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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:

Based on record review and staff interviews, the facility failed to revise the care plan in the area of
COVID-19 status for 1 of 18 resident records reviewed (Resident #3).

The findings included:

Resident #3 was originally admitted to the facility on 5/9/21 with diagnoses that included diabetes type 2 and
congestive heart failure.

A review of Resident #3's medical record revealed she was receiving care for COVID-19 from 8/7/23 to
8/21/23.

A quarterly Minimum Data Set (MDS) assessment dated 9/30/23 indicated Resident #3 was cognitively intact
and had no active problem conditions or isolation status coded for.

Resident #3's active care plan, last reviewed 11/8/23, included a focus area for "Resident has tested positive
for COVID-19. Resident is at risk for complications of the virus".

On 12/13/23 at 12:10 PM, a phone interview occurred with the MDS Coordinator. After reviewing Resident
#3's medical record and care plan, she confirmed Resident #3 had COVID-19 in August 2023 and should
have resolved the care plan when it was reviewed on 11/8/23.

The Director of Nursing was interviewed on 12/13/23 at 12:51 PM and indicated it was his expectation for
the care plan to be an accurate representation of the resident.
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