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F 0553 Allow resident to participate in the development and implementation of his or her person-centered plan of
care.

Level of Harm - Minimal harm

or potential for actual harm 39496

Residents Affected - Few Based on record review and staff interview it has been determined that the facility failed to provide a resident

the right to participate in the development and implementation of his or her person-centered plan of care and
facilitate the inclusion of the resident and/or resident representative for 1 of 3 residents reviewed for care
planning meetings, Resident ID #1.

Findings are as follows:

Record review of a community reported complaint submitted to the Rhode Island Department of Health on
10/17/2024 alleges in part, | have several concerns on the care [Resident ID #1] is receiving .

During a surveyor interview on 10/22/2024 at 1:32 PM with the complainant, a family member of the resident,
s/he revealed that s/he is very concerned that the facility has not had a care plan meeting for the resident
since admission. Additionally, s/he indicated that the concerns in the complaint could have been discussed if
the resident and family members were provided the opportunity to have a care plan meeting.

Record review of the facility's policy titled, Care Planning-Interdisciplinary Team revised in March of 2022,
states in part, Comprehensive, person- centered care plans are based on resident assessments and
developed by an interdisciplinary team (IDT) .The IDT includes but is not limited to .

The resident's attending physician .a registered nurse .nursing assistant .a member of food and nutrition
services .to the extent practicable, the resident and/or the resident's representative .other staff as
appropriate or necessary to meet the needs of the resident .The resident, the resident's family and/or the
resident's legal representative .are encouraged to participate in the development of and revisions to the
resident's care plan .Care plan meetings are scheduled at the best time of the day for the resident and family
when possible .

Record review revealed the resident was admitted to the facility in May of 2024 with diagnoses including, but
not limited to, Parkinson's Disease (a disorder that affects the nervous system), muscle wasting and atrophy
(the loss of muscle mass).

Record review of a facility document titled Care Plan Meeting Review revealed in part, .To be completed on
Admission .Quarterly, Annually and with Significant change in Condition . It further revealed that one care
planning meeting was completed on 5/31/2024.

(continued on next page)
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F 0553 Further record review failed to reveal evidence that a quarterly care plan meeting took place.

Level of Harm - Minimal harm or During a surveyor interview on 10/22/2024 at approximately 3:00 PM with Social Worker, Staff A, she
potential for actual harm acknowledged that a quarterly care planning meeting was not conducted for the resident.

Residents Affected - Few During a surveyor interview on 10/22/2024 at approximately 3:30 PM with the Director of Nursing Services,

she revealed that she would expect care plan meetings to be conducted quarterly.
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