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F 0695 Provide safe and appropriaterespiratory carefor aresident when needed.

**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on interview and record review the facility failed to ensure aresident in respiratory distress had their
harm or potential for actual | supplemental oxygen adjusted for one of three residents (R1) reviewed for oxygen therapy in the sample of three. The
harm findings include: R1's Progress Notes showed a[DIAGNOSES REDACTED]. R1's Progress Note dated 5/23/20 showed R1 was
receiving 2 liters of oxygen per minute by nasal cannula. At 10:35 AM, R1 was in distress, short of breath, had a
Residents Affected - Few respiratory rate of 24 (high), and R1's oxygen saturation was low at 80%. At 10:40 AM, R1's respiratory rate was 30 (high)
and oxygen saturation was low at 71%. The same progress note showed at 10:50 AM, paramedics arrived and R1 was placed on a
non-rebreather mask (15 minutes after R1 was identified as having respiratory issues). On 7/1/20 at 11:35 AM, V9 (Nurse)
said she took care of R1 on 5/23/20. V9 said R1 was dependent on supplemental oxygen at 2 liters per minute by nasal
cannula. V9 said on 5/23/20 R1 wasin respiratory distress and R1's supplemental oxygen was not adjusted until paramedics
arrived and placed a nonrebreather mask on R1. On 7/1/20 at 10:35 AM, V2 (Director of Nursing) said aresident in
respiratory distress with alow oxygen level should be placed on a nonrebreather mask.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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