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F 000 INITIAL COMMENTS 

On 3/11/24 through 3/13/24, on-site visits were 
conducted at Katahdin Nursing Home for the 
purpose of completing the annual Long Term 
Care Survey Process for Federal Recertification, 
and facility reported incident #ME00046682. It 
was determined that Katahdin Nursing Home was 
not in compliance with 42 CFR Part 483, Subpart 
B, Requirements for Long Term Care Facilities 

F 657 Care Plan Timing and Revision 
SS=D 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 as requested by the resident.
(iii)Reviewed and revised by the interdisciplinary
team after each assessment, including both the
comprehensive and quarterly review
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PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

This plan of correction constitutes my written 

F 000 allegation of compliance for deficiencies during
the recent survey on March 12.2024. However. 
submission of this plan of correction is not the 
admission that a deficiency exist or that was 
cited correctly. This plan of correction is 
submitted to meet the requirement 
established by State and Federal Law. 
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