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Summary Statement of Deficiencies
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CFC-PATIENT PLAN OF CARE
CFR(S): 494.90

This CONDITION is not met as evidenced by:

Based on areview of facility records and staff interview, it was determined that the
facility failed to develop or complete an individualized plan of care in collaboration
with the entire Interdisciplinary Team (IDT) for four of five patients sampled (P#1 -
P#4). This deficient practice had the potential to negatively affect the health and
safety of 32 patients who were under the care of this facility. Findings include: Cross
reference: V 0542 - Failure of the facility to ensure that individualized plan of care
was completed for each patient by the entire IDT.



