Behavioral Health – Psychiatric Nursing Assessment
SECTION: 22.06
Strength of Evidence Level: 3
__RN__LPN/LVN__HHA


Patient Name: 
_______________________    Date:__________   Time: _______     MR#______________  

B/P  Sit   Standing   Lying   Temp_____    Apical Pulse______   Radial Pulse______   Ht_______   Wt_____

 R

 L                                              Lab Collected___________________________________________________

Review of Systems Nursing Assessment         Check, circle or fill in the blank as applicable_____________                

Cardiovascular

___Arrhythmia

___Chest pain

___Neck vein distension

___Edema – Location___________


Severity ______________


_______ Pitting


_______Non-Pitting

___Peripheral pulse

___Wt gain

___Hypertension

___Hypotension 

___Hx of MI

___Palpitations

___Pacemaker

Respiratory

___Rales/Wheeze

___Cough

___Congestion

___Trach

___COPD

___Dyspnea/SOB

___Orthopnea

___Sputum color

___Oxygen

Gastrointestinal

___Nausea /vomiting

___Hydration

___Constipation / Diarrhea  

___B.S. present

___Hepatitis

___Incontinence

___Colostomy

___Anorexia/Bulimia  

Last BM _________________

Genitourinary

Urine color _______________

___Urine odor

___UTI

___Pain

___Hematuria

___Incontinent

___Hx prostrate problems

___Frequency/Urgency

___Catheter

___Distension

Reproductive

Gravida/Para _____________

___Hyst / Vasectomy

___Breast lump / discharge

___Sexually transmitted disease

Last menses _____________ 

___Vag / Penile discharge

Neurological

___Headaches 
___Seizures

___Tics

___Weakness

___Hx CVA

___Spinal cord injury

___Head injury

___Parkinson

___Tremor

___Posturing

___S/S EPS

___Syncope

___Equal grip strength

___PERLA

___Vertigo

___Difficulty swallowing

___Paralysis

Skin

___Warm /dry 

___Cool

___Clammy

___Integrity (* body audit)

___Bruising (* body audit)

___Pallor

___Jaundice

___Cyanosis 

Activity

___Ad-lib

___Bed or chair bound

Equip for ambulation _______

Musculo-Skeletal

___Balance / Gait

___Arthritis

___Chronic Pain

___Weakness

___Muscle wasting

___Restricted movement

(Circle)    RA   LA   RL   LL    

Sleep Pattern

Hr per night ___

___Day sleeping

___Difficulty falling asleep

___Difficulty staying asleep

___Dreams

___Early awakening

___Insomnia


___Restless

___Nightmares

LOC

___Alert 

___Drowsy

___Lethargic


Eye Contact

       Fair    Good    Poor

Orientation

___Person

___Place

___Time

___Event

Nutrition

Diet _____________

Meals per day _____

Supplements______

Appetite__________

Anorexia  /  Bulimia

___Wt loss + / -  10 lb in last 3 mo
Sight
___WNL (inc. correction)

___Impaired

Hearing

___WNL (inc. correction)

___Impaired

Pain

Level 1-10:

Best___  Worse___ Now___

Onset
         ____________

Location       ____________

Quality
         ____________

Duration       ____________

Caused by     ____________

Relieved by   ____________

Memory intact    YES      NO

Remote     
     ____    ____       

Recent                ____    ____       

Immediate          ___    ____       
Speech / language

___Blocking

___Circumstantial
___Clear

___Content Appropriate

___Loud 

___Mute

___Obscenities

___Pressured

___Rambling

___Rapid

___Reserved

___Word Salad

 Hallucinations

___Auditory

___Visual/Lewy body               symptoms

___Tactile

___Olfactory

___Gustatory

Mood

___Labile

___Elevated

___Depressed

___Pleasant

___ Angry

Affect

___Flat

___Blunt

___Sad

___Hopeless/Helpless 

____ Inappropriate

____ Bright   
Thought Content

___Tangential 

___Confused

___Delusional

___Depersonalization

___Disorganized

___Flight of ideas

___Fragmented
___Goal directed

___Grandiose

___Obsessed

___Paranoid

___Perseveration

___Religiosity  

___Unworthy

___Homicidal 

___Suicidal 

___Injury/ self harm  

Grooming / Hygiene

___Appropriate dress

___Clean

___Neat

___Disheveled

___Unclean

Behavior

___Aggressive

___Agitated

___Angry 

___Anxious

___Appropriate 

___Apathetic

___Calm


___Childlike

___Combative

___Cooperative

___Guarded

___Hostile

___Irritable

___Isolative

___Labile

___Manic

___Manipulative

___Pacing

___Pleasant 

___Sad 

___Silly 

___Somber

___Sullen

___Tearful

___Threatening

___Uncooperative

___Violent

___Withdrawn 


Allergies:  (medication, foods, contact) ___________________________________________________________________________



