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F 0656

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

F 0695

Level of harm - Minimal
harm or potentia for actual
harm

Residents Affected - Few

F 0812

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Develop and implement a complete care plan that meets all the resident's needs, with

timetables and actions that can be measured.

**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on record review and interview, the facility failed to develop a plan of care for oxygen therapy for 1 of 1 sampled

residents out of 19 residents receiving oxygen therapy (#47). Findings: Resident #47 was admitted on [DATE]. Her [DIAGNOSES
REDACTED]. The minimum data set admission assessment, dated [DATE] and signed as complete on 1/02/20, noted in section O
that resident had been on oxygen therapy at home and while in the facility. Review of the plans of care, dated 1/07/20, did not have a
care plan for oxygen therapy, respiratory care and was not incorporated into any of the other plans of care. On

3/11/20 at 2:03 PM, the North side unit manager reviewed the plans of care and said that there was no care plan present for
respiratory care or oxygen therapy.

Provide safe and appropriate respiratory carefor aresident when needed.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview and record review, the facility failed to ensure that there was a physician's order for

oxygen therapy for 1 of 1 resident reviewed out of 19 residents receiving oxygen (#47). Findings: Resident #47 was admitted to the
facility on [DATE], went to the hospital on [DATE], and returned on 12/20/19. Her [DIAGNOSES REDACTED]. On 3/08/20

at 11:28 AM, resident #47 was in her bed sleeping. She wore anasal cannula and was provided oxygen (O2) through a
concentrator set at 3/liters per minute (I/min). On 3/09/20 at 9:20 AM, resident #47 was in bed with the oxygen

concentrator on and set at 3 1/min. At 11:51 AM, licensed practical nurse (LPN) B was changing the portable O2 tank on the
resident's wheelchair. She set the O2 at 2 I/min. On 3/10/20 at 2:50 PM, certified nursing assistant C said that she cared

for resident #47. She stated that she did not touch the O2 concentrator and the O2 tank. She did not change the settings

because it was the nurse's responsibility. On 3/10/20 at 10:15 AM, the concentrator was next to resident #47's bed turned

off. Theresident was in the hall by the nurses' station. She was wore anasa cannulawith O2 being provided by an oxygen

tank on the back of her wheelchair. The tank was set at 2 I/min. On 3/10/20 at 3:04 PM, LPN B went resident #47's room. The O2
concentrator was off. She turned it on. She said the O2 was set at 3 I/ min. She stated that the order was for 2 I/min.

She had not adjusted the concentrator and was not aware that it was set at 3 I/min. Review of the physician's monthly

orders from December 2019 to March 2020 did not have any order for oxygen. On 3/11/20 at 2:03 PM, the director of nursing
(DON) reviewed the March 2020 physician's orders and did not find an order for [REDACTED]. Review of the Hospice medication
list did note oxygen at 2 I/min. On 3/11/20 at 2:05 PM, during a phone interview, the resident's Advanced Practice

Registered Nurse stated she was not aware that there was no order for oxygen.

Procurefood from sour ces approved or considered satisfactory and store, prepare,
distribute and serve food in accordance with professional standards.

Based on observation, interview and record review, the facility failed to ensure proper cooling techniques to ensure meat

balls were brought to safe temperatures within appropriate time frame. Findings: On 3/08/20 at 10:11 AM, observation of the walk-in
refrigerator revealed a 6 inch () deep steam table pan that was half filled to the top with meat balls The

meatballs in the center of the pan was 42.6 degrees () Fahrenheit (F). The food service director/certified dietary manager (FSD) stated
that the meatballs were from supper on 3/07/20. They would have been used as an alternate on 3/08/20 and

discarded within 48 hoursiif they were not used. She said that the kitchen closed at 8 PM. The meatballs remained in the

danger zone for 14 hours. On 3/11/20 at 10:42 AM, the FSD had alog for checking temperatures for cooling food for 3/07/19. The
cook on the evening shift did not note the temperature of the meat balls when he left for the night. The facility did

not have a set temperature cooling log to monitor cooling of the foods at 6 hours. Improper cooling is amajor factor in

causing foodborne illness. Taking too long to chill PHF/TCS foods has been consistently identified as one factor

contributing to foodborne illness. Foods that have been cooked and held at improper temperatures promote the growth of
disease-causing microorganisms that may have survived the cooking process (e.g., spore-formers). Cooling time/temperature

control for safety, food shall be cooled within 2 hours for 135F to 70F and within atotal of 6 hours from 135F to 41F

or less (2017 U.S. Food and Drug Administration's (FDA) Food Code Chapter 3).
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