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Per interview and record review, the facility failed to include the resident and their representative in 
developing a baseline care plan and failed to provide the resident and the representative a baseline care 
plan summary for 3 of 3 residents sampled (Residents #1, #2, and #3). Findings include:

1. Record review reveals that Resident #1 was admitted to the facility on [DATE] for rehabilitation following a 
hospital stay related to a craniotomy (opening of the skull) for a subdural hematoma (brain bleed) post fall. 
Per a 3/30/24 nursing note, Resident #1 was transferred to the hospital on 3/30/24 after suffering an 
unwitnessed fall in which s/he suffered facial injuries. S/He was readmitted to the facility on [DATE].

Per Post Admission Patient/Family Conference forms dated 3/27/24 and 4/5/24, there is no evidence that 
Resident #1 or their Representatives were in attendance to help develop Resident #1's base line care plan or 
that a baseline care plan summary was given to Resident #1 and their Representative after their admission 
or readmission to the facility.

Per interview on 6/12/24 at 10:08 AM, Resident #1's Representative explained that s/he was concerned with 
the plan of care for Resident #1. S/He explained that Resident #1 had suffered a couple days after s/he was 
admitted which resulted in a 6-day hospital stay. S/He believes that the fall could have been avoided if 
proper care interventions were put into place, and s/he. The Representative explained that s/he was never 
invited to either of Resident #1's baseline care plan conferences, nor did s/he ever receive a copy of 
Resident #1's care plan at any point during Resident #1's stay. 

2. Record review shows that Resident #2 was admitted from the hospital to facility on 4/11/24 for post-acute 
care following a lumbar (lower back) fracture. 

Per a Post Admission Patient/Family Conference form dated 4/11/24, there is no evidence that Resident #2 
or their Representatives were in attendance to help develop Resident #2 's baseline care plan or that a 
baseline care plan summary was given to Resident #2 and their Representative. 

Per telephone interview on 6/12/24 at 12:45 PM with Resident #2's Representative and confirmed that s/he 
was not given a copy of Resident #2's baseline care plan. 
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3. Record review reveals that Resident #3 was admitted to the facility on [DATE] for rehabilitation following a 
hospital stay related to a subdural hematoma post fall. Per nursing note dated 5/31/24, Resident #3 was 
transferred to the hospital on 5/31/24 for seizure-like activity. S/He was readmitted to the facility on [DATE].

Per Post Admission Patient/Family Conference forms dated 4/17/24 and 6/7/24, there is no evidence that 
Resident #3 or their Representatives were in attendance to help develop Resident #3's baseline care plan or 
that a baseline care plan summary was given to Resident #3 and their Representative after their admission 
or readmission to the facility. 

Per interview on 6/12/24 at 1:08 PM, Resident 3's Representative stated that s/he was never invited to a post 
admission conference after Resident #3's admission or readmission. S/He stated that s/he was not given 
Resident #3's baseline care plan.

Facility policy Person-Centered Care Plan last reviewed 10/24/22 states, The center must provide the patient 
and his/her representative with a summary of the baseline care plan .The medical record must contain 
evidence that the summary was given to the patient and resident representative .The Post Admission 
Patient/Family Conference will be held with the patient, resident representative, care team, and community 
providers as available. The center will provide the patient and patient representative, if applicable, with 
advanced notice of care planning conferences to enable patient/representative participation.

Per interview on 6/12/24 at 12:10 PM, a Social Service Specialist explained that if a family member was 
invited to a post admission care conference, it would be documented in the record or there would be an 
email to the family member with a link to a meeting. S/He explained that it is not part of the process to give 
the resident or their family member a copy of the resident's baseline care plan.

Per interview on 6/12/24 at approximately 1:30 PM, the Social Service Director revealed that it is not a part of 
the process to give a resident or their family member and/or representative a copy of the resident's baseline 
care plan unless they ask for it. S/He confirmed that there was no evidence that the resident's family member 
and/or representative were invited to the post admission conference or that the resident and family member 
and/or representative were provided a copy of the resident's baseline care plan for Residents #1, #2, and #3. 
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