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PURPOSE:

I. These guidelines are formulated for the assessment and reassessment of patients admitted to the general inpatient units, out-patient, and in case of emergency cases.

II. To identify the minimum nursing assessment criteria to ensure that changes in patients' health status are identified and acted upon on time and assist in developing the patient's plan of care.

 
DEFINITIONS:

I. Initial Nursing Assessment - an assessment is a systematic collection and review of patient-specific data, including vital signs. It also refers to an organized collection of data collated during admission to aid in determining the patient's health status and the early identification of any actual or potential health problems and discharge needs. It must be age-specific and include data on physical, psycho or social and cultural factors. Patient's economic status will not be included.

II. Nursing Reassessment - an ongoing systematic collection of data to identify patient's clinical status and response to therapy and interventions, thus redefining patient care needs, proposed therapy, prognosis, patient education, and discharge planning needs.

III. Core Nursing Assessment - minimal, age , sensitive, nursing admission assessment and reassessment elements to be performed on all inpatients.

IV. Inpatient- any patient who is "admitted" to the hospital and is known, upon admission, to require a bed for at least an overnight stay.

V. Out-patient- a patient who attends a hospital for treatment without staying there overnight.

VI. Vital signs- physiological mechanisms governing alterations in body function. Any change from normal is considered to be a significant indication of the person's state of health. Vital signs include temperature, pulse, respiration, and blood pressure.

VII. Data - Uninterpreted observations of facts.

VIII. 
Just Culture Principle - Nursing services staff will not be held accountable for errors/adverse events caused by organizational or system issues or for human error except if deliberately reckless or risky behaviours caused the error/adverse event.

 POLICY

I. A qualified registered nurse who has undertaken competency is allowed to perform nursing assessments and reassessments.

II. The initial nursing assessment should be performed and documented within 2 hours of admission/ receiving the patient.

III. Other assessments required by the patient's condition as well as reassessments are performed and documented every 2 hours in the critical care units and 4 hours in wards.

IV. The initial medical assessment results in a list of specific medical diagnosis that includes primary and associated conditions requiring treatment and monitoring.

V. The initial nursing assessment results in a list of specific patient nursing needs or conditions that require nursing care, interventions, or monitoring.

VI. Patients are screened for pain.

VII. When a patient is identified from the initial screening exam, a comprehensive assessment of the patient's pain is performed.

VIII. The assessment is recorded to facilitate regular reassessment and follow-up according to criteria developed by the hospital and the patient's needs.

IX. The assessment process for special needs patient populations is modified to reflect their needs. These special population includes:

A. Children

B. Frail elderly

C. Terminally ill/dying patient

D. Patients with intense or chronic pain

E. Women in labor

F. Women experiencing termination of pregnancy

G. Patients with emotional or psychiatric problems

H. Patients with suspected of drug or alcohol dependency

I. Victims of abuse and neglect

J. Patients with infectious or contagious diseases

K. Patients receiving chemotherapy or radiation therapy

L. Patients whose immune system are compromised

X. Dying patients and their families are assessed and reassessed for those elements in:

A. Though intent, according to their identified needs.

XI. INPATIENT ASSESSMENT:

A. The assessment shall be completed within a maximum of 2-4 hours after admission of the patient to the unit.

B. The admitting nurse performs an age-specific initial assessment as soon as possible after the admission of the patient to the unit.

C. If completion of the assessment requires more than one nurse, the assigned nurse in charge of the patient shall give an accurate report to the other nurse involved in the evaluation.

D. Assessment data are obtained from the patient, family, significant others, and other healthcare providers, and the patient's medical record.

E. The assigned nurse shall report any significant assessment findings to the concerned healthcare provider.

F. The assessment data shall be utilized to identify patient problems that will serve to develop a Nursing Plan of Care.

G. All patients admitted for treatment will be screened for nutritional, functional rehabilitation and respiratory therapy needs at the time RN completes the admission assessment.

XII. REASSESSMENT:

A. Reassessment is conducted regularly. Review of body systems should be conducted at least every 12 hours and documented within two hours for critical care units and 4 hours in non-critical departments (wards).

B. 
A more frequent reassessment if dictated by the patient's condition, response to treatment, physician's order and after every procedure performed that may significantly affect patient status.

