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Provide safe and appropriate respiratory care for a resident when needed.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to ensure Respiratory Therapist (RT 1) provided accurate and
 complete documentation, for one of three sampled residents (Resident 1), when RT 1 and RT 2 changed Resident 1's [MEDICAL
 CONDITION] (placed into the hole to keep it open for breathing. The term for the surgical procedure to create this opening
 is tracheotomy.) on [DATE]. This failure had the potential to cause inconsistent care coordination and unmet care needs for Resident
1. Findings: During a review of Resident 1's closed clinical record, the face sheet indicated Resident 1 was
 admitted   to the facility on  [DATE], with [DIAGNOSES REDACTED]. (occurs when an artery to the brain is blocked). Further
 review indicated Resident 1 expired at the facility on [DATE]. During a review of Resident 1's Respiratory Care physician's orders
[REDACTED].Change [MEDICAL CONDITION] every month to prevent tissue granulation and infection and prn (as needed)
 dislodgement or malfunctioning . During an interview with the Respiratory Therapist (RT 1), on [DATE], at 1:00 PM, RT 1
 stated he assisted RT 2 in changing Resident 1's [MEDICAL CONDITION] on [DATE] at around 9:30 AM to 10 AM, because it was
 dislodged. During a review of Resident 1's Respiratory Progress Notes, documented by Respiratory Therapist (RT 1), dated
 [DATE] at around 12:00 PM to 12:30 PM, indicated Assisted RT (RT 2) with [MEDICAL CONDITION] change due to
dislodgement.
 Following [MEDICAL CONDITION] change, patient saturation below 92. With manual resuscitator (used to fill in the lungs with air
in a person who is unconscious and not breathing), pt (Resident 1) then ventilated and [MEDICATION NAME] with 100% FiO2
(Fraction of inspired oxygen or FiO2- volumetric fraction of oxygen in the inhaled gas. Medical patients experiencing
 difficulty breathing are provided with oxygen-[MEDICATION NAME] air). Patient SP02 (an estimate of the amount of oxygen in
 the blood) decreased below 88%, assessed for pt's pulse, pulse was not found, CPR (Cardiopulmonary resuscitation- emergency
procedure that combines chest compressions often with artificial ventilation in an effort restore spontaneous blood
 circulation and breathing in a person who is in [MEDICAL CONDITION]) started. 911 called. EMS (Emergency Medical Services)
 arrived and continued CPR. MD (Medical Doctor) notified by EMS, pt declared expired. During a follow up telephone interview with
RT 1, on [DATE], at 3:20 PM, RT 1 stated he should have been more detailed with his documentation for Resident 1. He
 stated I guess it was my fault cause (because) it appeared that it happened immediately. But I wrote that to enforce that
 we immediately addressed (his condition) when we saw that he was having a change in condition. During a telephone interview with
the Director of Nursing (DON), on [DATE], at 10:47 AM, the DON reviewed an undated facility document titled
 Respiratory Care Practitioner Job Description, and stated it was not followed by the RT. She stated there was lack of
 documentation from the RT. The DON further stated RT are expected to document timely and accurately. During a review of an
 undated facility document titled Respiratory Care Practitioner Job Description indicated Assures completeness of therapy
 notes on a prompt basis and in an accurate manner. During a review of a facility policy and procedure titled Documentation
 Principles revised February 2018, indicated It is the policy of the facility that resident's clinical records shall be
 current and kept in detail consistent with good medical and professional practice based on the care provided to each
 resident .Entries must be accurate, timely, objective, specific, concise, legible, clear and descriptive.
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