
1. Healthcare personnel can pick and choose which unusual 
occurrences warrant documentation.

a. True

b. False 

2. In addition to scheduled charting, further documentation may be 
required when                     .

a. a consultant or other specialist sees a resident

b. there is a need for off-cycle reassessment

c. there is a change in a resident’s condition

d. All of the above

3. Why do some facilities complete weekly restorative charting?

a. It’s required by law in some states

b. It’s required by law in all states

c. To help solidify payment for residents who are receiving 
services under Medicare Part A

d. Both a and c

4. Which of the following describes typical weekly restorative 
charting?

a. A brief narrative summary of a resident’s response to a 
treatment program

b. A comprehensive assessment of a resident’s condition

c. A lengthy description of a resident’s progress over the 
course of a month

d. A federally mandated requirement for any change in a resi-
dent’s condition

5. What is a standard of care?

a. A standard document that discusses a resident’s abnormal 
condition 

b. A resident’s care plan

c. A minimum degree of care or competence required for a 
certain situation

d. A maximum degree of care or competence required for a 
certain situation
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6. Which of the following is NOT a specific responsibility a 
nursing assistant might have while monitoring a resident 
who’s exhibiting an acute change in condition?  

a. Reviewing the resident’s status with the off-going nurse

b. Observing the resident’s conditions, symptoms, and vital 
signs sporadically (e.g., if there is time in between duties) 

c. Informing the nurse of all relevant findings 

d. Recognizing and reporting condition changes

7. As long as a resident’s abnormal vital signs don’t place him 
or her in an immediate or next-day reporting category, nurses 
and nursing assistants are typically expected to continue 
monitoring the resident on all shifts until       hours after an 
illness or other abnormal event has been resolved and the 
resident has been stabilized. 

a. 12

b. 24

c. 36

d. 48

8. Which of the following findings in a resident does NOT 
warrant assessment, reporting, documentation, and 
monitoring until the resident is stabilized? 

a. Pain over center, left, or right chest

b. Marked change in mental status 

c. Blue or gray appearance 

d. Able to hear blood pressure and to palpate pulse   

9. Which of the following vital sign measures requires immediate 
reporting?  

a. Resting pulse > 120 BPM on repeat exam

b. Resting pulse > 130 BPM, < 55 BPM, or > 110 BPM and 
patient has dyspnea or palpitations

c. Oral temperature between 100°F and 101°F

d. Diastolic BP routinely > 90 mmHg 

   

10. When completing documentation of any kind, the patient 
should come first, then the condition. 

a. True

b. False 
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Documentation is an essential part of clinical practice. For example, 
when used for incidents or abnormal conditions, it facilitates the 
identi¿ cation and communication of residents’ problems, needs, and 
strengths; the monitoring of conditions on an ongoing basis; and the 
recording of residents’ responses to treatment.

Remember the following general guidelines for thorough, effective 
documentation:
• Documen t all unusual occurrences, such as falls, wander ing, 

drug reactions, or  other  changes in  condition . When  noting 
these changes, also include the residen t’s vital signs, your 
actions, the resident’s response, and your  notification  of 
concerned parties.

• Follow facility policies for completing incident reports.

Charting

Charting policies, procedures, and timelines may vary by state 
and individual facility, but monthly and quarterly documentation is 
required. Additional documentation may be necessary in the following 
circumstances:
• If a consultant or other specialist sees the resident.
• Whenever there is a need for off-cycle reassessment or a change to 

the plan of care.
• Any tim e there is a condition  change (e.g., im provem ent, 

decline, or  com plication ) or  the residen t refuses a proposed 
course of treatmen t. All deviations from  the status quo should 
be noted.

Some facilities complete weekly restorative charting because they 
are required by state law or to help solidify payment for residents who 
are receiving nursing and/ or restorative care services under Medicare 
Part A. CNAs may be expected to complete this documentation, which 
is more succinct than the comprehensive documentation facilities 
complete on a monthly and quarterly basis. It often consists of a brief 
narrative summary of the resident’s response to a given program (i.e., 
progress or lack of progress) over the course of the week and may also 
include a description of sessions that were withheld or refused and 
specify why. However, because state requirements vary on who must 
summarize the weekly progress (or if a weekly note is even necessary), 
personnel should check with their survey agency and/ or supervisors 
for clari¿ cation on  whether nursing assistan ts are permitted to 
complete the documentation and if a cosignature will be required 
before they take the reins. 
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Documentation should re�ect care standards

All professions have standards for their members. A 
standard of care, also called a standard of practice, is 
the minimum degree of care or competence exercised 
in a particular situation that constitutes safe practice. 

Many individual standards apply to the care of each 
resident. Stringent monitoring and documentation 
practices that meet or exceed the standard of care are 
essential to identifying and preventing complications 
that lead to hospital readmissions. 

Nurses and nursing assistants are responsible for 
regular and ongoing monitoring of residents who have 
experienced an acute illness, infection, incident, or 
other event. Any change in condition, no matter how 
minor, falls into this category. Monitoring continues for 
as long as necessary to ensure the event is resolved and 
the resident’s condition has been stabilized. 

Use good judgment when monitoring residents. 
Always err on the side of caution and resident safety, 
and remember that not all hospital admissions are 
preventable. Identify and address resident risk factors 
to prevent the worsening of a condition.

