Noticing | Interpreting | Responding Reflecting
What did you If something stood What additional What is something that
notice during your | out to you or it was assessment you learned? What is

mental status
examination of the
client? Were there
any assessments
that were abnormal
or that stood out to
you?

The patient was
open and eager for
conversation. The
patient’s speech
and motor activity
and eye contact was
normal. The patient
seemed distracted
but was able to hold
a conversation well.

abnormal, explain its
potential cause or
patterns that you
noticed. Describe
any similar situations
you have
experienced/ as well
as the similarities or
differences between
the experiences. Is
your interpretation of
the situation links to
pathophysiology at
all, if so- briefly
explain.

I noticed that during
my time with the
patient she was very
busy and easily
distracted. When
maintaining a
conversation with
her I struggled to get
an answer when
people around her
were talking. I
struggle when other
people around me
are speaking so next
time I will make sure
to talk to my patient
outside the room
where it will be a
little more quiet.

information do you
need based upon
your interpretation?
What can you do as
a nursing student?
What did you do?
What could you do
as a nurse? What
therapeutic
communication
techniques did you
utilize?

I felt that my patient
felt that some of the
group therapy she
was involved in was
unnecessary. She
would rather read
her book than
participate
sometimes. As a
nursing student, I
wanted to listen to
her concerns and
why she did not feel
the need to
participate. The
patient was getting
discharged tomorrow
so she told me she
was just ready to go.
As a nurse, I would
try to contact
services outside of

something that you
might do differently in
the future? What is
something that you did
well? What additional
knowledge or skills do
you need to help you
with future situations
like this. Describe any
changes in your values
or feelings based on this
interaction.

Every patient and
circumstance is unique.
Although some may
appear similar, no two
are exactly alike. In the
future, I plan to talk to
more than one patient
and note any differences
between situations. I was
nervous about
communicating with the
patient because she
seemed to be really
distracted. Although I
was nervous, I felt
communication with the
patient was something I
did well and felt
confident doing.




the facility to help
her after discharge
and make sure she is
ready to go home.

Noticing Interpreting Responding Reflecting
Why did you choose | If something stood What additional What is something
this additional out to you or it was assessment that you learned?

assessment? What did
you notice during
your additional
assessment of the
client? Were there
any assessments that
were abnormal or that
stood out to you?

I chose the ASQ for
my patient because
she told me she was
there due to having
suicidal thoughts.
Each answer given by
the patient was
normal to her
reasoning for being at
the facility but she
did tell me if I were
to ask her these
questions a few days
ago that her answers
would have been
different (worse). The
patient was positive

abnormal, explain its
potential cause or
patterns that you
noticed. Describe any
similar situations you
have experienced / as
well as the
similarities or
differences between
the experiences. Is
your interpretation of
the situation links to
pathophysiology at
all, if so- briefly
explain.

Out of the 5 questions
on the ASQ, 1 was
abnormal. The
question was “In the
past few weeks, have
you wished you were
dead?”. The patient
stated “yes”. She
elaborated on her
answer by saying that
she is doing better

information do you
need based upon
interpretation? What
can you do as a
nursing student?
What did you do?
What could you do as
a nurse?

I would go into
greater detail with
each question, asking
the patient if there
were any
circumstances or
triggers that made
each scenario
challenging for her. I
did ask her how she
was handling being
away from her family
and she told me that
it makes things
harder by not seeing
them everyday but
talking to them really

What is something
that you might do
differently in the
future? What is
something that you
did well? What
additional knowledge
or skills do you need
to help you with
future situations like
this. Described any
changes in your
values or feelings
based on this
interaction.

During group time
some patients shared
their stories as to why
they are there. Many
girls were suicidal
due to cyberbullying
and told the group
that no one from their
school really cared or
tried to help them. It
made me feel sorry




with ways she would
like to use coping
mechanisms outside
of the facility
following discharge.

however, she has
only been in patient
for one week.

helps.

for the girls who were
going through that
and were not taken
seriously enough by
their teachers or
school counselors. It
made me think if they
were actually there
for those girls would
they still have
attempted suicide.




Mental Status Exam

Client Name (. T [Date 3|v[q04
OBSERVATIONS

Appearance wMNeal o Disheveled o Inappropriate o Bizarre o Other
Speech o'Nomal o Tangentill o Pressured o Impoverished o Other
Eye Contact | w-Normal o Intense o Avoidant o Other

Motor Activity | wNormal o Restless o Tics o Slowed o Other
Affect wFull o Constricted o Flat o Labile o Other
Comments:

MOOD

oEuthymic o Amdous o Angry oDepressed oEuphoric olmitable o Other
Comments:

COGNITION

Orientation Impairment | o.Kone o Place o Object o Person o Time
Memory Impairment wMone  oShort-Tern  © Long-Term o Other

Attention oNormal oDistracted o Other

Comments:

PERCEPTION 2

Hallucinations | @'Mone o Auditory o Visual o Other

Other oMone o Derealization o Depersonalization

Comments:

THOUGHTS

Suicidality a None '|deation o Plan o Intent s’%arf-Han-n
Homicidality o None oAggressive o Intent o Plan

Delusions aNone o Grandiose o Paranoid o Religious o Othar
Comments:

BEHAVIOR

o'Cooperative o Guarded o Hyperactive o Agitated o Paranoid

o Stereotyped o Aggressive o Bizarre a Withdrawn o Other
Comments:

INSIGHT oGood oFar oPoor Comments:

JUDGMENT |eGood oFar ocPoor Comments:




NiMH TOOLKIT
a s Suicide Risk Screening Tool

(_Ask Suicide-Screening @luestions

GI

Ask the palient: =
1. In the past few weeks, have you wished you were dead? (D‘(es D MNo
2 In the past few weeks, have you felt that you or your fam
would be better off if you were dead? " DYes Q’l:d;
3. In the past week, have you been having thoughts
about killing yourself? OYes Oﬁ’n
4. Have you ever tried to kill yourself? DYes Gi’ﬂ;
If yes, how?
When?

If the patient answers Yes to any of the above, ask the following acuity question:
5. Are you having thoughts of killing yourself right now? OYes 04;
If yes, please describe:

Next steps: "
= If patient answers “Mo" to all questions 1 through 4, screening is complete (not necessary to ask question #5).
Mo intervention is necessary (*Note: Chnical judgment can always override a negative screen).
= M patient anywers “Te1” to any of questions 1 through 4, or refuses to answer, they are considered a
pasifive screen, Ask question #5 (o kitess scuity:
O “Yes” to question #5 = acule posifive screen (imminent risk identified)
« Patlent requires a STAT mrietyMull mental health svaluation.
Patient cannot leave unitil evaluated for safety
* Keep patient in sight. Remove all dangerous objects from room. Alent physician ar clinician
respansible for patient's care.
O “Mo" to question #5 = non-acube positive screen (potential risk identified)
* Pathent requires a briel suldde safety assessment to determine if a full mental health svaluation
s nendad. Fatient cannot leave untll evaluated for safety.

= Alert physician or cliniclan responsible for patient’s care.
Provide resources to all patients 9
* 24/7 National Suicide Prevention Lifeline 1-800-273-TALK (8255) En Espafiol: 1-888-628-9454
«  34/7 Crisis Text Line: Text “HOME" to 741-741 )
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