Department: | Provision of Care
Document: | Multidisciplinary Policy and Procedure
Title: Multidisciplinary Assessment and Reassessment of MCH Patients
Applies To: | All Healthcare Provider
N Preparation Date: January 05, 2025 | Index No: PC-MPP-003
HAFER %‘I-jgg"RHEALT“ Approval Date: January 19,2025 | Version : 2
CHTJ&;:E; ;~PP:1PAL Effective Date: February 19, 2025 | Replacement No.: PC-MPP-003 (1)
Review Date: February 19, 2028 | No. of Pages: 15
1. PURPOSE:

1.1 Identify patients’ needs through a thorough assessment process that results in decisions about the
patient's immediate and continuing needs for emergency, elective or planned care and when the
patient's condition changes.

1.2 Ensure reassessment of all patients at intervals appropriate to their condition and level of care to
determine any change in diagnosis, their response to treatment and to plan for continued treatment or
discharge.

2. DEFINITIONS:

2.1 Patient assessment:
211 ltis an ongoing, dynamic process that takes place in all the maternity and children medical
department.
212  Patient assessment consists of three primary processes:
2.1.2.1  Collecting information and data on the patient's physical, psychological, nutritional,
rehabilitation and socio-economic status, and his/ her past and present health and
family history. It must include complete physical examination.
2.1.2.2  Analysing the data and information, including the results of laboratory and diagnostic
imaging tests to identify the patient’s health care needs and discharge planning.
2.1.2.3 Developing a plan of care to meet the patient's identified needs.

2.2 The initial assessment aims to identify the general patient's medical and nursing needs and a provisional
diagnosis so that care and freatment can be initiated.

2.3 Reassessment: Is a continuous process of data gathering to determine whether care decisions are
appropriate and effective or there is need for changes or discharge. It is done by all the patient's health
care practitioners.

24 Discharge planning:

24.1 ltis the process of ensuring smooth and safe transition of hospitalized patients.
24.2 ltis a multidisciplinary team work that starts on admission, with planning reassessed and updated
continuously throughout the patient's hospital stay, and is finalized on discharge.

3. POLICY:

3.1 All patients admitted to MCH departments (Neonates, Pediatric and OBS-GYNE patients) will have their
health care needs identified on admission and during their hospital stay through an assessment/
reassessment process by hospital privileged healthcare professionals to determine patient’s initial and
changing condition and needs.

3.2 Only qualified, MCH privileged healthcare workers permitted by license, applicable laws and regulations
are allowed to perform assessment and reassessment.

3.3 The most responsible physician ensures all patients under his/her care have a complete medical
assessment with all diagnostic tests and referrals as required to reach a final diagnosis.
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3.4

3.5

36

3.7
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Patient assessment and reassessment occurs at, but not limited to, the following hospital sites:
341 Inpatient departments:

3411  Admitted patients to all hospital departments

34.1.2  Neonatology unit and delivery rooms for neonates (refer to MCH policy on
assessment and reassessment of neonates in the NICU).

3413  Before surgery and after surgery in the recovery room and on receiving the patient at
his/ her treating room.

3.4.1.4  On transfer of patients from one level to another

3.4.15  One day care unit

3416  Before and after certain radiologic procedures e.g. MRI, procedures that need
contrast material

342  Emergency Room:

3421  All patients are triaged at their entry to emergency room to prioritize their needs
based on level of acuity or high risk presentation (refer to MCH policy on triage in
emergency room).

34.2.2  Initial assessment by ER physician consists of pertinent history, relevant physical
examination, needed laboratory or radiologic examinations, forming provisional
diagnosis and developing a plan of care. It is documented on the emergency
department assessment forms.

3423  ERnurses will document the nursing assessment on the ‘initial emergency nursing
assessment form’.

3424  Frequency of reassessment is determined by each patient's level of care and needs
and both physicians’ order and nurse’s professional judgement.

3425 Al admitted patients who stay in the ER until the bed is available will have full initial
assessment by the concerned department medical team within maximum of 24 hours
or earlier according to patient condition and needs.

3426  Assessmentand reassessments in the ER are documented on designated forms and
included in the patient's temporary medical record (emergency physician assessment
form and obstetrician emergency assessment form).

343  Outpatient department:

3.4.3.1  All patients examined in the outpatient department will have their health care needs
identified through an assessment/ reassessment process to determine patient's initial
and changing condition and needs.

3432  Outpatient assessment requires at least initial assessment followed by focused
history and physical examination as appropriate, based on the nature of presenting
problems.

