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THe NUrsE Is CARING For A Diverse GrRoup OF CLIENTS. IN WHICH CLIENT SHouLb THe NURSE Assess For AN
ALTERATION

IN ANY HEALTHCARE SETTING, NURSES ENCOUNTER A DIVERSE POPULATION OF CLIENTS, EACH WITH UNIQUE HEALTH STATUSES,
CULTURAL BACKGROUNDS, AND POTENTIAL HEALTH ALTERATIONS. RECOGNIZING WHICH CLIENT REQUIRES IMMEDIATE ASSESSMENT
FOR POSSIBLE ALTERATIONS IS CRUCIAL FOR PROVIDING TIMELY AND EFFECTIVE CARE. UNDERSTANDING THE SIGNS OF HEALTH
CHANGES, THE VULNERABILITIES OF SPECIFIC POPULATIONS, AND THE APPROPRIATE ASSESSMENT PRIORITIES ENABLES NURSES TO
OPTIMIZE PATIENT OUTCOMES.

UNDERSTANDING THE IMPORTANCE OF EARLY IDENTIFICATION OF ALTERATIONS

EARLY DETECTION OF HEALTH ALTERATIONS CAN SIGNIFICANTLY INFLUENCE TREATMENT OUTCOMES AND PREVENT
COMPLICATIONS. ALTERATIONS REFER TO DEVIATIONS FROM THE NORM IN PHYSICAL, PSYCHOLOGICAL, OR SOCIAL HEALTH
PARAMETERS. THESE CAN MANIFEST AS CHANGES IN VITAL SIGNS, MENTAL STATUS, PHYSICAL APPEARANCE, OR FUNCTIONAL
ABILITIES.

NURSES PLAY A PIVOTAL ROLE IN MONITORING CLIENTS FOR EARLY SIGNS OF DETERIORATION OR ABNORMAL CHANGES. PROMPT
ASSESSMENT ALLOWS FOR EARLY INTERVENTION, WHICH IS VITAL IN PREVENTING ADVERSE EVENTS SUCH AS INFECTIONS, FALLS,
OR ORGAN FAILURE.

CoMMoN TYPES ofF CLIENT ALTERATIONS REQUIRING NURSING ASSESSMENT

BEFORE IDENTIFYING WHICH CLIENT TO PRIORITIZE, IT’S ESSENTIAL TO UNDERSTAND THE COMMON ALTERATIONS NURSES MONITOR
FOR, INCLUDING:

PHYSICAL ALTERATIONS

- VITAL SIGN ABNORMALITIES (E.G., TACHYCARDIA, HYPOTENSION, FEVER)
- RESPIRATORY DISTRESS OR HYPOXIA

- SUDDEN WEAKNESS OR PARALYSIS

- CHANGES IN SKIN INTEGRITY (E.G., PRESSURE ULCERS, \X/OUNDS)

- SIGNS OF BLEEDING OR HEMORRHAGE

PSYCHOLOGICAL ALTERATIONS

- CONFUSION OR DISORIENTATION

- ANXIETY OR DEPRESSION

- ALTERED LEVEL OF CONSCIOUSNESS
- SUICIDAL IDEATION

SocIAL AND FUNCTIONAL ALTERATIONS

- IMPAIRED MOBILITY
- DIFFICULTY PERFORMING ACTIVITIES OF DAILY LIVING



- SOCIAL WITHDRAWAL OR ISOLATION

IDENTIFYING WHICH CLIENT TO ASSESS FOR AN ALTERATION

IN A SETTING WITH MULTIPLE CLIENTS, NURSES MUST PRIORITIZE ASSESSMENTS BASED ON THE ACUITY OF THE SITUATION, THE
CLIENT'S BASELINE CONDITION, AND THE LIKELIHOOD OF DETERIORATION. THE CLIENT MOST IN NEED OF ASSESSMENT IS TYPICALLY
THE ONE EXHIBITING SIGNS OF POTENTIAL OR ACTUAL HEALTH ALTERATIONS THAT COULD RAPIDLY \WORSEN.

Key FACTORS IN PRIORITIZING NURSING ASSESSMENT

SEVERITY OF SYMPTOMS: CLIENTS WITH LIFE-THREATENING SIGNS OR SYMPTOMS SHOULD BE ASSESSED IMMEDIATELY.

