




PATIENT CHART

Chart for Thomas Sykes Simulation #1



SBAR Report Students Will Receive Before Simulation

Time:  1100

Person providing report:  Susan Henretty, DNP, CRNP, CPNP-PC      

Situation: Thomas Sykes is a 17-year-old male. I saw him for the first time this morning for extreme weight gain, skipping school, and depression.

Background: Thomas is a new patient with a history of 60-pound weight gain within the past year, social isolation, and minimal personal hygiene. His nephew is a patient of mine, and his sister asked me to evaluate his overall health status with a focused evaluation of his mental state. During his physical exam, I noted concerning behaviors, including minimal eye contact, soft speaking voice, dirty appearance, and lack of energy. I asked the family to stay so that we can further assess his mental state and complete the Columbia-Suicide Severity Rating Scale.

Assessment: Thomas looks depressed, overweight, and dirty. His physical exam was remarkable for obesity and prehypertension. We need to complete a more thorough mental health exam and determine if he is a threat to himself or others.

Recommendation: Please complete a focused physical assessment, the Columbia-Suicide Severity Rating Scale, and notify me with the results.


	
Patient Name: Thomas Sykes 
	
MRN: 

	Room:
	Provider Name:  Susan Henretty, DNP, CRNP, CPNP-PC  

	DOB:  05-22-YYYY (reflect age 17)
	Date Admitted: 

	Age: 17 years old
Sex assigned at birth: Male
Gender identity: Male
Sexual Orientation: heterosexual
Marital status: Single

	Allergies: None known




Progress Notes 

	Date/Time:
	

	Day 1
	Thomas was seen today for the first time. He was disheveled and smelled of body odor. He made minimal eye contact and spoke very softly. He was alert and oriented x 4.  His physical assessment was within normal limits, with the exception of obesity (BMI of 33.5) and prehypertension. Immunizations are up to date. Blood work sent for CBC, BMP, Lipid Panel, and PT/PTT. His last VS are: Temp 98.6, HR 108, RR 20, BP 150/84, O2 sat 96%. I have requested completion of the Columbia-Suicide Severity Rating Scale.
Susan Henretty, DNP, CRNP, CPNP-PC

	
	

	
	

	
	





Medication Reconciliation Form


Source of medication list (i.e., patient, family member, primary care provider):  Keisha Sykes, guardian
Allergies/Sensitivities: None known

	Medication Name
	Dose
	Route
	Frequency
	Reason
	Last Dose
	Continue/DC

	No daily medications 
	
	
	
	
	
	|_| C      |_| DC

	
	
	
	
	
	
	|_| C      |_| DC

	
	
	
	
	
	
	|_| C      |_| DC



	Signature RN:  Julie Nye, RN              
Print name:  Julie Nye                                                                                        Date:  Today’s date: 


                               

Reviewed by________________________Date_____________
Reviewed by_______________________  Date_____________


Vital Signs Record

	Date:
	Today 
	Day 
	Day
	Day 
	Day 
	Day 
	Day

	Time:
	1000
	
	
	
	
	
	

	Temperature:
	98.6
	
	
	
	
	
	

	Heart Rate/Pulse:
	108
	
	
	
	
	
	

	Respirations:
	20
	
	
	
	
	
	

	Blood Pressure
	150/84
	
	
	
	
	
	

	O2  Saturation:
	96%
	
	
	
	
	
	

	Weight:
	240
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Nurse Initials:
	SH
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COLUMBIA-SUICIDE SEVERITY RATING SCALE 
		Screen Version - Recent 

	SUICIDE IDEATION DEFINITIONS AND PROMPTS
	Past
month

	Ask questions that are bolded and underlined.  
	YES
	NO

	Ask Questions 1 and 2  

	1)  Wish to be Dead: 
Person endorses thoughts about a wish to be dead or not alive anymore, or wish to fall asleep and not wake up.
Have you wished you were dead or wished you could go to sleep and not wake up? 
	
	

	2)  Suicidal Thoughts: 
General non-specific thoughts of wanting to end one’s life/die by suicide, “I’ve thought about killing myself” without general thoughts of ways to kill oneself/associated methods, intent, or plan. 
Have you actually had any thoughts of killing yourself? 
	
