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What we believe patient assessment is for:

For planning of care

For continuity of care

For monitoring efficiency/outcomes of interventions
For multidisciplinary coordination of care

For trusting relationship with the patient

For the nurses’ image

For elevating the professionalism in nursing practice



We make it an Expectation

« Part of the job description
« Part of the performance appraisal

 When NM, APN, and CE round
* During multidisciplinary rounds




“Employee Name: Job Title: RN -unit ID #:
III. Critical Functions & Accountabilities: i i
Expected Standards Relat‘:‘s]’; B i WelghSt:(c)l
Specific results expected to be achieved during the evaluation period (or project) / Outcomes ght ¢ re
A. To provide age-specific patient-centered care utilizing the
nursing process:
A.1. Perform patient assessment:
a. Collect initial pertinent (physical, psychological, cultural, Y —
and educational needs) data using appropriate and age-specific ’
) ) . thorough, and
assessment techniques that provide the baseline for the plan of
up-to date
ware: age-specific
b. Involve the patient, significant others, and health care i e
providers in data collection when appropriate. P
c. Ensure that the data collection process is systematic and assessment Score outof
. P y according to 10% g
ONEoIme. hospital/depa )
d. Document relevant data in the medical record according to .
: rtment/unit
hospital/departmental standards. ..
policies and
guidelines.
(Refer to
chart reviews
and

anecdotes).




Policy

 Based on JCI and
MOH

« Policy on
assessment and
reassessment

» Specialty-based

American University of Beirut

Faculty of Medicine S'G
&7

& Medical Center

AUBMC_Assessment & Reassessment of

Inpatients_0708_2nd Ed

Title: Assessment and Reassessment | Index AOP-MUL-003
' of Inpatients Number: (Func. - Categ. - StNo.)
Function: Assessment of Patients Category: Clinical Services
Scope of Clinical, Nursing, and Other | Original Datfe: |Reviewed On: | Next Review Dafe:
application:  Professional Services 05.10.2005 14.07.2008 14.07.2011
1. Policy

1.1.

1.2.

1.3.

1.4.

All patients at the American University of Beirut Medical Center (AUBMC) receiving
inpatient services shall have an inifial assessment and appropriate follow-up

reassessments based upon their individual needs.

The assessment of inpatients shall be a multi-disciplinary process involving medical,
nursing, and other healthcare professionals involved in the patient care process.

The inifial assessment findings shall provide information to form an initial diagnosis.

Individualized inifial assessments for special populations (very young patients, frail
adults, women in labor, etc.) shall be used to defermine and prioritize the patient's

needs and plan of care.

Unknown Zone




The main points of the policy:

« All patients should be assessed and reassessed
« Multidisciplinary process
 Individualized for special populations
* The basic minimums:
« Physical status
« Psychosocial status
 Nutritional status
« Functional status
« Pain
« Educational needs
o -Fall risk
"¢ Discharge planning
. Assessment timeframe matrixes and documentation matrixes
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AMERICAN UNWERF:HY OF BEIRUT MEDICAL CENTER
Inpatient Assessment and Reassessment Documentation Timeframe Matrix

