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Objectives

 Demonstrate an understanding of Federal regulation 
concerning care planning

 Define person centered and the factors that make care plans 
person centered

 Demonstrate an understanding of local discharge supports

 Define trauma informed care and it’s use in care planning

 Demonstrate an understanding of “real life” best practices in 
relation to care planning



Care Plan Basics

A formal written individualized plan of treatment and 
activities, based upon comprehensive assessments performed 
by an appropriately-comprised interdisciplinary team of 
qualified professionals that:

a) identifies the goals and wishes of the individual
b) describes the medical, nursing, and psychosocial needs of each 
individual consistent with the individual’s stated goals and wishes
c) describes how such needs will be met
d) sets timetables for meeting those needs in order that each individual
attains or maintains the highest practicable physical, mental, and 
psychosocial well-being
e) is periodically reviewed and revised as appropriate

(n.d.). Care Plan. Law Insider. 
https://www.lawinsider.com/dictionary/care-plan



 

Comprehensive Care Plans

(1) The facility must develop and implement a comprehensive 
person-centered 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 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 or maintain the 
resident's highest practicable physical, mental, and psychosocial 
well-being as required under §483.24,

§483.25 or §483.40; and

§ 483.21 Comprehensive person-centered care planning 
(n.d.). CMS Federal Nursing Home Regulations.

F656 §483.21(b)



 

Regulations

(ii) 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 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 Comprehensive person-centered care planning 
(n.d.). CMS Federal Nursing Home Regulations.



Person Centered Care

CMS Person Centered Care definition:
Integrated health care services delivered in a setting and 
manner that is responsive to individuals and their goals, 
values and preferences, in a system that supports good 
provider–patient communication and empowers 
individuals receiving care and providers to make effective 
care plans together.

CMS (n.d.). Person Centered Care. CMS.gov. 
https://www.cms.gov/priorities/innovation/key-
concepts/person-centered-care



Real Life Experience

What do you need 
to know to write 
person centered 

care plans?



 

Put Into Practice

 Individual’s goals not nursing 
home’s goals

 Use active listening skills to hear 
what the resident wants

 Support the resident 
 Using “I” statements does not make 

a care plan person centered
 If you are using person centered 

care, you will not have “cookie 
cutter” care plans



 

 Patient goals should be S.M.A.R.T.

Measurable Objectives & Timeframes

 Specific: Well defined, clear, 
and unambiguous

 Measurable: With specific 
criteria that measure 
patient’s progress towards 
the accomplishment of the 
goal

Anderton, K. (2023, April 4). SMART Goals: A Collaborative and 
Patient-centered Approach to Health. ThoroughCare. 
https://www.thoroughcare.net/blog/smart-goals-patient-
centered-care-coordination

 Achievable: Attainable and 
not impossible to achieve

 Realistic: Within reach, 
realistic, and relevant to 
patient’s functional/lifestyle

 Timely: With a clearly defined 
timeline, including a starting 
date and a target date



Highest practicable physical, mental, 
and psychosocial well-being…..

 "Highest Practicable": Means the maximum level of 
functioning possible for a specific resident based on their 
current health status (pathology) and the natural process of 
aging.

 Three Pillars of Well-being:
 Physical: Addressing medical, nursing, and functional needs 

(e.g., mobility, nutrition).

 Mental: Addressing cognitive and emotional needs (e.g., 
dementia care).

 Psychosocial: Ensuring social interaction, dignity, and overall 
quality of life.

(2026, April 3). National Archives: Code of Federal 
Regulation. Ecfr.gov. https://www.ecfr.gov/current/title-
42/chapter-IV/subchapter-G/part-483



Who Attends the Care Conference?

 RESIDENT/REPRESENTATIVE
 Interdisciplinary Team
 Physician
 Nurse
 CNA
 Therapy
 Social Work
 Dietary
 Activities

Who does 
the resident 

want to 
attend?



Reminder



Care Planning Begins Before the 
Care Conference…

 Have you spoken to the resident about their personal 
habits, likes and dislikes, daily routines, baselines?

 Have you identified barriers to care? Gaps in care? If 
there are any, how will you handle them?

 Care plans should include the residents own words 
about what is important to them.



 Discharge planning begins at admission

The Resident’s Preference and 
Potential for Future Discharge

 The resident’s preference for discharge may shift and 
change…that’s okay!

 Do you know your local resources to help you with 
discharge planning?



 

Real Life Experience

Best practices for getting 
to know a resident and 

their preferences.

How do I fit it all in?



Resources

Have you used your local resources to prevent an unsafe
discharge?

 Local AAA
 MI Choice Waiver Program
 CTS - Community Transition Services
 Disability Network

Under certain circumstances, CTS and MI Choice may be able to assist 
with transportation to another State if a resident wishes to join family 
members outside of Michigan



§483.25(m)

Trauma Informed Care

 The facility must ensure that residents who are trauma 
survivors receive culturally competent, trauma– informed 
care in accordance with professional standards of practice 
and accounting for residents’ experiences and preferences in 
order to eliminate or mitigate triggers that may cause re-
traumatization of the resident.

