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Agenda

• Discuss relevant F-tags from Appendix PP, SOM (Survey regulations and guidelines)
• Explain required elements of the CAA process 
• Explain required elements of the care planning process
• Understand requirements for the comprehensive care plan and the baseline care plan
• Discuss resident rights concerning care planning
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F636 Comprehensive Care Plans

• GUIDANCE §483.20(b)(1)-(2(i) & (iii)
• The facility is responsible for addressing all needs and strengths of residents 

regardless of whether the issue is included in the MDS or CAAs. The scope of the 
RAI does not limit the facility’s responsibility to assess and address all care needed 
by the resident.
• The facility is expected to use resident observation and communication as the 

primary source of information when completing the RAI. 
• In addition to record review, direct observation and communication with the 

resident, the facility must use a variety of other sources, including communication 
with licensed and non-licensed staff members on all shifts and may include 
discussions with the resident’s physician, the resident’s representative, family 
members, or outside consultants.

3

F628: Quarterly Review 
Assessment

• A facility must assess a resident using the 
quarterly review instrument specified by the 
State and approved by CMS not less frequently 
than once every 3 months.
• NOTE: The Quarterly MDS does not require the 

completion of Care Area Assessments (CAAs). 
However, the resident’s care plan must be 
reviewed and revised by the interdisciplinary 
team after each [OBRA] assessment as 
required at §483.21(b)(2)(iii).

Key point: If you do an 
OBRA assessment, 
comprehensive or 

quarterly, you must 
review the care plan.  

4
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F636 Comprehensive Assessment Definitions

• Once a care area has been triggered, nursing home providers use current, evidence-
based clinical resources to conduct an assessment of the potential problem and 
determine whether or not to care plan for it. 
• The CAA process helps the clinician to focus on key issues identified during the 

assessment process so that decisions as to whether and how to intervene can be 
explored with the resident. 

5

F636 Comprehensive Assessment Definitions

This process has three components:
1. Care Area Triggers (CATs) are specific resident responses for one or a 

combination of MDS elements. The triggers identify residents who have or are 
at risk for developing specific functional problems and require further 
assessment.

2. Care Area Assessment (CAA) is the further investigation of triggered areas, to 
determine if the care area triggers require interventions and care planning.

3. CAA Summary (Section V of the MDS) provides a location for documentation 
of the care area(s) that have triggered from the MDS, the decisions made 
during the CAA process regarding whether or not to proceed to care planning, 
and the location and date of the CAA documentation.

6
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F636 Probes

§483.20(b)(1)-(2)(i) & (iii)
• Is there evidence in the clinical record that the facility gathered and analyzed 

supplemental information based on the triggered CAAs prior to developing the 
comprehensive care plan? 
• Is there evidence of resident and/or resident representative participation in the 

assessment process? Examples include participating in the resident interviews, 
providing information about preferences or discharge goals.
• Ask licensed and non-licensed direct-care staff if they participate in the resident 

assessment process.

7

F656 Comprehensive Care Plan

Guidance
• If a Care Area Assessment (CAA) is triggered, the facility must further assess the resident to 

determine whether the resident is at risk of developing, or currently has a weakness or need 
associated with that CAA, and how the risk, weakness or need affects the resident. 
• Documentation regarding these assessments and the facility’s rationale for deciding whether or 

not to proceed with care planning for each area triggered must be recorded in the medical 
record.

F691 Colostomy, urostomy, or ileostomy care

PROCEDURES AND PROBES §483.25(f)
Refer to appropriate sections of the MDS, as applicable.
Identify if the resident triggers any Care Area Assessments for urinary incontinence, nutritional status, and/or 
pressure injuries (skin care).

Example

8
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F742:  Treatment/services for Mental/Psychosocial Concert
• Record Review

• Identify if the resident triggers Care Area Assessments (CAA) for activities, mood state, psychosocial well-
being, and psychotropic drug use.
• Consider whether the CAA process was used to assess the causal factors for decline, potential for decline, or lack of 

improvement.
• Review the resident’s care plan for interventions to address the assessed problem.

F743:  No pattern of behavioral difficulties unless unavoidable

Look to see that the resident Care Area Assessments (CAA) for activities, mood state, psychosocial well- being, and 
psychotropic drug use trigger for any reason in the absence of related diagnoses or difficulties, or history of trauma 
and/or PTSD.
• Consider whether the CAA process was used to identify and assess the reason and causal factors for decline, 
potential for decline, or lack of improvement.
• Review the resident’s care plan to determine if interventions are in place to alleviate the assessed distress.

