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F 0655 Create and put into place a plan for meeting the resident's most immediate needs within 48 hours of being
admitted

Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review, interview, and policy review, the facility failed to ensure the baseline care plan included

Residents Affected - Few sufficient information to provide person-centered care for one of three sampled residents (Resident (R) 161)

reviewed for new admission in a total sample of 32 residents. This failure had the potential for the resident to
have unmet care needs.Findings include: Review of the facility policy titled, Baseline Care Plan created
01/2025 revealed, .The facility will develop and implement a baseline care plan for each resident that
includes the instructions needed to provide effective and person-centered care of the resident that meet
professional standards. The baseline care plan will .include the minimum healthcare information to properly
care for the resident .but not limited to .Physician Orders. Review of R161's Face Sheet located in the
electronic medical record (EMR) under the Profile tab revealed that R161 was admitted to the facility on
[DATE] with diagnoses that included pneumonia, obstructive sleep apnea (OSA), chronic obstructive
pulmonary disease (COPD), dependence on oxygen, and chronic bronchitis. Review of the Physician Orders
dated 03/12/25 located in the EMR under the Orders tab revealed, apply BiPAP (Bilevel Positive Airway
Pressure machine to improve breathing during sleep) machine at the following settings at bedtime for sleep
apnea and remove in the morning per schedule. Review of the Baseline Care Plan dated 03/12/25 located in
the EMR under the Care Plan tab failed to reveal that R161's conditions of pneumonia, obstructive sleep
apnea, chronic obstructive pulmonary disease, dependence on oxygen, chronic bronchitis, and use of BiPAP
were included in the baseline plan of care. Review of the five day Minimum Data Set (MDS) with an
Assessment Reference Date (ARD) of 03/16/25 identified a Brief Interview for Mental Status (BIMs) score of
15 out of 15 that indicated R161 was cognitively intact, had shortness of breath when lying flat, required
continuous oxygen, and utilized a non-invasive mechanical ventilator- BiPAP. During an interview on
08/07/25 at 1:09 PM, the Regional Nursing Director (RND) reviewed R161's Baseline Care Plan and
confirmed the resident's respiratory conditions of COPD, OSA, pneumonia, dependence on oxygen, and
order for BiPAP were not included in R161's Baseline Care Plan. NJAC 8:39-11.2
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