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Purpose: To ensure a systematic and comprehensive nursing assessment and reassessment of a patient in order to make a timely decision.

Policy Statement:
· The hospital shall ensure all patients consulted/admitted in the hospital undergo a complete, timely, and appropriately documented nursing assessment. 
· The hospital shall ensure all nurses and midwives perform a complete and timely nursing assessment and reassessments for patients.

Definition:
· Nursing assessment: the gathering of information about a patient’s physical, psychological, sociological, economical and spiritual status. 
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Equipment/Forms:
· Equipped privacy room  
· Weighing scale 
· Examination table with warm light. 
· Trolley
	

· Tray 
· Height measuring tape
· Thermometer 
· Stethoscope 
· Foetoscope 
· Speculum 
· Gynecological examination lamp
· Otoscope
· Sphygmomanometer 
· pulse oximeter
· Examination gloves 
· Tongue depressor 
· Assessment forms
· Patient files and Registers
· Watch
· Pen 
· Disinfectant and other related nursing tools 


Procedures:
Nursing Assessment 
1. The nurse or midwife greets and introduces himself/herself to the patient.
2. The nurse interviews the patient/next of kin and fills out the nursing portion of the assessment form, which is to be completed within 10 minutes of admission.
3. The nurse collects patient’s subjective and objective data:
· Subjective data relies on the patient’s history and chief complaints. This includes life style, family, medical, surgical, and gynecological history
· Objective data include measurements such as: head to toes exam findings and parameters like:  
· All vital signs (blood pressure, heart rate, respiratory rate, oxygen saturation and temperature)
· Assessment of airway, breathing, circulation and disability
· Weight and height measurements 
4. An outpatient, who is severely ill, is admitted for further management in emergency department.
5. The nurse records all observations assessed.
6. The nurse dates and signs the assessment.
7. The nurse orients the patient. 
8. For inpatients, the nurse conducts reassessment every 30 minutes. The reassessment includes frequent measurement of vital parameters and other physiological changes. A severely ill patient is expected to be seen every 10 minutes and ad hoc depending on the patient condition.

Emergency Department Assessment
Initial nursing assessment is always conducted by a nurse working in emergency department for paediatrics, surgical and internal medicine patients, only that:
· A neonate is initially assessed by a nurse working in the neonatology unit
· A patient with an obstetrics or gynaecology condition is initially assessed by a nurse-midwife working in maternity department
In an emergency department, the nursing assessment is done according to the findings of the patient triage process:
· Red: Immediate assessment 
· Orange: May be seen within 10 minutes
· Yellow: May be seen within 1 hour
· Green: May be seen within 4 hours (This is not emergency case and referred to OPD) 
Emergency Department Reassessment
· Red and orange: The nursing reassessment is expected to be done every 10 minutes for severely ill and critical patients.
· Yellow and green: The nursing reassessment is expected to be done every 30 minutes for stable patients and ad hoc depending on the patient conditions.
· The nursing reassessment includes close monitoring of all vital parameters and other physiological changes.
 
Paediatric Assessment
Initial assessment shall be performed by nurses in emergency department according to the patient triage findings: 
· Red: Immediate assessment 
· Orange: May be seen within 10 minutes
· Yellow: May be seen within 1 hour
· Green:  May be seen within 4 hours  
Reassessments During Labor
· The nurse-midwife assesses fetal heart rate and contractions every 30 minutes during normal labor and every 5 minutes in pushing stage; Reassessment is progressively done according to the partogram guidelines.

Reassessment in Postpartum (hospitalization)
· The nurse-midwife assesses vital signs, conjunctiva and vaginal discharge, uterus involution, breast of mother and vital parameters, conjunctiva, umbilical cord of baby and assesses the initial of breastfeeding after delivery every 30 minutes within first 2 hours, every 30 minutes within second 2 hours and the remaining 2 hours, the reassessment shall be done every hour (immediate postpartum), continue the close monitoring of mother and baby according to their condition in postpartum and according to the national guidelines requirements.
· The nurse-midwife conducts specific reassessments based on the findings of the initial assessment and changes in the patient’s condition.
· The reassessment of new born is performed according to newborn condition and partogram guidelines.

Mental Health Assessments             
1. The nurse records the past history, including psychiatric history (number of crisis). 
2. The nurse records the psychiatric status, including: chief complaint, history of her/his current chief complaint, especially the signs and symptoms.
3. [bookmark: _GoBack]The nurse conducts reassessment of mental health changes based on the patient condition.
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