Example

9

The RAI is a problem identification process: 

Evaluation
Continue, Change, Stop

Implement Care Plan

Develop Care Plan

CAA
Decision Making

MDS
Data Gathering

Page 4-1
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Fundamental promise made to 
all residents upon admission. 

4.1   Background and Rationale
• The Omnibus Budget Reconciliation Act of 1987 

(OBRA 1987) mandated that nursing facilities provide 
necessary care and services to help each resident 
attain or maintain the highest practicable well-
being. Facilities must ensure that residents improve 
when possible and do not deteriorate unless the 
resident’s clinical condition demonstrates that the 
decline was unavoidable.

11

• Based on assessing the resident, the MDS identifies actual or potential areas 
of concern. 

• The remainder of the RAI process (CAAs and Care Plan) supports efforts of 
the IDT to further assess these triggered areas of concern in order to 
identify, to the extent possible, whether the findings represent a problem or 
risk requiring further intervention, as well as the causes and risk factors 
related to the triggered care area under assessment. 

• These conclusions then provide the basis for developing an individualized 
care plan for each resident.

CAAs and Care Planning are  
required for a certified facility

4-1
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Gather Data

Decision 
making

ImplementationEvaluation

Change 
approaches

Care Plan Process

13

CAA Process Framework

Appendix A-3 and 4-2

The CAA process framework. The CAA process provides a framework 
for:
• guiding the review of triggered areas, and 
• clarification of a resident’s functional status and related causes of 

impairments
• providing basis for additional assessment of potential issues, 

including related risk factors. 
The assessment of the causes and contributing factors gives the 
interdisciplinary team (IDT) additional information to help them 
develop a comprehensive plan of care.

14



10/14/25

8

1. Delirium 

2. Cognitive Loss/Dementia 

3. Visual Function.  

4. Communication  

5. ADL Functional / Rehabilitation 
Potential 

6. Urinary Incontinence and Indwelling 
Catheter 

7. Psychosocial Well-Being 

8. Mood State 

9. Behavioral Symptoms 

10. Activities 

11. Falls 

12. Nutritional Status 

13. Feeding Tubes 

14. Dehydration/Fluid Maintenance 

15. Dental Care 

16. Pressure Ulcer 

17. Psychotropic Medication Use 

18. Physical Restraints 

19. Pain 

20. Return to Community Referral 

20 Care Area Assessments

4-3

15

•When implemented properly, the CAA process should help staff: 

• Consider each resident as a whole, with unique characteristics and strengths 
that affect his or her capacity to function; 

• Identify areas of concern that may warrant interventions; 

• Develop interventions to help improve, stabilize, or prevent decline in 
physical, functional, and psychosocial well-being, in the context of the 
residentʼs condition, choices, and preferences for interventions; and 

• Address the need and desire for other important considerations, such as 
advanced care planning and palliative care; e.g., symptom relief and pain 
management.

4-2
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CATs

•Care Area Trigger (CAT) - MDS response indicating that clinical factors 
exist that may or may not represent a condition that should be care 
planned
•Triggers flag conditions that warrant further investigation
•Examples:  
• Any “Weight Loss”  in Section K will trigger the Nutrition CAA

• Any “Wandering”  in Section E will trigger the Falls CAA

4-4

17

How to Know if CAA Triggered:

x

x

If box is checked, the area triggered, and Care 
Area Assessment (CAA) must be completed. 
If there is no Section V, no CAAs required.

!""#$%%#&"'(")#*+#,-.(/01*23#456578

Once CAA is worked,  
put where required 

documentation can be 
found and the date of 

that information.

Paper MDS

18
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!""#$%%#&"'(")#*+#,-.(/01*23#456578

Once CAA is worked,  
put where required 

documentation can be 
found and the date of 

that information.

!""#9("102:#%33"33;"-1##456578

!""#$%%#%-0<:3(3##456578

19
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CAA Worksheet opens for 
documentation of your analysis

21

!"#$%"$&'"#$#()%$%*+,,-*.$-)/($011

!"#$%&'()*+,(-."/%'0(&'(
12/"() 3+45((6%0$0(266(76&/%#(
$2.6"08(9&:("2#;(<==

Logic table = what made it 
trigger
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• CATs provide a “flag” for the IDT members, indicating that the triggered care 
area needs to be assessed more completely prior to making care planning 
decisions. 