Specialty Medical Surgical Anesthesia Pediatics Obslefrics Obsletrics Nursery | Critical Care Units CCCL
{ Staff Category Gynecology L&D Post Partum
ENT Ophh.
Medical Staff
Pre-operative
Assessment A hrs A hrs (wlthin 30 doys) A hrs 4 hrs 4 hrg 4 hrs Ahs A s
Pre-induction brisf
reevaluotion
Reassessment Within 48 his post Daly ond as needed
Acute phose patents Dally Dy operatively Dally Dally Dally Dl Dally
Reosesment Onceevery7 | Onceesvery ] Once every 7 doys Oncsevery? | Once every 7 days Cnce every 7 Onceevery 7 | Once every 7 doys Once every 7
Mon-ocute phase patients | doys derys days cloys days doys
Nursing Staiff
Assessment PACU NICU CCUICH/CSU/RCU/
B hirs 8 hirs First 15 minutes B hrs 8 hr Bhrs 2 hours BICU B hrs
Mursery 2hr
Within 24 his
Bueny shift and | Beery shift and PACU Bvery shift and | DS Every shift and NICU ccu/ Every shift and
Reassessment o5 needed, a5 nesded, Bvery 15 min, forthe | osresded, NV D viral signs imme dictely post | as needed, Bveryshiff & | RCU/ICU/CSU/RICU o3 nesded,
Aculty level | | Aculty levels | first 2 hours & every | Aculty level | delbvery and befors transfer Aculty level | osnesded/ | BEvery shiffond as Aculty levels |
ond lare not | and llare nat Thour thereafter and | are not | Post ofsectionvital signsevery 15 | and Il are not ordered needed [ ardersd, ond |l are not
nmested ousessed during asessed il for the first 1 howr & then omesed duing | Numsry Acutty levek lond | nasessed
during the the night shift, durng the every | hourfor 2 hours, Oras the: night shift Onceevery | are not asesed during the
night shift night shift ordersd, 2 he durlng the night shift night shift
Inhalation Therapist
Assesmment Patients on mechaenicol ventiation: Imme diotely
Reossesment Patients on mechanicol ventilation: Bvery 8 hrs
Diefifian
Assessment High risk (score 2 4): Within 48 hours after inftial sereening
Madercte rkk (score 233 Wihin 72 hours after inflal sereening (during normal working hours)
Low risk (score < 2): Upon request
Rensessment High risk: ot least 3 times | week until goak are achleved, then once [ week
Modercts rkle ot least 2 fimes [ week untll goak are ochieved, then once [ week
Low risk: Upon e quest
Social Worker
Assesmment Imrmediately upon request or the same day when they are informe d for dischargs of potlents
Other patients: Within 24 hrs ofter referal to Social Sevice
Reossesment As needed
Physical Therapist
Assessment Within 24 his (for refered patlents)
Reassessment Acute coses: Dally occording To freatment plan
Chronle coses: Weekly
Psychosocial Therapist
Assemment Durlng the intial vist to the Children's Cancer Certerin Lebanaon
Reassesment Repeated every & months




AMERICAN UNIVERSITY OF BEIRUT MEDICAL CENTER

Inpatient Assessment and Reassessment Content Matrix
(All entries in the patient’s medical record shall reflect the date and fime)

AOP-MUL-003
Appendix 7.2
Specially Medical Surgical ENT/ Ophth. | Anesthesia Pediatrics / Obs, L&D & Critical Care Units CCCL
/ Staff Category Neonatology Gyn.
Nursing Staff
Agassment Mursing Data | Nuiing Data Nursing Dota BACU Pediatric: L&D CCU, RCU. CSU. ICU
Base Base Bose Post Mursing Data Base Mursing Data | Nursing Data Base Nursing Data Base
Anesthesa | Nursery Base PICU Short §
OR Nurses Nursing Data Base Obs /Post- | Nursing Data Base Nursing Data Base
Operating Roam Record partum
Murses Record Nuring Data
Bosa
Reassessment Patient Patient Patient Post Flow Sheet - Pedatic D5 Patient Reassessment CCL Flow Sheet Pediafrics
Feasesment | Reassessment - Reasssment- | Anesthesla NICU Flow Shest/ | Fow Shest- ICU Short §
Medical MedicalSurglcal | Medical Murses Flow Sheet - Neonatal Record Aow Sheet- C5U Multidisclplinary Motes
Surglcal Surgleal Record Infenshe Care Unit Flow Sheat- RCU
Flow Shaet- PICI
Inhalation Therapist
Asszssment (T1) Patients on mechanical ventlation: Ventlation mode, palient data (measured parametes), alarms setup, and other settings.
Reassessment Patients on mechanical ventlation: Ventlation mode, patient data (meagsured parameters), alarms setup, and other seftings.
Dietitian
Assessment Mo standard ossessment format, Assessment findings are recorded on the progress notes of the patient’s medcoal record.
Reossessment Mo standard reassessment format, Reassessment findings are recorded on the progress notes of the patient’s medical record,
Social Worker
Assessmient (31) Ernational, physical & medeal data, social & environmental findings, household composition.,
Reossessment As neaded,
Physical Therapist
Assessment (FT1) Assessment findings are recorded on the Physical Therapy Foirn according to the assesment guidalinegs. One copy of the Form s maintained in the patient’s medical record.
Reossessment According fo the treatment plan,
Psychosocial Therapist
Agsessment (PSTT) | Assessment indings are recorded on the Psychomotor Assessment Form and a plan of care B intiated, The Fomn s kept In the Psychomator therapist's Office,
Reassessment lepeated affer & months fo evaluate psychomotor progres.