	

	If YES to 2, ask questions 3, 4, 5, and 6.  If NO to 2, go directly to question 6.

	3)  Suicidal Thoughts with Method (without specific plan or intent to act): 
Person endorses thoughts of suicide and has thought of at least one method during the assessment period. This is different than a specific plan with time, place or method details worked out. “I thought about taking an overdose, but I never made a specific plan as to when where or how I would actually do it….and I would never go through with it.” 
Have you been thinking about how you might do this? 
	
	

	4)  Suicidal Intent (without specific plan): 
Active suicidal thoughts of killing oneself and patient reports having some intent to act on such thoughts, as opposed to “I have the thoughts, but I definitely will not do anything about them.” 
Have you had these thoughts and had some intention of acting on them? 
	
	

	5)  Suicide Intent with Specific Plan: 
Thoughts of killing oneself with details of plan fully or partially worked out and person has some intent to carry it out. 
Have you started to work out or worked out the details of how to kill yourself? Do you intend to carry out this plan? 
	
	

	
6)  Suicide Behavior Question: 
Have you ever done anything, started to do anything, or prepared to do anything to end your life?
Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note, took out pills but didn’t swallow any, held a gun but changed your mind or it was grabbed from your hand, went to the roof but didn’t jump; or actually took pills, tried to shoot yourself, cut yourself, tried to hang yourself, etc.
If YES, ask: Were any of these in the past 3 months? 
	Lifetime

	
	
	

	
	Past 3 Months

	
	
	


     Low RiskFor inquiries and training information contact: Kelly Posner, Ph.D.
New York State Psychiatric Institute, 1051 Riverside Drive, New York, NY, 10032; posnerk@nyspi.columbia.edu
© 2008 The Research Foundation for Mental Hygiene, Inc.


     Moderate Risk
     High Risk		
Although the nursing role does not involve establishing a diagnosis of suicide risk, the nurse should notify a licensed independent provider of the findings of any positive screen and take precautions to protect the safety of the patient. 

Response Protocol to C-SSRS Screening (Linked to last item marked “YES”)


Item 1 Behavioral Health Referral
Item 2 Behavioral Health Referral	
Item 3 Behavioral Health Consult (Psychiatric Nurse/Social Worker) and consider Patient Safety Precautions
Item 4 Behavioral Health Consultation and Patient Safety Precautions 
Item 5 Behavioral Health Consultation and Patient Safety Precautions
Item 6 Behavioral Health Consult (Psychiatric Nurse/Social Worker) and consider Patient Safety Precautions
Item 6 3 months ago or less: Behavioral Health Consultation and Patient Safety Precautions 


Scoring

Answers on the C‐SSRS provide the information needed in order to classify someone’s suicidal ideation and behavior, and when combined with clinical judgment, can help determine levels of risk and aid in making clinical decisions about care.

A positive answer to Question 4 or 5 indicating presence of ideation with at least some intent to die in the past one month indicated a severe risk and clear need for further evaluation and clinical management (e.g., triggers immediate referral to mental health services and patient safety precautions).
4 – Active Suicidal Ideation with Some Intent to Act, Without Specific Plan (e.g., I would hang myself [method] and I can’t guarantee that I won’t do it [intent]).

5 – Active Suicidal Ideation with Specific Plan and Intent (e.g., tomorrow at 1:00pm when I know no one will be home [plan], I am going to [intent] take a handful of Tylenol that I have in my medicine cabinet).

Suicidal Behavior Subscale - includes questions about 4 suicidal behaviors and non‐suicidal self-injurious behavior.
Presence of ANY suicidal behavior (suicide attempt, interrupted attempt, aborted attempt and preparatory behavior) in the past 3 months indicates a severe risk and clear need for further evaluation and clinical management (e.g., triggers immediate referral to mental health services and patient safety precautions).

*Note: Endorsement of other questions on the scale could also indicate a need for further evaluation or clinical management depending on population or context, however a positive answer to Question 4 or 5 in the past month or any behavior in the past 3 months indicate a more emergent clinical situation.

Source: Columbia-Suicide Severity Rating Scale http://cssrs.columbia.edu/ 
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