• Further assessment of a triggered care area may identify:

• Causes, 
• Risk factors, and 

• Complications associated with the care area condition. 

• The plan of care then addresses these factors with the goal of promoting the 
residentʼs highest practicable level of functioning: 
• (1) improvement where possible or 

• (2) maintenance and prevention of avoidable declines. 
! [Includes support when decline is imminent]

Page 4-4

23

•>2#;($:%//":"?(%$"@(@A0$(."(200"00"?(9A:$;":($&(92#%6%$2$"(#2:"(162'(
?"#%0%&'(@2B%'/C(.A$(%$(!"#$%&$!"#$'%((:"1:"0"'$(2(#&'?%$%&'($;2$(
0;&A6?(&:(D%66(."(2??:"00"?(%'($;"(#2:"(162'*(

•E;"(0%/'%9%#2'#"(2'?(#2A0"0(&9(2'F(/%G"'($:%//":(@2F(G2:F(9&:(
?%99":"'$(:"0%?"'$0(&:(%'(?%99":"'$(0%$A2$%&'0(9&:($;"(02@"(:"0%?"'$*(

•H%99":"'$(<=E0(@2F(;2G"(#&@@&'(#2A0"0C(&:(G2:%&A0(%$"@0(200&#%2$"?(
D%$;(0"G":26(<=E0(@2F(."(#&''"#$"?*(
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A risk factor increases the chances of having 
a negative outcome or complication. 

Risk Factor:  Impaired 
bed mobility 

Effect:   Unrelieved 
pressure 

Complication:  
Pressure Ulcer

25

New Med

Dizziness

Fall

Care area issue may be due 
to a single cause:

Or multiple causes:

!"##

I"D(
J"?

K&:/&$(
D26B":

L"?($&&(
;%/;
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There can also be a single cause of multiple triggers and impairments. 

•MF1&$;F:&%?%0@(#2'(;2G"(?%G":0"(1;F0%#26C(9A'#$%&'26C(2'?(
10F#;&0&#%26(#&@16%#2$%&'0*((J2F(."(G":F(0$2.6"C(@2F('&$*(

•JH!(9&:(:"0%?"'$(D%$;(MF1&$;F:&%?%0@(@2F($:%//":N(

•H"6%:%A@C(<&/'%$%G"(O&00PH"@"'$%2C(Q%0A26(KA'#$%&'C(
<&@@A'%#2$%&'C(=HO(KA'#$%&'26PR";2.%6%$2$%&'C(S:%'2:F(
T'#&'$%'"'#"C(U0F#;&0&#%26(V"663L"%'/C(J&&?(!$2$"C(L";2G%&:(
!F@1$&@0C((=#$%G%$%"0C(K2660C((IA$:%$%&'26(!$2$A0C(H";F?:2$%&'C(
U0F#;&$:&1%#(J"?%#2$%&'(S0"C(2'?(U2%'((

27

Diagnosis ! hypothyroidism" in Section I 
did not alone trigger all these CAAs,

• Functional assessment revealed 
issues in each of the areas above.  

• IDT is responsible for determining if 
the triggered events are

• due to Hypothyroidism, 

• are related, or 

• are unrelated and due to different 
things.

28
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•R"#&/'%W%'/($;"(#&''"#$%&'(2@&'/(G2:%&A0(
0F@1$&@0(2'?($:"2$%'/($;"(A'?":6F%'/(#2A0"-05(
$&($;"("X$"'$(1&00%.6"C(#2'(;"61(2??:"00(
#&@16%#2$%&'0(2'?(%@1:&G"($;"(:"0%?"'$!0(
&A$#&@"*(

! Sequence is important!  
• Which came first, the delirium or the dehydration?

