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NURSING SHIFT ASSESSMENT SCeAvD
ﬂ» e (\nn

(%
OD._.m“a :
SHIFT: ™ pay(7A-7p) U Night(7p-74)
Orientation Affect ADL Motor A
. Ctivi .
W.MMMM: ﬂDu \_pvo—ov:m.»m v.] Independent W\Zozﬁm_ Y R ﬁmmgw 0 <w.w_.._._am<_o.. .
e - :_w_w.u_.ovnmnm WWWM_M_ e 3 Wwwmuoao”oq retardation ~ Depressed Q mcmoﬂmwmm mﬁm%ww_.wwzm h?WMmz\m
g omotor agitati : S
Situation - W_mﬂ%ﬂa Q Total Assist W Posturing e e DW@MW”M% DD.__.ummmh”_o, ; W Oosu_mom_uz ng out nmw.moa:M\Em.. O upper dJlower ds:
0 m_%ama 0 meﬂ_?m acts Q Agitated Q Isolative QWMMWN%R . OWheezing
ng Q Labile Q Preoccupied ® Guarded h "B Other: ———
Thouaht Processes Thotas b o Q Euphoric Demanding O Intrusive nhwo%w . Ymin QOCont. &PRN
MMnﬂnoﬁwoﬂma Q Tangential D w._ooxso Q Obsessions O Compulsions _ch,oam_ thouaht nasal cannula ~ face mask
- %@ , o%. deas Q Wmn_vw,w.om:ww.oo.mgo: U Indecisive Q Hallucinations:0 Auditory O Visual Q Olfactory Q qmm,_mmo Gustatory m— amm JSedated
sions:) (type) W\Eonzmmm @MoBm:o O Assaultive Ideas QO Logical Wm&&%ﬁm%um@mumgm OSeizures
. Ho oia 1ZZIN
Pain: @ No Pain scale score H _ [0 Locations Wi peless ® Helpless O Homicidal thoughts
Is pain ¢

,.Fllllli CTrermors J Other_
sing any physical impairment in functioning today v no

| :mnEomxﬁmEs\mm ety:
e Ambulatory OMAE O

{

Nursing Interventions:

OWalker OW/C = mumw ool

Q Close Obs. q15 O ind. Support 0 Reality Orientation 0 Toilet Q2 : . nstea
& _s.amc Therapy O Monitor intake 0 Encourage Disclosure O znwcquO:Mmﬂmem WMMNMQMWM Ml romon
@(.m Q 02 sat. . : m\._..x. Team ¢ q<<~ go:..a::m ) U. Elevate HOB Q MD notified Nutriti n/Fluid:

Nursing group/session (list topic): {, nfive beh 4 Thaap  indsive [irahon 0 Iﬁmlblﬂl.muﬂ... équate JDehydrated
O ADLs assist Q&0 O PRN Med per order . Wbmﬁﬁw%mﬁ OPrompting JOther,
e - B .
- (J DOCUMENT ABNORMAL OCCUREN

. CES IN MULTIDISCIPLINARY NOTES (violence, suicide, elope, fall, | Since Last gm& of choking risks assessed
»hysical health) DAILY SUICIDE RISK ASSESSMENT" Note - for frequent ass

assessment purposes, Question 1 has been omitted Contact .
Skin: Beiee
E [0 Bruises O Tear-&'No new Skin issues
EWourrd(s) (see Wound Care Packet)

EI Ema O Integumentary Assess
Other: ___

If YES to 2, ask questions 3, 4, 5, and 6. f NO to 2, go directly to question 6 Elimination: o
0 Continent (O Incontinerit” (J Catheter

EI O Diarrhea-&OTHER

ours of Sleep: OQ\EBE\

Tea'Ae his plarn - >
. At Risk for FALL P.oomca.o.amw\
O Arm Band ONonskid footwear

OBR light O ambulate with assist
LXCall bell Clear path

Ask Question 2*

2) Have you actually had thoughts about killin

3) Have you been thinking about how

4) u had these tho

E.qg., “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.”

