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F 000 INITIAL COMMENTS F 000

 A complaint investigation survey was conducted 

from 9/17/24  through 9/18/24.  Event ID# 

6BNG11.  The following intakes were investigated 

NC00221303, and NC00221420.  8 of the 8 

complaint allegations did not result in deficiency.

 

F 656 Develop/Implement Comprehensive Care Plan

CFR(s): 483.21(b)(1)(3)

§483.21(b) Comprehensive Care Plans

§483.21(b)(1) The facility must develop and 

implement a comprehensive person-centered 

care plan for each resident, consistent with the 

resident rights set forth at §483.10(c)(2) and 

§483.10(c)(3), that includes measurable 

objectives and timeframes to meet a resident's 

medical, nursing, and mental and psychosocial 

needs that are identified in the comprehensive 

assessment. The comprehensive care plan must 

describe the following -

(i) The services that are to be furnished to attain 

or maintain the resident's highest practicable 

physical, mental, and psychosocial well-being as 

required under §483.24, §483.25 or §483.40; and

(ii) Any services that would otherwise be required 

under §483.24, §483.25 or §483.40 but are not 

provided due to the resident's exercise of rights 

under §483.10, including the right to refuse 

treatment under §483.10(c)(6).

(iii) Any specialized services or specialized 

rehabilitative services the nursing facility will 

provide as a result of PASARR 

recommendations. If a facility disagrees with the 

findings of the PASARR, it must indicate its 

rationale in the resident's medical record.

(iv)In consultation with the resident and the 

resident's representative(s)-

(A) The resident's goals for admission and 

F 656 10/18/24
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F 656 Continued From page 1 F 656

desired outcomes.

(B) The resident's preference and potential for 

future discharge. Facilities must document 

whether the resident's desire to return to the 

community was assessed and any referrals to 

local contact agencies and/or other appropriate 

entities, for this purpose.

(C) Discharge plans in the comprehensive care 

plan, as appropriate, in accordance with the 

requirements set forth in paragraph (c) of this 

section.

§483.21(b)(3) The services provided or arranged 

by the facility, as outlined by the comprehensive 

care plan, must-

(iii) Be culturally-competent and trauma-informed.

This REQUIREMENT  is not met as evidenced 

by:

 Based on record review and staff interview the 

facility failed to develop and implement a 

comprehensive care plan for 1 of 1 resident 

reviewed for physical environment (Resident #6). 

The findings included: 

Resident #6 was admitted to the facility on 8/7/24 

with diagnoses that included essential 

hypertension (high blood pressure) and 

dysphagia (trouble swallowing). 

A review of Resident #6's medical record on 

9/17/24 at 3:32 PM did not reveal comprehensive 

care plans had been developed and 

implemented. 

In an interview with the Minimum Data Set (MDS) 

nurse on 9/18/24 at 8:38 AM she looked for 

Resident #6's care plan in the EMR and stated he 

did not have one. She further stated he had been 

here for about 6 weeks and should have had a 

 1.  A care plan for resident #6 will be 

developed and implemented by 

10-4-2024.

2.  All other resident charts will be audited 

to ensure that there are care plans 

developed and implemented.  This audit 

will be performed by the Administrator or 

their designee and will be completed by 

10-18-2024.

3.  The care plan interdisciplinary team 

will be inserviced regarding the 

importance of ensuring that a care plan is 

developed and implemented for all 

residents within the facility.  This inservice 

will be conducted by the Administrator and 

will be completed by 10-18-2024.

4.  An audit will be conducted to ensure 

that all residents have a care plan 

developed and implemented.  This audit 
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comprehensive care plan done within the first 21 

days after admission. She felt that it was not 

completed as the previous MDS nurse left the 

facility around the time of his admission. 

An interview with the Director of Nursing (DON) 

on 9/18/24 at 8:40 AM revealed the MDS nurse 

was ultimately responsible for developing care 

plans. She stated nurses can add to care plans 

as long as they notify the MDS nurse. She was 

unaware Resident #6 did not have a care plan. 

The DON further stated she believed it was 

missed as the Resident moved from a lesser 

level of care (assisted living) to a higher level of 

care (long term care) within the facility and the 

MDS nurse left at the same time he was 

transferred. She felt it was a communication 

issue. 

An interview with the Administrator was 

conducted on 9/18/24 at 12:43 PM where he 

stated he was not aware Resident #6 did not 

have a care plan. He further stated he felt the 

care plan was not completed as the previous 

MDS nurse left employment at the facility on the 

same day the resident was admitted to long term 

care.

will take place weekly x 4 weeks and then 

monthly x 3 months.  The weekly audits 

will begin on the week of October 7th 

2024.  The audits will be conducted by the 

Administrator or their designee.

5.  The results of these audits will be 

brought to the facility Quality 

Assurance/Assessment (QA&A) meetings 

to ensure that all residents have a care 

plan that is developed and implemented.
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