ReceNT CHANGES: SUDDEN OR UNEXPECTED CHANGES IN HEALTH STATUS WARRANT PROMPT ASSESSMENT.

* VULNERABLE POPULATIONS: CERTAIN GROUPS (E.G., THE ELDERLY, IMMUNOCOMPROMISED) ARE MORE SUSCEPTIBLE TO
RAPID HEALTH DETERIORATION.

ExisTING CONDITIONS: CLIENTS WITH CHRONIC ILLNESSES OR COMORBIDITIES MAY REQUIRE CLOSER MONITORING.

CAsE SceNARIOS: WHICH CLIENT SHouLD THE NURSE ASSESS FIRST?

UNDERSTANDING PRACTICAL APPLICATIONS HELPS CLARIFY DECISION-MAKING. CONSIDER THESE SCENARIOS:

SceNARIO 1: CLIENT WITH STABLE POSTOPERATIVE STATUS

- NO NEW COMPLAINTS
- VITAL SIGNS WITHIN NORMAL LIMITS
- NO APPARENT DISTRESS

SceENARIO 2: CLIENT REPORTING CHEST PAIN AND SHORTNESS OF BREATH

- VITAL SIGNS: ELEVATED HEART RATE, LOW OXYGEN SATURATION
- APPEARANCE: PALE, DIAPHORETIC
- POSSIBLE ACUTE CORONARY EVENT OR PULMONARY EMBOLISM

SceNARIO 3: CLIENT ExHIBITING SUDDEN CONFUSION AND AGITATION

- HISTORY OF STROKE
- ALTERED MENTAL STATUS
- POSSIBLE NEUROLOGICAL EVENT OR HYPOGLYCEMIA

SceNARIO 4: CLIENT WITH W OUND INFECTION SHOWING SIGNS OF SEPSIS

- FEVER, TACHYCARDIA
- HyPoTENSION
- ALTERED CONSCIOUSNESS



PRIORITIZATION:

IN THESE SCENARIOS, THE NURSE SHOULD ASSESS THE CLIENT EXHIBITING SIGNS OF POTENTIAL LIFE-THREATENING ALTERATIONS
FIRST, SUCH AS THE CLIENT WITH CHEST PAIN AND SHORTNESS OF BREATH (SCENARIO 2) AND THE CLIENT WITH SIGNS OF SEPSIS
(ScenARIO 4). RAPID ASSESSMENT AND INTERVENTION ARE CRITICAL TO PREVENT DETERIORATION.

SpPecIAL CONSIDERATIONS FOR VULNERABLE CLIENT POPULATIONS

CERTAIN POPULATIONS ARE MORE SUSCEPTIBLE TO HEALTH ALTERATIONS AND REQUIRE VIGILANT ASSESSMENT:

OLDER ADULTS

- OFTEN PRESENT ATYPICALLY
- MAY HAVE SUBTLE OR SILENT SIGNS OF DETERIORATION
- INCREASED RISK FOR FALLS, CONFUSION, DEHYDRATION

IMMUNOCOMPROMISED CLIENTS

- HIGHER RISK OF INFECTIONS
- MAY LACK TYPICAL FEVER RESPONSES
- NEED CLOSE MONITORING FOR SUBTLE CHANGES

PebiATRIC CLIENTS

- CANNOT ALWAYS VERBALIZE SYMPTOMS
- CHANGES IN BEHAVIOR OR FEEDING PATTERNS MAY INDICATE HEALTH ISSUES

CLIenTs WITH CHrRoNIC CONDITIONS

- BASELINE DEVIATIONS MAY MASK NEW ALTERATIONS
- REQUIRE CAREFUL COMPARISON TO USUAL STATUS

TooLs AND TECHNIQUES FOR EFFECTIVE ASSESSMENT

EFFECTIVE ASSESSMENT INVOLVES SYSTEMATIC APPROACHES, INCLUDING:

VITAL SIGNS MONITORING

- BLoop PRESSURE, HEART RATE, RESPIRATORY RATE, TEMPERATURE, OXYGEN SATURATION
- TRENDS OVER TIME ARE OFTEN MORE INFORMATIVE THAN ISOLATED READINGS