         Allergic reaction ___________________________________________________________________________

EPS Symptoms: _______________________________________________________________________________________________

Medications:  Amount, frequency, route, date of last blood level if indicated

                                                                                                                                            Body Audit

Wound Assessment  (Score by keys below)



          W=Wound  B=Bruise  S=Scar  IV=IV site  R=Rash D=Decubitis


                                                                                IV site




 #1      #2      #3            Location/#
   __________                      
Location                               ________________          Insertion date
   __________      

Stage -pressure ulcers (I-IV)
________________          Dressing date
   __________                                                               

Size        

              ________________
         Tubing date
   __________
   

Depth                                   ________________
         S/S infection     __________

Wound bed color    (1)
________________          Patency            __________

Drainage               (2)
________________          Other               __________

Odor                     (3)
________________

Wound edges

________________     Stage  for Pressure ulcers
Undermining
(4)
________________        I – Non-blanching erythema
Surrounding tissue  (5)
________________       II – Blister, skin break

Tunnel


________________     III – Break exposing subcutaneous skin
                                                                                       IV – Break exposing muscle, bone or tendon
                         Wound Documentation Chart Key                                                                                         
1. P=Pink   R=Red   S=Slough   E=Escher                      


 

2. Drainage   SS=Serosanguineous  P=Purulent   0=None    S=Serous



3. Odor        0=None     M=Mild     F=Foul


               

4. Inflammation / Undermining – Record location using clock orientation             

5. Surrounding tissue   I=Intact   E=Excoriation   M=Maceration R=Red

Preventative Skin Measures: Specialty bed, pressure relief device, other _______________________________________________

Infectious Disease:________________________  * Observe Universal precautions
Purpose of Visit

Skilled observation / Asmt/ Procedure
                           Instruction

Medication           Other_________
R/T___________________
    

                         ___Discharge plan             ___ Management      ___Care Plan Update

______________________


            ___Teaching material
___ Response           ___Discharge Planning

______________________
                                      ___Disease Process
___ Administration    __________________

___Psychological and behavioral assessment

___Diet


___ Compliance        __________________

___Initial assessment



             ________________                                         __________________ 

___Intervention                                                                                                                        __________________ 

___Inpatient discharge follow-up                                                                                               

___Post ECT / Procedure follow-up                                                                                            
___ Collect Lab 

___Tube / Cath care

Written Assessment Tools or Guides utilized:

___Biopsychosocial Assessment

___Geriatric Depression Scale

___Mini Mental Status Exam

___Suicidal Assessment

___Depression Inventory

___Schizophrenic Rating Scale

___Addiction / Compulsive Behavior

___Global Assessment of Functioning

___Anxiety Scale

___Caregiver Strain Index

___Risk of Injury or Victimization

OTHER:

_________________________________

_________________________________

Follow-up recommended / Plan for next visit:   ________________________________________________________________________

Discharge Plan: ____________________________________________________________________________________________________

___________________________________________________________________________________________________________________

Safety:         A=adequate  I=Inadequate                                                                Referrals or Coordination of care:
____Home environment            ____24-hour care by ______________    
_______________________________________

____Mental Status                    ____Daily checks by_______________   
_______________________________________

____Mobility / Fall Risk             ____Other _______________________ 
_______________________________________

Supplies Used




                             Supplies left in the home

_____________________________________________________      
_____________________________________________________

_________________________________________________     
_________________________________________________

_________________________________________________     
_________________________________________________

Patient response to teaching / treatment:_____________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________              
Caregiver response to teaching /visit:       _____________________________________________________________________________

___________________________________________________________________________________________________________________

Home Health Aide Supervision

HHA Name: _____________________________________        HHA Present     Yes / No                    HHA Care plan update  _________________

Pt’s ability to participate in self care: limited  /  poor  /  none    *HHA visit frequency __________      Next HHA Supervisory Date_____________

Performance acceptable    Yes / No       If  not, why?   ___________________________________________________________________________

Relationship satisfactory    Yes / No      If  not, why?   ___________________________________________________________________________ 

Goals being met?                Yes / No     If  not, why?   ____________________________________________________________________________

*If frequency of HHA  visit changed, you must write an order

Narrative report including head to toe summary of problems:__________________________________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
MD contacted/ report mailed (Name of MD)______________________________________________            Date:_________________   

Additional or new orders received from: ________________________________  V.O. written_______  Read back and verified: ______

Nurse Signature  RN/LPN _____________________________   Date:______________    Time In:__________   Time Out:________
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