3433  Allassessments and reassessments are documented on designated forms for
different specialities and included in the patient's medical record (physician outpatient
assessment form/ outpatient physician follow up form (reassessment), one
day/outpatient form)

3434  Consultation and or referral to other outpatient specialty clinics can be done through
the hospital outpatient appointment system.

Initial assessments of inpatients and outpatients should include complete history and physical examination,
psychological, nutritional, socioeconomic, functional status and need for rehabilitation and spiritual/ cultural
status and needs, screening for presence of pain and risk of fall. Assessments also include other special
needs e.g. dental, hearing, vision problems that may need referral for further assessment and treatment.
The initial assessment should be done within 5 — 15 minutes on the initial contact.

Patient assessment will consider the patient's condition, age and health needs as well as his/her requests
or preferences. Specific initial assessment parameters vary according to the scope of practice of each
clinical service.

Patient's medical and nursing needs identified from the initial assessment are completed and documented
in the patient's medical record.

3.71 Within the first 24 hours after admission as an inpatient,
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3.7.2  Earlier as indicated by the patient's condition as in cases of emergency medical or surgical
patients, critical care patients, women in complicated labour.

3.8 The assigned consultant/ designee will write the orders, document any required consultation and fill the
required request forms for other needed healthcare professionals and communicates with them.

3.9  Other assessments required by the patient's condition are performed by concerned health care
practitioners and documented within the first 24 hours of receiving the consultation or sooner as required
by patient condition e.g. patients with intense pain, nutritionist for high risk level nutrition, social service for
victims of abuse

4.10 Medical, nursing and other healthcare professionals involved in the patient care will collaborate in
analysing and integrating patient assessments, identifying and prioritizing patient needs. The assigned
consultant is responsible for organizing the care. Collected data, in addition to results of laboratory and
diagnostic imaging tests, are integrated to:

4.10.1  Understand the care the patient is seeking and identify the most urgent care needs and prioritize

4.10.2 Understands the patient response to any previous care

4.10.3  Select the best care setting for the patient

4.104  Form an initial primary diagnosis and associated conditions

4.10.5 Develop each patient's plan of care

4.10.6  Determine the need for discharge planning

4.11 Patients/ patient's guardian are included in the decision process as needed.

4.12 Reassessment:

4121  Healthcare professionals involved in inpatient care reassess patients all through their hospital
stay. The scope and intervals of reassessment are based on patient's condition, needs, level of
care, response to treatment and plan of care.

4122  The results of complete assessments/ reassessments of all the different healthcare
professionals will be documented in the patient's medical record for the information and use of
all those who deliver direct patient care.

4123  Conducting reassessments will include, but is not limited to the following:
4.12.3.1 By physician at least daily (or more according to acuity of cases) all through patient's

hospital stay including weekends.

4.12.3.2 Inresponse to a significant change in the patient’s condition.

41233 lIfthe patient's diagnosis has changed and the care needs require revised planning,
and to determine if medications and other treatments have been successful, plan for
continued treatment or the patient's transfer to another level of care, referral or
discharge.

4.12.34 Pre and post-surgical operations, invasive procedures.

41235 On transfer to another level of care.

412.3.6 Nursing staff will:
412.3.6.1  The nursing reassessment will be as follows:

412.3.6.1.1 Every 1 hour for intensive care patients and documented
on the ‘Neonatal ICU flow sheet, PICU flow sheet, MICU
flow sheet.
4.12.3.6.1.2 Every 4 hours for intermediate care patients
412.36.1.3 Every 8 hours for regular wards
4.12.36.1.4 Whenever there is a change in patient condition.
412.36.2 Record vital signs at regular intervals, as ordered and as needed.
412.3.6.3 Pain reassessment according to policies.
4.12.3.6.4 Risk for fall
4.12.36.5 Physical examination every shift and more frequently as needed based
on the patient’s condition.
412.36.6 Regular reassessment of central and peripheral intravenous lines,
drains and airways.

413 Educational needs: the multidisciplinary care team will do initial assessment and reassessment of the
educational needs of the patient and his/ her caregiver all through the admission, according to patient's
needs.
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4.14  The hospital identifies the following categories of patients as special population who need individualized

initial assessment. They will be referred to the appropriate service:

4.141  Neonates: refer to NICU department (assessment and reassessment of neonates)

4.14.2  Children and adolescence: refer to ‘Assessment and reassessment of Pediatrics patients'.

4.143  Women in labor: refer patient to obstetric department ‘Management of patient progress at labor
and delivery.

4144  Women experiencing terminations in pregnancy: screening of psychological, social and
assessment and reassessment and management according to patient's needs.

4.14.5  Terminally ill/ dying patient

4.14.6  Victims of abuse and neglect will be referred to concerned subspecialty e.g. Pediatrics,
obstetrics/gynecology, social evaluation as required.