| (51) Department of Social Sevice Record | (PST1) Psychomotor Assessment Fom

| (PT1) In-patient Evaluation Form

| (T1) Mechanical Ventiation Flow Sheet




Forms

 Database

« Each area has specialty forms
for physical assessment

« Pain assessment flow sheet
 PU assessment form

* Falls assessment

« Skin assessment

* Educational needs assessment

Documentation
& PL. Assessment

Training



American University of Beirut Medica!l Center

Nursing Services

Patient Assessment / Reassessment - Medical Surgical

Patient Name:

e Paticat Mumber:
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O73 0311 On-T

[ iwsions! Hallodrations
| 7 Dwiayed rosporsisenass

CExcessive sleep

[ Acuity 2 T Acuity 2 O Aculty 2

Date: e Date: Timaz

OMot | for £ hot Indicated for assessment i

OGrmeria Mel [ Criveria Mot Met O Criteria Met O Grisesia Not Met | OcCrimria Met O Gritena Not Met
LOC LOC | Loc

OConfused [ Lethangic J0Oblunded | [ Confused  [J Lethargic 00btunded | OConfused Dilsthangic 0Obundad
10 Situpror O Wiesponsivercomnmatons | O Shupo 7 U s i | O Stupu o E el
Disariented to Disorieated o | Disoriented to

fPoreon OPists 0 Tima OPamsos OFace  [OTime | OBerson CPtece [ Time
Fupiis Pupils | Pupits

ONonreactive ORf DLt CMonreactive ORT 0L | OMonreacsive DRt [CLn

O Umequad reactive T Unequal raactive | OUnegual reactwe

Sensory ! Sensory | Sensory

ODizoness  [(Nsmaness a OMumbress | ODizziness  OMumbness

O Antered wision CRe Okt M amgned wsion OF: OL | O Altered vision OrR D
1 Alimned neanng LRt 12 | 2 Anered heanng Om Ow | 0 Autaraa nearing Ot DOt
| Maowement i Mavarment | Movemsnt
| O Unstable gait 7] Tremors [ Pamdysis i O Unstable gain 0 Tremos [ Paraivsie | 0L gamit 0T [ Parabky
{ O 'WWeakness o1 Limived RO | Deakness 1 Limvhed RO I Ovweakness 11 Limmed ROw
| £ Shuergsd 1 sphasia ; I Shurmed [ Aphosis | D Sherred [ Aphasin
| C incompratiensisk: . O ncomprahencpe : O incomprehenstie
: ] |
| O Notir d for S | [ Not indlcated for assessmant | 1Mot indicated for assassmant
| OCritaria Mat % Critaria Kot Mt T Critoria Mot [ Critora Not Met | OCriteria Mot T Criteria Mot Mot
i U Restessnesa Ll Agitation O Restessness [l Agiiason | ORestessness DAgitation
| O uncieer Tankeng CFear L Linciaar Minkeng LiFaar !ummlmg 1 Faar

T incoherent speech ol incohgrent spoech [ Excessive sieen. Oincoherent speech [ Excessive steep

| O Suiidal idemibio s L1 Suicichyd idesrtions 0 Suicidal ideations
U nsormnia U insormnia O insomnia
i Mot ir d for Lol O Mot & d fer T Mot inds For
T Criteria Mt [ Crieria Not M3 i Criteria Met [ Cricena Mot Met OCntena Met O Criteria Not Mat
Breathing Pattem ing Patiern Breathing Pattarn
JApnea [ Bradwneall Tachwonea O Apnea D Bradypreal Tachyonea O Apnea [0 Bradypneall Tachyperea
11 Drypmpanions i1 Shaalirras T Dhyspnea T Shalicws O Mopepriaa C Shallow
O Orttoprea Dlirmeguior O Qwthapnes O megules U Onthapraa L regeales
U Accassory musse use U ACCessony mMusche use [ SocRssory Muschs wse
Unclear Breath Sounas Unciear Breath Sounds Uncinsr Braath Sounds
[ Whneeges ORt DOu Uwheeces OF Ol | O Wheazes
0 Crackies O Rt (v &} O Crackes O Rt oL | O Crackies
1 Rincnusing [n] .3 (n] ] !Dﬂ.hemmi OFx [m] K] ! [ Rhonchi
Ll Dimniniishoad LE P L ;Eil:llmmiple-di O Fa oL | T Evmninished
0 Aosent 0 Rt oL: | DADsan 1R OLx | O absent
Couwgh Cough | Cough
O Productinn Onon produstive | O Productee Oken productive | IC Productine
Sputianm Sputum Sputum
Owhitieh O Yellowish O Brownish O'Whitien O VYellowiech 0 Brownieh D Whitieh OYelowieh [0 Browndsh
O Thick Oty i Bipaody O Thiick OiFmthy a | C Thick O Frochny
[ Baond tinged | [ Bl ngesd -!nmm:
* For initial A, &b 15 Peed be be sasessad




[ICistended [ Tender LiFRsgd | [Cistended [ Tender [ Rigd inmw:nd O] Tender [ Rigid |
distended, not L1 hanumse O Warmdting [0 Deanrbeea L Marummsea [ vinmiting L) Driswrieess | 3 Maummasa [} Wowmiliyg O Dearrwea ||
tervder, present oo R M e i oc — - . | e I o .

