
SOP: Assessment of Patient Understanding and
Competency
This SOP details the assessment of patient understanding and competency to ensure patients comprehend their
medical conditions, treatment plans, and care instructions. It includes evaluating cognitive ability, communication skills,
health literacy, and capacity to follow medical advice, aiming to enhance patient engagement, adherence, and overall
health outcomes through systematic evaluation and tailored education strategies.

1. Purpose
To establish a standardized process for assessing patient understanding and competency regarding their health status
and medical care, ensuring effective communication and adherence to prescribed interventions.

2. Scope
This SOP applies to all clinical staff responsible for direct patient care across inpatient, outpatient, and ambulatory
settings.

3. Responsibilities
Clinical Staff: Conduct patient assessments, document findings, and provide education as needed.
Supervisors: Ensure compliance with this SOP and provide training and support to clinical staff.

4. Procedure
1. Initial Screening:

Gather basic information: age, education level, primary language, and cultural factors.
Assess for cognitive impairments or barriers (e.g., dementia, aphasia, sensory deficits).

2. Cognitive Assessment:
Use validated tools (e.g., Mini-Mental State Examination, Montreal Cognitive Assessment) if indicated.

3. Health Literacy Assessment:
Use tools such as the Teach-Back Method, Newest Vital Sign (NVS), or Rapid Estimate of Adult Literacy in
Medicine (REALM).

4. Communication Evaluation:
Assess ability to communicate effectively (speaking, writing, understanding instructions).
Consider need for interpreter or alternative communication supports.

5. Explanation & Confirmation:
Provide patient-specific explanations about diagnosis, treatment, and follow-up care.
Ask patient to repeat information in their own words (Teach-Back).

6. Documentation:
Document assessment findings, identified barriers, and education provided in the patient's medical record.

7. Intervention and Follow-up:
Offer tailored education and resources as needed (visual aids, simplified instructions, follow-up calls).
Reassess understanding and competency regularly, especially after changes in condition or treatment plan.

5. Documentation
All assessments, interventions, and patient education efforts must be documented in the patient's medical record,
including:

Date and time of assessment
Assessment tools used
Findings and identified barriers
Education provided
Patient's demonstrated understanding
Follow-up plans

6. Review and Quality Assurance
Periodic audits of patient records to ensure compliance and ongoing improvements.
Staff training on assessment tools and communication strategies at regular intervals.



7. References
Joint Commission National Patient Safety Goals
Institute for Healthcare Improvement: Health Literacy Toolkit
Relevant institutional policies and guidelines
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