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When a registered nurse (RN) receives a change-of-shift report, one of the critical tasks is to
determine which clients require immediate assessment. Prioritizing client assessments ensures
patient safety, timely intervention, and efficient utilization of nursing resources. Understanding how
to identify clients needing urgent evaluation is essential for delivering high-quality care. This article
explores the key considerations and strategies for RNs to determine which assigned clients should
be assessed promptly after a shift change.

Understanding the Importance of Prioritizing Client
Assessments

Effective prioritization during shift change is vital for maintaining continuity of care and preventing
adverse events. Clients with unstable conditions or recent changes in their health status are at
higher risk of deterioration and require immediate evaluation. Recognizing signs of instability,
recent interventions, or potential complications helps RNs make informed decisions about whom to
assess first.

Factors Influencing Which Clients to Assess First

Several factors influence the prioritization process. These include clients’ current health status,
recent clinical data, and specific orders from healthcare providers. RNs must evaluate these aspects
systematically to determine the clients needing urgent attention.

Clients with Unstable Vital Signs

Clients exhibiting abnormal vital signs—such as significantly elevated or decreased blood pressure,
tachycardia, bradycardia, abnormal respiratory rate, or oxygen saturation levels—should be
assessed immediately. These signs can indicate deterioration or impending crises that require
prompt intervention.

Clients with Recent or Pending Procedures



Patients who have recently undergone invasive procedures, surgeries, or interventions are at risk for
complications such as bleeding, infection, or altered vital signs. Assessing these clients helps detect
early signs of complications and ensures timely management.

Clients with New or Worsening Symptoms

Any client reporting new symptoms like chest pain, shortness of breath, sudden weakness,
confusion, or severe pain warrants prompt assessment. These symptoms may be indicative of serious
conditions such as myocardial infarction, stroke, or respiratory distress.

Clients with Pending Critical Tests or Treatments

Clients awaiting critical diagnostic tests, medication administration, or treatments might need
assessment to confirm stability before proceeding. For example, a patient scheduled for surgery may
require preoperative assessment to ensure readiness.

Clients with Prior Conditions Requiring Monitoring

Patients with chronic illnesses such as heart failure, diabetes, or respiratory diseases require
ongoing monitoring. Sudden changes in their condition necessitate immediate assessment to prevent
escalation.

Strategies for Effective Client Assessment Prioritization

Implementing structured assessment strategies helps RNs manage multiple clients efficiently during
shift change. These strategies include the use of prioritization frameworks, ongoing assessment, and
clear communication.

Utilize Triage Principles

Triage involves categorizing clients based on the urgency of their needs. The three-tier system often
used includes:

Emergent: Immediate assessment required (unstable vital signs, severe symptoms).

Urgent: Assessment needed soon (worsening symptoms, pending procedures).

Non-urgent: Stable clients with no immediate concerns.



Assigning clients to these categories helps determine assessment order effectively.

Perform Focused and Rapid Assessments

During shift change, quick yet thorough assessments help identify clients in need. Focused
assessments concentrate on vital signs, airway, breathing, circulation, neurological status, and
specific concerns relevant to the client’s condition.

Communicate with the Healthcare Team

Effective communication with physicians, colleagues, and patients provides context about recent
changes and upcoming needs. Clarifying pending tests or treatments informs prioritization.

Review Client Charts and Recent Data

Reviewing vital signs logs, lab results, and nursing notes allows RNs to identify trends or new issues
that warrant immediate assessment.

Common Clinical Scenarios for Prioritized Client
Assessment

Understanding typical scenarios helps RNs recognize which clients should be evaluated first.

Scenario 1: Client with Abnormal Vital Signs

A client’s blood pressure suddenly drops from 130/80 mmHg to 80/50 mmHg, or oxygen saturation
falls below 90%. These changes indicate instability, requiring immediate assessment to determine
cause and initiate interventions.

Scenario 2: Postoperative Patient with Bleeding

A patient who recently had surgery reports increased pain and shows signs of bleeding or
hypotension. Rapid assessment is crucial to prevent further complications.

Scenario 3: Client Reporting Chest Pain or Shortness of



Breath

These symptoms may be signs of cardiac or pulmonary emergencies. Immediate assessment and
intervention are necessary.

Scenario 4: Patient with Altered Mental Status

Sudden confusion, lethargy, or decreased responsiveness could signal neurological issues, hypoxia,
or metabolic disturbances requiring urgent evaluation.

Scenario 5: Worsening Symptoms in Chronic Disease Patients

A diabetic patient with increasing weakness and confusion may be experiencing hypoglycemia or
diabetic ketoacidosis, necessitating prompt assessment.

Conclusion: Making Informed Decisions During Shift
Change

The ability of an RN to determine which clients require assessment immediately after receiving
change-of-shift report is critical for patient safety and quality care. Prioritization involves assessing
vital signs, recent changes, pending procedures, and overall stability. Using structured frameworks
such as triage principles, coupled with quick assessments and effective communication, enables RNs
to identify clients in urgent need of evaluation. By mastering these skills, nurses ensure timely
interventions, prevent deterioration, and promote optimal outcomes for all patients under their care.