PHYSICAL EXAMINATION

- |NSPECTION, PALPATION, AUSCULTATION, PERCUSSION
- FOCUSED ON AREAS OF CONCERN OR SYSTEM-SPECIFIC ASSESSMENTS



NEUROLOGICAL ASSESSMENT

- LEVEL OF CONSCIOUSNESS
- PUPIL RESPONSE
- MOTOR AND SENSORY FUNCTION

PsycHosocIAL EVALUATION

- MENTAL STATUS
- MoOD AND BEHAVIORAL CHANGES
- SOCIAL SUPPORT SYSTEMS

\W/HEN TO ESCALATE AND SEEK ADDITIONAL HELP

ASSESSMENT IS JUST THE FIRST STEP. RECOGNIZING WHEN FINDINGS EXCEED THE NURSE’S SCOPE AND REQUIRE ESCALATION IS
VITAL.

INDICATORS FOR URGENT ESCALATION:
- AIRWAY COMPROMISE

- UNCONTROLLED BLEEDING

- SIGNS OF SHOCK

- SUDDEN NEUROLOGICAL CHANGES

- SEVERE PAIN OR DISTRESS

ACTIONS:

- NOTIFY THE HEALTHCARE PROVIDER PROMPTLY
- INITIATE EMERGENCY PROTOCOLS IF NECESSARY
- DOCUMENT FINDINGS THOROUGHLY

ConcrusioN: THE CLIENT MosT IN NEeD OF ASSESSMENT

W/HILE ALL CLIENTS DESERVE ATTENTIVE CARE, THE NURSE SHOULD PRIORITIZE ASSESSING THE CLIENT EXHIBITING SIGNS OF AN
IMMINENT HEALTH ALTERATION—SUCH AS RESPIRATORY DISTRESS, NEUROLOGICAL DECLINE, OR HEMODYNAMIC INSTABILITY. IN
DOING SO, THE NURSE ENSURES THAT CRITICAL HEALTH CHANGES ARE IDENTIFIED EARLY AND MANAGED APPROPRIATELY,
ULTIMATELY IMPROVING PATIENT OUTCOMES.

SUMMARY T ABLE: KEY INDICATORS FOR PRIORITIZED ASSESSMENT

| CLIENT Scenario | CRITICAL SiGNs To W ATCH For | ReEcoMMENDED ACTION |

| CHEST PAIN, SHORTNESS OF BREATH | HYPOXIA, CHEST DISCOMFORT, DIAPHORESIS | IMMEDIATE ASSESSMENT & INTERVENTION
| SUDDEN CONFUSION OR AGITATION | ALTERED MENTAL STATUS | RAPID NEUROLOGICAL ASSESSMENT

| SIGNS OF INFECTION/SEPSIS | FEVER, HYPOTENSION, TACHYCARDIA | URGENT EVALUATION AND NOTIFY PROVIDER |

| STABLE POSTOPERATIVE CLIENT | NO NEW SYMPTOMS | ROUTINE MONITORING |

FINAL NOTE:

EFFECTIVE NURSING CARE HINGES ON VIGILANT ASSESSMENT, TIMELY RECOGNITION OF ALTERATIONS, AND SWIFT ACTION.
ALWAYS CONSIDER THE CLIENT'S BASELINE, CURRENT PRESENTATION, AND VULNERABILITY TO DETERMINE WHO NEEDS
ASSESSMENT FIRST. PRIORITIZATION ENSURES THAT THE MOST CRITICAL NEEDS ARE ADDRESSED PROMPTLY, SAFEGUARDING
PATIENT SAFETY AND PROMOTING RECOVERY.



REFERENCES

- BErMAN, A., SNYDER, S., § FRANDSEN, G. (2016). Kozier § Ere’S FUNDAMENTALS OF NURSING. PEARSON.

- Lewis, S. L., eT AL. (2019). MepicAL-SURGICAL NURSING: ASSESSMENT AND MANAGEMENT OF CLINICAL PROBLEMS.
ELSEVIER.

- lenaTAvICIUS, D. D., €T AL. (2018). MepicAL-SURGICAL NURSING: CRITICAL THINKING FOR COLLABORATIVE CARE.
ELSEVIER.

FREQUENTLY AskeD QUESTIONS

WHICH CLIENT SHOULD THE NURSE PRIORITIZE FOR ASSESSMENT WHEN OBSERVING SIGNS
OF ALTERED MENTAL STATUS?

