
Even the most quality-conscious
p rov i d e rs can get swe aty palms
when it comes to the survey
p rocess. Increasing scru t i ny of

nu rsing fa c i l i t i e s — by the public and the
media as well as by surveyo rs — h a s
heightened anxieties over survey defi c i e n-
cies and stepped up the pre s s u re on
p rov i d e rs to cover all bases.

Despite ch ronic staffing short ages and
p ayments that are often lower than neces-
s a ry to get the job done, t h e re are seve ra l
p reve n t at ive steps that prov i d e rs can take
p ro a c t ive ly — at the time of a pat i e n t ’s ad-
mission—to help ensure the pat i e n t ’s
well-being and mitigate or avoid survey
d e ficiencies in the process. 

The admissions process should be
v i ewed as a line of demarc ation between a
p at i e n t ’s prior medical history and the
c a re to be prov i d e d. To find that line, h ow-
eve r, a provider must fi rst identify all ex-
isting medical issues and those that are
l i ke ly to arise from the pat i e n t ’s condition. 

Admissions Checklist
P rov i d e rs can determine the line of de-
m a rc ation in a pat i e n t ’s medical history
by systemically adhering to the fo l l ow i n g
ch e cklist at or near the time of admission:

■  F u l l - b o dy inspection. Th e re is no
substitute for a full-body inspection upon
the admission of a new patient. Caregive rs
must take the time to care f u l ly and sys-
t e m at i c a l ly describe such things as pre s-
s u re ulcers , s o res and wo u n d s , s c a rs , s u-
t u re s , d i s c o l o rat i o n , c ra cked or missing
t e e t h , d i s fi g u re m e n t , signs of dehy d rat i o n
and lethargy, and any other notable issues. 

The size, s c o p e, and seve rity of these
conditions should be noted and, m o re im-
p o rt a n t , f u l ly documented at the time of
admission. In cases wh e re the full ex t e n t
of a pat i e n t ’s condition is not accurat e ly
re flected in the admission re c o rd s , a fa m i-
ly member, s u rveyo r, or judge rev i ew i n g
the re c o rd later can and will presume that
the condition developed or wo rsened dur-
ing the pat i e n t ’s stay.

■  Weight assessment. Issues invo l v i n g
weight assessment can provide import a n t
clues about the pat i e n t ’s condition, bu t
s u ch issues may also fo rm the basis fo r
m a ny survey deficiencies. A few pre c a u-
t i o n a ry steps can help prov i d e rs to pro p e r-
ly assess the pat i e n t , while allev i ating po-
tential bl a ck marks by surveyo rs. Fi rs t , t h e
p rovider should accurat e ly weigh the pa-
tient and document the conditions under
wh i ch the weight was measure d, i n cl u d-
ing such details as time of day, type of
scale used, and wh at clothing the pat i e n t
was we a ring at the time of the weigh-in. 

If the provider is unable to accurat e ly
ga u ge the pat i e n t ’s we i g h t — i f, for ex a m-
p l e, the patient refuses to be we i g h e d —
the reasons should be documented. 

■  D i s ch a rge info rm at i o n. If the pat i e n t
has been disch a rged from another fa c i l i t y,
an acute-care hospital, for ex a m p l e, t h e
p rovider should seek to obtain a copy of
the pat i e n t ’s weight and nu t ritional info r-
m ation from the disch a rge re c o rd and
ch a rt it. A ny other re l evant info rm at i o n
f rom the disch a rge re c o rd should also be
noted at the time of admission to a nu rs i n g
fa c i l i t y. 

■  Skin ex a m i n at i o n. The importance of
assessing and ch a rting skin tears or pre s-

s u re sore s , e s p e c i a l ly upon admission,
cannot be ove re m p h a s i ze d. If not caught
e a rly, these can quick ly fester into more
s e rious pro blems for the patient. In add i-
t i o n , p re s s u re ulcers are always subject to
gre at scru t i ny and are commonly invo l ve d
when a facility has a serious compliance
p ro blem. 