B O Ol rucositie | L Ormi mucoeitie [ O Corad roucoes itie:
| Forminute. bowel Bovanel Saunds | Rowal Sounds [ Etovwner] Sommes
| movemeni as per . _ _ . |
1 e, . [l Absent [ Hyparactne ..Hmw!mmumm 2l !l‘-.l- 01 Hypsersctive [ Hivooecthee
N appatite, aral | |
| musosa pink |
: |
] |
Gerita- Urinary 1 Mot indi far | YNt far | Cimet & Far

(1 Critaria Met [ Criteria Mot Met | [ Criteria Met [ Criberia Nat Met |r;cmu-l [ Criteria Mot Mat

SR M MR 1, TR Ooliguia 0 Oysura [ Anuria OOguia 0 Dysura [ Amria | Cclguia O Dysura O Anura
{ StfcLlies, <hemr TFolyuria 11 Dark colomd urine | OFoiyuria [ Dark colomd urine | DPolpuia T Dark colomd wrine

colerad arnd [l Hematura [ incontnence O Hematuria 11 InconDnence | D ematura O Inconinenoe
adequate urine O Retontion [ Abmornol disdhonge O Fetention 0 Abmornal dischuacgs I OF i I b dischongc

|
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atient Name:

Patiert MNumoer:

Aadial O

cP 0
Ir_'.
O Cyanosis
Ecierma
O Grasthe 1
0 Gradis 2
O Graoe 3
O} Gt 4

L Mot indi for o™
7l Critecia Met [ Criteria Not Met
Tl hmesgrular pulss

sinoimal heant sounds
Foripieral pUlses Non palpable

]
Rt

O Le
sl

[ Delaysd Capliiary Refil

Cruickly dizappears
Remains 10-15 Seconds
Remains 1-2 Minuwes.
Remaing 2.5 Minuwes

o

O Mot For

1 Critasia Met [ Criteria Mot Met
| O bregular padss

| L Abnonmal et sownss

| Fadial R [n N |
| oP O Rt [ §1
[ v 1 Dalaysd Capiilary Refill
[l Cyanosis
Edamna
[ Grade 1 : Chusckdy di

¥ iSEDpears
Reamaiis 10-15% Secaonds
Ramains 1-2 Ninwas
Ramaing 2.5 Minates

]
:
8]

| Penpharal puises non pEpabie

s ——

O Mot ind for vt
O Crite-ia Met [ Criseria Mot
O hmesgular pastss

0 Abnoma heart sounds

Radial 0 R [= BN
o O =i 0O Le
DavD U Delaysd Capllary Refill
D Cyanosks
Ederma
0 Grade 1 Quickly disappears
[ Grads 2 | Remnains 10-15 Seconds

P Remalns -2 Minuies
: Remaine 225 Minutes:

L1 Mot indicated for assessment”
[ Criteria Met [] Critaria Mol Met

| O Not indlcated for assessment
| O Criterta Met [ Criteria Mod Met

| [ Not Indicated for assessment
| O Criterda Met [ Critoria Mot Met

Pain
No Pain af exxam time

O Critevia W

T e

For initial Assesameant

U Refer to Mursing Deta Base
For Reassessment

O Criteria Wat

ol Pl [Faan e i)

O Criteria Met
[l Criteria Hot Met (Pain lenkfiec)

O Criteria Hot Met (Pain idenified)

ECIun:rlr

O Fala
™ lichirg

D Cratania et

I Diaphoresma

O Harmatoma
[ Lesioniacerstion

O Critaria Mot Mat

O Mokt [ Jowsli

—
O

T Hed
i Flushwad [ Rash

M Eackyrmesis

[ Palpable mass
O Pressune ulcer

| DiCriteria Mat O Criteria Mot Met

| I Claneny O Mowsexd T Jaundice
| D Diaphoresis O Hot O Cold
| O Fala O Fhezhad O Rash

