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F 0695

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide safe and appropriate respiratory care for a resident when needed.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on record review and interview, the facility failed to monitor temperatures related to infection prevention of
 COVID-19 for 1 of 3 residents reviewed for a Respiratory Care. (Resident B) Findings include: The clinical record for
 Resident B was reviewed on 06/04/20 at 11:30 A.M. An Admission MDS (Minimum Data Set) assessment, dated 03/28/20, indicated
the resident was severely cognitively impaired. [DIAGNOSES REDACTED]. A physician's orders [REDACTED]. Notify MD of
temp
 greater than 100.0 and symptomatic. Every day shift. The April 2020 MAR (Medication Administration Record) lacked
 documentation of the resident's temperature for the following dates: 04/09/20, 04/10/20, 04/22/20, 04/27/20, 04/28/20, and
 04/30/20 The clinical record lacked any other temperatures for the above dates. During an interview on 06/04/20 at 1:56
 P.M., LPN (Licensed Practical Nurse) 2 indicated the residents temperatures were to be documented every shift. The
 temperatures were then documented in the computer. During an interview on 06/05/20 at 1:48 P.M., the DON (Director of
 Nursing) indicated that the residents temperatures were to be monitored daily and then this past week they started
 completing them every shift. The current facility policy titled Respiratory Assessments during COVID that was dated
 04/27/20, was provided by the DON on 06/05/20 at 1:48 P.M. The policy indicated .To assess residents for potential COVID-19
infection based upon degree of exposure, symptoms and testing .Complete on residents not displaying symptoms of COVID-19 or
suspected of .Consists of assessing, temperature .If normal, document on the Medication record . 3.1-47(6)
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