THE ELDERLY CLIENT EXHIBITING SUDDEN CONFUSION OR DISORIENTATION, AS THIS MAY INDICATE DELIRIUM, INFECTION, OR OTHER
ACUTE CHANGES REQUIRING IMMEDIATE ATTENTION.

\W/HEN CARING FOR A CLIENT WITH DIABETES, WHICH INDIVIDUAL SHOULD THE NURSE
ASSESS FOR SIGNS OF HYPOGLYCEMIA?

THE CLIENT PRESENTING WITH SWEATING, SHAKINESS, CONFUSION, AND WEAKNESS, INDICATING POTENTIAL HYPOGLYCEMIA
NEEDING PROMPT INTERVENTION.

\Y/HICH CLIENT SHOULD THE NURSE EVALUATE FOR POTENTIAL RESPIRATORY
COMPROMISE?

THE CLIENT WITH A HISTORY OF ASTHMA EXPERIENCING INCREASED SHORTNESS OF BREATH, WHEEZING, OR USE OF ACCESSORY
MUSCLES, SUGGESTING POSSIBLE AIRWAY OBSTRUCTION OR EXACERBATION.

IN CARING FOR A PEDIATRIC PATIENT, WHICH SIGNS SHOULD PROMPT THE NURSE TO
ASSESS FOR DEHYDRATION?

SIGNS SUCH AS DRY MUCOUS MEMBRANES, DECREASED URINE OUTPUT, SUNKEN FONTANEL, AND LETHARGY, INDICATING POTENTIAL
DEHYDRATION THAT REQUIRES PROMPT ASSESSMENT.

\W/HICH CLIENT SHOULD THE NURSE ASSESS FOR POTENTIAL SIGNS OF SKIN INFECTION OR
PRESSURE INJURY?

THE IMMOBILE OR BEDRIDDEN CLIENT WITH REDDENED OR BROKEN SKIN, PARTICULARLY OVER BONY PROMINENCES, INDICATING RISK
FOR PRESSURE ULCERS OR INFECTION.

\WHEN CARING FOR A POSTPARTUM CLIENT ;, WHICH SYMPTOM SHOULD ALERT THE NURSE
TO ASSESS FOR POSTPARTUM HEMORRHAGE?

A SUDDEN DROP IN BLOOD PRESSURE, INCREASED HEART RATE, OR EXCESSIVE VAGINAL BLEEDING, INDICATING POSSIBLE
HEMORRHAGE REQUIRING IMMEDIATE ASSESSMENT.

\W/HICH CLIENT SHOULD THE NURSE EVALUATE FOR NUTRITIONAL DEFICIENCY OR
MALNUTRITION?

THE ELDERLY CLIENT WITH UNINTENDED WEIGHT LOSS, MUSCLE WASTING, OR POOR WOUND HEALING, SUGGESTING POSSIBLE



NUTRITIONAL DEFICITS NEEDING ASSESSMENT.

ADDITIONAL RESOURCES

THe NursE |s CARING For A Diverse Group OF CLIENTS. IN WHICH CLIENT SHouLD THE NURSE ASSESS For AN
ALTERATION?

W/HEN A NURSE IS CARING FOR A DIVERSE GROUP OF CLIENTS, THE ABILITY TO IDENTIFY SUBTLE OR OVERT SIGNS OF HEALTH
ALTERATIONS IS CRUCIAL FOR DELIVERING TIMELY, EFFECTIVE CARE. IN sucH SETTINGS, EACH PATIENT PRESENTS A UNIQUE SET
OF RISK FACTORS, HEALTH HISTORIES, AND CULTURAL BACKGROUNDS THAT INFLUENCE THEIR HEALTH STATUS. THE NURSE IS
CARING FOR A DIVERSE GROUP OF CLIENTS. IN WHICH CLIENT SHOULD THE NURSE ASSESS FOR AN ALTERATION? THIS QUESTION
UNDERSCORES THE IMPORTANCE OF CLINICAL VIGILANCE AND CRITICAL THINKING IN NURSING PRACTICE. RECOGNIZING WHICH
PATIENT REQUIRES IMMEDIATE ASSESSMENT FOR POTENTIAL HEALTH ALTERATIONS CAN PREVENT COMPLICATIONS, IMPROVE
OUTCOMES, AND PROMOTE HOLISTIC CARE.

