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{F 000} | INITIAL COMMENTS {F 000}
1) On April 2, 2025, the care plan for

The State Agency (SA) conducted a follow-up Resident #4 was revised by Assistant

revisit at the facility on 5/12/25 related to the Director of Nursing (ADNS) nurse to

Complaint Investigation (Cl) survey that was address the removal of dialysis pressure

conducted from 3/31/25 through 4/1/25. The SA dressing. On April 2, 2025, the Licensed

determined the facility had taken measures to Practical Nurse (LPN) was in-serviced by

correct the deficient practice related to F698 Assistant Director of Nursing on the

effective 4/25/25. However, the facility remains importance of following the care plan and

out of compliance with F656 related to deficient physician order to remove the dialysis

practice cited on Complaint Investigations pressure dressings for residents who

conducted 4/23/25 and 5/12/25. attend dialysis. On April 2, 2025, a 100%

audit of dialysis residents care plans

The resident census was 217, and the facility was were reviewed by the Assistant Director

licensed for 230 beds. of Nursing.
{F 656} | Develop/Implement Comprehensive Care Plan {F 656} 6/5/25

SS=J | CFR(s): 483.21(b)(1)(3)
2) ) Any resident who requires removal of

§483.21(b) Comprehensive Care Plans dialysis pressure dressing has the
§483.21(b)(1) The facility must develop and potential to be affected by this alleged
implement a comprehensive person-centered deficient practice.

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 3) On April 2, 2025, an in serviced was
objectives and timeframes to meet a resident's initiated for all clinical staff on following
medical, nursing, and mental and psychosocial care plan and physician orders regarding
needs that are identified in the comprehensive the removal of dialysis pressing dressing
assessment. The comprehensive care plan must for residents who attend dialysis by the
describe the following - Unit Manger. The in services on following
(i) The services that are to be furnished to attain care plans regarding the removal of

or maintain the resident's highest practicable dialysis pressure dressings will be
physical, mental, and psychosocial well-being as completed by April 23, 2025

required under §483.24, §483.25 or §483.40; and
(i) 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
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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
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:

The State Agency (SA) conducted a follow-up
revisit at the facility on 5/12/25 related to the
Complaint Investigation (Cl) survey that was
conducted from 3/31/25 through 4/1/25. The SA
determined the facility remains out of compliance
with F656 due to citation on the Complaint
Investigations conducted on 4/23/25 and 5/12/25.

Nursing (DNS) and/or Assistant Director
of Nursing (ADNS) initiated audits of ten
residents for following care plan and
physician order to remove pressure
dressings weekly for six weeks, then five
residents weekly for six weeks. The
Director of Nursing will forward the results
to the Quality Assurance Committee
meeting. Starting April 23, 2025, the
results will be reviewed monthly for three
months. The Quality Assurance
committee meeting will make
recommendations based on the findings.
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