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l. PURPOSE:
To provide a resident data base from which a preliminary treatment plan can be formulated.

. APPLICABILITY:
To all registered nurses of the Secure Psychiatric Unit.

I1l.  POLICY:
It is the policy of the Secure Psychiatric Unit that a Nursing Assessment as outlined below be performed for
each resident by a registered nurse upon admission to the unit. All findings shall be recorded on a printed
form approved by the health authority.

IV. PROCEDURES:

A.  Upon admission to the unit, the registered nurse shall perform a nursing assessment for each resident
that includes at least the following information which will be recorded on the Nursing Assessment
form. (Attachment).

1. Inquiry into:
a. Current illness and health problems, including dental problems, venereal diseases or other
infectious diseases.
b. Use of alcohol or other drugs:

1) Type

2) Mode of use

3) Amounts used

4) Frequency used

5) Date and time last used

6) History of withdrawal problems including seizures.

c. Past or present treatment or hospitalization for mental illness, including suicide attempts.
d. Current treatment for medical or dental problems.

e. Current medications.

Observation of:

a. General appearance:

1) Hygiene

2) Nutritional status

3) State of consciousness

2.
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5.

4) Mental status
5) Conduct
6) Tremors
7) Diaphoresis
b. Presence of deformities and ease of movement

C. Condition of skin:
1) Evidence of trauma
2) Bruises
3) Lesions
4) Rashes
5) Infestations

6) Needle marks
Identification of:

a. Medical problems with appropriate referrals on an emergency, urgent or routine basis.
b. Nursing diagnosis.

Disposition until medically cleared:

a. Infirmary

b. E Ward

1) General population
2) General population with restrictions
Formulation of a Nursing/Preliminary Treatment Plan.

Should the medical history and physical examination be completed prior to the nursing assessment, the
nursing assessment may be cross-referenced to the medical history and physical examination form.

If the resident is either unable or unwilling to provide information upon admission, it will be noted on
the Nursing Assessment form and in the nursing notes with a contingency plan documented for the
collection of data.

No resident will be allowed to mix with other residents or take part in community activities prior to a
completed health screen and medical communicable disease clearance.

Periodic nursing assessments will be performed at least annually or on an as needed basis as residents
needs or condition warrants.

REFERENCES:

Standards for the Administration of Correctional Agencies

Second Edition. Standards

Standards for Adult Correctional Institutions

Third Edition. Standards
3-4343 (SPU ONLY)

Standards for Adult Community Residential Services

Fourth Edition. Standards

Standards for Adult Probation and Parole Field Services

CATTELL/pf

Third Edition. Standards
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Name Age Sex Attitude in lntervdew
Date/Time of Admission Cooperative
Dir. Secure
Maritsl Status D M 5 Trusthal _
# of Children Ages Seeks support
Religion Language Spoken Passive
Relerral Source Hoatile
Admitied Vi Ambulance Ambulsiory Suspicious
Stretcher Restrainis Agpathetic
Wheelchair Manipulative
Physical Assessmeni: Unable o comprebend _
Temp P R BP WwT
General Appearance: Answers reluctantly
. Mood & Affect
Allergiea: Inappropriate
Condition of Skin: alfect
Flat, blunted affect __
Recent Physical Exam By Whom Labile (mood &
Medications Taken Regularly: elfect)
Elevated mood
Depressed
Physical Problems Including Dental and / or Usual Treatmenl:  Anxious
Fearful
Cyclothymic
Speech
Rapid
Diet: Slowed
Sleep Pattern: Loud
Contacts/Classes Dentures Soft
Elimination Patiern: Monalonic
Bladder: Muls
Bowels: Frequency Laxatives Intrs-loterpersonal
Constipation Driarthea Withdrawal, Isola-

Chiel Complaint / Comments:

Lion
Hosili
Obsessions' Compulsions

Phobias

Sexual difficulties
Marital problems ___
Family problems
School problems
Employment problems

Motor Behavior
Hypoacilve
Hyperactive
Abpormsl

Cognitive

Flight ideas
Tttt

Hallucinations
Auditory
Visual

Delusions

Danger to Sell & Others
Thoughts of sui-

Suicidal behavior
Other self-destructive
behavior
Homicidal
thoughts
Homicidal
behavior
Drug & Alcobol
Aleohol
Smoking
Sedatives
Stimulants
Narcotics
Marijoana
Police problems
Physical
Increasedsleep
Decreased sleep
Early awaking
Decreased weight
Increased weight
Sumatic complaints

Seirures
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