Most facilities monitor a concerning condition every 
shift until 24 hours after the resident has been stabi-
lized and the illness or event has been resolved. The 
speci¿ c roles and responsibilities of nursing assistants 
for monitoring a resident with an acute change in 
condition might include the following:
• Reviewing the resident’s status with the off-going nurse
• Recognizing and reporting condition changes
• Observing the resident’s conditions, symptoms, 

and vital signs on a regular basis 
• Informing the nurse of all relevant ¿ ndings and 

requesting follow-up nursing action
• Informing a nurse manager if requested nursing 

follow-up does not occur

When a resident experiences a change in condition, 
nursing personnel should also work together to:
• Monitor the resident regularly on all shifts until at 

least 24 hours after the acute event is completely 
resolved, though additional monitoring may be 

 required for days or weeks, depending on the 
nature of the precipitating occurrence and the 
resident’s response.

• Monitor vital signs (e.g., temperature, pulse, 
respirations, and blood pressure) at least once every 
eight-hour shift. Check vital signs more frequently 
if one or more of the values are abnormal, or as the 
resident’s condition warrants.

• Conduct a focused assessment based on the nature 
of the problem at least once each shift. Report 
results of monitoring to the oncoming nurse.

• Notify the appropriate clinician immediately of noted 
abnormalities and the actions that have been taken.

• Update the care plan to reÀect the additional 
observations, monitoring, and care required 
because of the acute illness, infection, change in 
condition, or abnormal observation.

• Document the results of monitoring, observations, 
nursing interventions, noti¿cations, and the resident’s 
response in corresponding documentation. If the 
resident is on antibiotics therapy, note the condition 
for which the antibiotics are being administered. 
Ensure entries include information beyond “no 
side effects to antibiotics.” In addition, address the 
assessment of the acute medical problem or injury, 
the actions being taken in response, and the resident’s 
reaction, including any observed side effects. If the 
resident is not responding to treatment for an acute 
medical problem, contact the appropriate clinician.

Documenting and reporting for conditions that 

require monitoring

As a CNA, you may be asked to help document critical 
information regarding monitored residents, such as: 
• Signs and symptoms of acute illness
• The resident’s actual problems and/ or complaints
• Conditions that are or may become unstable
• Nursing action taken for positive assessment ¿ndings 
• Negative ¿ndings (e.g., “No chest pain, no cyanosis”)
• Vital signs, including care actions taken if abnormal
• Pulse oximetry
• Response to treatment, including the condition for 
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which antibiotics are administered (if applicable) 
and signs and symptoms related to that condition

• New medications and side effects, if any
• Any other changes from the resident’s usual 

condition (what he or she is like on a normal day)
• Whether other residents in the facility have recently 

experienced similar signs and symptoms
• Whether a relationship exists between a current 

sign or symptom and a new medication, food or 
Àuid intake, alteration  to activities, change in 
physical or mental condition , etc.

The following signs and/ or symptoms may be present 
to a greater or lesser extent if there is an abnormality 
with any of a resident’s body systems. The presence 
of any of these conditions and abnormal vital signs 
warrants initial assessment, reporting to the appropriate 
clinician, documentation of ¿ndings and noti¿ cations, 
and ongoing monitoring until the condition is stabilized: 
• Pain over center, left, or right chest
• Chest pain that radiates to shoulder, neck, jaw, or arm
• Shortness of breath, dyspnea, or any abnormal 

respirations
• Feeling faint or light-headed, loss of consciousness
• Marked change in mental status
• Respiratory rate below 12 or above 20
• Retractions
• Blood sugar over 300  or under 60
• Sodium over 147
• Abnormal pulse below 60  or above 100
• Pulse irregular, weak, or bounding
• Unable to hear blood pressure or to palpate pulse
• Blood pressure below 100/ 60  or above 140/ 90 , 

unless this is usual for the resident
• Headache, dizziness, weakness, paralysis, vomiting
• Blue or gray appearance/ color
• Cold, blue, painful feet or hands
• Abnormal lung sounds
• Pitting edema together with other signs and symptoms

If the resident is experiencing abnormal symptoms, 
use good judgment in determining when to report the 

information. Follow guidelines for immediate and next-
day reporting, some of which are listed below.

All vital signs in the immediate and next-day report-
ing category must be monitored every four hours or as 
ordered until they have been stable for 72 hours.

Gu id elin es  fo r  im m ed ia t e r ep o r t in g
• Systolic BP > 210  mmHg or < 90  mmHg
• Diastolic BP > 115 mmHg
• Resting pulse > 130 BPM, < 55 BPM, or > 110 BPM 

and patient has dyspnea or palpitations
• Respirations > 28/ minute or < 10/ minute
• Oral (electronic thermometer) temperature > 101°F 

or < 96°F

Gu id elin es  fo r  r ep o r t in g  n ext  b u s in ess  d a y
• Diastolic BP routinely > 90  mmHg 
• Resting pulse > 120 BPM on repeat exam
• Oral temperature between 100°F and 101°F 
• Oral temperature between 96°F and 97°F

Resident-centered care

When completing documentation of any kind, it’s 
imperative for healthcare workers to remember to 
consider the resident ¿ rst and his or her condition(s) 
second. Review a medical record of a resident with 
a gastrostomy tube, pressure ulcer, or other chronic 
condition. Does most of the documentation focus on the 
chronic condition rather than the resident holistically? 

In addition, remember to document communication 
with others regarding the resident. If a change in a resi-
dent’s condition warrants the noti¿cation of a clinician, 
communicate essential information in a clear and logical 
manner that expedites understanding and intervention. 

Make sure you are familiar with the resident’s plan of 
care, his or her medications, and all other essential data 
before calling a clinician. When you call, describe your 
concerns in a direct, descriptive manner to foster the 
understanding necessary to deliver quality care. H

EDITOR’S NOTE
This issue of CNA Training Advisor was adapted from Clinical Documentation Quick 
Reference for Long-Term Care, written by Barbara Acello, MS, RN.