(UNDERSTANDING HEALTH ALTERATIONS AND THE NURSE’S ROLE

BEFORE DIVING INTO SPECIFIC CLIENT ASSESSMENTS, IT'S VITAL TO UNDERSTAND WHAT CONSTITUTES A HEALTH ALTERATION.
A HEALTH ALTERATION REFERS TO ANY DEVIATION FROM THE NORMAL STRUCTURE OR FUNCTION OF THE BODY THAT MAY
INDICATE DISEASE, INJURY, OR OTHER HEALTH ISSUES REQUIRING INTERVENTION. THESE CAN BE PHYSICAL, PSYCHOLOGICAL, OR
SOCIAL IN NATURE.

THE NURSE’S ROLE INVOLVES:

- MONITORING FOR SIGNS AND SYMPTOMS OF HEALTH DEVIATIONS
- RECOGNIZING EARLY WARNING SIGNS

- PERFORMING APPROPRIATE ASSESSMENTS PROMPTLY

- COMMUNICATING FINDINGS FOR FURTHER INTERVENTION

IN A DIVERSE CLINICAL SETTING, PATIENT PRESENTATIONS CAN VARY SIGNIFICANTLY , INFLUENCED BY FACTORS SUCH AS AGE,

CULTURAL BACKGROUND, PRE-EXISTING CONDITIONS, AND SOCIOECONOMIC STATUS. THIS DIVERSITY CAN SOMETIMES MASK OR
MIMIC SIGNS OF HEALTH ALTERATIONS, MAKING THE NURSE’S ASSESSMENT SKILLS EVEN MORE CRITICAL.

FACTORS INFLUENCING THE NEED FOR ASSESSMENT

SEVERAL FACTORS CAN INFLUENCE WHICH PATIENT THE NURSE SHOULD ASSESS FOR AN ALTERATION:

- AGE: CERTAIN AGE GROUPS ARE MORE VULNERABLE TO SPECIFIC HEALTH ISSUES.

- MEDICAL HISTORY: PRE-EXISTING CONDITIONS MAY PREDISPOSE CLIENTS TO NEW HEALTH PROBLEMS.

- CULTURAL AND LANGUAGE BARRIERS: MAY AFFECT COMMUNICATION AND SYMPTOM REPORTING.

- CURRENT COMPLAINTS OR SYMPTOMS: THE PRESENCE OF SPECIFIC SIGNS WARRANTS IMMEDIATE ATTENTION.

- VITAL SIGNS AND PHYSICAL FINDINGS: DEVIATIONS FROM NORMAL RANGES SIGNAL POTENTIAL HEALTH ISSUES.
- BEHAVIORAL CUES: CHANGES IN MOOD, CONSCIOUSNESS, OR ACTIVITY LEVELS.

[IDENTIFYING WHICH CLIENT REQUIRES IMMEDIATE ASSESSMENT: A STEP-BY-STEP APPROACH

\W/HEN FACED WITH MULTIPLE CLIENTS, THE NURSE MUST PRIORITIZE ASSESSMENTS BASED ON CLINICAL INDICATORS. Here I1s A
STRUCTURED APPROACH:

1. Reviews CLIENT DATA AND PRESENTING COMPLAINTS

START BY EXAMINING EACH CLIENT’S:



- VITAL SIGNS: ARE THERE ABNORMAL READINGS?

- REPORTED SYMPTOMS: ARE THEY EXPERIENCING PAIN, DIZZINESS, SHORTNESS OF BREATH?
- PHYSICAL APPEARANCE: |S THERE PALLOR, CYANOSIS, OR EDEMA?P

- BEHAVIORAL CHANGES: CONFUSION, AGITATION, LETHARGY?

2. Recoanize CRITICAL INDICATORS

SOME SIGNS ARE RED FLAGS PROMPTING IMMEDIATE ASSESSMENT:

- ALTERED LEVEL OF CONSCIOUSNESS

- SEVERE SHORTNESS OF BREATH OR RESPIRATORY DISTRESS

- UNCONTROLLED BLEEDING

- CHEST PAIN OR SIGNS OF MYOCARDIAL INFARCTION

- SIGNS OF SHOCK (HYPOTENSION, TACHYCARDIA, PALLOR)

- ACUTE NEUROLOGICAL CHANGES (WEAKNESS, PARALYSIS, SUDDEN VISION CHANGES)

3. PrIORITIZE BASED ON SEVERITY AND URGENCY

CLIENTS EXHIBITING THESE CRITICAL SIGNS SHOULD BE ASSESSED IMMEDIATELY TO DETERMINE THE EXTENT OF THE ISSUE AND
INITIATE EMERGENCY INTERVENTIONS IF NECESSARY.