It is important to diffe re n t i ate pre s s u re
u l c e rs from other lesions or bl i s t e rs. If the
p rovider spots a skin lesion that may or
m ay not be an early - s t age pre s s u re ulcer,
it is best to explain the issue in the med-
ical re c o rd and err on the side of incl u-
sion. It is always better for the patient to
document and care-plan a blister as a
p re s s u re ulcer than vice ve rs a .

■  N u t rition and hy d rat i o n. On admis-
s i o n , a provider should pay close at t e n t i o n
to signs of dehy d ration such as lethargy,
p a rched lips, skin tightness, or sunke n
eyes. All such signs should be care f u l ly
d o c u m e n t e d. If signs of poor nu t rition or
d e hy d ration are detected, the prov i d e r
should consult a dietician no later than
wh at standard facility policies and pro c e-
d u res dictate or three days after admis-
s i o n , wh i ch ever is earl i e r. 

P rov i d e rs should ch a rt the results of the
d i e t i c i a n ’s ex a m i n ation and re c o m m e n d a-
tions and commu n i c ate the findings to the
attending physician. The provider might
also suggest lab wo rk , s u ch as blood count
and urine analysis and cre atinine tests, t o
e s t ablish the pat i e n t ’s nu t ritional baseline
upon admission. If the phy s i c i a n ’s ord e r
d ev i ates from the dietician’s re c o m m e n-
d at i o n s , the provider should obtain a note
f rom the physician listing the reasons fo r
the ord e r. This helps minimize any lat e r
confusion over whether the phy s i c i a n
k n ew of the dietician’s re c o m m e n d at i o n s
when the order was issued. If the order is
not implemented, s u ch as when the pat i e n t
refuses to cooperat e, the provider should
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document the fa c i l i t y ’s attempt to comply
with the ord e r, specifying the reasons why
it was not carried out. The provider should
also consult any lab o rat o ry rep o rts for the
p at i e n t , i n cluding those ge n e rated at a dis-
ch a rging acute hospital, if any, and docu-
ment them.

Document Care f u l l y
■  Complete the minimum data set (MDS).
P rov i d e rs should be sure to accurat e ly
complete the pat i e n t ’s MDS within two
weeks of admission or if there is any sig-
n i ficant ch a n ge in condition, wh i ch eve r
comes fi rst. The process of completing the

M D S — a s s e s s m e n t ,c a re plan, c a re plan
i m p l e m e n t at i o n , re a s s e s s m e n t — m ay
occur at multiple leve l s , since the immedi-
ate medical condition sometimes tri gge rs
other re l ated resident assessment pro t o-
cols (RAPs). 

For instance, c og n i t ive deficiencies will
t ri gger the RAP area involving fa l l s .
P rov i d e rs must make sure that eve ry RAP
a rea tri gge red by the pat i e n t ’s condition is
noted in the MDS and care - p l a n n e d, t h e
c a re plans are implemented, a re c o rd of
i m p l e m e n t ation is ge n e rat e d, and the pa-
tient is re a s s e s s e d.

■  C h a rt i n g. The fi rst rule is that
p rov i d e rs must ch a rt eve ry t h i n g. The sec-
ond is to ch a rt accurat e ly. The third is to
ch a rt tru t h f u l ly, and this means, a m o n g
other things, t h at the practice of adva n c e d
ch a rting is never ap p ro p ri at e. “A dva n c e d
ch a rt i n g ” ge n e ra l ly re fe rs to the pra c t i c e
of documenting the implementation of a
t re atment plan in advance of when it wa s
a c t u a l ly implemented. For ex a m p l e, if a
p atient is scheduled to take a 2 p.m. dose
of medicat i o n , it should not be re c o rded at

9 a.m. Even if the 2 p.m. dose is eve n t u a l-
ly administered to the patient at 2 p.m., t h e
e n t ry made at 9 a.m. would pro b ably be
c o n s i d e red false because it was false at the
time it was made.