C. Reassessment of discharge planning needs occurs at least once a week at the discharge planning meeting.

D. Reassessment may be specified/regular interval related to:

1. The patient's treatment

2. The patient's response to treatment

3. A significant change in the patient's condition

4. A significant change in patient's diagnosis

5. Transfer to another nursing unit

6. Discharge planning where appropriate in the scope of care of the department involved.

XIII. All patients are assessed upon admission to the unit and reassessed at designated intervals by the staff nurse.

XIV. Assessment and reassessment data are documented on relevant assessment and reassessment OGH forms.

XV. Assessments and reassessments will be documented utilizing approved hard copy forms as close as possible to the actual time.

  PROCEDURES

I. INPATIENT:

A. The assigned nurse admitting the patient will initiate the assessment

B. The following will be assessed:

1. General Information:

a. Weight

b. Height

c. Mode of arrival

d. Institution of origin

e. Patient accompaniment

2. Reason for admission

3. Vital signs

4. Allergies

a. Any known food and drug allergies

b. Any instances that the patient experienced allergy-like symptoms but could only vaguely remember which may indicate possible allergy

5. Past medical and family history

6. Medications taken

7. Social history

8. Assistive aids

9. Functional and nutritional screen

10. Pain assessment:

a. Location of the pain

b. Pain intensity

c. Duration of pain

d. Frequency of pain

e. Characteristics of the pain

f. Alleviating and aggravating factors

11. Risk assessment for falls and need for restraints.

12. Skin integrity

13. General psychological assessment.

14. Psychological assessment for the terminally ill, if relevant.

II. OUT-PATIENT ASSESSMENT

A. The registered nurse in the Out-Patient Department particularly in the Clinic is responsible for performing patient assessment.

B. The following will be assessed once the patient is in the clinic:

1. General Information

a. Height

b. Weight

c. Mode of Arrival

d. Received from

e. Reason for visit

f. Patient accompaniment

2. Allergies/ Adverse Reaction

a. Known allergies (medication, food)

b. Any instances that the patient experienced allergy-like symptoms but could only vaguely remember which may indicate possible allergy

3. Nursing Assessment

a. Vital signs

b. Skin assessment

c. Others to specify

4. Pain Assessment

a. Pain score

b. Location

c. Duration

d. Quality

5. Fall Risk Assessment

a. Walking Aids

b. Weak/Impaired

c. Impaired vision/blind

d. Others, specify

III. Reassessment is conducted based on priority of patient needs, which are dedicated by the patient's condition, prescribed treatment and response to treatment.

IV. Reassessment intervals are designated for the following:

A. Pain - based on the pain management

B. Risk of falls - at the beginning of the shift or if needed (whenever there is incidence of fall)

C. Restraint , if applied - 2 hourly

V. All assessment findings are documented and kept as part of the patient's medical record.

VI. Assessment findings shall be made accessible for all authorized healthcare providers.

VII. OUT-PATIENT SERVICES

A. A Registered Nurse will assess each patient presenting to the Out-Patient Department prior to the scheduled procedure utilizing the Out-Patient Assessment and History Form.

B. Patients will be reassessed by the Registered Nurse if a significant change in the patient's condition is noted or the patient returns from a procedure.

VIII. SPECIAL POPULATION ASSESSMENTS AND REASSESSMENTS INCLUDES:

A. Children

1. General information (Mode of arrival, gadgets, allergies, chief complaints, information source, Childhood illnesses, initial observation)

2. Home medications

3. Physical assessment - Head to Toe

4. Care and Comfort

5. Pain assessments

6. Fall risk

7. Psychosocial

B. Patients With Emotional Or Psychiatric Disorders:

1. Reason for the evaluation

2. History of the Present illness

3. Past Psychiatric History

4. History of substance use

5. General medical History

6. Development, psychosocial and socio-cultural history

7. Occupational and military history

8. Legal History

9. Family History

10. Review of Systems

11. Physical examination\mental Status Examination

C. Patients With Suspected Of Drug And/Or Alcohol Dependency

1. The assessment of these patients responds to their needs and condition in a culturally acceptable and confidential manner.