4.14.7  Patients whose immune systems are compromised: intensive care patients including neonates,
severe malnutrition, neutropenia.

4. PROCEDURE:

4.1 Assigned multidisciplinary team conduct assessment and reassessment as per the designated forms.
4.2  Physicians:
421 Assessment
4211 Assigned consultant or his/ her designee conduct initial assessment and document
it in the patient's medical record within the first 24 hours after admission. It includes

(but is not limited to):

421.1.1 History of:

421111 Chief complaint, indication for procedure, details of
present illness, review of systems, pain, functional
disabilities or recurrent falls, past medical and surgical
history including previous admissions, relevant past social
and family history, drug history and any prior adverse drug
reactions and current medications (dose, route and
frequency), allergies, pregnancy assessment

421112  Menstrual history: for all females in the childbearing age
undergoing general anesthetic procedures, administration
of chemotherapy, and/or diagnostic imaging procedures
where the fetus would be within the primary radiation field,
pregnancy status must be screened.

4.21.1.1.3  Psychiatric: known illness, initial interpretation of how the
patient perceives his/ her iliness, if patient is depressed,
angry and may harm him/her or others.

421114  Document history of socioeconomic and educational level,
any illicit drug abuse or smoking.

421115  Assess the need of spiritual support e.g. for the dying
patient and family, parents of patients with multiple
malformations.

4.21.1.2 Complete physical examination considering age, sex and presenting
problem e.g. pregnancy, adolescence, neonates, children

4.21.1.3 Assess the need for additional consultations e.g. cardiac, surgical or
specialized assessment e.g. patients with hearing, eye or speech defects
etc.

42114 Order needed laboratory and imaging tests as indicated by patient
condition.

42115 Communicate the information with the nursing and other healthcare
consulted professionals and analyse the data obtained to identify the
patient's healthcare needs, make a provisional diagnosis and decide the
plan of care.
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4.22

4212
4213
4214

4215

4216
4217

4218

4219

42116 Selects measurable realistic time based goals.

4.21.1.7 Document the plan of care on the ‘Multidisciplinary plan of care form’ and
the planned orders on the physician order sheet.

Assess the patient’s needs at admission and initiate discharge planning as needed.

Assess and document the needed education for patient and family.

The initial assessment of patients admitted for surgery or invasive procedures will

be recorded prior to surgery and will include in addition to the above:

42141 The patient's pre-operative diagnosis, the results of relevant
investigations and the pre-anesthetic assessment and discharge needs.

42142 Pre-induction assessment occurs immediately prior to the induction of
anesthesia and focuses on physiological stability and readiness of the
patient for anesthesia.

4.2.14.3 The anesthetist documents the ‘pre-anesthesia/ sedation assessment
form’,

42144 The anaesthelists reassess the patient post operatively, on admission to
the recovery room, during the patient's discharge from the recovery
room.

4.2.1.45 The receiving unit physician and nurse reassess the patient upon arrival
from the operating theatre to the unit.

Initial assessment in emergency room is based on patient's needs and condition;

analysis of the reason for visit, objective findings from a targeted physical

examination and conclude with a treatment plan.

Patients requiring individualized assessment will be referred (4.14) will be referred

to the specialized appropriate service.

Patients referred from other organizations will have their referral criteria evaluated

and any discrepancy between current assessment and the previous one

documented in the medical records.

For assessments done by a consultant in an outpatient visits within 30 days before

admission, the findings are reviewed and decision about its verification is made at

admission by assigned physicians as appropriate to:

42.1.8.1 The time between the outside assessment and admission

4.2.1.8.2 The critical nature of the findings

4.21.8.3 The complexity of the patient

42184 The planned care and treatment

42185 A copy of this report may be included in the patient's medical record,
provided that any changes that may have occurred in the patient
condition are recorded in the medical record at the time of admission.

If the medical assessment is greater than 30 days old at the time of admission or

prior to an outpatient procedure, the medical history must be updated and the

physical examination repeated.

Physician Reassessment

4221

4222

Reassessment will be completed regularly:

42211 Atleastonce aday including weekends and holidays by a member of the
assigned medical staff and documented in the medical records.

4.22.1.2 Inintensive care units, it is additionally done upon the change of each
shift.

In addition, reassessment will be performed:

42221 Whenever there is a change in the patient’s condition or diagnosis

42222 Todocument medication/ procedure response, complications or side
effects, compliance with treatment, need for continued treatment or
discharge

42223 Preand post-operative

4.2.2.24 Upon transfer from one service or level of care to another. ICU physician
conducts patient assessment before transferring the patient. Both the

Multidisciplinary Assessment and Reassessment of MCH Patients Page 5 of 15



intensive care and receiving physicians sign the ‘ICU physician transfer/
Discharge form’

4223 Reassessment of patient may result in changes in the plan of care
4224 Document reassessment on designated form as needed on the multidisciplinary
progress notes.

