Rachel Williams

Oceans Reflection

Safety & Quality:

To help maintain a safe and quality environment | helped observe patients’ behavior and performed
assessments such as suicide risk assessments, depression assessments, and mood disorder assessments. |
was very straight forward yet calm with my questions pertaining to potential and risk for suicide to understand
the patient’s level of risk. | made sure not to bring unsafe or harmful objects into the patient area such as
pens and clipboards. | verified the patient’s name before discussing any information with them to ensure
privacy and safety.

Clinical Judgment:

As | listened during group therapy, | noticed how the therapist asked many open-ended questions, so it
initiates a more descriptive response from patients which helps them to express their feelings better instead
of just answering “yes” or “no.” The tone was very calm and non-judgmental which helps the patients feel
more comfortable and trusting of who they are talking around. | can use this to further improve my practice by
using this as a reminder to always use a calm tone when talking to patients and communicating with them in
a non-judgmental way. This builds trust with patients and helps them to feel safe and open with who they are
talking to. | have learned that the way a nurse approaches, talks to, and listens to their patients are important
factors in therapeutic communication.

Patient Centered Care:

One patient in the group therapy has severe depression and was a new admit to the facility. He/she is very
distant and closed off from others. A priority intervention for the nurse is to use therapeutic communication
such as using a calm and soft tone, sitting at eye level with the patient, and allowing silence when the patient
needs time to gather their thoughts. Arecommendation for this client would be to attend one-on-one therapy
and to try to express their feelings instead of trying to work through their emotions by themselves.

Communication & Collaboration:

| utilized therapeutic communication by sitting down with the patient while being an active listener,
acknowledging their feelings, asking open-ended questions, and showing empathy towards them. | used
collaboration by discussing the patient’s behaviors/ interactions with the clinical instructor.

Feelings:

At the beginning of the clinical shift, | felt some nervousness because | have never been around patients that
were admitted solely for mental health problems. | wasn’t sure | would communicate with them in the most
appropriate way. After talking with some of the patients, | really empathized with their emotional struggles. |
felt the outcome was very good, and felt | communicated with the patients in a therapeutic way because they
were able to open up to me and tell me about their struggles and feelings. | think the most important feeling |
had was expressing to these patients that their lives are important and that they deserve to live a happy and
loving life.
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HAMILTON DEPRESSION RATING ScALE (HAM-D)
(To be administered by a health care professional)

Patient Name J’ L Today's Date 2 -10-20

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.

. DEPRESSED MOOD

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

6. INSOMNIA - Delayed

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

0 = Absent
1 = Occasional
2 = Frequent

0 = Absent 0 = Absent
1 = Sadness, etc. 1 = Occasional
2 = Occasional weeping 2 = Frequent
3 = Frequent weeping
4 = Extreme symptoms
7. WORK AND INTERESTS
0 = No difficulty
. 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 §reatment or recovery may rate a lower
score).
' ?)[ilg:zi 8. RETARDATION
1 = Feels life is not worth living (Slowness of thought, speech, and activity;
2 = Wishes he/she were dead apathy: stupor)
3 = Suicidal ideas or gestures 0= Apsent ) o
== 1 = Slight retardation at interview
4 = Attempts at suicide gh ; ) "
2 = Obvious retardation at interview
3 = Interview difficult
4 = Complete stupor
. INSOMNIA - Initial
(Difficulty in falling asleep)
i— 9. AGITATION
1 = Occasional . . .
2 = Frequent (Restlessness associated with anxiety.)
0 = Absent
1 = Occasional
2 = Frequent
. INSOMNIA - Middle
(Complains of being restless and disturbed
during the night. Waking during the night.) iil. ANEIETH FSYCHIE

0 = No difficulty

1 = Tension and irritability

2 = Worrying about minor matters
3 = Apprehensive attitude

4 = Fears




HAMILTON DEPRESSION RATING ScALE (HAM-D)

(To be administered by a health care professional)