Additional Tips for RNs

Always review the latest client data and notes before assessments.

Communicate any urgent findings to the healthcare team immediately.

Stay organized by creating a prioritized assessment plan based on acuity.

Remain vigilant and adaptable, as client conditions can change rapidly.

In summary, understanding which clients to assess first after receiving change-of-shift report is a
fundamental nursing skill that enhances patient safety and promotes efficient care delivery. Focused
evaluation, strategic prioritization, and clear communication are the cornerstones of effective client
assessment during shift transitions.



Frequently Asked Questions

What are the key factors to consider when prioritizing client
assessments after a change-of-shift report?
Prioritize clients based on their stability, recent changes in condition, critical needs, and any new or
worsening symptoms to ensure timely intervention.

Which client should the RN assess first: one with stable vital
signs or one with recent onset of chest pain?
The RN should assess the client with recent onset of chest pain first, as this may indicate a
potentially life-threatening condition requiring immediate attention.

How does the RN determine which client requires urgent
assessment during shift change?
The RN evaluates each client's current condition, recent changes, and potential risks to identify
those who are unstable or showing signs of deterioration that need prompt evaluation.

What role does the change-of-shift report play in guiding
client assessments?
It provides vital information about each client's status, recent changes, and care needs, helping the
RN prioritize assessments effectively during the shift transition.

Should the RN assess a client who has not shown any recent
changes or new symptoms?
While routine assessment is important, the RN should prioritize clients with recent changes or
symptoms; stable clients may be assessed later unless their condition warrants immediate attention.

What are common signs that indicate a client needs
immediate reassessment after shift change?
Signs include sudden changes in vital signs, altered mental status, new or worsening symptoms, or
any indication of instability or deterioration.

How can the RN effectively manage multiple client
assessments during shift change?
By prioritizing clients based on acuity, using a systematic approach, and delegating tasks
appropriately to ensure timely and comprehensive assessments.



Why is it important for the RN to review the change-of-shift
report thoroughly before assessing clients?
A thorough review ensures the RN is aware of each client's current status, recent changes, and
specific needs, facilitating appropriate prioritization and planning of assessments.

Can a client with stable vital signs be deferred for assessment
after shift change?
Yes, if the client is stable and has no recent changes, the assessment can be deferred temporarily,
but ongoing monitoring should continue to ensure stability.

Additional Resources
Change-of-Shift Report: Assessing Assigned Clients for Registered Nurses (RNs)

Effective nursing care hinges on seamless communication during shift changes, ensuring continuity
and safety for patients. When a Registered Nurse (RN) receives a change-of-shift report, one of the
critical tasks is determining which clients require immediate or prioritized assessment. This process
involves evaluating various factors, including patient acuity, recent interventions, potential
complications, and ongoing needs. Proper assessment ensures early detection of deterioration,
continuation of planned care, and prevention of adverse events.

---

Understanding the Purpose of Change-of-Shift Reports

Change-of-shift reports, also called handoffs, serve as vital communication tools that bridge the
outgoing and incoming nurses. They provide comprehensive information about each patient’s
current condition, recent changes, ongoing treatments, and upcoming needs. This exchange aims to
maintain consistency, prevent errors, and promote patient safety.

Key objectives include:
- Conveying vital signs, lab results, and diagnostic findings.
- Highlighting recent changes or concerns.
- Clarifying ongoing treatments and care plans.
- Identifying patients needing urgent attention.

Given this context, the incoming RN must assess which clients warrant immediate evaluation based
on the report details, clinical presentation, and potential risks.

---



Factors Influencing Which Clients Need Assessment

Before delving into specific clients, it’s essential to understand the parameters influencing
assessment priorities:

1. Patient Acuity and Stability
- Patients with unstable vital signs or signs of deterioration require prompt assessment.
- Stable patients generally follow routine evaluations unless new concerns arise.

2. Recent Changes or Interventions
- New orders, medication adjustments, or recent procedures may necessitate reassessment to
evaluate effectiveness or identify complications.

3. Risk of Complications or Deterioration
- Patients with certain diagnoses (e.g., respiratory failure, sepsis, post-operative status) are at higher
risk for rapid decline.

4. Pending or Scheduled Procedures
- Patients awaiting tests or procedures should be checked to ensure readiness and pre-procedure
assessments.

5. Patient Reports or Symptoms
- Clients expressing new or worsening symptoms (e.g., pain, shortness of breath, dizziness) should
be prioritized.

6. Medication or Treatment Concerns
- Patients on high-risk medications or treatments requiring close monitoring (e.g., insulin,
anticoagulants) need assessment to prevent adverse events.

---

Analyzing Common Scenarios to Determine Which
Clients Require Assessment

In practice, the RN evaluates each client based on the information provided in the report,
considering the above factors. Here’s a detailed breakdown of typical scenarios:



Scenario 1: Client with Unstable Vital Signs or Abnormal
Findings
- Example: A client’s blood pressure has dropped from 130/80 to 90/60, or oxygen saturation has
fallen below 92% since the last assessment.
- Action: Immediate assessment is warranted to identify the cause, administer interventions, and
stabilize the client.