4.3  Nursing staff :
431 Initial assessment:

4311  Vital signs: pulse, blood pressure, temperature, respiration and pain is conducted on
arrival, followed by a full assessment that must be completed within 24 hours of
admission and documented on designated forms.

43.1.2  The assessment will include the following:

4.3.1.21
43122
431.23

431.24
43125

43126

43127

43128
431.29
4.31.21
0

Physical status: head to toe examination and documentation on

designated forms

Nutritional risk screening: use criteria on the nurse’s initial assessment

forms.

Psychosocial status

Functional status

Pain :

431251 Al patients are screened for pain on admission, in the
emergency room and in the outpatient clinics.

43.1.252 Ifpainis detected, conduct pain assessment and inform
physician. Provide pharmacologic and non-pharmacologic
management.

43.1.253 Do reassessment using the appropriate pain scale and
with accordance with age and condition of the patient.

Risk of fall:

43.1.26.1 Al neonates are high risk for fall

4.3.1.26.2  For pediatric patients perform ‘Humpty dumpty fall risk
assessment’.

4.3.1.26.3  For adults perform ‘MORSE’ fall risk assessment.

Skin risk assessment; perform ‘Braden scale’ and look for presence of

pressure ulcers.

Allergy

Cultural and spiritual needs

Assess for discharge planning e.g. socioeconomic, rehabilitation needs

4.3.1.3  Patient specific population assessments will be completed as indicated e.g.

4.3.1.31

43132

43133

Neonates, infants and children: the following are assessed and

documented as appropriate to the patient’s age and needs:

43.1.3.1.1  Length/ height, weight and head circumference and
plotted on growth charts

431312 Developmental age

431313 Immunization status

431314  The effect of the family or guardian on the patient’s
condition and the effect of the patient condition on the
family or guardian.

43.1.3.15  Family involvement in the care and treatment of the
patient

43.1.3.1.6  Child's communication and daily activity needs.

Assigned nurse should be aware of the steps of assessment of patients

who are possible victims of alleged or suspected abuse or neglect

policies and forms and assist physician as requested.

Women experiencing terminations in pregnancy: screen for

psychological, psychiatric, social and spiritual status. Any unusualties
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4314

4315

4316

must be reported to the physician for assessment, reassessment and
management according to patient's needs
Problems and needs identified within the nursing assessment will be used to develop
an individualized plan of care that identifies:
43141 Actual/ potential patient's problems
43142 Nursing interventions and rationale
43143 Anticipated outcomes
43144 Timeframe for evaluation of interventions
The nurse will include the patient and family in the care planning process whenever
possible and this will be documented in the progress notes.
The nurse will convey allergy, nutritional, social and economic needs and other
detected problems to the assigned physician who will order needed consultations.

432  Nursing Reassessment:

4321

4322

4323

4324
4325

4326

All patients will have focused reassessment at regular intervals depending on their
level of care, their needs as determined by both physician's order and the nurse’s
professional judgement. It minimally includes vital signs and a focus review in
keeping with the specific patient’s condition.

In addition, patients will be reassessed:

43221 Atchange of shift: reassessment will be completed by the assigned
nurses at the time of outgoing to the incoming nursing staff, the content
of which is defined and documented on the newborn nursing
reassessment form, infant/ pediatric nursing daily reassessment form for
children, adult nursing daily reassessment form and SBAR nurse shift
report for labour patients;

43222 Preand post operatively: document vital signs, focused assessment and
fill the ‘pre-operative checklist form’.

43223 Ontransfer to another level of care or diagnostic/ procedure area by the
transferring and receiving nurses. Document on the ‘ICU nurses internal/
discharge form’ and on nurse's progress note.

43224 When there is a change in functional abilities, treatment, diagnosis,
deterioration or improvement in condition or after a fall.

43225 Women in labor will be assessed and reassessed according to obstetric
department policy: Management of patient progress at labor and
delivery.

Reassessment of pain:

43231 Screening for pain is done every 2 hours for intensive care patients,
every 4 hours for intermediate care and every 8 hours shift for other
patients

43232 |Ifpainis detected, it is assessed and managed according to its severity

43233 Reassessment is done after 30 minutes of parenteral medication, 60
minutes of oral medications or non-pharmacologic interventions.

