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MSE Cover sheet     /2 point
Student Name                             

Date

Includes cover sheet, medication sheets for 4 psychiatric medications, and MSE Content of Examination pages.

IDENTIFYING DATA
Pt. Initials:

Date of Admission:

Previous psych admissions: 

Date of interview:

Gender: 
Age:



Diagnosis: 
Axis I:

Axis II:

Axis III:

Axis IV:

Axis V:

Chief Complaint on Admission: (quotations)


Factors for seeking treatment:

SUMMARY (discuss experience of assessing MSE, how did you feel, what would you do next time, brief summary of MSE findings):
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Medication Sheet    /1 point
Medication Sheet -- Use up to 4 sheets as needed for medications ordered.
Medication Name 

Generic name

Brand trade

Drug classification/type:
Reason/reasons why the med. is prescribed for this client:                             

Pharmacokinetics

Dosage/Route:



Recommended Dosage:    

½ life:            



Recommended Client Age:   

Desired action (“how” it works):                       

List at least 2 pertinent assessments to make before and after giving this med:

1)

2)

Reason to hold this med: 

Changes recommended in dosage for physiologic reasons (renal/hepatic, etc.):    

Common Adverse Effects: 


Nursing Interventions for Adverse Effect:

1) 1)

2) 2)

3) 3)

4) 4)

Expected therapeutic effects for this client:





Evaluate the effects experienced by this client:

Side effects:




Interventions for Side effects:

1) 1)

2) 2)

3) 3)

Possible drug/drug interactions:


Possible drug/food interactions:



Possible drug/environment interactions:

Pertinent info to document/chart:                        
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MSE    /12 points

Describe all behavior fully and articulately. Your clinical instructor should be able to identify your client (without the need for initials) based on your accurate description. Do NOT use within normal limits, yes/no, appropriate or other vague terms. 

Content of Examination

I.  Appearance, Behavior, Attitude

General Appearance

a. Appearance in relation to age                 

b. Attractiveness                        

c. Clothing, appropriateness for age, etc.              

d. Hygiene                           

e. Odor                            

f. Overall physical health                           

          Motor Status

a. Gait                           

b. Handshake                        

c. Any abnormal movements                        

d. Movements, coordination                  

e. Movements, pace and  energy                

f. Posture                         

g. Activity                         

h. Facial expression                     

         Behavior                            

II. Characteristics of speech

a. Amount of speech                     

b. Clarity of speech                     

c. Liveliness of speech                    

d. Pressure of speech                     

e. Rate of speech                      

f. Rhythm of speech                     

g. Volume of speech                     

h. Repetition                        

i. Coherent/Incoherent                    

j. Logical association/disordered                

Speech Patterns

a. Blocking                         

b. Cicumstantiality                     

c. Perseveration                       

d. Flight of Ideas                      

e. Mutism                         

III.  Emotional State: Affective Reactions

Mood and Affect

a.  Attitude toward nurse                   

b.  Affect, appropriateness                   

c.  Affect, range                       

d.  Affect, stability                      

e.  Specific feelings and moods                 

       f.  Emotional trends, Depth/Intensity/Persistence                  

Shallowness, flattening or blunting of affect                            

Dissociation or     Disharmony                         

Emotional Reactions

      a.  constant                         

      b.  fluctuating                        

      c.  Ease of Readiness of occurrence to stimuli            

d.  Degree of Intensity                         

e. Playacting                         

f.  Emotional Deterioration                                                   

IV.  Content of Thought, Special Preoccupations and Experiences

Thought

a. Clarity of thought                         

b. Content of thought                        

c. Flow of thought                          

d. Logical                           

e. Coherent                          

f. Relevant                          

g. Patterns                         --

Ideation

a. Self-Destructive/suicidal                      

b.  Suspicious/paranoid                     

                  c.  Homicidal                          

            Delusional 

a. Reference or persecution                         

b. Nihilistic                          

c. Grandeur                            

d. Somatic                           

         Hallucinations

a.  Auditory                          

b. Visual                            

c.  Olfactory                          

d.  Gustatory                          

e.  Tactile                           

Obsessions                            

Compulsions                           

Phobias                              

Fantasies/Daydreams                        

Main preoccupation or content of thought        

 V.  Orientation and Awareness


a.  Level of Consciousness responds to: (verbal, touch, noxious, unresponsive)                           


b.  Orientation


Person                           


Place                           


Time                            


Situation                          

        VI.  Memory


a.  Recall of Remote Past Experiences               


b.  Recall of Recent Past Experiences               


c.  Recall of Immediate Impressions                


d.  General Grasp Recall                     

Family and Significant Others

a. Position in the family                     

b. Others in the family                     

c. Living arrangement                     

d. Role/s in family                       

e. Significant others                      

f. Other support services                    

g. Interactional ability                     

VII.  General Intellectual Evaluation


a. General Information                    


b. Calculations                       


c.  Reasoning and Judgment                  


d.  Capacity for Abstract Thinking                


e.  Social Judgment                      

Addictive/Coping habits – how much, how often, how long (in general and for the last year)

Tobacco                         

Alcohol                          

Food                           

Exercise                         

Street drugs                        

Medications (OTC and prescribed – used for coping)       

Intelligence

a. Performance in relation to education            

b. Attention and concentration                

           Knowledge about Illness (state specifics)            
 

         VIII.  Insight


a.  Understands and realizes significance of symptoms         


b.  Does the patient consider her/himself to be ill?          


c.  Possible explanation of symptoms (who helped to formulate) 

Suggestions for treatment                     

         IX.  Summary

Developmental Stage (Erickson)                   

Coping devices and defense mechanisms               

a. Effectiveness

b. Usefulness

c. Appropriateness

d. Assets, resources, strengths & Interests             

Interpretation/Impression with nursing diagnoses and goals. (Write this out)

X. Written Summary (put on cover sheet): 

Be specific.  Describe all behavior fully and articulately.  

Your clinical instructor should be able to identify your client (without initials) based on your accurate description.  
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