 lrritablo that you shouted at poopla or started ﬂghts or argumanta?

B ...you got much loss shap than usual and tound you dldn t raally mlsa it?

. ---YOU wan rnuch mdro talkatlvo or spoko faster than usual? “ .+ -

: ...you were sa easily distracted by thlnga around you that you had troublo i

concontrattng or staylng on track? b, R

L oy had "!Pch mare energy than usual? - - '-

o i ...you woro rndch mon activo or did rnany moro thlngs than usual?
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2. I you chackod YES to mon than one of the abovo, havo sovoral of these ever
happonod during the same period of time? Please check 1 rosponsa only..

3 How much of a problam did ar any of thoso cause you — like balng able to work

having family, money, or legal troubles; getting into angumants or ﬂghts? 5!
Please check 1 responsa only. L PRy g
O No problam Q d Mlnor problarn O Modorata problorn O Serlous problem

4. Have any of your blood relatives (le, children, siblings, parents, grandparanta.
aunts, uncles] had manic-depressive illness or bipolar disorder?

| b 9. Has & health professional ever told you that you havo manlc-daprasslvo illnass
or blpolar disorder? - ~

This questionnaire should be used as a starting point. It is not a substitute for a full medical evaluation,

Bipolar disorder is a complex illness, and an accurate, thorough dlagnoals can only be made through
a personal evaluation by your doctor.

Adapted from Hirschfeld R, Williams J. Spitzer RL, et al. Development and validation of a screening lnstrumant for bipolar spactrum
disorder; the Mood Disarder Quostlonnalro. Am J Psychiatry. 2000.157:1873-1875.
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HamiiroN DEPRESSION RATING SCALE (HAM-D)

(To be administered by a health care professional)

Patient Name ! ! S!A \ &&O\)

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.

2: 1. DEPRESSED MOOD

(Gloomy attitude, pessimism about the future.
teeling of sadness, tendency to weep)
0 = Absent

I =Sadness, etc

2 = Occasional weeping

3 = Frequent weeping

4 = Extreme symptoms

0‘ 2. FEELINGS OF GUILT

0 = Absent
I = Self-reproach, feels he/she h: e
o 1as let people

2 = Ideas of guilt

3 = Present illness is a punishment: delusions
of guilt

4 = Hallucinations of guilt

!‘, l | 3. SUICIDE
d 0 = Absent
I = Feels life is not worth living
2 = Wishes he/she were dead
3 = Suicidal ideas or gestures
4 = Attempts at suicide

['i_} 4. INSOMNIA - Initial
Rcnst (Difficulty in falling asleep)
0 = Absent
1 = Occasional
2 = Frequent

}Z} 5. INSOMNIA - Middle

(Complains of being restless and disturbed
during the night. Waking during the night.)

0 = Absent
I = Occasional
2 = Frequent

E 6. INSOMNIA - Delayed

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

0 = Absent

1 = Occasional
2 = Frequent

Today's Date 2- / ﬂ ] ZM___

| 7. WORK AND INTERESTS
&- 0 = No difficulty

I = 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).

W 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

[rw 9. AGITATION

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

[.-_-’ 10. ANXIETY - PSYCHIC
Z.: J 0 = No difficulty
] = 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
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| % 11. ANXIETY - SOMATIC
B A Crastrointestinal, indigestion

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

0 = Absent

| = Mild

2 = Moderate
3 = Severe

4 = Incapacitating

e ———— . £ ————— —————————

| Z’ 12. SOMATIC SYMPTOMS -
_ &  GASTROINTESTINAL

(Loss of appetite , heavy feeling in abdomen:;

constipation)
(0 = Absent
1 = Mild

?2 = Severe

E' 113. SOMATIC SYMPTOMS - GENERAL

Q'JI (Heaviness in limbs. back or head; diffuse

backache; loss of energy and fatiguability)
0 = Absent

] = Mild

2 = Severe

e —— e S —_—

- 17. INSIGHT
| O ] (Insight must be interpreted in terms of pa-
tient's understanding and background.)
0 = No loss
| = Partial or doubtfull loss
2 = Loss of insight

TOTAL ITEMS 1 TO 17: 29
0 - 7 = Normal

8 - 13 = Mild Depression

14-18 = Moderate Depression

19 - 22 = Severe Depression

> 23 = Very Severe Depression

11 18. DIURNAL VARIATION :
L‘J (Symptoms WOrse in morning or evening.

Note which it is. )
0 = No variation
| = Mild variation; AM ( YPML )

2 — Severe variation; AM ( ) pM( )

2 ‘ 19. DEPERSONALIZATION AND

E I \ 14. GENITAL SYMPTOMS
(Loss of libido, menstrual disturbances)

0 = Absent
1 = Mild
2 = Severe

| O 15. HYPOCHONDRIASIS
0 = Not present
| = Self-absorption (bodily)
2 = Preoccupation with health
3 = Querulous attitude
4 = Hypochondriacal delusions

]
!
i

l 16. WEIGHT LOSS
0 = No weight loss
1 = Slight
2 = Obvious or severe

DEREALIZATION

(feelings of unreality, nihilistic ideas)
0 = Absent

1 = Mild

2 = Moderate

3 = Severe

4 = Incapacitating

0 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

G 21. OBSESSIONAL SYMPTOMS

(Obsessive thoughts and compulsions against
1 which the patient struggles)

0 = Absent
1 = Mild
2 = Severe

* Adapted from Hamilton, M Journal of Neurology, Neurosurgery, and Psychiatry. 23:56-62, 1960