43234 Reassessment is continued until pain resolves

Perform falls risk assessment every shift, if there is a change of patient clinical

status, postoperative or other procedure and after a fall.

Perform Braden scale skin risk assessment if on assessment is indicated and if

potential problems during patient's hospitalization.

The plan of care will be amended fo reflect any change in the condition of the patient

following reassessment.

433  Assessments and reassessments should include identification of educational needs of both
patient and family and readiness and ability to learn, with clear documentation on the nursing
assessment forms, the ‘Interdisciplinary patient/ family education record’ and in progress note.

4.4  Nutrition service

441 Assessment :

PC-MPP-003
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442

4411  Patients found to have nutritional risk at the screening done by nurses on the initial
assessment will be reviewed by the assigned physician who will order a consultation
to the clinical dietician within 24 hours of admission.

44.1.2  Clinical dietician will perform initial nutritional assessment within 24 hours of receipt
of referral or earlier according to patient condition. An in-depth assessment will
include the following:

441.21 Review of screening information

44.1.22 Diet prior to admission, adequacy of intake, weight history

44123 History of nausea, vomiting, diarrhea, tube feeding, food allergy,
psychological eating disorder, metabolic disorder

44124 Medications identified to have pertinent effects on nutritional status

4.4.1.25 Anthropometric measurements and its percentiles

44126 Review related laboratory data

44127 Make nutritional diagnosis

4.41.28 Decides on nutritional goals, develop nutritional plan of care and
communicates with the assigned physician.

4413  Clinical dietician documnents the assessment on the ‘nutritional risk screening forms’
and in addition to the ‘Multidisciplinary plan of care form'.

4414  Patient education about recommended nutrition

Reassessment:

4421  Clinical dietician performs planned reassessment, the frequency and scope of which
according to patient's nutritional risk level.

4422  Dietician will monitor and evaluate the progress of the nutrition plan of care and
whether the nutrition related goals and expected outcomes are being met.

4423  Updated plan of care is documented on the ‘Multidisciplinary plan of care form’.

Rehabilitation service/ Physiotherapy.

451

452

Assessment:
45.1.1  Consultation by the responsible physician is sent for patients found on the initial
nurses screening or systematic evaluation by physician to be in need for
rehabilitation therapy
4512  Patients with acute needs are screened, assessed and treated within 24 hours of
receipt of consultation. Patients with chronic needs are screened within 24 hours of
receiving consuliation, assessed and freated within 72 hours on weekends.
4.5.1.3  Further history is taken as needed e.g. of functional ability, previous physiotherapy
treatment and response, results of related investigations/ X-rays
4514  The assessment is individualized {o ensure different populations are treated in a safe
and appropriate manner, such as pediatric, elderly, terminally ill and victims of abuse
or neglect
4515  Evaluation may include, but not limited to:
4.5.15.1 Physical performance (including muscle strength, joint range of motion,
muscle excursion, balance, mobility, sensation, coordination and motor
control)

45.15.2 Functional performance including bed mobility, transition between
positions, transfer, functions in the upright position and gait

45153 Nature, location and factors affecting the patient’s pain/pain perception

45154 Use of mobility devices such as gait assist devices, wheelchairs, lifts and
transfer aids.

4516  Assessmentis documented on the ‘Physiotherapy assessment form'. The plan of
care is documented on the ‘Multidisciplinary plan of care form'.

Reassessment:

4521  Inpatients are reassessed:

45211  Every visit (or a minimum of once daily if the patient is seen for treatment
twice daily)

Multidisciplinary Assessment and Reassessment of MCH Patients Page 8 of 15




4.6

4.7

4.8
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45212  Chronic patients treated by a physiotherapy assistant will be reassessed
at least once weekly by the responsible physiotherapist.
45213 Asnecessary to evaluate the progress or change in the patient's status,
modify the plan of care accordingly.
4522  Reassessment is documented on the physiotherapy assessment form and updated
plan of care on the Multidisciplinary plan of care form.

Social services

461

46.2

Socioeconomic assessment:

46.1.1  Consultation by the responsible physician is sent for patients found on the initial
nurses screening or evaluation by physician to be need for social services. All
unknowns, victims of abuse or neglect and police cases are referred to social
services

46.1.2  Patients will be seen within 24 hours of receiving the consultation during regular
working hours (Sunday to Thursday) and 72 hours on weekends or earlier according
to condition.

46.1.3  The initial assessment for nurses is divided into 3 categories:
4.6.1.3.1  Socioeconomic needs:
46.1.3.2 Environmental Needs:
46.1.3.3 Psychological Needs:

Reassessment:

46.21  Reassessment will be an ongoing process, performed according to the requirements
of each case

46.22  Social worker documents the initial assessment, follow up and reassessment on the
‘Social worker assessment form’ and on the ‘Multidisciplinary plan of care form’.

