FACILITY NAME

ADMISSION AND BASELINE CARE PLAN (BCP)
POLICY
It is the policy of this facility to initiate a care plan on the day of admission to address immediate needs, and to ensure instructions for person-centered care are provided for each resident within the first 48 hours of admission. This initial plan of care will also function as the baseline care plan (BCP) for the resident to promote continuity of care and communication among our staff, increase resident safety, and safeguard against adverse events that are most like to occur right after admission. [FACILITY NAME] will also inform and provide the resident and representative, if applicable, with this initial baseline plan for delivery of care and services.
PROCEDURE
1) On the date of initial admission to the facility, the admitting nurse will complete an initial admission nursing observation.  Upon completion of this observation and based on the findings, an initial admitting plan of care will be developed. This initial plan of care also serves as the baseline care plan (BCP) for the resident.
i) This initial baseline plan of care will address the immediate needs of the resident including, but not limited to: 
(a) safety, 
(b) personal hygiene, 
(c) dietary needs, 
(d) medications, and 
(e) ambulation
ii) In addition, this initial baseline care plan (BCP) will address any additional areas of concern or resident preferences, as well as the minimum healthcare information, including but not limited to initial goals based on physician orders and resident goals and preferences, and-

(a) The resident’s initial goals for care and preferences; 

(b) The instructions needed to provide effective and person-centered care that meets professional standards of quality care; 

(c) The resident’s immediate health and safety needs; 

(d) Physician and dietary orders; 

(e) PASARR recommendations, if applicable; and 

(f) Therapy and social services.

iii) This plan of care will include measureable objectives and interventions to address resident specific care needs and will be updated as needed until the comprehensive care plan is developed.  
2) The completed BCP will be reviewed with the resident and/or their representative to serve as a written summary of their plan for care & goals.  The summary of care/services will be presented in a language and manner in which the resident and/or representative can understand.  

i)  Evidence that the BCP was reviewed with the resident and/or representative will be documented in the record. A copy of the completed BCP will be provided to the resident and/or their representative no later than by the completion of the comprehensive care plan.  The staff member that provides this review and summary will document as such in the record at the time of review. 

ii)  Upon completion of the comprehensive assessment and care plan, any changes to the resident’s goals, or physical, mental, or psychosocial functioning, which was otherwise not identified in the BCP, will be reviewed with the resident/representative.  The staff member that presents this updated information will document in the record when the updated information was reviewed with the resident. 
3) The BCP will be used as the foundation for care planning with additions/revisions being incorporated into the comprehensive care plan. Once the comprehensive care plan has been developed and implemented, any additional changes will be made to the comprehensive care plan based on the needs of the resident.  
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