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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** 46722

Residents Affected - Some Based on interview and record review, the facility failed to develop a baseline care plan within 48 hours of

admission that documented resident specific goals, physician orders, treatment plans and social services
needs for 5 of 5 residents (Residents 1, 2, 3, 4 and 5) reviewed for baseline care plan. This failure place
residents at risk of not receiving necessary care and services and continuity of care.

Findings included .
<Resident 1>

Review of the medical record showed Resident 1 was admitted to the facility on [DATE] with diagnoses
including paralytic syndrome (loss of muscle function/feeling), bleeding around the brain and chronic pain.
The 01/15/2025 comprehensive assessment showed Resident 1 required maximal assistance of one to two
staff for activities of daily living (ADLs) and was able to make their needs known.

Review of Resident 1's admission nursing assessment dated [DATE], showed they had identified a sacral
(relating to the sacrum [a triangular shaped bone at the base of the spine, forming the posterior wall of the
pelvis]) pressure wound described as a suspected deep tissue injury.

Review of Resident 1's baseline care plan dated 01/09/2025, showed no focus areas, initial goals or
interventions for Resident 1's specific care needs related to physician orders, treatments, and social
services.

<Resident 2>

Review of the medical record showed Resident 2 was admitted to the facility on [DATE] with diagnoses
including nontraumatic ischemic infarction of right lower leg muscle (decreased blood flow that causes death
to a muscle) and nutritional anemia (low oxygenated red bloods caused by lack of nutrients). The 12/30/2024
comprehensive assessment showed Resident 2 was independent/partial assistance with ADLs and had an
intact cognition.

Review of Resident 2's baseline care plan dated 12/23/2024, showed no focus areas, initial goals or
interventions for Resident 2's specific care needs related to physician orders, treatments, and social
services.
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F 0655 <Resident 3>

Level of Harm - Minimal harm or Review of the medical record showed Resident 3 was admitted to the facility on [DATE] with diagnoses

potential for actual harm including heart failure, obstructive sleep apnea (sleep disorder that causes a pause of breathing during
sleep), and depression. Resident 3 required assistance of one to two staff for ADLs and mobility and was

Residents Affected - Some able to make their needs known.

Review of Resident 3's baseline care plan dated 01/22/2025, showed no documentation of initial goals, focus
area or interventions for admission orders, therapy and social services. Additionally, there was no
pre-admission screening and resident review [(PASARR) - a federally required form that is used to help
ensure individuals were not inappropriately placed in nursing homes for long term care] recommendations,
behavioral health goals, or interventions.

<Resident 4>

Review of the medical record showed Resident 4 was admitted to the facility on [DATE] with diagnoses
including stroke, diabetes (a group of diseases that result in too much sugar in the blood), dysphagia
(difficulty swallowing) and depression. The medical record also showed Resident 4 had a feeding tube (a
tube inserted into the stomach to provide nutrition). The 01/09/2025 comprehensive assessment showed
Resident 4 required supervision/substantial assistance of one to two staff for ADLs and a moderately
impaired cognition.

Review of Resident 4's baseline care plan dated 01/02/2025, showed no documentation of initial goals, focus
areas or interventions for admission orders, therapy and social services.

<Resident 5>

Review of the medical record showed Resident 5 was admitted to the facility on [DATE] with diagnoses
including chronic obstructive pulmonary disease (COPD, a group of lung diseases that block airflow and
make it difficult to breathe), metabolic encephalopathy (a chemical imbalance in the blood that affects the
brain function), and anxiety. The medical record showed Resident 5 required limited assistance of one staff
member for ADLs and was able to make their needs known.

Review of Resident 5's baseline care plan dated 01/20/2025, showed no documentation of initial goals, focus
areas or interventions for admission orders, physician orders or social services.

During an interview on 01/29/2025 at 2:53 PM, Staff A, Resident Care Manager, stated they performed
nursing admission assessments on new resident admissions. Staff A stated they reviewed the resident's
history and prior functional needs with the resident and/or resident representative. Staff A stated they
developed a baseline care plan on the resident's admission and the baseline care plan included ADLs, pain
and fall risks.

During an interview on 01/29/2025 at 3:55 PM, Staff B, Director of Nursing, stated the process of developing
a 48-hour baseline care plan should have five areas necessary for resident care needs that included ADL's,
pain, fall risks, skin integrity and bowel and bladder continence.

Repeat deficiency from Statement of Deficiencies dated 05/22/2024.
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