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V0542 POC-IDT DEVELOPS PLAN OF CARE
CFR(s): 494.90(a)

The interdisciplinary team must develop a plan of care for each patient. 

This STANDARD is not met as evidenced by:
Based on medical record review and staff interview, it was determined that the facility 
failed to ensure that the Interdisciplinary Team (IDT) developed an effective, 
individualized plan of care for four of five sampled patients (P#1, P#2, P#3, and P#4). 
This deficient practice had the potential to negatively affect the health and safety of 
the four patients sampled. The facility census was 32. Findings include: - P#1 was 
admitted to this facility on 5/2/22. There was no documentary evidence that an Initial 
individualized plan of care was developed and completed by the entire IDT. - P#2 was 
admitted to this facility on 2/2/22. There was no documentary evidence that an Initial 
and 90-day individualized plan of care was developed and completed by the entire 
IDT. - P#3 was admitted to this facility on 12/20/21. There was no documentary 
evidence that an Initial and 90-day individualized plan of care was developed and 
completed by the entire IDT. - P#4 was admitted to this facility on 11/26/19. The last 
record for an IDT assessment was 10/7/21 however, there was no documentary 
evidence that an individualized Plan of Care was developed and completed by the 
entire IDT based on the comprehensive IDT assessment of 10/7/21. The Chief 
Executive Officer (CEO)/Owner stated on 7/12/22 at approximately 11:30 a.m., that 
he could not find any documentary evidence of the above patients' individualized plan 
of care.
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