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or potential for actual harm
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Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed, 
and revised by a team of health professionals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 37232

Based on interview and record review the facility did not inform/invite a resident's representative to a care 
plan meeting for 1 of 3 residents (R1) reviewed for care plans in the sample of 3. 

The findings include: 

R1's face sheet showed he was admitted to the facility on [DATE] and V8 (R1's Mother) was R1's guardian. 
The same document showed R1 was diagnosed with lack of expected normal physiological development in 
childhood and autistic disorder. 

On 12/2/24 at 11:15 AM, V8 said she was R1's Power of Attorney and had not been informed by the facility 
of a care plan meeting, care planning process, or attended any care plan meeting/conference. 

On 12/3/24 at 11:03 AM, V7 (Director of Social Services) was asked when R1's care plan meeting was. V7 
did not give an exact date and said R1's care plan meeting took place throughout his stay at the facility. V7 
said residents and their representatives are verbally informed when care plan meetings are scheduled. 

On 12/3/24 at 11:20 AM, V2 (Director of Nursing) said families and residents are verbally notified of care plan 
meetings. V2 added there may be documentation in the resident's progress notes that the resident/family 
have been informed of the care plan meetings. 

On 12/3/24 at 11:55 AM, there was no progress notes in R1's electronic medical record indicating V8 was 
informed of a care plan meeting. 

R1's progress note dated 11/7/24 showed the initial plan of care was reviewed with R1 and V8. The same 
progress note showed V8 was R1's Power of Attorney. 

R1's Baseline Care Plan Conference/Care Plan Summary document dated for 11/25/24 had two attendees 
signatures on the form. The signatures did not match R1's Consent for Psychotropic Medication Use 
document signed by V8. 

On 12/3/24 at 12:03 PM, V7 reviewed R1's Baseline Care Plan Conference/Care Plan Summary form dated 
11/25/24 and said that form is filled out when there is a care plan meeting. 
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The facility was unable to provide a care plan meeting policy. 
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