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INITIAL COMMENTS  
 
The State Agency (SA) conducted two (2) Complaint 
Investigations (CI MS #3040053 and CI MS #3040416) 
at the facility from 6/29/26 through 6/30/26. During 
the survey, the SA determined the facility was not in 
compliance with the requirements for participation in 
Medicare and Medicaid. CI MS #3040053 was  
investigated for quality of care/treatment and  
infection control and there were no citations related 
to the CI. CI MS #3040416 was investigated for abuse 
and accidents and F657 was cited.  
 
The facility held a license for 60 beds, with a census 
of 51.  
 

F0000  
 

F0657 
SS = D

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
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Continued from page 1 
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, staff interview, and facility  
policy review, the facility failed to revise Resident  
#1's comprehensive, person-centered care plan to  
include individualized interventions for falls for one 
(1) of three (3) residents reviewed for care planning, 
Resident #1.  
 
Findings include:  
 
A review of the facility’s policy “Care Plan  
Revisions Upon Status Change”, revised 11/14/2025, 
revealed, “Policy: The purpose of this procedure is 
to provide a consistent process for reviewing and  
revising the care plan for those residents  
experiencing a status change…Policy Explanation and 
Compliance Guidelines: 1. The comprehensive care 
plan will be reviewed, and revised as necessary,  
when a resident experiences a status change..."  
 
A record review of the “Admission Record” revealed 
the facility admitted Resident #1 on 4/8/26 with  
diagnoses including Acquired Absence of Right and 
Left Leg Below the Knee.  
 
A record review of the Admission Minimum Data Set 
(MDS) with an Assessment Reference Date (ARD) of 
4/13/26 revealed Resident #1 had a Brief Interview  
for Mental Status (BIMS) score of 08, indicating her  
cognition was moderately impaired.  
 
A record review of the “Progress Note” revealed, on 
5/4/26 at 11:40 PM, Resident #1 slid off of bed  
trying to transfer self.  
 
A record review of the “Progress Note” revealed, on 
5/9/26 at 11:48 PM, Resident #1 was noted sitting  
on the floor next to the bed.  
 
A record review of Resident #1's "Care Plan Report" 
revealed a care plan focus, initiated on 06/18/2026, 
stating, "The resident has had an actual fall with no 
injury, r/t (related to) poor balance, BBKA (bilateral  
below-knee amputee). Has repeated falls."  
Interventions associated with this focus included  
monitoring floor mats on the floor to side of bed  
every shift for decreased safety. A separate care  
plan focus, "The resident is at risk for falls r/t  
(related to) weakness, BBKA, and paraplegia," was
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also revised on 06/18/2026 and included  
interventions to ensure the resident's call light was 
within reach, encourage the resident to use the call 
light for assistance as needed, and provide a prompt 
response to the resident's requests for assistance.  
The comprehensive care plan was not revised  
following Resident #1's falls on 05/04/2026 and  
05/09/2026 to reflect the resident's change in  
condition or the individualized interventions  
implemented following those events.  
 
On 06/30/2026 at 10:46 AM, during an interview  
with Licensed Practical Nurse (LPN) #1, she  
confirmed Resident #1 had a baseline care plan  
addressing fall risk. She confirmed Resident #1  
experienced three (3) falls while residing at the  
facility on 05/04/2026, 05/09/2026, and 06/18/2026. 
LPN #1 stated that residents who experience falls  
are discussed during the facility's morning clinical  
meetings and that nursing staff are responsible for  
completing incident reports and communicating  
information necessary for care plan revisions. She  
acknowledged she was aware of Resident #1's falls 
on 05/04/2026 and 05/09/2026; however, the  
resident's comprehensive care plan was not revised 
to reflect the falls or the individualized interventions 
implemented following each event. She confirmed  
the comprehensive care plan was not updated as  
required and acknowledged that care plans should  
be individualized, reflect the resident's current  
needs, and be revised following significant changes 
in condition, including falls.  
 
During an interview on 6/30/26 at 11:45 AM, with  
LPN #2 confirmed, Resident #1 experienced two  
unwitnessed falls on 5/4/26 and 5/9/26. She  
confirmed nursing staff implemented interventions  
following each fall, including obtaining physician  
orders for a fall mat and maintaining the bed in the 
lowest position. She documented the above in the  
progress notes. She confirmed these interventions  
were not incorporated into the resident's  
comprehensive care plan.  
 
On 06/30/2026 at 12:15 PM, during an interview with 
the Director of Nursing (DON), she stated she was  
recently hired and new to her position. After  
reviewing Resident #1's clinical record, she  
confirmed the resident experienced unwitnessed falls 
on 05/04/2026 and 05/09/2026. She confirmed the  
facility completed both an admission baseline care  
plan and a comprehensive care plan; however, the  
comprehensive care plan was not revised following  
either fall. The DON confirmed nursing staff  
completed post-fall assessments, notified the  
physician, and implemented interventions including
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placing a floor mat at the bedside, maintaining the  
bed in the lowest position, and instructing the  
resident to use the call light for assistance. She  
acknowledged these individualized interventions  
should have been incorporated into the resident's  
comprehensive, person-centered care plan to  
accurately reflect the resident's current needs and  
provide staff with current guidance to reduce the  
resident's risk for subsequent falls. The DON agreed 
that the failure to revise the comprehensive care  
plan following the falls on 05/04/2026 and  
05/09/2026 was not consistent with the facility's  
policy or accepted standards of nursing practice.  
 
On 06/30/2026 at 12:30 PM, during an interview with 
the Administrator, he confirmed Resident #1  
experienced multiple falls while residing at the  
facility. He confirmed nursing staff implemented  
interventions following each fall; however, the  
resident's comprehensive care plan was not revised 
following the falls on 05/04/2026 and 05/09/2026 to 
reflect the individualized interventions implemented  
in response to the resident's change in condition.  
The Administrator acknowledged the comprehensive, 
person-centered care plan should be reviewed and  
revised following significant changes in a resident's 
condition to accurately reflect the resident's current 
needs and provide staff with current guidance  
regarding the resident's care and interventions.
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