A dvanced ch a rting is grounds for a de-
fi c i e n cy and constitutes bad nu rsing pra c-
t i c e. A re c o rd of having done something
t h at was not done is potential grounds fo r
confusion and may lead to improper ad-
m i n i s t ration of medication. A l s o , it may
expose the staff and facility to civil and
c riminal liab i l i t y.

■  C a re planning. The key to good care
is to document and implement an ap p ro-

p ri ate care plan for the patient. A care plan
t h at rep resents a standard of care that is
b e n e ath the community standard can obv i-
o u s ly lead to allegations of improper as-
sessment. Howeve r, a care plan that ove r-
shoots the re l evant community standard is
e q u a l ly pro bl e m at i c, because it raises the
s t a n d a rd to wh i ch the facility is held and
re q u i res an unnecessary commitment of
re s o u rces. 

In an effo rt to provide good quality of
c a re, s t a ff may document an unre a l i s t i c
c a re plan that re flects a more intensive
s t a n d a rd of care than is necessary. Wh e n
this is the case, unless the higher of the
t wo standards is implemented, the fa c i l i t y
m ay be cited for fa i l u re to implement its
c a re plan in addition to fa i l u re to assess.
I f, at some point after a care plan is ge n e r-
at e d, the staff re a l i ze that a diffe rent tre at-
ment plan is in ord e r, the care plan mu s t
be revised in wri t i n g.

C a regive rs should implement the cur-
rent care plan and make a re c o rd of imple-
m e n t ation. Unless there is good reason fo r
not doing so, fo l l owing the care plan and

making a timely re c o rd of implementat i o n
is essential. If no timely re c o rd of imple-
m e n t ation ex i s t s , most surveyo rs will not
t a ke the prov i d e r ’s wo rd. Instead, t h ey
m ay presume that the tre atments con-
tained in the care plan we re not per-
fo rm e d. In the event that there is good re a-
son for not implementing a care plan, t h e
p rovider must re c o rd the basis for nonim-
p l e m e n t ation and revise the care plan.

P rov i d e rs should ke ep the care plan as
simple as possibl e. For ex a m p l e, p rov i d e rs
should not include a reg u l at o ry mandat e,
s u ch as placing the call light within the
re a ch of a pat i e n t , in the care plan. A l-
though this direction should be entered in
the nu rs e s ’n o t e s , it is not considered a
t re atment and would be inap p ro p ri ate in
the care plan. The consequences of incl u d-
ing ex t raneous measures in the care plan
m ay be significant because then, if staff
fail to implement them, t wo defi c i e n c i e s
could be issued rather than one: v i o l at i n g
a reg u l ation and failing to implement the
c a re plan.

■  C o m mu n i c ating with the phy s i c i a n .
P rov i d e rs should always maintain open
lines of commu n i c ation with a pat i e n t ’s at-
tending physician. Although nu rsing staff
do not fo rm a l ly diagnose pat i e n t s ,t h ey 
a re medically tra i n e d, p rovide direct care,
and are ge n e ra l ly more familiar with a pa-
t i e n t ’s condition than the physician. Con-
s e q u e n t ly, p hysicians re ly heav i ly on 
nu rs e s ’o b s e rvations in making medical
d e c i s i o n s , and they ge n e ra l ly we l c o m e
re c o m m e n d ations. 

If a provider believes that a phy s i c i a n ’s
o rder ove rlooks a significant factor in a
p at i e n t ’s condition, the provider must in-
fo rm the physician and re c o rd the phy s i-
c i a n ’s re s p o n s e. If the physician can’t be
re a ched on the fi rst try, the prov i d e r
should make multiple attempts and docu-
ment each.  ■
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If, at some point after a care plan is 
generated, the staff realize that a diffe r e n t
treatment plan is in order, the care plan must
be revised in writing.