1 11. ANXIETY - SOMATIC O 17. INSIGHT
Gastrointestinal, indigestion (Insight must be interpreted in terms of pa-
Cardiovascular, palpitation, Headaches tient’s understanding and background.)
Respiratory, Genito-urinary, etc. 0 = No loss
0 = Absent 1 = Partial or doubtfull loss
1 =Mild 2 = Loss of insight
2 = Moderate
3 = Severe Z t,{
4 = Incapacitating TOTALITEMS1TO17: & 1
0 - 7 = Normal
8 - 13 = Mild Depression
Z 12. SOMATIC SYMPTOMS - 14-18 = Moderate Depression
GASTROINTESTINAL 19 <22 = Severe Depression
(Loss of appetite , heavy feeling in abdomen; Very Severe Depression
constipation)
0 = Absent
1=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 1 = Mild variation; aM (\/) pM ()
backache; loss of energy and fatiguability) 2 = Severe variation; AM () PM ()
0 = Absent
1=Mild
2 = Severe 3| 19 DEPERSONALIZATION AND
DEREALIZATION
(feelings of unreality, nihilistic ideas)
14. GENITAL SYMPTOMS 0= Al.)sent
\ (Loss of libido, menstrual disturbances) 1=Mild
0 = Absent 2 = Moderate
1 =Mild 3 =Severe
2 = Severe 4 = Incapacitating
15. HYPOCHONDRIASIS \ 20. PARANOID SYM.PTOM.S
0 = Not present (()I\lolt\] with a depressive quality)
1 = Self-absorption (bodily) ' - c ang
2 = Preoccupation with health ) Icllle?slzlt?:;ference
i ; g;;xfgflsrtit;f:l;ﬁelusions 3 = Delusions of reference and persecution

4 = Hallucinations, persecutory

Z- 16. WEIGHT LOSS

- . 21. OBSESSIONAL SYMPTOMS
(1] _ SNI:) melght = l (Obsessive thoughts and compulsions against
=alg - which the patient struggles)
2 = Obvious or severe 0 = Absent
1=Mild
2 = Severe

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



HrEas
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. ame:
ATE: _ 7 /g 12.4 SHIFT: Day(7A-7P) O Night(7P-7A)
MRA#: 0.0.8.
—8[ ’::;‘3”017 Affect L Mofor Activity Mood q/ ehavior REVIEW OF SYSTEMS
% acgn g ADPl'Opria_te Independent Normal Q Hritable ls)Elthdrawn 0 Aggressive Cardio/Pulmonary: N
u])ime nappropriate Q) Assist _ Q Psychomotor retardation Depressed Suspicious O Manipulative OWNL UElevated 8/P 4| B/
Situat lat 0 Partial As.sast Q Psychgmotor agitation Q Anxious Q Tearful Q Complacenl_ OChest Pain
on Guarded Q Total Assist Q Posturing Q Dysphoric L‘&_lfzranoid Q Sgxually acting out | JEdema: O upper O lower
Q Improved Q Repetitive acts Q Agitated Isolative %operalive M__rz___o/ﬂrea_tj_i_ﬂ-‘_’.ﬂﬁi _
Q Blunted Q Pacing Q Labile Q Preoccupied Guarded CIClear ORales OCrackles DWheezing
T Q Euphoric emanding QO Intrusive OCough 0S.0.B Other:
#m Thought Content J Qo02@___ Umin OCont. OPRN
Goal Directed O Tangential Q Blocki&g/ Q Obsessions Q Compulsions O Suicidal thoughts Via O nasal cannula ~ face mask
QF light of Ideas Q Loose association & Indecisive Jdaﬂucinations: Auditory Q Visual Q Olfactory O Tactile O Gustalory Neurological /L.O.C.:
Q lllogical Delusions:) (type) J\Jorthless Q Somatic O Assaultive Ideas O Logical OUnimpaired OlLethargic OSedated
. Hopeless Q Helpless O Homicidal thoughts ODizziness (O Headache (JSeizures
Pain:  Yes Pain scale score Locations UTremors O Other,

No
Is pain causinQy physical impairment in functioning today

Ndrsing Interventions:
MCIose Obs. q15
ilieu Therapy onitor intake
‘S ™ 02 sat. Tx Team .
Nursing group/session (list topic): A [
Q ADLs assist Q1&0

No  if yesexpain

to 1 Observation
Rounds Q2
Q MD notified

reason (specify)

g//nd. Support S/Reality Orientation 0O Toilet Q2 wiawake QO
ncourage Disclosure O Neuro Checks

Q Elevate HOB

Q PRN Med per order (1o U7 ¢pam - | +ab 0.5 mq BID

t. Monitorning

O DOCUMENT ABNORMAL OCCURENCES IN MULTIDISCIPLINARY NOTES'(violence. suicide, elope, fall, | Since Last

physical health) DAILY SUICIDE RISK ASSESSMENT" Note - for frequent t purp , Question 1 has been omitted Contact
Ask Question 2* @ NO
2) Have you actually had thoughts about killing you LOVY

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

3 Have you been thinking about how you might do this?

4) Have you had these thoughts and had so n!
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 |
would never go through with it."

