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PURPOSE: Al patients will receive saft, cliective and sppropriate nursing care as evidenced by
wnilization and documeniation of the nursing procesa. This staniard applies to all patients
within the [ospital where pursing care is provided.

REFERENCE: JCAHO Standards, 2002
Nurse Practice Act, Annotated Code of Maryland, Health Occupaion Article, Ttk 8,
Code of Maryland Regulations, Title 10, Subeirle 27, 2002,

RESPONSIRLE PERSOMS: Nurss Manager
Registered Nurse

*NOTE: Aspects of the process mmy be delegated, in accordance with the
Maryland Nurse Practice Act and other regudatory standards.

POLICY:
L DEFINITION
The mesing process cmsxs!s of fisur components:
(o A ASSESSMENT

A gyematic, continuous gathering of data relative 10 the patient's reason for admission. The data
miy be collected through petient interview, through physical exarnination, through femily/significant
W&Wwwmﬂﬂanmwﬁ. The assessrent includes coliection and enalysis of dats. The
analyris of date will assist the nurse, the patient and the patient’ s fimily/significant other to identify
the patiers’ s penblems and needs. Tt inchudas bt is not limited to:

. Idophysicn! mvkwofthemwmbodymwwme
physiological parameters.

2 psychasanizl refevant information about psychosocial support systems,
cultural or religious influences, andety, foars that may affeet care.

3. envitonmental  individual conyiderations needed in pliming the patient’s care during
hospitalization; and pertinent fiving conditions and environmentsl needs to
promote patient safety post discharge.

4, aducationa patient’s and famnily's/significant other’s learning needs for care during
hospitalivation and post dischargs.
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B. PLANNING

Identification and prioritization of problens based on the assessment data; determination of pratocols
and/or wterventions 10 address problems for the purpose of achieving a desired measurable outcome.

C. IMPLEMENTING
Follow through on the imerventions defined in the mursing plan of care.
D. EVALUATION

Review of the outcome and validation the cfiectiveness of the current plan of care. It would include
cvaluating the patien! upon transfer to another level of care or discharge.

II. IMPLEMENTATION
A ASSESSMENT
I, The petiem’s usade relmed to hicher admisdon will be comprehensively assessed upon
ademission. T admission assessment is to be compieted within the established time frame
specific to the needs and acuity of the patients on the patient core unit.  The assessment time
frame is determined by:
2 the anticipated length of stay

b the conpiexity of the patient’s problems and rolated care
e the dymamics of the patient’s condition

2. The registered :irse is responsible for interpreting the data and determining the needs of the
patient.

3. The assessmont includes but is not mited fo the biophysical, psychosocial, environmental,
educational andt pogt dischaepe needs,

4. The patient will be systematically and continuously reassessed throughout the hospital stay as
indicated by the patient’s condition and the outcome of the devised phan of care.

B. PLANNING

I. The plan of ruwing care shall be derived from a systematic, continuous and complete °

2. Based on the aseessment and taking info consideration input from other disciplines in the heaith
care team, paticsx care problems or needs will be idamtified.

3. The problems wil be priovitized according to the immediate needs of the paticnt, the anficipatcd
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length of stzy and the extent to which problems can be resolved.

4. Meagurable patient outcomes specific to each problcm/nesd will be determined.

5. The plan of care will inchide other discharge planning noeds as necessary, ie. referral to Homne
Care, assistance from Socil Services, mursing home placement, out-patient follow-up
arrangesnexrs, efc. in coordination with fumily/significant other.

C. EVALUATION

1. Ewvaluation s derived from the continuons, systesnatic and complete review of the
assessirent, plan of are and s implementation.

2. The patien’s reyponse 0 and the outcomes of the care provided will be systematically and
contiruousiy assessed to determine the effectiveness of the care provided.

3. Reassesamy:its of patients are ongoing according to time frames specific to the patient population
sexved and as indicated by a change in the paticnt’s needs.

emmmhmmmaw

( : discharge wik be evahtad.

5. The plan of care must be reviewed and revised as indicated by the patients condition sod as
needs chanae,

. DOCUMENTATIOR

A. Al aspects of the nursing process will be documented fn the patient's permanent record in &
Systesmatic, ongoing manney according o established divisional and unit-specific standards,

B. Unless otherwise specified in unit guidclines, documentation must be compicted, using the
appropriate fonzs (ckctronic or paper) as ollows:

identification of problems, interventions and expected outcomes: the care plan.
updates/revisions to the plan of care: the care plan

reassessmess. data and care provided: the medication administration record, flow sheets and the
nurses” s noles,

the paticnt's respanse to care given and/or the outcomes: flow sheets and the nurses’s notes.
potient teaching: education documentation fonn; purses’s notes.

C.  Whenever the pasient is transferred fom one level of care to another, documentation must inchide 4
current gssessnent aod the status of the plan of care.

Fo B

;o

D, When the patien: i discharged 1o home or 10 another facility, the status of identified problems and the
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outcomes achievad will be documented. Any refermals to cutside resources for continuing care neods
will alwo be docwrniented in the discharge smmmary.
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