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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



~ Accurate, 

thorough, and 

up-to date 

age-specific 

patient 

assessment 

according to 

hospital/depa

rtment/unit 

policies and 

guidelines. 

(Refer to 

chart reviews 

and 

anecdotes).

A.1. Perform patient assessment:

a.  Collect initial pertinent (physical, psychological, cultural, 

and educational needs) data using appropriate and age-specific 

assessment techniques that provide the baseline for the plan of 

care.

b.  Involve the patient, significant others, and health care 

providers in data collection when appropriate.

c.  Ensure that the data collection process is systematic and 

ongoing.

d.  Document relevant data in the medical record according to 

hospital/departmental standards.
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A. To provide age-specific patient-centered care utilizing the 

nursing process:

Specific results expected to be achieved during the evaluation period (or project)
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III. Critical Functions & Accountabilities: 
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Policy 

• Based on JCI and 
MOH

• Policy on 
assessment and 

reassessment

• Specialty-based



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

• Fall risk

• Discharge planning

• Assessment timeframe matrixes and documentation matrixes 







Forms

• Database 

• Each area has specialty forms 
for physical assessment

• Pain assessment flow sheet

• PU assessment form

• Falls assessment

• Skin assessment

• Educational needs assessment











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



Incorporation in the overall plan

• Based on assessment findings, 

nursing diagnoses are chosen

• Progress note describes the 

abnormal findings, interventions, 

and outcomes



Thank you