2. The assessment process is modified to be consistent with local laws and regulations and professional standards related to such population and situation, and to involve the family when appropriate or necessary.

D. Terminally Ill/Dying Patient

1. Symptoms as nausea and respiratory distress

2. Factors that alleviate exacerbate physical symptoms

3. Current symptoms management and the patient's response

4. Patient and family spiritual concerns or needs, such as despair, suffering, guilt or forgiveness

5. Patient and family psychosocial status, such as family relationships, adequacy of the home environment if care is provided there, coping mechanism, and the patient and family's reaction to illness.

6. The need for support or respite services or the patient, family, or other caregivers

7. The need for an alternative setting or level of care and

8. Survivor risk factors, such as family coping mechanism and the potential for pathological grief

E. Women In Labour And Women Experiencing Termination Of Pregnancy - although OGH is not yet catering to obstetric and neonatal cases but if women in labour presents to the hospital and is admitted, the following assessment has to be done on a referral system to OB-Gyne:

1. Assess woman and unborn baby

2. Observation indicating transfer to obstetric care

3. Vaginal examination

4. Measuring the fetal heart rate

5. On -going assessments according to the stage

F. Victims Of Abuse And Neglect

1. Historical factors (Advanced age, gender, ethnicity, disability in self-care, dementia, depression, history of hip fracture and history of stroke, social isolation, low socio-economic status, external family stressors, unfavourable caretaker characteristics)

G. Medication Issues

H. Warning Signs

1. Skin tears

2. Bruising

3. Burns

I. Fractures

J. Malnutrition

K. Dehydration

L. Pressure ulcers

IX. Frail And Elderly Patients

A. Ability to perform functional tasks and need for assistance

B. Fall history

C. Urinary and/or fecal incontinence

D. Pain

E. Sources of social support, particularly family or friends

F. Depressive symptoms

G. Vision or hearing difficulties

H. Whether the patient has specified a durable power of attorney for health care

X. Patients In Intense Or Chronic Pain

A. History: time of day the pain occurred, pain location and severity, possible triggering factors (e.g. foods, activities, stressors, thoughts, feelings, geographic locations), pain duration, remedies/interventions that were tried and whether or not they were successful

B. Physical examination - the general appearance and level of comfort or discomfort as an indicator of severity)

C. Growth parameters

D. Vital signs

E. Abdominal examination

 RESPONSIBILITIES

I. Nursing services staff is accountable to adhere to this policy and procedure in practice.

A. At the time of admission, each patient will have his or her needs assessed by a Registered Nurse (RN) utilizing the Assessment Form.The RN will complete the admission assessment as soon as possible upon arrival to the nursing unit, but shall not exceed established parameters for each unit. Patient condition upon arrival may warrant immediate assessment. For unit specific time frames (refer to Appendices).

B. Supervisors and managers within nursing services are accountable for the implementation and application of this policy and procedure within their wards, units or programs.

II. The Director of Nursing is accountable for the implementation and application of policies and procedures within nursing units.

  FORMS

I. Adult Assessment and Reassessment

II. Pediatric Assessment

III. Nursing Progress Notes

IV. Fall Risk Assessment (Morse Scale and Humpty Dumpty for pediatric patients)

V. Pain Assessment and Reassessment

 
EQUIPMENT

I. Thermometer

II. Blood pressure monitor

III. Stethoscope

IV. Pulse Oximeter

V. Cardiac Monitor

VI. Weighing scale

 
REFERENCES:

I. MOH guidelines

II. www.ccahn.org/sites/main/files/ .. ./205.1890 12atient assessment and reassessment.do.

III. 9.2 https://dphhs.mt.gov/Portals/85/amdd/documents/msh/ .. ./patientassessment.pdf

IV. Prince Sultan Cardiac Center - Al Hassa IPP
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 ATTACHMENTS

ATTACHMENT A - Adult Nursing Daily Reassessment Form ATTACHMENT B - Pediatric Assessment Form ATTACHMENT C - Nurses Progress Notes

ATTACHMENT D - Fall Risk Assessment Form (Morse Scale and Humpty Dumpty for pediatric patients) ATTACHMENT E - Pain Assessment and Reassessment Form
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