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Principles of Patient 
and Family Assessment

Dr. Maysoon S. Abdalrahim

Chronic and life-threatening illnesses

The chronically ill patients experience continuous or 

episodic declines throughout the illness trajectory. 

The focus of care: palliative rather than curative 

(reduction of symptoms, improvement of QoL)

AIDS; cardiovascular, hepatic and renal diseases; 

diabetes; and neurological disorders (multiple 

sclerosis, cerebral palsy, Parkinson’s disease, cancer, 

and sickle cell disease. 



4/18/2017

2

وضع منحني



4/18/2017

3

Chronic and life-threatening illnesses

Persons diagnosed with a chronic or life-threatening 

illness describing the status of the disease during a cancer 

illness as

“remission,” “partial remission,” “stable disease,” 

“recurrence,” “relapse,” and “metastasis.” 
“exacerbation” and “recovery.” Patients

Quality of Life Assessment

Assessment is key to appropriate NCP

The need to maximize your listening skills, 

judgments. 

Remember that the goal is enhancing quality of life. 
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Quality of Life Assessment

Ferrell’s quality-of-life framework is used to 

organize the assessment

Physical domain

Psychosocial domain

Spiritual domain

physical assessment

provides a baseline of symptoms 

monitors symptoms changes and the emergence of new 

symptoms

The effectiveness of symptoms treatments

Impact of symptoms on the patient’s quality of life. 

 uncover problems in the psychosocial and spiritual 

domains.

focuses primarily on organ systems and symptoms related 

to their functioning. 
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physical assessment

Historical information from the record (previous 

assessments done by care team, including diagnostics)

Subjective information from the patient 

objective information by physical examination. 

Psychosocial Assessment

Persons diagnosed with a chronic or life-threatening 

illness experience many losses. 

Responses to illness

Coping styles 

key elements of psychosocial assessment: 

(1) conducting the psychosocial assessment, 

(2) distinguishing nonpathological grief from depression, 

(3) doing a general mental status assessment.
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Psychosocial 

Assessment

Continue
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Continue
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Psychosocial Assessment

Parameters to assist patients and families in coping:

the need for information 

the need for control in making decisions. 

Indicators of a person’s need for control may include:

An expressed need for information.

Comfort in asking questions.

A willingness to assert their own needs and wishes 

Initiative taken to research print and Internet resources on the illness 

and treatment.

Psychosocial 

Assessment

Grief is a 

normal 

reaction to 

loss, however, 

ineffective 

adaptations or 

coping can 

indeed lead to 

depression.
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Psychosocial Assessment

Perform Mental health 

screening assessment to 

determine the most 

appropriate referral.

Spiritual Assessment

Later … 
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Review of patient’s Record

Before meeting a patient or family member: the initial 

nursing database. 

Also, palliative care patients are not having the energy or 

patience 

focuses assessments and increase the effectiveness of the 

time spent with patients and their families.

Review of patient’s Record

The review should reflect the following:

Demographic Information: name and ID number, age, date of 

birth, gender, ethnicity, language, and occupation. 

Referral Information

Next of Kin and Contact Information / genogram
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Review of patient’s Record

 Primary Point of Contact: surrogate / Healthcare Power 

of Attorney,” 

 Religious Affiliation 

Advance Directives 

Recent Health Trajectory – history of present illness = 

review of systems, and physical examination. 

Medical services such as dietary, respiratory therapy, 

physical and occupational therapy, and speech therapy. 

Medications

Complementary Therapies

The initial face-to-face encounter

Meets the patient and family and establishes a trust 

relationship / rapport:

Caring for the patient 

Use hand sanitizer or wash hands within patient’s and 

family view to demonstrate professionalism and safety.

Verify that this is the correct patient

Begin the interview, “Good morning. What is your 

name?” 

Introduce your-self - name, role. 

Determine how the patient would like to be addressed 

Identify the other persons in the room



4/18/2017

12

The initial face-to-face encounter

Explain the purpose of the interaction and the time

Ask the patient’s permission 

Give her/him an opportunity to use the restroom, and 

excusing others to leave the room

Set near the patient, maintain eye contact.

Completing the nursing database

Complete database using interview, observation, and 

assessment techniques drawn from all three domains. 

Invite the patient to describe how he or she learned of the 

illness.

 Do not interrupt the patient too often use communication 

techniques (probing, reflecting, clarifying, responding 

empathetically, and ask open-ended questions)

Proceed through the physical assessment.

Offer help

close the initial interview by summarizing
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Quality of Life Assessment

Assessments are examined at four critical stages: 

At the time of diagnosis

During treatments

After treatments

During active dying

Assessment at The Time of Diagnosis

The goals are as follows:

1. Determine the baseline health of the patient and family.

2. Document problems and plan interventions to improve QoL

3. Identify learning needs to guide teaching that promotes self-care.

4. Recognize patient and family strengths to reinforce healthy habits 

and behaviors 

5. Detect when the expertise of other health care professionals is 

needed
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Assessment During Treatments

The goals are as follows:

1. Assess the patient’s systems in all domains that are at risk for 

problems

2. Record the current and potential problems and plan early 

interventions with the patient and family.

3. Ascertain the need for teaching 

4. Reinforce patient and family strengths, healthy habits, and 

behaviors to maximize well-being. 

5. Recognize when other health care professionals’ expertise is 

needed and make appropriate referrals

Assessment After Treatments

The goals are as follows:

1. Examine the benefits and burdens of all interventions

2. Determine the current physical problems that are most distressing 

to the patient and family, and plan rehabilitative interventions.

3. Assess functional status and disease process to determine when a 

hospice referral is appropriate.

4. Assess learning needs and provide teaching to aggressively 

manage problems 

5. Continue to reinforce patient and family strengths, healthy habits, 

and behaviors to enhance well-being and to prevent problems.
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Assessment During Active Dying

The goals are as follows:

1. Observe for signs and symptoms of impending death, 

aggressively managing symptoms and promoting comfort

2. Determine the primary source of the patient’s and family’s 

suffering and plan interventions to provide relief.

3. Identify the primary sources of strength for the patient and family 

members so that they can be used to provide support.

4. Ascertain the patient’s and family’s readiness and need for 

teaching about the dying process.

5. Look for ways to support the patient and family to enhance 

meaning during this intense experience.

Cultural Competence

Cultural competence has been defined as “an educational process, 

which includes the ability to develop working relationships across 

lines of difference. 

self-awareness

cultural knowledge about illness and healing practices

intercultural communication skills

behavioral flexibility 
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Cultural Competence

The health team should concentrate on the following:

Being aware of one’s own ethnocentrism

Assessing patient’s and family’s beliefs about illness and 

treatments.

Considering patient and family as teachers and guides

Asking about the patient’s personal preferences 

Respecting cultural differences regarding personal space and 

touch

Determining needs regarding health related information

The use of complementary health care practices and 

Incorporating them into the plan of care.

Cultural Competence

Respecting cultural differences regarding personal space and 

touch
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45.7 cm 121.9 cm 365.8 cm
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