M ching M Eorhnroosis

0 Hamatoma [ Palpabla mass

O Lesicniacersbor [ Pressure wicer

Ll Criveria Met [ Criberia Mot Mat

O Chasrairy O Moded (O Jdacowlber
[mf = = O3 Hol O Colkt
T Fala O Flughad [0 Rash
o ¥ M Ercdnwnnss
O Hermatoma 0 Padpable mass

C Lesicniacerstion [ Pressure uicer

M Redrass

Discharge
1 Edoody

O Sercus
Amount

O Tendarmess

i Minirsad [0 b

L1 Not indicated for assassmanit”
O Critewia Wl

1 Griberia Mot el
[ Swalling
0 Dehiscance

L Panudent

O Samvsanguirsous [ Biiary

O oaarcue

ae

-
dJ E

-
I Not indicated for assessmaent
O Criteria el ] Crileria Mot Met

MR edrass [ Swealling

O Tendsrmess. O Dehiscence
Discharge

L1 Ehoody LI Purulent

O 2srosarguirecws U Baiary

O Serous 0 Odorous
Amaount

O Minimad [0 Moderale [ Excessive

U Mot indicated for assessmant
O Criteria Met [ Cribevia Mot Mst

M Rendinmss 7 Smedling

O Tendamess J Dwhiscence
Discharge

L Eloody L Purulent

O Sero-sarnguineous. ) Bikery

O Sarous O Odarouws

RN Mame and Signature

RN Mamea and Signature




Fall Risk Assessment Tool

Fafient Mame:

Bed Numben

_ Patient Number:

Assessment is to be done vpon admission, weekly and whenever patient condition changes.,
Fut patient on foll risk precauvtion if any item of the following is present:

Upon admission, as condition changes, and weekly

Date

Fall Risk ltems Time

1. Age more than 65 years

2. History of unexplained fall for the past year

3. Post operation within 8 hrs

4, Physical Status:

Dizziness/Unsteady gait

Operation in lower extremities

Weakness/Paresis

Seizure disorder

Sight impairment

Hearing impairment

Orthostatic hypotension

5. Mental Status

Confusion/disorientation

Impaired memory and judgrment

4. Medications

Drugs that have diurefic effect

Drugs that suppress the thought process
and/or create hypotensive effect: Sadatives,
psychotropics, hypnofics, tranguilizers, anti-
hyperiensives and anfidepressants

Drugs that increase &l motility: Laxatives,
catharics

Chemotherapeutic and antfinecplastic

agenis

7. Use of assisfive devices:

OWalker Wheelchair OCrufches

OCane OCthers (specifyl:

8. Alcohol Use
ORizk | ORisk | ORisk | ORisk | ORisk | ORisk | ORisk

Check the appropriate assessment finding OMo OMa OMa ONo OMe OMo OMa
Risk Risk Risk Risk Risk Risk Risk

Inifials
EN Name Initials EN Name Initials




Fatient Name:

) 5 ) = g i (A A ) Amala
AMERICAN UNIVERSITY OF BEIRUT MEDICAL CENTER

Multidisciplinary Patient / Family Education Record

I. Assessment of Educational Needs [Registered Nurse)

Fatient Number: ...

Fatient |dentification

PFE-MUL-001
Appendix 4.1

Leaming Needs: Bariers to Learning? O es O Mo Preferences: Upon discharge:
DIIIf.E' Initials F]fo." nitials Date Initials Fhysician Name:
D/M/YY D/M/YY D/M/YY
O Disegse process = Physica d Reading
Q Treatment 2 Cultural O Demonstrafion
O Hygiene d Religicws O Hearing Physician Signature:
O Exercise 3 Motivation Q Visua
O Diet d Reading ability O Others(specify)
O Medications d Language Date and Time:
4 Eguipment = Cognifive
O Procedure = Physica
O Othersispecify) 3 Others|specify
Name and Status Initials Name and Status Initials

~3 T

LT )




Education

Historically

4-hour workshop to
all nurses

Phys assess “stars’

Train-the-trainer
approach




Education

* During orientation (classroom and
clinical)

 When a need arises (e.g. pressure
ulcer assessment)

» School of nursing also incorporates
assessment in curriculum



Accessibility of supplies

« Some available in
the room (BP cuff,
Stetho in critical
care units)

* Others (penlight,
tongue blade)
available on the
unit

i k :




Incorporation in the overall plan

« Based on assessment findings,
nursing diagnoses are chosen

* Progress note describes the
abnormal findings, interventions,
and outcomes




Thank you