Assessment and reassessment of patient and family educational needs:

471

472

473

All members of the healthcare professionals should include identification of the educational
needs of the patient and his/her family as part of the initial assessment and of the
reassessments e.g. current knowledge of the patient about his/ner illness, consent, safety, use
of own medications, nutrition, diagnostic tests, procedures etc.

Health education plans are based on the assessment/ reassessments by the multidisciplinary
team.

The multidisciplinary team documents the education needs and information taught on the
‘Interdisciplinary patient/ family education record form',

Pharmaceutical care services:

48.1

Assessment/ reassessment.
4.8.1.1  Assessment for drug related issues by the clinical pharmacist may be requested by
assigned consultant in the following, but is not limited to:
4.8.1.1.1  When more information or clarification regarding medications history is
necessary e.g. allergies, any symptoms or adverse responses to
medication, the clinical pharmacist may interview the patient and his/her
family member
48.1.1.2 Certain medication regimen e.g. anticoagulants, multiple drug used, total
parenteral nufrition
4.8.1.1.3  Monitoring of drug blood levels or drug related complications e.g. drugs
affecting renal or hepatic function, bleeding etc
481.14  Assessment is done within 24 hours of receiving the consultation or
earlier according to condition. Reassessment as required to each case.
48.1.15 Recommendations are documented on the consultation form and plan of
care on the ‘Multidisciplinary plan of care form'.
48.1.2  Patient's own medications
4.8.1.21 When taking medication history by assigned physician or clinical
pharmacist, it is preferable to ask the patients to make their home
medications available to get a complete and accurate list of home used
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49

4.12  Discharge planning:
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medicines. Identify any problem that the patient may be having with
using current medicines.

48.1.22 Use of patient's own medications in the hospital is limited to temporary
situations where a patient urgently requires medication that is not
available in the hospital, until the hospital provides it. This is allowed
after the following:
4.8.1.2.2.1  Written order by assigned consultant/ designee
4.8.1.2.2.2  The hospital pharmacist assesses, identifies, labels and

approves the use of that medication temporarily.

Respiratory care services:
Initial assessment:

491

4.11.2

4.121

49.1.1  Respiratory therapist will perform the initial assessment within 4 hours of referral for
general wards and within 30 minutes for emergency department and intensive care
patients.

49.1.2  Theinitial assessment will include, but not limited to the following:
4.9.1.21  Examination to identify current and potential respiratory problems
49122 Respiratory status of patients receiving inhalation therapy with age

specific considerations
49.1.23  Status of currently used assisted ventilation or chest drainage if any,
49.1.24 Cardio-respiraiory medication support, sedation or relaxant
49125 Chestx-ray and blood gases
49.1.26  Sputum amount, color and consistency

49.1.3  Documentdata on the ‘Respiratory care Assessment/Reassessment sheet'.

49.14  Develop a plan of care, communicate it with assigned physician and document it on
the multidisciplinary plan of care form.

Reassessment:

411.21  Will be done to determine the response to treatment and when there is a significant
change in condition and/ or diagnosis

4.11.2.2 Respiratory therapist will reassess ventilated patients every 8 hours and more
frequently if the patient's condition warrants.

4.11.23 Modification of the respiratory treatment plan based on re-assessment will be carried
out according to depariment and after discussion with assigned physician.

4.11.21  Will be done to determine the response to treatment and when there is a significant
change in condition and/ or diagnosis

4.11.2.2 Respiratory therapist will reassess ventilated patients every 8 hours and more
frequently if the patient's condition warrants.

4.11.2.3  Modification of the respiratory treatment plan based on re-assessment will be carried

out according to depariment and after discussion with assigned physician.

Initial assessment: involved healthcare professionals will determine the need for discharge
planning as part of the initial assessment to ensure safe transition of hospitalized patients to
home care e.g. the following cases, but not limited to:

41211

4.12.1.2
41213

41214

Patients with continuing medical, nursing and education needs e.g. preterm infants,
patients with colostomy, inborn errors of metabolism, to be discharged on tube
feeding, need physiotherapy or social services etc.

Patients who require multidisciplinary services or home healthcare services at the
time of discharge

Patients with chronic respiratory problems in need for respiratory assisting equipment
or suctioning at nome.

Other patients as decided by attending consultant or members of the involved
healthcare professionals.
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4.12.2 Reassessment of the patient's discharge needs and required equipment or supplies is an
ongoing process performed by the multidisciplinary team throughout the patient's stay and
includes information gathered from patient medical record review, the health care team and the
patient and family. It is done at least weekly or sooner as indicated by the patient's condition.

