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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Create and put into place a plan for meeting the resident's most immediate needs within 48 hours of being 
admitted

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42133

Based on clinical record review, policy review, family and resident interviews, the facility failed to address the 
Baseline Care Plan with the resident or the resident's legal representative for 1 of 1 resident's sampled 
(Resident #1). The facility identified a census of 28 residents.

Findings include:

The Electronic Medical Record (EMR) Census documented Resident #1 admitted to the facility on [DATE].

The Baseline Care Plan documented Staff A, Minimum Data Set (MDS) Coordinator completed the Baseline 
Care Plan on 2/23/24. The Resident and Resident Representative Signatures Lines were blank on the Care 
Plan form and there were no notations stating the Baseline Care Plan had been reviewed with the resident or 
family. 

Resident #1's MDS assessment dated [DATE] showed a Brief Interview for Mental Status (BIMS) score of 10 
out of 15 indicating a moderate cognitive loss. 

A review of the Progress Notes from 2/22/23 to 3/05/24 lacked documentation the resident or the resident's 
representative received a copy of the Baseline Care Plan or that the facility had reviewed the Baseline Care 
Plan with them. 

An interview with a family member on 4/16/24 at 4:40 PM reported she never received a copy of the Baseline 
Care Plan nor was the Baseline Care Plan discussed with her.

During an interview on 4/18/24 at 9:18 AM Staff A, MDS Coordinator explained she completes the Baseline 
Care Plan electronically on the computer. The facility had been using a paper form prior to her taking the 
position. She does not do anything with the Care Conference and does not attend the Care Conferences. 
She believes that when the Care Conference is held, a copy of the Baseline Care Plan is given to the 
resident or legal representative to sign by the Director of Nursing (DON). 
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On 9/18/24 at 9:40 AM Staff B, MDS Coordinator verbalized when a resident admitted to the facility she 
would complete the Baseline Care Plan the day of admission or the next day using a paper form. She then 
gave the Baseline Care Plan to the DON. She never attended the Care Conferences. The DON would take 
care of taking the Baseline Care Plan to the Care Conference and go over it with the resident or the family 
and have one of them sign to acknowledge that the Care Plan had been reviewed with them. After the 
Baseline Care Plan was signed, the DON would give the Care Plan back to her to put in a binder at the 
nurse's station. Their practice was to have the resident or the family sign to acknowledge that the Baseline 
Care Plan had been reviewed with them. If the resident couldn't sign the Baseline Care Plan, they would 
have a family member sign it or go over the Baseline Care Plan by phone with the family, then the DON 
would document she went over the Baseline Care Plan with the family on the form. 

During an interview on 4/18/24 at 10:43 AM the DON reported the Baseline Care Plan starts on a paper form 
the day of admission. If the resident has a lower BIMS score, then they talk to the family either at the Care 
Conference or they call the family to review the Baseline Care Plan. She expects the Baseline Care Plan to 
be gone over with the resident if capable. If not, then the Baseline Care Plan should be reviewed with the 
family. She verbalized the review should be completed and documented either on the Baseline Care Plan or 
in the EMR. 

On 4/18/24 at 11:53 AM the DON reported she had reviewed the documentation and could not find where 
they had gone over the actual Baseline Care Plan with the resident or the family and that should have been 
done. 

The Baseline Care Plan Policy revised 5/15/2019 directed a written summary of the Baseline Care Plan must 
be provided to the resident and their representative in a manner they can understand. The documentation 
must be present in the medical record stating the Care Plan was shared with the resident and their 
representative. 
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