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Top of Form
Explain why a nurse’s initial assessment is so important to a patient’s nutritional status. What should be considered? Bottom of Form
	There are various reasons that emerge with the importance of nurse’s initial nutritional assessment. The initial reason highlights the nurse's resources determination for utilization in the achievement of the patient's finest outcome and treatment regarding nutritional needs. Giving example, when a patient is identified with anorexia or malnourished incident, essentially an initial assessment is carried out in a determination of the more beneficial diet for the patient (National Collaborating Centre for Acute Care, 2017). This results with the identification of the required diet being the one with high calories content bringing a healthy weight level. In regard to the second reason, it leads to the identification of the helpful or foods that worsen the patient's condition during the nursing incident. Giving an example of a patient who is diagnosed with hypertension; allowing the patient to take food with high Na or high cholesterol content would definitely worsen the condition. This is because of increasing the patient's blood pressure through increased blood volume and water retention in the body. 
Considerable issues that the nurses should essentially focus in the nutritional assessment incident of a patient
· Any normal and variable diet consideration by the patient during the previous few weeks. 
· Possible of recent intentional or unintentional patient's experience focusing on the individual weight loss. As a result, this may end up with edema masking the loss of lean tissue and changes n fluid balance or obesity. Whether obese or not, the concern in all patients is the rapid weight loss. 
· Is the patient able to eat, swallow, digest, and his or her body perform safe sufficient food absorption to achieve the possible needs?
· The nurse's initial nutritional assessment should involve whether the patient portrays any abnormal high requirement pertaining to some or all the nutrients. This need is contributed by the patient's history of poor intake or bedsores, wounds, metabolic disease, infection, trauma, and surgical stress. 
· Is there patient's restrictions associated with any organ dysfunction, physical limitation, disease, or treatment limits the ability of the patient to handle the required nutrients in meeting the current or the future needs. 
· Are the patient's nutrients excessively lost through surgical drains, diarrhea, vomiting among others? 
· The patient's undernourishment suggestion in the overall assessment. This may involve bowel habit alteration, poor appetite, wasted muscles, apathy, poor wound healing, fragile skin, loose-fitting clothes, and low body weight. 
· Eventually, is the patient able to obtain the required nutrients from the voluntary food selection available (National Collaborating Centre for Acute Care, 2017)?
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