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Purpose: To ensure a systematic and comprehensive medical assessment and reassessment of a patient in order to make timely decisions 

Policy Statements:
· The hospital ensures that all patients consulted/admitted in the hospital undergo a complete and timely medical assessment, which is documented.
· The hospital ensures that all physician perform complete and timely medical assessments and reassessments for patients.

Definition 
· Medical assessment: an evaluation of a patient, performed by a physician, which includes a physical examination, medical history, medical conditions, and previous management.



Equipment/ Forms 
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· Patient file
· Pen
· Thermometer
· Blood pressure machine
· Weighing scale
· Stethoscope
· Gloves
· Otoscope
· Torch
· Tongue depressor
· Percussion hammer

· Assessment tool (charts, scores, scales)
· Ultrasound
· Examination Bed
· Foetoscope
· Warm room 
· Speculum 
· Tape measure 
· Watch 
· Aspirator 


Procedures:

Medical Assessment:
1. The physician notes the time and date of assessment and conducts an admission assessment, including complete subjective and objective data:
· Subjective data includes:
a. Complete history of the patient: patient brief and chief complaint (information about the nature and duration of the main problem of patient)
b. History of present illness, past medical history, allergies, and current medications (over the counter, prescribed and traditional)
c. Complete social and family history, work, family life, hobbies and life style in general  
· Objective data includes measurements and all investigation findings
1. .
2. .
3. The physician continues with general physical examination.
4. The physician conducts the required complementary investigations.
5. The physician establishes the diagnosis.
6. The physician develops a treatment plan and follow up.
7. The physician provides feedback patient and orients the patient.
8. The physician documents all findings immediately and include in patient file (this applies to all specific procedures below).
Emergency Assessment:
1. The physician conducts an immediate (no later than 5 min) examination, in accordance with existing clinical treatment guidelines.
2. The physician completes the reassessment according to patient initial triage status:
· Emergency patient is reassessed each hour until stable
· Urgent patients are reassessed every 2 hours until stable
· All other patients are reassessed every 4 hours
High Dependency and Critical Care Units Assessment:
1. The physician conducts the primary examination within 30 minutes, in accordance with existing clinical treatment guidelines.
2. The physician completes the assessment and reassessment for critical care units, including all body systems as listed under “inpatients” below.
3. The physician completes the reassessments of high dependency/critical care patients are performed every 2 hours and include a focused examination.
In-patient (medical/surgical/pediatric/maternity) Unit Assessment:
1. The physician conducts assessment and reassessment for in-patient units in accordance with existing clinical treatment guidelines and based on patient condition.
2. The assessment and reassessment findings are documented as described in the clinical documentation policy and procedure.
Maternity Assessment:
1. The patient is first seen by a midwife. 
2. The midwife shall immediately notify the physician, so the patient is assessed within 30 minutes, according to the patient conditions.
3. The physician reassessment in the labor room is expected to be performed according to the patient’s medical condition and to follow the national protocol and guidelines (every hour, depending on patient condition).
4. In hospitalization (post-partum), the patient is reassessed every 12 hours. This can be changed depending on medical condition (this has to follow the national guidelines).

Pediatric Assessment:
9. .
10. .
1. Medical assessment is conducted after the nurse calls a physician, within a timeframe of 30 minutes.
2. If the patient is a neonate, the assessment shall include the history of the mother.
3. [bookmark: _GoBack]The reassessment is expected to be done every 12 hours, or as required by the patient condition.
4. In case of children, ensure the consultation room safe and appropriate for children.

Psychiatric Assessment:
1. The physician conducts the mental status examination, observing the patient’s condition (perception, behavior, thoughts, speech, orientation, and mood).
2. The physician conducts reassessment is done during daily ward rounds.



References
· Joint Commission National Patient Safety Goals
· http://www.jointcommission.org/PatientSafety/NationalPatientSafetyGoals/ 
· Medical Staff Rules and Regulations
· https://www.osumc.edu/Departments/MedStaffAdmin/Docs/UH%20Medical%20Staff%20Rules%20Regulations%20June2008.pdf
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