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An unannounced Medicare/Medicaid abbreviated
standard survey was conducted 10/22/19 through
10/23/19. Corrections are required for
compliance with 42 CFR Part 483 Federal Long
Term Care requirements.

The census in this 70 certified bed facility was 63
at the time of survey. The survey sample
consisted of 3 current Resident reviews and 1
closed record review. One complaint was
investigated during the survey.
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§483.21 Comprehensive Person-Centered Care
Planning

§483.21(a) Baseline Care Plans

§483.21(a)(1) The facility must develop and
implement a baseline care plan for each resident
that includes the instructions needed to provide
effective and person-centered care of the resident
that meet professional standards of quality care.
The baseline care plan must-

(i) Be developed within 48 hours of a resident's
admission.

(ii) Include the minimum healthcare information
necessary to properly care for a resident
including, but not limited to-

(A) Initial goals based on admission orders.

(B) Physician orders.

(C) Dietary orders.

(D) Therapy services.

(E) Social services.

(F) PASARR recommendation, if applicable.

§483.21(a)(2) The facility may develop a
comprehensive care plan in place of the baseline
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care plan if the comprehensive care plan-

(i) Is developed within 48 hours of the resident's
admission.

(i) Meets the requirements set forth in paragraph
(b) of this section (excepting paragraph (b)(2)(i) of
this section).

§483.21(a)(3) The facility must provide the
resident and their representative with a summary
of the baseline care plan that includes but is not
limited to:

(i) The initial goals of the resident.

(i) A summary of the resident's medications and
dietary instructions.

(iii) Any services and treatments to be
administered by the facility and personnel acting
on behalf of the facility.

(iv) Any updated information based on the details
of the comprehensive care plan, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on staff interview and clinical record
review, the facility staff failed to develop a
baseline care plan within 48 hours of admission
for 1 of 4 residents in the survey sample,
Resident #3.

The findings include:

Resident # 3 was admitted to the facility on
9/27/19 with diagnoses to include, but not limited
to, diabetes mellitus type 2, anxiety, and bipolar
disorder.

The most recent Minimum Data Set (MDS) was
an admission assessment with an Assessment
Reference Date (ARD) of 10/4/19. The MDS
coded Resident #3 with moderate cognitive
impairment as indicated by a score of 11 out of 15

1.

2.

3.

The baseline care plan for resident #3
was updated and provides instructions
needed to ensure effective person
centered care.

The Director of Nursing/ designee has
reviewed the baseline care plans of all
newly admitted residents for whom the
comprehensive care plan has not yet
been created. The review was to ensure
baseline care plans are created with in a
48 hour timeframe to include the
instructions needed to provide effective
person centered care. Baseline care
plans were updated as needed.

The Director of Education/designee
will reeducate RNs and LPNs on
“Development and Implementation of
Baseline Care Plans”. The in-service will
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on the Brief Interview for Mental Status (BIMS). include but not limited to a review of the
The resident was also coded as requiring baseline care plan creation process and
extensive assistance from staff for bed mobility, assessment of resident’s individual needs.
transfers, walking, dressing, toileting, and The care plan should also include
hygiene; set up assistance with eating; and total instructions to ensure the delivery of
dependence with bathing. effective person-centered care.
4. The Director of Nursing /designee will
On 10/22/19 at 1:50 p.m. Resident #3's clinical review the baseline care plans of all newly
record was reviewed. The review revealed a admitted residents weekly for six weeks.
baseline careplan was developed on 10/10/19 The review will ensure baseline care plans
which was 13 days after admission. include the instructions needed to provide
effective person centered. The Director of
On 10/22/19 at 3:05 p.m. an interview was Nursing/Designee will identify any patterns
conducted with the Assistant Director of Nursing or trends and report to the Quality
Operations (Admin-D). Admin-D stated the Assurance and Performance
resident came in as respite and then stayed. Improvement Committee at least
Admin-D concurred that the timely baseline quarterly.
careplan development got missed.
On 10/22/19 at 3:50 p.m., the Administrator was
made aware of the finding. No further information
was provided by facility staff.
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