29

<&'G":0"6FC(92%6%'/($&(:"#&/'%W"($;"(6%'B0(2'?(%'0$"2?(
$:F%'/($&(2??:"00($;"($:%//":0(&:(JH!(9%'?%'/0(%'(
%0&62$%&'(@2F(;2G"(6%$$6"(%9(2'F(."'"9%$(9&:($;"(
:"0%?"'$(D%$;(;F1&$;F:&%?%0@(&:(&$;":(#&@16"X(&:(
@%X"?(#2A0"0(&9(%@12%:"?(.";2G%&:C(#&/'%$%&'C(2'?(
@&&?*(
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Types of CATs

• Suggest a problem that warrants additional 
assessment

Potential Problems:

• Assist in identifying hard-to-diagnose 
problems, e.g. delirium, dehydration

Broad Screening Triggers:

• Assist in identifying residents at risk of 
developing particular problems

Prevention of Problems:

• Aimed at identifying candidates with 
rehabilitation potential 

Rehabilitation Potential:

31

Step 1:  Identify the Trigger:   

! Ex: Stage 3 Pressure Ulcer triggers:  Nutrition and Pressure Ulcer CAA

Step 2:  Conduct thorough assessment of triggered CAAs using ! Review of 
Indicators"   or facility designated tool.

Step 3:  Determine whether issue should/should not be care planned.

Step 4:  Document findings.

Working A CAA

32
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• A separate care plan is not necessarily required for each area that triggers a 
CAA. 

• If a single trigger has multiple causes, contributing factors and risk factors, it is 
acceptable and may sometimes be more appropriate to address multiple issues 
within a single care plan segment or to cross-reference related interventions 
from several care plan segments. 

• Example:  If impaired ADL function, mood state, falls and altered nutritional 
status are all determined to be caused by an infection and medication-related 
adverse consequences, it may be appropriate to have a single care plan that 
addresses these issues in relation to the common causes. 

4-11

33

! Usually, illnesses and impairments happen in sequence. The symptom or 
trigger often represents only the most recent or most apparent finding in a 
series of complications or related impairments. 

! Detailed history is often essential to identifying causes and select the most 
beneficial interventions; e.g., the sequence over time of how the resident 
developed incontinence, pain, or anorexia. 

! While the MDS presents diverse information about residents, and the CAAs 
cover various implications and complications, neither one is designed to give 
a detailed or chronological medical, psychosocial, or personal history. 

! When you are working a CAA or working on the care plan in general, you are 
outside the lookback periods.  Use everything the IDT/resident and family 
know about the situation to develop the correct care plan.

34
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! !"#$%&'()*%+$,-"./-0$12'1$12%$3%2'4/"#'*$56()1"(7$899$$/7$
1#/00%#%:$'-:$12'1$12%$#%7/:%-1$'*7"$2'7$'$:/'0-"7/7$";$<=>$/7$-"1$
%-"?02$/-;"#('1/"-$1"$,-".$.2%12%#$12%$:/'0-"7/7$";$<=>$/7$"*:$
"#$-%.+$.2%12%#$12%#%$/7$'-6$*/-,$@%1.%%-$12%$@%2'4/"#'*$/77?%$
'-:$12%$<=>+$'-:$.2%12%#$12%#%$'#%$"12%#$A"-:/1/"-7$7?A2$'7$
,/:-%6$71"-%7$"#$@*'::%#$"@71#?A1/"-$12'1$(/021$@%$A'?7/-0$"#$
)#%:/7)"7/-0$12%$#%7/:%-1$1"$'$<=>B$
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4.5   Other Considerations Regarding Use of the CAAs

Assigning responsibility for completing the MDS and CAAs. 
• Facilities may assign specific MDS items and CAAs to  various disciplines
• Proper decision making through the CAA process may involve consulting 

other disciplines to come to the right conclusion.
! Ex:  identifying specific medical conditions or medication side effects that cause anorexia 

leading to a resident’s weight loss

• It is the facility’s responsibility to obtain the input that is needed for clinical 
decision making (e.g., identifying causes and selecting interventions) that is 
consistent with relevant clinical standards of practice. 

! For example, a physician may need to get a more detailed history or perform a physical 
examination in order to establish or confirm a diagnosis and/or related complications.

It’s not the dietary CAA, it’s the resident’s CAA.  We sometimes have to work together for a proper analysis

36
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! Description of causes and contributing factors; 

! Nature of the issue/condition: what exactly the issue/problem for this resident 
and why is it a problem

! Complications affecting or caused by the care area for this resident

! Risk factors related to the presence of the condition that affects the staff!s 
decision to proceed to care planning

! Factors that must be considered in developing individualized care plan 
interventions, including the decision to care plan or not to care plan various 
findings for the individual resident

! The need for additional evaluation by the attending physician and other health 
professionals, as appropriate

! The resource(s), or assessment tool(s) used for decision-making, and conclusions 
that arose from performing the CAA;

! Completion of Section V (CAA Summary; see Chapter 3 for coding instructions) 
of the MDS.