Scenario 2: Client Who Recently Underwent Surgery or
Procedure
- Example: Post-operative patient with reports of increased pain, swelling, or bleeding.
- Action: The nurse should assess surgical sites, vital signs, and pain levels promptly to detect
complications like bleeding, infection, or impaired healing.

Scenario 3: Patient with New or Worsening Symptoms
- Example: Complaints of chest pain, shortness of breath, dizziness, or confusion.
- Action: These clients require urgent assessment to determine severity, initiate appropriate
interventions, and potentially notify the healthcare provider.

Scenario 4: Clients on High-Risk Medications or Treatments
- Example: A patient on anticoagulants with a recent lab showing abnormal INR, or a diabetic
patient with fluctuating blood glucose.
- Action: Reassessment ensures medication efficacy and safety, and helps prevent complications like
bleeding or hypoglycemia.

Scenario 5: Stable Patients with Routine Care
- Example: Clients with chronic stable conditions or routine post-discharge clients.
- Action: These patients typically follow scheduled assessments unless new concerns are identified
during report.

---

Specific Client Types and Assessment Priorities

Here, we categorize clients based on their clinical status and outline the assessment priorities:

1. Critically Ill or Unstable Clients
- These clients often require immediate and comprehensive assessment upon shift change.
- Examples include:



- Patients on ventilators or with respiratory distress.
- Hemodynamically unstable patients.
- Clients showing signs of sepsis or shock.

Assessment Focus:
- Vital signs (HR, BP, RR, SpO₂).
- Airway patency and respiratory status.
- Circulatory stability.
- Neurological status.
- Skin integrity and perfusion.

2. Post-Operative or Post-Procedure Clients
- These clients need assessment for pain management, bleeding, and signs of infection or other
complications.
- Examples:
- Post-abdominal surgery.
- Post-vascular procedures.

Assessment Focus:
- Surgical site inspection.
- Pain evaluation.
- Hemodynamic stability.
- Monitoring for signs of bleeding or infection.

3. Patients with New or Changing Symptoms
- These clients may have reported or observed changes warranting immediate attention.
- Examples:
- Sudden chest pain.
- Shortness of breath.
- Sudden confusion or altered mental status.

Assessment Focus:
- Focused physical examination related to symptoms.
- Vital signs.
- Relevant diagnostics (if available).

4. Clients on High-Risk Medications
- Clients requiring close monitoring for medication effects or adverse reactions.
- Examples:
- Anticoagulated patients.
- Diabetics on insulin or oral hypoglycemics.
- Patients on vasoactive medications.

Assessment Focus:
- Laboratory values (INR, blood glucose).



- Signs of bleeding or hypoglycemia.
- Monitoring for side effects.

5. Stable Clients with Routine Needs
- These clients are generally lower priority but should not be neglected.
- Examples:
- Chronic disease management.
- Patients on scheduled treatments.

Assessment Focus:
- Routine vital signs.
- Routine checks as per care plan.
- Patient comfort and education.

---

Integrating Assessment into Priorities: The Nursing
Process

When deciding which clients to assess first, the RN applies the nursing process — particularly the
assessment phase — to triage effectively.

Steps:
1. Review Report Data Carefully: Note any abnormal vital signs, complaints, or recent interventions.
2. Identify Clients with Potential for Rapid Deterioration: Prioritize these for immediate assessment.
3. Determine Urgency Based on Clinical Presentation: Use clinical judgment and protocols.
4. Implement the Assessment: Conduct focused or comprehensive evaluations as needed.
5. Document and Communicate Findings: Ensure ongoing communication with the healthcare team.

Key Point: The RN must balance the needs of all clients, providing urgent attention where necessary
while maintaining routine assessments for stable patients.

---

Real-World Application: Prioritization Strategies

Effective prioritization during shift change involves systematic approaches:

- ABCs (Airway, Breathing, Circulation): Always assess life-sustaining functions first.
- ABCDEF Framework: Airway, Breathing, Circulation, Disability (neurological status), Exposure (full
body assessment), and Family/Patient concerns.
- Safety and Risk Assessment: Identify clients with fall risks, infection control concerns, or
medication sensitivities.
- Use of Triage Tools: Tools like the Early Warning Score or Rapid Response Triggers to identify



clients needing urgent assessment.

---

Conclusion: Who Should Be Assessed First?

In summary, during a change-of-shift report, the RN should prioritize assessment for clients who:

- Show signs of instability or deterioration.
- Have recent significant changes or interventions.
- Are at high risk for complications.
- Express new or worsening symptoms.
- Are on high-alert medications requiring close monitoring.

Routine, stable patients should be assessed according to scheduled care plans, but vigilance remains
essential to catch any unnoticed deterioration.

Final Note: The RN’s clinical judgment, critical thinking, and adherence to protocols are vital in
determining priorities. Prompt, thorough assessment enhances patient outcomes, minimizes risks,
and ensures a safe, effective transition between shifts.

---

In essence, the RN should evaluate all assigned clients during the change-of-shift report but focus
immediate assessment efforts on those exhibiting instability, recent changes, or high-risk features,
thereby safeguarding patient safety and continuity of care.
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