(2026, April 3). National Archives: Code of Federal Regulation. 
Ecfr.gov. https://www.ecfr.gov/current/title-42/chapter-
IV/subchapter-G/part-483/subpart-B/section-483.25



Definition of Trauma

 SAMHSA describes individual trauma as an event or 
circumstance resulting in:
 physical or emotional harm, and/or
 life-threatening harm

 The event or circumstance has lasting adverse effects 
on the individuals:
 mental, physical, emotional health
 social well-being
 and/or spiritual well-being

SAMHSA (n.d.). Trauma and Violence. 
https://www.samhsa.gov/mental-health/trauma-
violence#:~:text=According%20to%20SAMHSA%2C%20trauma%
20is%20an%20event,people%20with%20mental%20and%20subs
tance%20use%20disorders.



Adverse Childhood Experiences
Abuse, Neglect and Loss (before the age of 18)

 Physical abuse by a parent
 Emotional abuse by a parent
 Sexual abuse by anyone
 Growing up with an alcohol 

and/or drug abuser in the home
 Domestic Violence

 Experiencing the incarceration 
of a household member

 Living with a family member 
experiencing mental illness

 Loss of a parent
 Emotional neglect
 Physical neglect

Source: Felitti, V. J., Anda, R. F., Nordenberg, D., Williamson, D. F., Spitz, A. M., Edwards, V., ... 
Marks, J. S. (1998). Relationship of childhood abuse and household dysfunction to many of the 
leading causes of death in adults: The Adverse Childhood Experiences (ACE) study. American 
Journal of Preventive Medicine, 14,245-258.



                                             

Adverse Childhood Experiences

Adverse Childhood Experiences (ACES)

Abuse and Neglect Household Dysfunction

               

Impact on Child Development

Neurobiological Effects Psychosocial Effects Health Risk Behaviors

                                     

Long Term Consequences

Disease and Disability Social challenges



Trauma Informed Care

An approach that aims to:

 Engage people with histories of trauma

 Recognize the presence of trauma symptoms

 Acknowledge the role that trauma has played in their lives

 Seek care that does not re-traumatize

LaVerne Hanes Collins, PhD, NCC, LPC (GA), LCMHC (NC) 
OWNER, NEW SEASONS COUNSELING, TRAINING & 
CONSULTING, LLC



Resident Reactivity –
What’s that About?

A male resident 
throws his food tray at 
a staff person.

An older male lifts his
crutch to threaten 
staff.

A resident picks up 
her walker and shakes 
it at a staff person.

LaVerne Hanes Collins, PhD, NCC, LPC (GA), LCMHC (NC) 
OWNER, NEW SEASONS COUNSELING, TRAINING & 
CONSULTING, LLC



Remember…

Residents are acting exactly as their history has wired them to act, 
perceive, emote…

Behavior should never be the starting point of treatment 
(except for immediate danger of death/injury.)

Growth and change require intentional and sustained ability to 
stay in the cool system.

LaVerne Hanes Collins, PhD, NCC, LPC (GA), LCMHC (NC) 
OWNER, NEW SEASONS COUNSELING, TRAINING & 
CONSULTING, LLC



What is TRAUMA-INFORMED CARE?

Trauma-informed care is an 
organizational structure and 
treatment framework that 
involves understanding, 
recognizing, and responding to 
the effects of all types of 
trauma.

Trauma-informed care also 
emphasizes physical, 
psychological and emotional 
safety for both residents and 
providers, and helps survivors 
rebuild a sense of control and 
empowerment.

Just as trauma damages trust, 
trauma-informed care builds trust.

LaVerne Hanes Collins, PhD, NCC, LPC (GA), LCMHC (NC) 
OWNER, NEW SEASONS COUNSELING, TRAINING & 
CONSULTING, LLC



What Nursing Homes Could Do 
Tomorrow

Incorporate a trauma-informed lens into all facility 
operations, especially clinical discussions:

 How could this behavior make sense as a reaction to 
past trauma?

 What might this resident need to avoid reliving their 
trauma in the future?

 Discuss the impact of trauma (not sources of trauma).

LaVerne Hanes Collins, PhD, NCC, LPC (GA), LCMHC (NC) 
OWNER, NEW SEASONS COUNSELING, TRAINING & 
CONSULTING, LLC



1. Is this a person-centered care plan goal?

Quiz Time

"Resident will remain in bed until 07:00 and comply with 
scheduled toileting at 10:00 and 14:00 to prevent 
incontinence episodes and facilitate staff workflow, to be 
reviewed in 90 days."



2. Is this a person-centered care plan goal?

Quiz Time

Within 4 weeks, [Resident Name] will attend at least two 
preferred, social, or creative activities (e.g., gardening 
club, bingo) weekly to decrease self-reported feelings of 
loneliness."



 

Contact Information & Resources

Reach a Local Ombudsman
866-485-9393

Website: www.MLTCOP.org
Fact Sheets (Arabic, Chinese, English, and Spanish)

Locate Your Local Ombudsman
Abuse Prevention and Resident Rights Information

LTC Resources
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