4.12.3  The patient/ family will be involved in the discharge planning process as appropriate.

4.124  Involved healthcare worker documents the section of the form relevant to his/ her scope of work.

5. MATERIAL AND EQUIPMENT:

5.1 Vital signs monitor
5.2  Stethoscopes
5.3  Weight scales
5.4  Measuring length and height equipment
5.5 Various assessment and reassessment forms
55.1  Physicians :
5.5.1.1  Physician admission assessment form
5.5.1.2  Physician newborn assessment form
55.1.3  Newborn form
2.5.1.4  Estimation of gestational age by maturity rating (Ballard score)
9.0.1.5  Maternity physician admission assessment form
55.1.6  Pediatric physician admission assessment form
55.1.7  ICU reassessment notes form
55.1.8  Pre-anesthesia or sedation assessment form
55.1.9  Emergency department assessment form
5.5.1.10  Obstetrician emergency assessment form
9.5.1.11  Pediatric physician emergency assessment form
552  Nurses:
5521  Initial assessment:
5.5.2.1.1  Newborn nursing initial/ admission assessment form
9.5.2.1.2 ICU adult nursing initial/ admission assessment form
9.5.2.1.3 Labor and delivery nursing initial admission assessment form
5.5.2.14 Pediatric/Adult nursing initial admission assessment form
55.22  Reassessment and shift handover:
5.5.2.2.1 Newborn nursing daily reassessment form
55.2.2.2 Infant/ pediatric nursing daily reassessment form
55223 Adult nursing daily reassessment form
9.5.2.24 SBAR nurse shift report for labor patients
5523 Intensive care
5.5.23.1 Neonatal ICU flow sheet
9.5.23.2 PICU flow sheet
5.5.23.3 Maternity intensive care unit flow sheet
9.5.2.3.4 ICU daily nursing flow sheet
55.24  Pain: pain assessment and reassessment flow sheet
55.25  Fall: Fall risk assessment and reassessment tools
553  Nutritionist:
5.5.3.1  Nutrition screening and assessment form
9.5.3.2 Initial nutrition assessment from outpatient note
55.4  Social workers assessment form
555  Physiotherapy assessment form
5.56  Respiratory care assessment and reassessment form
5.5.7  Multidisciplinary :

PC-MPP-003

5571 Multidisciplinary plan of care form
8572 Interdisciplinary patient/ family education record form
5.6.7.3 Multidisciplinary progress notes form
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6. RESPONSIBILITIES:

6.1  Consultants, Specialists And Residents
6.2  Nursing Staff

6.3 Respiratory Therapist

6.4  Clinical Dietician

6.5 Physiotherapist Staff

6.6  Social Worker

6.7 Pharmacist

6.8 Religious Services

7. APPENDICES:

7.1 Inpatients Assessments and Reassessments Time Frame and Responsibilities
7.2 Special Circumstances Assessment and Reassessment Time Frame
7.3 Minimum Assessment and Reassessment Content

8. REFERENCES:
8.1 MOH, Directorate of health affairs holy capital, Maternity and Children Hospital.
8.2  Joint Commission Intemational Accreditation Standards for hospitals, 6t edition, 2017. Assessment of
patients.

9. APPROVALS:

Name | Title | Signature Date
Document January 05
Prepared by: | \1s. Rhodora Nativdad | Management Control M&w( 202ry5 |
| Coordinator
Asst. Medical January 05
Prepared by: | D Shaimaa Bayoumi Emara Director Medical | B 209,5 ’
) Quality ]| m
Reviewed by: | Mr. Sabah Turayhib Al Harbi Director of Nursing ?)d@ Ja”ﬁ'g% &
. . )
Reviewed by: | \r. Abdulelah Ayed Al Mutair QM&PS Director @4, Ja”;‘é‘%”’
_ S— — =1 9
Reviewed by: | pr. Tamer Mohamed Naguib Medical Directfét‘}%/ Y Jangg%1 |
Approved by: | Mr. Fahad Hazam AlShammari Hospital Director @‘ Jan;g%m,
— S— I
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INPATIENT ASSESSMENTS AND REASSESSMENTS TIME FRAME AND