5) Have you started to work out or worked out the details of h o kil i
As opposed fo “I have the thoughts, but | definitely will not do anything about them.”

6) Have you done anything, started to do anything, or prepared to do anything te end your life?

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 took pills, tried to shoot yourself, cut yourself, tried to hang yourself, etc.
ClLow Risk Moderate Risk m

Nurse Signatures) __"| " Date: ). / lO) 2\ Time: 04'2 0

Musculoskeletal/Safety:
OAmbulatory OMAE O Full ROM

OWalker OW/C Olmmobile
OPressure ulcer OUnsteady gait
ORisk for pressure ulcer
OReddened area(s)
Nutrition/Fluid:
OAdequate Oinadequate JDehydrated
O Supplement OPrompting Other,
new onset of choking nisks assessed

Skin:

(7 Bruises O Tear (J No new skin issues
8Wounnd(s) (see Wound Care Packet)
O Abrasion O Integumentary Assess

O Other:

Elimination:

O Continent O Incontinent O Catheter
O Diarrhea 0 OTHER

Hours of Sleep: Day . Night

At Risk for Falis: O Yes & No

At Risk for FALL Precautijons:

O Arm Band ONonskid footwear
OBR light O ambulate with assist
OCall bell OClear path

OEdu lo call for assist  OBed alarm
O Chair alarm (O 1.1 observation level
O Assist with ADLs O Geri Chair

O Ensure assistive devices near

O Other
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ituation g/éuardod Q Total Assist 0 Posturing 0 Dysphoric Q Paranoid ggxuolly acting out | JEdema: (upper O lower

Improvaed QO Repetitive acts Q Agitated 0 Isolative Cooperative :
Q Blunted Q Pacing Q Labile Q Preoccupled O Guarded CICloar ORales OCrackles (Mheezing

Q Euphoric Demanding O Intrusive

Thgught Content
Obsessions O Compulsions O Suicidal thoughts

0 Hallucinations:Q Auditory O Visual Q Olfactory O Tactile O Gustatory

!Fﬁugm Processes
Goal Directed O Tangential O Blocking

Q Flight of Ideas Q Loose association O Indecisive

Q lllogical . Delusions:) (type) gWonnloan 8}omallc 0 Assaultive Ideas O Logical
Hopeless O Helpless Q Homicidal thoughts

Pain: No Pain scale score fl Locations - i

Is pain ¢ ng any physical impairment in functioning toda

?Iose Obs. q15 J . Support
ilieu Pherapy onilorlntako

gﬁo 1 Observation
Rounds Q2

g/! ality Orientation O Toilet Q2 w/awake
‘\gxf courage Disclosure O Neuro Checks

reason (specify)

!S 02 sal. Tx Team . Wi Momlor . _Q Elevate HOB Q MD notified
Nurslng group/session (list topic): Srenaths el ovehon
Q ADLs asslst Q180 J° 0 PRN Med per order
O DOCUMENT ABNORMAL OCCURENCES IN MULTIDISCIPLINARY NOTES (violence, suicide, elope, fall, Since Last
physical health) DAILY SUICIDE RISK ASSESSMENT" Note - for frequent assessment purposes, Question 1 has been omitted Contact
Ask Question 2* YES NO
2) Have you acfually had Tr. L \/

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

3 Have you been thinking about how you might do this?

4)  Have you had these thoughts and had some intention of acting on them?