CASE SCENARIOS: APPLYING THE PRINCIPLES

LET’S ANALYZE SOME HYPOTHETICAL SITUATIONS TO ILLUSTRATE HOW A NURSE MIGHT IDENTIFY WHICH CLIENT REQUIRES
ASSESSMENT:

CLIENT A: ELDERLY W oMAN WITH MILD CONFUSION

- REPORTS FEELING SLIGHTLY CONFUSED BUT INTERACTS APPROPRIATELY.

- VITAL SIGNS ARE WITHIN NORMAL LIMITS.

- No APPARENT DISTRESS.

ASSESSMENT PRIORITY: W/HILE CONFUSION WARRANTS ASSESSMENT, IF VITAL SIGNS ARE STABLE AND THERE ARE NO OTHER
CONCERNING SIGNS, THIS MAY BE A LESS URGENT ASSESSMENT. HOWEVER, IN ELDERLY CLIENTS, EVEN MILD CONFUSION CAN
INDICATE UNDERLYING ISSUES SUCH AS INFECTION, HYPOGLYCEMIA, OR NEUROLOGICAL EVENTS.

CLIENT B: MiDDLE-AGED MAN WITH CHEST PAIN AND SHORTNESS OF BREATH

- REPORTS SUDDEN-ONSET CHEST PAIN RADIATING TO THE ARM.

- VITAL SIGNS: ELEVATED HEART RATE, BP SLIGHTLY ELEVATED, RESPIRATORY RATE INCREASED.

- DIAPHORETIC, APPEARS ANXIOUS.

ASSESSMENT PRIORITY: THIS CLIENT REQUIRES IMMEDIATE ASSESSMENT FOR POTENTIAL MYOCARDIAL INFARCTION OR OTHER
CARDIAC EMERGENCIES. EARLY RECOGNITION AND INTERVENTION ARE CRITICAL.

CLIENT C: YOUNG ADULT PosT-PROCEDURE WITH SLIGHT BLEEDING
- REPORTS MINOR BLEEDING FROM A WOUND.
- VITAL SIGNS STABLE.

- NoO OTHER SYMPTOMS.

ASSESSMENT PRIORITY: WHILE ONGOING ASSESSMENT IS ESSENTIAL, THIS CLIENT IS LESS URGENT COMPARED TO THE OTHERS
UNLESS BLEEDING WORSENS OR SIGNS OF SHOCK DEVELOP.

CLIENT D: CHILD wITH FEVER AND RASH

- Fever 1s 102°F (38.9°C).



- RASH SPREADING OVER THE BODY.
- APPEARS IRRITABLE.

ASSESSMENT PRIORITY: THE CHILD'S CONDITION WARRANTS ASSESSMENT FOR POSSIBLE INFECTIOUS DISEASE OR SERIOUS
ILLNESS, ESPECIALLY IF SIGNS OF DEHYDRATION OR RESPIRATORY DISTRESS APPEAR.

Key CLIENT POPULATIONS TO MONITOR FOR POTENTIAL ALTERATIONS
CERTAIN GROUPS ARE INHERENTLY AT HIGHER RISK FOR HEALTH ALTERATIONS AND REQUIRE VIGILANT ASSESSMENT:
1. ELoerLy CLIENTS

- INCREASED RISK OF INFECTIONS, FALLS, COGNITIVE DECLINE.
- SUBTLE SIGNS OF DETERIORATION OFTEN MISSED DUE TO ATYPICAL PRESENTATIONS.

2. PepIATRIC PATIENTS

- LIMITED ABILITY TO COMMUNICATE SYMPTOMS.
- RAPID PHYSIOLOGICAL CHANGES.

3. CLIENTS WITH CHrRONIC ConpiTIoNS (E.G., DIABETES, HYPERTENSION)

- SUSCEPTIBLE TO EXACERBATIONS OR COMPLICATIONS.
- REQUIRE MONITORING FOR SIGNS OF DECOMPENSATION.

