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Target Audience 

• New centers
• Administrators
• Program Directors 
• Multidisciplinary Team (MDT)
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First Participant Enrolled! 
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Agenda
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Initial 
Assessment
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WHO conducts the assessments?
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MDT Assessment 

14529(a) and (b)

(a) The multidisciplinary team conducting the assessment shall consist of at least the individual’s 
personal physician or a staff physician, or both, a registered nurse, and a social worker.
(b) For the initial assessment, the multidisciplinary health team shall also include a physical 
therapist and an occupational therapist. In addition, when the need is identified by a physician 
or nurse, qualified consultants with skills in recreation therapy, speech language pathology, or 
dietary assessment shall serve as team members.

54211(a) – Multidisciplinary Team

(a) The multidisciplinary team conducting the assessment pursuant to Section 54207 shall 
consist of at least a physician, nurse, social worker, occupational therapist and physical 
therapist. The physician may be either a salaried staff member of the adult day health care 
center or the participant’s physician. When indicated by the needs of the participant, a 
psychiatrist, psychologist, psychiatric social worker, speech therapist and dietician shall 
be included as members of the assessment team and assist in the assessment. 7



WHEN must assessments be completed?

54209(a)(1) – Multidisciplinary Team Assessment

(a) Adult day health care services except for the initial assessment and 
reassessments shall require prior authorization by the Medi-Cal Consultant. 
The request for authorization shall:
(1) Be initiated by the center and shall include the results of an individual’s 
multidisciplinary assessment conducted by the center within the last 30 days 
and the participant’s plan of care. 
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Physician’s Assessment

78303(e) – Basic Program Services: Assessment

(e) Prior to or at the time of admission of a participant, the program director shall 
obtain a written health assessment of the participant which has been completed 
within 90 days by the participant’s physician or staff physician. The assessment 
shall be included in the participant's health record and shall include at least the 
following:
(1) Previous medical history.
(2) Identification of any health condition including communicable disease.
(3) Identification of physical limitations including ambulatory status.
(4) Current diagnosis of any health problem and prescribed treatment.
(5) Evidence of tuberculosis screening.
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Home Assessment

54207(a) – Multidisciplinary Team Assessment

(2) Assessment of the home environment based on a 
home visit within the last 12 months. The assessment 
shall include: 
(A) Living arrangements.
(B) Relationship with family or other person.
(C)Facilities available such as heat, bath, toilet, stove.
(D)Existence of environmental barriers such as stairs or 

other features not negotiable by the impaired 
individual.

(E) Access to transportation, shopping, church or other 
needs of the individual. 10



WHAT must assessments do?

Determine Participant's Status

Medical Psychosocial Functional
11



Participant’s Current Status

14529(d)(1) 

(d) The assessment team shall:
(1) Determine the medical, psychosocial, and functional status of each participant.

54211(b) – Multidisciplinary Team

(b) The multidisciplinary assessment team shall: 
(1) Determine the medical, psychosocial and functional status of each participant. 
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MDT Assessment

54207(a) – Multidisciplinary Team Assessment

(a) Each applicant shall be assessed by a multidisciplinary team prior to 
acceptance into the program. The assessment shall be conducted by the adult 
day health care provider in order to ascertain the individual’s pathological 
diagnosis, physical disabilities, functional abilities, psychological status and 
social and physical environment. The assessment shall include: 
(1) Contact with the applicant’s physician to obtain the individual’s medical 
history and a statement indicating the applicant’s restrictions and medications 
and absence of infectious disease. If the applicant does not have a personal 
physician, the center shall assist the individual in finding one. An initial physical 
examination may be done by the staff physician or by a nurse practitioner under 
the supervision of a physician to the extent allowed under state law. 
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Assessments should identify…
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Validated Screening Tools

FALL RISK

• Berg Balance Scale
• Hendrich II Fall Risk Model
• Morse Fall Scale
• Tinetti Balance & Gait Assessment 

MEDICATION 
SELF-ADMINISTRATION

• Medi-Cog
• MedMalDE
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https://cdn4.sportngin.com/attachments/document/0052/8710/Berg_Balance_Scale.pdf
https://cdn4.sportngin.com/attachments/document/0052/8710/Berg_Balance_Scale.pdf
https://hign.org/sites/default/files/2022-11/Hendrich%20II%20Fall%20Risk%20Model.pdf
https://hign.org/sites/default/files/2022-11/Hendrich%20II%20Fall%20Risk%20Model.pdf
https://riverside.networkofcare.org/library/Morse%20Fall%20Scale.pdf
https://riverside.networkofcare.org/library/Morse%20Fall%20Scale.pdf
https://ptclinic.com/websites/991/files/TinettiBalanceAndGaitAssessment.pdf
https://ptclinic.com/websites/991/files/TinettiBalanceAndGaitAssessment.pdf
https://www.pharmacy.umaryland.edu/centers/lamy/clinical-initiatives/medmanagement/assisted_living/Tools-to-Assess-Self-Administration-of-Medication/
https://www.pharmacy.umaryland.edu/centers/lamy/clinical-initiatives/medmanagement/assisted_living/Tools-to-Assess-Self-Administration-of-Medication/
https://www.pharmacy.umaryland.edu/centers/lamy/clinical-initiatives/medmanagement/assisted_living/Tools-to-Assess-Self-Administration-of-Medication/
https://www.pharmacy.umaryland.edu/centers/lamy/clinical-initiatives/medmanagement/assisted_living/Tools-to-Assess-Self-Administration-of-Medication/
https://www.pharmacy.umaryland.edu/media/SOP/medmanagementumarylandedu/MedMaIDE.pdf
https://www.pharmacy.umaryland.edu/media/SOP/medmanagementumarylandedu/MedMaIDE.pdf


Assessment of  Medication Regimen

Medication Reconciliation

• Medication Reconciliation: 
Brown bag, home visit, History & 
Physical, pharmacy list, caregiver 
information

• Liaison:                                             
Clarify discrepancies, indications 
for use, diagnoses 

• Center Pharmacist: 
Polypharmacy, interactions, 
scheduling

Home Situation

• Living situation
• In-Home Supportive Services (IHSS) hours
• Current medication schedule
• Who is at home when assistance is 

needed?
• Medications prescribed as needed (PRN) 

or multiple times per day (BID/TID) or those 
that need to be taken with meals

• Supervision/reminders/prompting/ cueing 
received from caregivers or family 16



Care Plan 
Development
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Meeting the Participant’s Needs

14529(d)(2) 

(d) The assessment team shall:
(2) Develop an individualized plan of care, including goals, objectives, and 
services designed to meet the needs of the person, which shall be signed 
by each member of the multidisciplinary team, except that the signature of 
only one physician member of the team shall be required.
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Frequencies & Individualized Goals

54211(b)(2)(A)(4) and (5) – Multidisciplinary Team

(b) The multidisciplinary team shall:
(2) Develop an individualized plan of care including goals, objectives and 
services designed to meet the needs of the person. The plan shall be 
signed by each member of the team, except that the signature of only one 
physician member of the team shall be required.
(A) The individualized plan of care shall include:
(4) Specific type, number of units of service and frequency of individual 
services to be given on a monthly basis. 
(5) The specific elements of the services which need to be identified with 
individual objectives, therapeutic goals and duration of treatment.
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Individual Plan of  Care (IPC) 
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Need / Problem

• Describe the symptom or demonstrated behavior, not the 
diagnosis

• Be related to the medical or mental health diagnosis or 
condition

• Be something that can be realistically addressed by 
interventions available at the center

• Be specific to the individual participant (not “cookie cutter”)

• Provide a measurable starting point
21



Treatment(s) / Intervention(s)

• Propose a way to resolve or mitigate the problem (may reflect 
how the participant, family, and/or caregiver will be engaged)

• Be supported by the MDT assessments and History & Physical

• Be related to the need/problem

• Be specific to the individual participant (not a group of 
participants)
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Frequency

• Indicate specific type and frequency (e.g., days/week)

• Include the planned time (e.g., minutes) and duration (e.g., 
number of weeks) 

• Ensure the provision of medically necessary core services 
on each day of attendance 
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Goal(s)

• Reflect the assessments completed by the personal health 
care provider and the MDT, and the desired outcome 
expressed by the participant, family, and/or caregiver

• Be related to the intervention

• Be attainable by the participant

• Be measurable

• Include timelines for achievement if the timeframe is more or 
less than six months
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Cheat Sheet 

 How the condition affects the individual (not group)
 Is NOT the diagnosis 
 Description of symptom/behavior  

 Baseline for measurement
 ONE problem per box
 Plain language

 Addresses/mitigates the problem
 Specific to the individual (not group)
 Practical
 Multiple interventions per problem okay

 Days/Wk
 Duration
 Time

*Ensure 
daily core 
services

 Desired Outcome
 Measurable  
 Attainable
 Multiple goals per 

intervention okay
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Example: Nursing Services 
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Example: Personal Care Services

27



Example: Therapeutic Activities

28



Canned Interventions 

• Not everyone with hypertension 
requires diet education or blood 
pressure monitoring every day. 
Many are stable with medication 
compliance and diet interventions.

• Not everyone with depression 
would benefit from education on 
coping skills. Those with 
concurrent cognitive impairment 
may not have the short-term 
memory to retain new information. 
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Box 17 – Signature Page

Program Director must attest that: 

1. All assessments are completed 
prior to the IPC effective date.

2. The participant meets CBAS 
eligibility and medical necessity 
criteria as specified in IPC.

3. The IPC is the result of an MDT 
person-centered planning 
process that is documented in 
the center’s records.

4. Services scheduled in the IPC 
will be provided.
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MDT Process

A well-functioning MDT: 

• Shares information 

• Makes coordinated decisions on treatment 

• Communicates routinely (formally and informally)

• Has open discussions

• Meets regularly

• Documents the process
31



MDT Best Practices

• MDT meetings are separate from regular staff meetings.

• The nurse, social worker, activity coordinator, physical therapist, and 
occupational therapist are in attendance. 

• Each MDT member summarizes the participant’s status.

• Discrepancies between MDT assessments are identified and resolved. 

• A consistent format for discussing participants due for reassessment 
exists. 

• A consistent format for discussing participants NOT due for reassessment 
exists (e.g., change in condition, Emergency Remote Services, etc.).

• The MDT process is documented. 32



Service 
Documentation
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Provision & Documentation of  Services

14530(a) 

(a) Individual plans of care shall be submitted to the department. Services for 
each participant shall be provided as specified in the individual plan of care 
approved pursuant to Section 14526.

54425(a)(4) – Participant Records

(a) Each center shall maintain a complete health record for each participant in 
the program in the format established by the Department. Each medical 
record shall include, but is not limited to:
(4) Daily records of participant's attendance and services utilized, including 
transportation.
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What does CDA want to see? 

Providers ask us this all the time but 
it’s not about us!

• Of course, documentation must be 
sufficient to demonstrate that 
services are being provided.

• What’s more important is what do 
YOU want or need from your 
documentation to ensure quality 
services? How can you determine 
whether prior IPC goals have been 
met? 35



Example: Physical Therapy Maintenance

36



Checkmark Charting
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Meaningful Documentation 
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Cookie Cutter Flowsheets

• Avoid diagnosis driven, 
one size fits all flowsheets

• Avoid standard 
interventions provided to 
all participants with the 
same diagnoses
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Reassessment
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WHO conducts the reassessments?
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Initial Assessment Vs. Reassessment 

42

14529(b) and (c)

(b) For the initial assessment, the multidisciplinary health team shall also 
include a physical therapist and an occupational therapist. In addition, when 
the need is identified by a physician or nurse, qualified consultants with skills in 
recreation therapy, speech language pathology, or dietary assessment shall 
serve as team members.

(c) The multidisciplinary team described in subdivision (b) shall conduct an initial 
assessment. At the time of reassessment, if an individual plan of care has been 
developed by the physical therapist or the occupational therapist, they shall 
reassess the participant to determine any ongoing or different needs for physical 
therapy or occupational therapy services. If it is determined that no further 
physical therapy or occupational therapy is needed, the physical therapist 
and the occupational therapist shall not be required to sign the treatment 
plan. For further reassessments the nurse or physician shall determine if 
the physical therapist or occupational therapist is needed. 



Restorative Vs. Maintenance

43

14529(d)(4) and (5)

(d) The assessment team shall:
(4) If the initial assessment or any subsequent reassessment shows that 
restorative therapy is needed, acute rehabilitative treatment shall be 
provided by the appropriate licensed or certified personnel.
(5) If the initial assessment or any subsequent reassessment shows that 
restorative therapy is not needed, the multidisciplinary team shall 
determine whether the participant requires maintenance program 
services and if the team finds that the participant requires those services, 
the multidisciplinary team shall develop an individual maintenance 
program as part of the plan of care. 



Therapy Maintenance Program

1570.7(l)

(l) “Maintenance program” means procedures and 
exercises that are provided to a participant, 
pursuant to Section 1580, in order to generally 
maintain existing function. These procedures 
and exercises are: 

• Planned by a licensed or certified therapist 
and are 

• Provided by a person who has been trained 
by a licensed or certified therapist and who is 

• Directly supervised by a nurse or by a 
licensed or certified therapist.

Direct Supervision = Supervisor shall be present in the same building and available for consultation and assistance (54141)   



Training 

• The therapist must train both the RN supervisor and all staff 
providing maintenance therapy services.

• The specific elements of the training must be documented and 
signed by both the therapist and RN supervisor/staff.

• Training must include:
1. Initial instruction and demonstration
2. Observation of staff
3. Provision of on-going training as often as necessary to 

ensure therapy maintenance services are being correctly 
provided.
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WHEN must reassessments be completed?

14529(d)(1)(3) 

(d) The assessment team shall:
(3) At least biannually reassess the participant’s individualized plan care and 
make any necessary adjustments to the plan.
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WHAT must reassessments show?

14529(d)(1)(3) 

(d) The assessment team shall:
(1) Determine the medical, psychosocial, and functional status of each 
participant.

54215(a)(1)(2)(3) – Reassessment

(a) Reassessment, at least quarterly, shall include:
(1) Progress achieved.
(2) Review and revision of goals and objectives.
(3) Revision or continuation of the individual plan of care.
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Putting It All Together

48



CBAS Hokey Pokey!

Assess the problems first
Pop ‘em in the care plan next
Document the outcomes in the health record

Review all flowsheets for progress made
Reassess as needed
But at least quarterly

Put some new goals in
Take the old goals out
If the interventions ain’t working, switch ‘em all about

Document the outcomes
All over again
That’s what it’s all about! 49



Thank You!

CBAS Team
Phone: (916) 419-7545

Email: cbascda@aging.ca.gov 50

mailto:cbascda@aging.ca.gov
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