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

[3) ve you started (o work out or woi il

As opposed fo "I have the thoughts, but I definitely will not do anything about them.”

oD

6) one anything, s

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

[DLow Risk Moderate Risk High Risk
Date: Z/U/ 2«(0

Nurse Slgnatures) M_MM

Time:

Cough OS.O.B Other. ________
coo2@ Vmin OCont. O PRN

Vis O nasal cannula  face mask
%JMMQ&

mmpaired CllLethargic OSedated

ODizzinoss O Headache (JSeizuros
UTremors O Other,
Musculoskeletal/Safety:
QAmbulatory O MAE O Full ROM
OWalker OW/C Immobile
OPressure ulcer Unsteady gait
ORisk for pressure ulcer
OReddened area(s)
Nutrition/Fluid;
OAdequate Mnadequate UDehydrated
O Supplement OPrompling Other.

new onsel of choking risks assessed

0 Bruises O Tear (I No new skin issues
EWounrd(s) (see Wound Care Packet)
U Abrasion O Integumentary Assess
d Other:

" .
O Continent O Incontinent [ Catheter
O Diarrhea O OTHER

Hours of Sleep: Day Night

At Risk for Falls: O Yes O No

AtR

LArm Band ONonskid !oomar
OBR light O ambulate with assist
OCall bell OClear path

OEdu to call for assist OBed alarm
O Chair alarm 0 1:1 observation level
I Assist with ADLs O Geri Chair

(7 Ensure assistive devices near

Q Other

Ocoans Healthcare 9/2018, 12/01/2021, 10/01/2023

Page lof |



i P ﬁ\uught: I'ICld thmugh ynur hnd or you cnul.dq t slow your mlnd down? . 'a',' 1

‘- T l.|

f‘v*‘\ "

N.a_ma {% Q

p .--'é ‘r,\, ‘..

“I!
L o 1

.-.- 13 7:;L ‘‘‘‘‘ oy e _-_.' ,’: ,i_:‘-l“‘_.. i
lndrucllonsu Check (Gl the lnswcrthqt best appllu to You, . oprt T T g o3
-Please answer nch question as best you can,. iy S : AT ;,-.: s,

LI

1. Has thlru aver bnn n piriod ol‘ tlmo whcn you wcu not your usual solf and o ] g

" w}fOU tult 80 good or sa hyporthat othlr pooph thoughl you won not your - d
i nurmnl;llf or you wurt S0 hypnr that you gat Into trouble?, ;

Ny
x

X /
; i you wcrl so Irrltablt that you shouttd at pnnplq or started ﬂghu or lrgumlntl? 2 g/ W
X yuu flil mich more ulf-cunﬂdont lhan usunl'ﬁ s 1"#) S '."k".i.‘?{i'-f’-: ) @ e
: -:,!..- : 3. Ao you gat mueh llss slup thln usual and found you dldn t mlly mln LR BT W

.' _ ._ ...yoh wcri much morl talkntfvu nrspok- fashr than usual? =

¥

.sg
olojojolo| o |

% ynu Wt(‘l s0 easlly distracted by thlngs lruund ynu that you| had troublo i a
’\ concnntratlng or staylng on tmck? e A, 1 FAsH PRRTLLES g

wu had much morl cnlrgy lhan usual?

,“-" ' 4‘-,-\7" 2 'S'.' .' f X ) 1 &t LA - : ".
. Ao W'F!,{E!‘F" mor, o or d'fd rnanyl morn thlngs than uf?fl?‘ Ak .
you)%m‘“r; [pu: | ' 800

i Jr"
R

:.‘_'“

- 2. lf you chacked ‘{ES tn morl than ane of the ahovc, havn uvcral of thesn ever . i é :

Lo lallc

O

i ‘l”"tiﬁu""'b AT SRR Ta ]

i ,.you were mu:h morl |nt|rashd Ip ;ax ‘than usunl?, il

]
J
-

yau dld thlngq  that were unusual for you or thlt other ploplu mlght hm L] e
4 thoughtwcru,xclssm faoll;h orrlgky? iwt! f' gy

B e 5%
r

”
-
Ry
b
Q: &
[ O
e
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4. Have any of your blood relatives (le, children, siblings, parents, gnndparants. d
aunts, uncles] had manic-depressive illness or bipolar disorder? ! -

5. Has a health professional ever told yuu that you have n_lanlcidopra'ssiw illness . d _
or bipolar disorder? i L ¥ e

O
O

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 dhgnosls can only be made through
a personal evaluation by your doctor,

Adapted from Hirschfald R, Willlams J, Spitzer RL, et al. Development and validation of a screen lnsmmnt for bipolar
dilordlrﬂ'luoadmwdor&nsﬁonmrl. Am J Psychiatry. 2000;157:1873-1875. g or bipolar spectrum
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