CAA Documentation:  Page 4-6

37

•Written documentation of the CAA findings and decision-making process 
may appear anywhere in a resident’s record.  For example:

! discipline-specific flow sheets, 
! progress notes,
! care plan summary notes, 
! a CAA summary narrative, etc. 

• Use the “Location and Date of CAA Documentation” column on the CAA 
Summary (Section V of the MDS 3.0) to note where the CAA information and 
decision-making documentation can be found in the resident’s record. Also 
indicate in the column “Care Planning Decision” whether the triggered care 
area is addressed in the care plan. 

4-7

Most commonly used tool:  The CAA worksheet in your MDS software.

38
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!"#$%&'("))"*+,&'(-*&.''/)+0")1'203-0*+0&03&'455

CAA triggered because Mrs. Jones is frequently incontinent  (see continence 
tracking 4/7 – 4/13/18) and requires assistance with toileting (CNA ADL 
tracking 4/7 – 4/13/18)  secondary to her multi-infarct dementia (see CAA 2 
for details).  At times she is aware of her need to void but cannot 
communicate that need for assistance and has an incontinent void (See 
nursing notes 4/7, 4/10/18).  She is aware that she has voided in her brief, 
and will sometimes communicate her desire for toileting or being changed 
with verbal or physical behaviors (See nursing note 4/9/18).  She is at risk for 
declining ability to be aware of need to void, and risk of skin breakdown and 
infection related to incontinence.  Will refer to restorative nursing for 
scheduled toileting plan.  Will proceed to care plan for restorative toileting, 
incontinence care, and mitigation of risks of incontinence.

39

CAAs to Person Centered 
Comprehensive Care Plans

40
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!"#$%&' ("&)"#"*+(,#"+means the facility focuses on the resident as the center of 
control and supports each resident in making his or her own choices.  Includes:
•Making effort to understand what each resident is communicating, -"#.,//0+,&*+

&%&-"#.,//0
• Identifying what is important to each resident with regard to daily routines and 

preferred activities, and 
• Having an understanding of the resident’s life before coming to reside in the 

nursing home.

F655
§483.21 Comprehensive Person-Centered Care Planning 
§483.21(a) Baseline Care Plans
Guidance

!!!"#$%&'()*(%+",-.

41

23345$$6-.+7-'%$6+,(%.$8"*$9:)''+',$;$<=>:-=-'%+',$0)*-

R"0%?"'$0(;2G"($;"(:%/;$($&(."(%'9&:@"?(2.&A$(2'?(%'G&6G"?(%'(
$;"%:($:"2$@"'$C(D;%#;(%'#6A?"0N
•R"#"%G%'/(#6"2:(%'9&:@2$%&'(2.&A$($;"%:(&G":266(;"26$;(0$2$A0C(
%'#6A?%'/($;"%:(@"?%#26(#&'?%$%&'*
! Does your IDT thoroughly and clearly review the assessment with 

the resident/rep?  
• “You required help from staff with moving from lying to sitting on the side 

of the bed.  They do most of the work.”
• “Your current, active diagnoses are…..”
• “You now use a brief at night"

42
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23345$$6-.+7-'%$6+,(%.$8"*$9:)''+',$;$<=>:-=-'%+',$0)*-

•L"%'/('&$%9%"?(%'(2?G2'#"(2.&A$($;"(#2:"($&(."(1:&G%?"?(2'?($;"(
$F1"(&9(#2:"/%G":(%'G&6G"?*
! We can’t perform any intervention without advance, informed 

consent.
•L"%'/(%'9&:@"?(.F($;"%:(1;F0%#%2'(&:(2'&$;":(1:&9"00%&'26(2.&A$(
$;"(:%0B0(2'?(."'"9%$0(&9(1:&1&0"?($:"2$@"'$0(2'?(26$":'2$%G"0C(
266&D%'/($;"@($&(#;&&0"($;"%:(1:"9"::"?(&1$%&'*
! This is called “informed choice”

43

T'9&:@"?(<&'0"'$N((=?"YA2$"(H%0#6&0A:"(&9(T'9&:@2$%&'

! Healthcare providers must give patients 
clear and complete information about their 
medical conditions, including diagnosis, 
prognosis, and all treatment options, even 
the choice of no treatment.

! This information should be unbiased, 
highlighting both benefits and risks equally, 
helping patients to assess their options 
effectively.