S) Have you started to work out or worked out the details of how to kill yourself? Dic
As opposed to “I have the thoughts, but I definitely will not do anything about them.”

o.m 2N0O (C

) Have you done anything, started to do anything, ¢

) prepareg (o go anyining 10 eng yo 1€

Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note, took out pills but didn’t swallow any, went

to the roof but didn’t jump; or actually took pills, tried to shoot yourself, cut yourself, tried to hang ourself, etc. OEdu to call for assist [JBed alarm
OLow Risk - Moderate Risk High Risk

0 Chair atarm 0 1:1 observation level
——

= O Assist with ADLs O Geri Chair
Nurse Signatures) /] \S‘v\,w\ A N e PRt/ b Date: (|2 1 No.rC Time: E G s L1 Ensure assistive devices near

0 Other
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HAMILTON DEPRESSION RaTING SCALE (HAM-D)

(To be administered by a health care professional)

\\ZJDU
Patient Name dj( S £\ (a (. Today’s Date 04‘

. : atient’s
The HAM-D is designed to rate the severity of depression in patients. Although it contains 91 areas, calculate the p
score on the first 17 answers.

. 1. DEPRESSED MOOD 6. INSOMNIA - Delayed . 3
(Gloomy attitude, pessimism about the future. 0 (Waking in early hours gf the morning an
feeling of sadness, tendency to weep) unable to fall asleep again)

0 = Absent 0 = Absent
1 = Sadness, etc. -1 =0Occasional
2 = Occasional weeping N i 2 = Frequent

3 = Frequent weeping
4 = Extreme symptoms

7. WORK AND INTERESTS

0 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 9 — 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).
“l > ﬁ‘if;s’zft 0 | 8 RETARDATION
1 = Feels life is not worth living (Slowness of thought, speech, and activity;
: apathy; stupor.)
2 = Wishes he/she were dead OciA T carit

3 = Suicidal ideas or gestures

X 1 = Slight retardation at interview
4 = Attempts at suicide &

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

o | 4 INSOMNIA -Ipitial RSl — -
T? (Difficulty in falling asleep)
) it \ | 9 AGITATION
; 2 l?ccasmx:a (Restlessness associated with anxiety.)
e 0 = Absent
1 = Occasional
2 = Frequent

“ 5. INSOMNIA - Middle

(Complains of being restless and disturbed

during the night. Waking during the night.) 10. ANXIETY - PSYCHIC
0 = Absent q

0 = No difficulty

I = Tension and irritability

2 = Worrying about minor matters
3 = Apprehensive attitude

4 = Fears

1 = Occasional
2 = Frequent




HAMIITON DEPRESSION RATING SCALE (HAM-D)

(To be administered by a health care professional)

‘ ? 11. ANXIETY - SOMATIC

Gastrointestinal, indigestion
Cardiovascular, palpitation, Headaches

Respiratory, Genito-urinary, etc.
0 = Absent

| = Mild

2 = Moderate

3 = Severe

4 = Incapacitating

T e T s | ——— — - —— g . - — . )

1 12. SOMATIC SYMPTOMS -
GASTROINTESTINAL

(Loss of appetite , heavy feeling in abdomen;
constipation) - : i

0 = Absent

1 = Mild

2 = Severe

S —— —— - -

‘ 0_] 17. INSIGHT
(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: 2
0 -7 = Normal

e R_13=Mild Depression . ... o

14-18 = Moderate Depressi(i}f~

19-22 = ession
> 23 = Very Severe Depression

18. DIURNAL VARIATION

13. SOMATIC SYMPTOMS - GENERAL

\ (Heaviness in limbs, back or head; diffuse
backache; loss of energy and fatiguability)

0 = Absent
1 = Mild
2 = Severe

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

0 = No variation

1 = Mild variation; AM () M ( )

2 = Severe variation; AM () PM ( )

19. DEPERSONALIZATION AND
DEREALIZATION

0 14. GENITAL SYMPTOMS
(Loss of libido, menstrual disturbances)

0 = Absent
1 = Mild
2 = Severe

(feelings of unreality, nihilistic ideas)
0 = Absent

1 = Mild

2 = Moderate

3 = Severe

4 = Incapacitating

™ - T e —— p —

15. HYPOCHONDRIASIS

| 0 = Not present

| = Self-absorption (bodily)

2 = Preoccupation with health
3 = Querulous attitude

4 = Hypochondriacal delusions

—

20. PARANOID SYMPTOMS
(Not with a depressive quality)

16. WEIGHT LOSS
v 0 = No weight loss

1 = Slight
2 = Obvious or severe

0 = None

1 = Suspicious

2 = Ideas of reference

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

21. OBSESSIONAL SYMPTOMS
(Obsessive thoughts and compulsions against

which the patient struggles)
0 = Absent

| = Mild

2 = Severe

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