RESPONSIBILITIES

! . Pediatrics,
: Likos g ! Obstetrics
; : _abor & .
Intensive Intermediate | D 'i\l . B liugodinns Medical, Day Care
! eliver ostpar : :
ICU/PICU/NICU Care Unit Room I Surgical & Unit
(8] | -
1 Gynaecology
) Wards
Initial assessment including history and physical examination will be completed within 24 hours of
Consultant . .
admission - -
i i ASAP withi
Assessment As Soon As possible within 24 hours SAkwItnn
work hrs.
At le ily & y ;
Reassessment a;:li?l Y Daily & Per Required Needs (PRN)
Dept. - a
Physician; Initial assessment including history and physical examination will be completed within a maximum of 24
Specialist/ hours of admission
Resident
Within | hour | Within 1 hour R RS
Initiate within 15 minutes of patient arrival & of arrival & of arrival & s
Assessment vt 3 & within 4
complete within 4 hours complete 4 complete
¢ hours
| hour within 8 hours
; : | According to G = :
Reassessment | Q 8 hours & PRN Twice Daily | I | Daily & PRN Daily & PRN PRN
SLage « dbor
NURSE .
a5 o : e , . e iti ithi
Initiate within 15 minutes and complete within 4 of Initiate Within | hifiato:w !un' | Smmp
Assessment i - ~ complete within 8 hours of
admission 30 minutes | o
- | admission.
Qalmin. =2 Q& | Reassessment
Reassessment Q 1 hour or as Q4 houroras | According to | hour x1 then | EVEER Koie Every 4 hours
ordered & PRN ordered & PRN | stase of labor as per MD 2 & PRN
[ ° ‘ & PRN
| _, orders & PRN |
NUTRITIONIST
Within 24 hours of receiving referral/ consultation on working days (Sunday to Thursday) & within 72
Assessment x . 2 =
hours on weekends (except in urgent cases within 24 hours).
Reassessment | According to level of nutritional risk: as condition dictates.
SOCIAL WORKER
Within 24 hours of receiving referral/ consultation on working days (Sunday to Thursday) & within 72
Assessment ; s o R - ’
hours on weekends (except in urgent cases within 24 hours e.g. child abuse....).
Reassessment | As condition dictates. S
REHABILITATION/PHYSIO THERAPY _
In patient with acute needs are screencd. assessed and treated within 24 hour of receiving request. Patient
Assessment | with chronic needs are screened within 24 hour of receiving request & assessed and treated within 72 hours
on weekends. S
Inpatient are reassessed each visit (or minimum of once daily il the patient seen for treatment twice daily).
Reassessment . X ey e : X 5
Chronic patients are reassessed according to needs of each case with a minimum of once weekly.
RESPIRATORY THERAPIST
Within 4 hours of referral for the general wards & within 30 minutes for emergency & intensive care
Assessment . SEHR
patients. - B
Reassessment | As needed or per pulmonary hygiene guidelines.
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SPECIAL CIRCUMTANCES ASSESSMENT AND REASSESSMENT TIME

FRAME
EMERGENCY PRE-INDUCTION RADIOLOGY
DEPARTMENT ANESTHESIA |  PROCEDURE ELBADIESE
!
|
CLINICIAN
ASSESSMENT Kt Hins o e [mmcdi:ngl_\ prior to I|.11|11c‘(halclfv prior to On presentation for
anaesthesia transfer to radiology donation
REASSESSMENT | As condition dictates | Throughout Procedure As Necessary As Necessary
NURSE
SCREENING [mmedlate.ly at
presentation
ASSESSMENT Ao Upon presentation to Upon prc;cntat,on to Upon Prese{ltat:on to
OR Radiology donation
REASSESSMENT | As ordered and PRN | Throughout Procedure by h[.)l]g;\? Ut el As needed
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MINIMUM ASSESSMENT AND REASSESSMENT CONTENT

ASSESSMENT REASSESSMENT
[ |
Z = = o =1
Out E wE vE w2z | =
= STrEIg: o2 L EE| = Related
Patient ,?; “ |5 EE z g 1’5’ S EEES £ | To Status VS
EFEFEFTRE|E
Chief | _ '
Complaint | ©
Physician * -3 * ﬁ *’ * ﬁ' * * * *
Specialty | = .
Exam '
| - B S |
= ’
Reason (@ § -+ |~ .
Nurses forvish § ¢ * * K K K o § * * * *
o«
T |
wn D } \
- <2 [ PR i wé
Nutritionist Reas_,o.n 238 : L R *
forvisit |= o
o<
wnw i
Social Reason [& E
Workers for visit |5 & * * * * *
o
w»
Physical | Reason [§ @ ' |
Therapy for visit | & *i * x * l *
-3
B S |
0 |
»n.D o & (|
Respiratory kS E ‘ &3 !
Therapist N/A 25 * =3 K K | * *
(1] c&" o |
< |
I R S F

H&E: Physical Examination
VS: Vital Signs

N/A: Not Applicabl
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