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F 0657 Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed,
and revised by a team of health professionals.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 30267

Residents Affected - Some Based on record review and interview, the facility failed to have the participation of the resident or the
resident representative in the development of the resident's person centered care plan for three (#1, 2, and
#3) of three residents whose care plans were reviewed.

The facility's Resident List Report documented 46 residents.
Findings:

1. Resident #1 was admitted [DATE] and had diagnoses which included aphasia and psychotic disorder with
delusions.

On 06/03/24 at 4:25 p.m., a family member was interviewed and stated they were not notified of or offered an
opportunity to participate in the resident's care plan meetings.

On 06/04/24, the resident's clinical record was reviewed. There was no documentation the resident or
resident's representative participated in the care planning process for the resident's admission assessment
(11/27/23) or quarterly assessment (02/27/24).

2. Resident #2 was admitted [DATE] with diagnoses which included Alzheimer's dementia and dementia with
behaviors.

On 06/04/24, the resident's clinical record was reviewed. There was no documentation the resident or
resident's representative participated in the care planning process for the resident's admission assessment
(05/20/24).

3. Resident #3 was admitted [DATE] with diagnoses which included stroke, dysphagia, disorientation, and
dementia.

On 06/04/24, the resident's clinical record was reviewed. There was no documentation the resident or
resident's representative participated in the care planning process for the resident's admission assessment
(01/31/24).
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F 0657 On 06/04/24 at 4:25 p.m., the administrator and DON stated they were aware the facility had conducted care

plan meetings without resident representation for Resident #1, Resident #2, and Resident #3.
Level of Harm - Minimal harm or

potential for actual harm The administrator stated there was a delay in resuming resident/representative involvement in the care plan
process due to the loss of facility staff in key positions. The administrator stated it was the responsibility of
Residents Affected - Some the social service department to notify the resident and resident representative of care plan meetings and

coordinate their participation. The DON stated they were ultimately responsible for ensuring the resident had
adequate representation during care plan meetings.
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