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A complaint health survey for compliance with 42
CFR Part 483, Subpart B, requirements for Long
Term Care facilities was conducted on 4/3/24.
i The area surveyed included resident neglect.
Monument Health Sturgis Care Center was found
. to have past noncompliance at F656 for not using
' mechanical lifts as directed in the care plan. 1
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 §483.21(b) Comprehensive Care Plans § 3

§483.21(b)(1) The facility must develop and 5
implement a comprehensive person-centered
care plan for each resident, consistent with the .
resident rights set forth at §483.10(c)(2) and N
§483.10(c)(3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the following -
(i) The services that are to be furnished to attain : e »
or maintain the resident's highest practicable j ;
physical, mental, and psychosocial well-being as : | :
required under §483.24, §483.25 or §483.40; and H
(i) Any services that would otherwise be required i
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). i
_ (iii) Any specialized services or specialized
" rehabilitative services the nursing facility will :

provide as a resuit 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
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Any deficiency statemepf ending with an asterisk (*) denctes a deficiency which the institution may be excused from correcting providing it is determined that ’

other safeguards provjte sufﬁci_gp{g_ggq_tggji_qn,;gjhe.paﬁeuts, _See-iqgtruétipns,.;) Except for nursing homes, the findings stated above are disclosable 90 days
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following the dale of survey wrigm“ér-\nr &%p]ﬁ"ﬁ of ke eﬁ:n i {
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program participation. g
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