4. PosT-SURGICAL OR PosT-ProcepURE CLIENTS
- RISk OF BLEEDING, INFECTION, OR RESPIRATORY ISSUES.
5. CLIENTS WITH SusTANCE Use DISORDERS

- RISk OF OVERDOSE OR WITHDRAWAL SYMPTOMS.

RecoGNIZING COMMON SIGNS oF HEALTH ALTERATIONS
THE NURSE SHOULD BE FAMILIAR WITH COMMON INDICATORS ACROSS DIFFERENT SYSTEMS:

- CARDIOVASCULAR: CHEST PAIN, PALPITATIONS, EDEMA.

- RESPIRATORY: SHORTNESS OF BREATH, WHEEZING, CYANOSIS.

- NEUROLOGICAL: ALTERED MENTAL STATUS, WEAKNESS, SEIZURES.
- GASTROINTESTINAL: ABDOMINAL PAIN, VOMITING, DIARRHEA.

- INTEGUMENTARY: RASHES, WOUNDS, PALLOR, CYANOSIS.

- PsycHoLoGicAL: ANXIETY, DEPRESSION, HALLUCINATIONS.

THe IMPORTANCE OF CULTURAL COMPETENCE IN ASSESSMENT
CULTURAL BACKGROUNDS CAN INFLUENCE HOW CLIENTS PERCEIVE AND REPORT SYMPTOMS. T HEREFORE:
- USE INTERPRETERS WHEN LANGUAGE BARRIERS EXIST.

- BE AWARE OF CULTURAL NORMS RELATED TO HEALTH EXPRESSIONS.
- Avolp STEREOTYPING;, ASSESS EACH CLIENT INDIVIDUALLY.



DoCcUMENTATION AND COMMUNICATION

ACCURATE DOCUMENTATION OF FINDINGS IS ESSENTIAL FOR CONTINUITY OF CARE AND EARLY IDENTIFICATION OF CHANGES.
COMMUNICATE PROMPTLY WITH THE HEALTHCARE TEAM IF ASSESSMENT FINDINGS INDICATE A POTENTIAL HEALTH ALTERATION.

SUMMARY: WHICH CLIENT SHoULD THE NURSE ASSESS FOrR AN ALTERATION?

IN THE COMPLEX ENVIRONMENT OF CARING FOR A DIVERSE GROUP OF CLIENTS, THE NURSE SHOULD PRIORITIZE ASSESSMENT BASED
ON:

- THE PRESENCE OF CRITICAL SIGNS AND SYMPTOMS INDICATING IMMEDIATE DANGER.

- CLIENTS EXHIBITING UNSTABLE VITAL SIGNS OR ACUTE NEUROLOGICAL OR RESPIRATORY SYMPTOMS.
- CLIENTS WITH PRE-EXISTING HIGH-RISK CONDITIONS WHO SHOW NEW OR WORSENING SIGNS.

= ANY CLIENT WHOSE PRESENTATION SUGGESTS A POSSIBLE LIFE-THREATENING SITUATION.

ULTIMATELY/ THE CLIENT DEMONSTRATING THE MOST URGENT OR SEVERE SIGNS—™SUCH AS CHEST PAIN WITH SHORTNESS OF
BREATH, ALTERED CONSCIOUSNESS, OR ACTIVE BLEEDING—SHOULD BE THE FOCUS OF IMMEDIATE ASSESSMENT FOR AN
ALTERATION. RECOGNIZING THESE SIGNS EARLY AND ACTING SWIFTLY CAN MAKE A SIGNIFICANT DIFFERENCE IN PATIENT
OUTCOMES.

FINAL THOUGHTS

CARING FOR A DIVERSE GROUP OF CLIENTS REQUIRES NOT ONLY CLINICAL EXPERTISE BUT ALSO KEEN OBSERVATION, CULTURAL
SENSITIVITY, AND PROMPT DECISION-MAKING. BY UNDERSTANDING WHICH SIGNS AND SYMPTOMS WARRANT URGENT ASSESSMENT,
NURSES CAN PRIORITIZE EFFECTIVELY AND DELIVER HIGH-QUALITY, SAFE CARE TO ALL PATIENTS, REGARDLESS OF THEIR
BACKGROUND OR PRESENTING CONDITION.
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