! It's important for patients to comprehend 
the information. Providers should use 
straightforward language, avoid jargon, and 
consider the patient's understanding level, 
encouraging questions for clarity.

44
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!"#$%&'()*$"+'",-))
.('/01,')23+45$+0%')$#)
!"#$%&1,3$"

! The patient must have the capacity to make 
decisions. Legally, this means the patient can 
understand the nature, extent, or probable 
consequences of the proposed treatment, 
rationally evaluate the burdens, risks, and 
benefits, and communicate a decision.

! If a patient lacks decision-making capacity due to 
cognitive impairment or other factors, a legally 
authorized representative must make decisions 
on their behalf.

45

• Resident has right to participate in the development and implementation of the person-
centered plan of care, including but not limited to the right to:
• Participate in the planning process, including the right to:
• Identify individuals or roles to be included in the planning process, 
• Request meetings  
• Request revisions to the person-centered plan of care.

• Participate in establishing:
• Expected goals and outcomes of care 
• Type, amount, frequency, and duration of care
• Any other factors related to the effectiveness of the plan of care.

• Be informed, in advance, of changes to the plan of care.
• Receive the services and/or items included in the plan of care.
• See the care plan, including the right to sign after significant changes to plan of care.

233?5$$6-.+7-'%$6+,(%.$8"*$9:)''+',$;$<=>:-=-'%+',$0)*-
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•E;"(92#%6%$F(0;266(%'9&:@($;"(:"0%?"'$(&9($;"(:%/;$($&(12:$%#%12$"(%'(
;%0(&:(;":($:"2$@"'$(2'?(0;266(0A11&:$($;"(:"0%?"'$(%'($;%0(:%/;$*(
E;"(162''%'/(1:&#"00(@A0$Z
•K2#%6%$2$"($;"(%'#6A0%&'(&9($;"(:"0%?"'$(2'?P&:(:"0%?"'$(
:"1:"0"'$2$%G"*
•T'#6A?"(2'(200"00@"'$(&9($;"(:"0%?"'$[0(0$:"'/$;0(2'?('""?0*
•T'#&:1&:2$"($;"(:"0%?"'$[0(1":0&'26(2'?(#A6$A:26(1:"9":"'#"0(%'(
?"G"6&1%'/(/&260(&9(#2:"*

233?5$$6-.+7-'%$6+,(%.$8"*$9:)''+',$;$<=>:-=-'%+',$0)*-
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6788'
4-#$)&9&0:+,&'$&):-0;3&0*&)&<'3")&'$%"0
=":&%+0&'4")&'>%"0

The facility must develop and implement a baseline care plan for each resident 
that includes the instructions needed to provide effective and person-centered 
care of the resident that meet professional standards of quality care. The baseline 
care plan must—
• (i) Be developed within 48 hours of a resident’s admission.
• (ii) Include the minimum healthcare information necessary to properly care for a 

resident including, but not limited to—
• (A) Initial goals based on admission orders.
• (B) Physician orders.
• (C) Dietary orders.
• (D) Therapy services.
• (E) Social services.
• (F) PASARR recommendation, if applicable.

48
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Baseline Care Plan
!" #$%&'()*'+,- with the resident's 

expressed goals and objectives.
2. Must be created and enacted 

within 48 hours of admission.
3. Should be updated as necessary 

until the comprehensive care plan 
is in place.

4. A written summary must be 
provided to the 
resident/representative upon 
completion of the comprehensive 
care plan.

5. The format of the written 
summary is at the facility's 
discretion.
1. The clinical record must show 

that the summary was provided 
to the resident/representative 
by the time the comprehensive 
care plan is completed. A copy 

of the baseline care plan can 
fulfill this requirement.

6. A comprehensive care plan can 
replace the baseline care plan, 
but all content and delivery 
requirements for both must be 
satisfied.

7. If revisions are made to the 
baseline care plan, a written 
summary of each updated plan 
must be given to the 
resident/representative.

8. Both the baseline care plan and 
written summary must include 
specific required content.

F655, §483.21(a) 
!!!"#$%&'()*(%+",-.
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V:%$$"'(!A@@2:F(@A0$(%'#6A?"N
•T'%$%26(/&260(&9($;"(:"0%?"'$*
• !A@@2:F(&9(@"?%#2$%&'0(2'?(?%"$2:F(%'0$:A#$%&'0*
•='F(0":G%#"0(2'?($:"2$@"'$0($&(."(2?@%'%0$":"?
•='F(A1?2$"?(%'9&:@2$%&'(.20"?(&'($;"(?"$2%60(&9($;"(
#&@1:";"'0%G"(#2:"(162'C(20('"#"002:F*

!"#$%&'() !"#$%&'( *+

!!!"#$%&'()*(%+",-.
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F656 Comprehensive Person Centered Plan of Care

! The services provided or arranged by the facility, as outlined 
by the comprehensive care plan, must— Be !"#$"%&##'(
!)*+,$,-$.&-/.$%&"*& 01-2)%*,/ .

51

Definitions

• “Cultural Competency” is a developmental process in which individuals or 
institutions achieve increasing levels of awareness, knowledge, and skills along a 
cultural competence continuum. Cultural competence involves valuing diversity, 
conducting self-assessments, avoiding stereotypes, managing the dynamics of 
difference, acquiring and institutionalizing cultural knowledge, and adapting to 
diversity and cultural contexts in communities.
• “Trauma-informed care” is an approach to delivering care that involves 

understanding, recognizing and responding to the effects of all types of trauma. A 
trauma-informed approach to care delivery recognizes the widespread impact, and 
signs and symptoms of trauma in residents, and incorporates knowledge about 
trauma into care plans, policies, procedures and practices to avoid re-
traumatization

52
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Care Plan Tips

•=(0"12:2$"(#2:"(162'(%0('&$(:"YA%:"?(9&:("2#;(2:"2($;2$($:%//":0(2(<==*
• !%'#"(2(0%'/6"($:%//":(#2'(;2G"(@A6$%16"(#2A0"0(2'?(#&'$:%.A$%'/(92#$&:0(
2'?(@A6$%16"(%$"@0(#2'(;2G"(2(#&@@&'(#2A0"(&:(:"62$"?(:%0B(92#$&:0C(%$(
%0(2##"1$2.6"(2'?(@2F(0&@"$%@"0(."(@&:"(211:&1:%2$"($&(2??:"00(
@A6$%16"(%00A"0(D%$;%'(2(0%'/6"(#2:"(162'(0"/@"'$(&:($&(#:&00(:"9":"'#"(
:"62$"?(%'$":G"'$%&'0(9:&@(0"G":26(#2:"(162'(0"/@"'$0*(
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Key components of the care plan may include, but are not limited to the following:

• !1"#%9%#(%'$":G"'$%&'0C(%'#6A?%'/($;&0"($;2$(2??:"00(#&@@&'(#2A0"0(&9(
@A6$%16"(%00A"0

•=??%$%&'26(9&66&D3A1(2'?(#62:%9%#2$%&'

•T$"@0('""?%'/(2??%$%&'26(200"00@"'$C($"0$%'/C(2'?(:"G%"D(D%$;($;"(
1:2#$%$%&'":

•T$"@0($;2$(@2F(:"YA%:"(2??%$%&'26(@&'%$&:%'/(.A$(?&('&$(:"YA%:"(&$;":(
%'$":G"'$%&'0

!!!"#$%&'()*(%+",-. ///
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What to care plan? discussion

• Your organization may have very strict policies about what and how to care plan
• Usually based on previous surveys

• You must care plan all CAA triggers that you said you were going to care plan
• You must care plan anything for which the NH is !"#$%&%'()%'*+"$+'*%#',)

55

Care Plan Components

• Problem
• Goal
• Measurable time frames
• Interventions
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No need for separate care plan for 
each diagnosis:  What are you 
doing about it?  What is related?

57
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Drugs are an intervention, not a problem

59

Care Plan changes over time, new focus, new goals, new interventions, some retired, some change
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Reasonable goals

61

Stage 2 PU to sacrum:  Can’t we just say it will heal by next review?
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Frequently, not totally incontinent, but no interventions to maintain or improve continence.

63

Did not individualize goal
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Same care plan as previous “walking” problem

Non-weight bearing
Will demonstrate appropriate use of walker, LLE brace

65

Same care plan 

Resident rights? Resident centered?

66



10/14/25

34

Recap

• What needs to be care planned?  Every intervention must be tied to a documented problem 
with a measurable goal in a measurable time period
• How is the best way to say it?  Absolutely no answer to that.  Format not dictated.  Content 

must include all interventions for all problems, strengths and needs.

67

Questions/Discussion

judy@judywilhide.com
Judywilhide.com
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mailto:judy@judywilhide.com

