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Assessment and Refection: Mental Status Examination 
Noticing:
	My patient (E.H.) seemed to fidget a lot during my assessment and conversation with the patient. I did noticed that the patient twirling their fingers and tapping their feet on the floor. The patient did not seem happy but did not seem sad either, rather a state of content. As the conversation continued the patient relaxed back on the bed and laid their body sideways. The patient did not seem uncomfortable but did not sit still and moved around a lot. I took note of this continuous activity. E.H. answered all questions and was very cooperative. Aside from the patient fidgeting and moving around during the conversation I did not notice anything abnormal and nothing stood out.  
Interpreting: 
	The patient was fidgeting and moving around during the assessment. Aside from the two mentioned situations the patient did not appear with any other abnormalities during this time. The patient did not seem entirely comfortable sharing all information with me. E.H. answered all questions asked and cooperated. The patient did state they were not comfortable answering a few of the questions I presented and I did not further push the matter. I think the patient was uncomfortable to have the conversation with students. I have had situations with previous patients that fidget or move around to distract themselves during certain situations. 
Responding:
	The nurse would need to know the patients diagnosis and the patient’s previous experiences. I felt as though the patient was simply uncomfortable and did not want to answer certain questions that may stir emotions. The nurse would need to be aware of any background that could have an effect on the patient and their reactions/responses. As a nursing student, I provided comfort to the patient in the sense of asking the patient if they were okay, ensuring they knew that they could confide in me, and ensuring them that they did not have to share any information with me that they did not feel they wanted to. I believe as a nurse I can respond in a similar way. Ensuring my patients feel comfortable and safe. Therapeutic communication is crucial. I used eye contact, active listening, open ended questions, and I sat at the same level as the patient. 
Reflecting: 
	I learned that certain people have certain triggers. Some patients may feel more comfortable with other staff or other individuals. It may not be a personal matter, rather a preference. The patient is entitled to safety and privacy. In the future I may approach questions in different ways as to not intimidate the patient. I believe that I provided reassurance and clarification to the patient in an appropriate manner. I think nurses need to be better prepared for all types of patients and situations. Nursing staff should be educated and prepared to provide safe and adequate care to all patients, even those that require specific instructions. I do not think my values or beliefs have changed, however I do feel as though this experience has provided me more knowledge and guidance. 
Assessment and Reflection: Additional Assessment/ Suicide Risk Screening Tool
Noticing: 
	E.H. has a history of suicide attempts and has previous hospitalizations. I chose this assessment tool as I felt it would provide better insight on the patient’s current situation. The patient was cooperative during this part of the assessment. The patient continued to fidget and move around on the bed, but overall conducted themselves appropriately. The patient did not want to tell me when their last suicide attempt was. The patient admitted to previous attempts of suicide and previous thoughts of suicide but none currently. 
Interpreting: 
	I did not find anything to be abnormal during this assessment. The patient admitted to previous attempts of suicide and previous thoughts of suicide but none currently. The patient stated they “no longer feel that way” and they “have not felt that way in a while”. The patient did not want to discuss or explain their previous suicide attempts and did not further explain. I have had scenarios similar to this one regarding patients not wanting to discuss certain experiences they have had. 
Responding: 
	The nurse would need to be informed on the patient’s history and any previous suicide attempts or self-harm. I continued using therapeutic communication and ensuring the patient that they can communicate with me. As a student, I am not always going to be the person patients want to speak to and I understand that. I have to ensure the patient of my purpose and provide comfort for them to speak with me. As a nurse, I should be providing that space for my patients while also ensuring their safety. 
Reflecting:
	I was aware that some patients are not going to be comfortable speaking to students about their concerns and experiences. I learned the importance of providing a space your patients feels comfortable in so that they have an opportunity to speak with you. I believe that I approached the patient well and I stayed on topic and provided a space for the patient. I think I need to be better prepared for all responses from patients, and be better educated on signs of mental distress. I don’t think this experience changed my values or beliefs but I think it was a useful and beneficial experience. 
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Qm Suicide Risk Screening Tool

(CAsk Suicide-Screening @ uestions )

— Ask the patient:

1. In the past few weeks, have you wished you were dead? QYes NNo
2. In the past few weeks, have you felt that you or your family

would be better off if you were dead? QyYes d No
3. In the past week, have you been having thoughts

about g yourself? Qves WNo
4. Have you ever tried to kill yourself? y(mm QNo

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? QYes “SWNo

If yes, please describe:

— Next steps:

« If patient answers “No" to all questions 1 through 4, screening is complete (not necessary to ask question #5).
Nointervention is necessary (Note: Clinical judgment can always override a negative screen).

*  Ifpatientanswers " Yes" to any of questions 1 through 4, or refuses to answer, they are considered a
posilive screen. Ask question #5 to assess acuit

[ “Yes" to question #5 = acute positive screen (imminent risk identified)
« Patient requires a STAT safety/full mental health evaluation.
Patient cannot leave until evaluated for safety.
« Keep patient in sight. Remove all dangerous objects from room. Alert physician or cliician
responsible for patient’s care.
0 “No" to question #5 = non-acule positive screen (potential risk identified)
+ Patient requires a brief suicide safety assessment to determine if 2 full mental health evaluation
is needed. Patient cannot leave until evaluated for safety.
« Alert physician or clinician responsible for patient’s care.

— Provide resources to all patients

* 24/7 National Suicide Prevention Lifeline 1-800-273-TALK (8255) En Espariol: 1-888-628-9454
24/ Crisis Text Line: Text “HOME” to 741741

EECENEERC R EIPA G NATIONAL INSTITUTE OF MENTAL HEALTH (NiMH) (¢ (D) isaV\





image2.png
Mental Status Exam

Client Name Date
OBSERVATIONS
Appearance | s#Neat o Disheveled o Inappropriate o Bizarre 0 Other
Speech |/ Normal o Tangential o Pressured o Impoverished 0 Other
Eye Contact | ANormal o Intense o Avoidant © Other
Motor Activity o Normal  #= Restless o Tics o Slowed o Other
Affect o Full # Constricted o Flat o Labile o Other
Comments:
MOOD
oEuthymic oAnxious oAngry  oDepressed o Euphoric o lritable /£ Other
Comments:
COGNITION
Orientation Impairment | #None o Place o Object o Person o Time
Memory Impairment None o Short-Term o Long-Term o Other
Attention o Normal A Distracted o Other
Comments:
PERCEPTION
Hallucinations |s\None o Auditory o Visual o Other
Other \; None o Derealization o Depersonalization
Comments:
THOUGHTS
Suicidality » None o Ideation o Plan o Intent o Self-Harm
Homicidality \ None oAggressive o Intent o Plan
Delusions ™ None o Grandiose o Paranoid o Religious o Other
Comments:
BEHAVIOR

Cooperative 0 Guarded o Hyperactive o Agitated o Paranoid
o Stereotyped o Aggressive o Bizarre o Withdrawn o Other
Comments:
INSIGHT

o Good ﬁnm; oPoor  Comments:

JUDGMENT

o Good

“\ Fair

o Poor

Comments:





