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Care Plan Timing and Revision

CFR(s): 483.21(b)(2)(i)-(iii)

§483.21(b) Comprehensive Care Plans

§483.21(b)(2) A comprehensive care plan must be-

(i) Developed within 7 days after completion of the comprehensive assessment.

(ii) Prepared by an interdisciplinary team, that includes but is not limited to--

(A) The attending physician.

(B) A registered nurse with responsibility for the resident.

(C) A nurse aide with responsibility for the resident.

(D) A member of food and nutrition services staff.

(E) To the extent practicable, the participation of the resident and the resident's representative(s). An 

explanation must be included in a resident's medical record if the participation of the resident and their 

resident representative is determined not practicable for the development of the resident's care plan.

(F) Other appropriate staff or professionals in disciplines as determined by the resident 's needs or as 

requested by the resident.

(iii)Reviewed and revised by the interdisciplinary team after each assessment, including both the 

comprehensive and quarterly review assessments.

This REQUIREMENT  is not met as evidenced by:

 F 657

Based on record review, resident interview and staff interviews, the facility failed to revise the smoking care 

plan to reflect the current supervision required during smoking for 1 of 4 sampled residents who smoked.  

(Resident #19).

The findings included:

Resident #19 was admitted to the facility most recently on 10/24/18.  Her diagnoses included rheumatoid 

arthritis, heart failure, chronic pain, and diabetes. 

The  most recent quarterly Minimum Data Set (MDS) dated 10/31/18 coded her with having intact cognition, 

having no limitations of range of motion on either side of upper and lower extremities and requiring extensive 

assistance for most activities of daily living except only needing set up for eating. 

Review of the current care plan last updated 11/13/18 identified that Resident #19 was a smoker with the goal 

for her to not suffer injury from unsafe smoking through the next review targeted for 02/06/19.  Interventions 

included that she required supervision while smoking.  This intervention had been updated on the care plan on 

11/13/18.

The most recent smoking evaluation was completed on 12/08/18.  Per this evaluation, Resident #19 was safe 

to smoke without supervision.  

On 01/17/19 a list of residents who smoked and their required supervision was obtained from the facility.  

Resident #19 was listed as a resident who did not require supervision when she smoked. 
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 F 657 Continued From Page 1

An interview with Resident #19 on 01/18/19 at 10:53 AM revealed she was able to smoke unsupervised and 

retrieved her smoking materials from the nurse when she wanted to smoke and returned them when she was 

finished smoking.  

Nurse #1 who worked on Resident 19's hall was interviewed on 01/18/19 at 10:56 AM.  She confirmed that 

Resident #19 did not require supervision when she went outside to smoke.  She further stated that any nurse 

was able to update the care plan when changes were made to any care plan.

Interview with the MDS Coordinator on 01/18/19 at 1:18 PM revealed that who ever completed the smoking 

evaluation, the unit manager, or nurse can updated the care plans.  She confirmed the nurse who completed 

the smoking assessment dated 12/08/18 was the Staff Development Coordinator (SDC).

The SDC stated during interview on 01/18/19 at 12:02 PM that she did the smoking evaluation but because 

she was new to her position, did not know she had to update the care plan to reflect that Resident #19 was 

allowed to be unsupervised during smoking. 

On 01/18/19 at 3:35 PM the Administrator stated during interview that Resident #19 was recently changed 

from a supervised smoker to an unsupervised smoker and that the care plan should have been revised to 

reflect her current smoking status.
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 On 1/17/19 and 1/18/19, the Division of Health 

Service Regulation, Nursing Home Licensure and 

Certification Section conducted a revisit. The 

facility was found to be in substantial compliance 

effective 12/27/18.
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