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F 0695 Provide safe and appropriate respiratory care for a resident when needed.

Level of Harm - Minimal harm 34231
or potential for actual harm
Based on interview and record review, the facility failed to ensure a hospital discharge order for a BiPAP
Residents Affected - Few machine, at night and as needed, was implemented upon admission for 1 of 3 residents reviewed for
respiratory care. (Resident B)

Findings include:

The clinical record for Resident B was reviewed on 1/2/25 at 9:49 a.m. The resident's diagnoses included,
but were not limited to, chronic obstructive pulmonary disease (COPD) and acute respiratory failure with
hypercapnia.

The hospital discharge summary, dated 10/31/24, indicated discharge diagnoses of acute hypercapnic
respiratory failure, acute COPD exacerbation, community acquired pneumonia and pleural effusion. The
discharge plan included supplemental oxygen during the day and a BiPAP (non-invasive ventilation therapy
that helps with breathing difficulties) machine at bedtime and as needed during the day for confusion. The
resident would be discharged to a rehabilitation facility and the BiPAP equipment would be delivered to the
resident's home. The clinical record lacked documentation of any BiPAP orders for the resident

The progress note, dated 10/31/24 at 8:00 p.m., indicated the resident arrived by ambulance to the facility.

The Nurse Practitioner (NP) note, dated 11/1/24 at 11:46 a.m., indicated the resident was diagnosed with
hypercapnia and required use of a BiPAP. The hospital discharge summary reported that the BiPAP would
be delivered to the resident's home. The family called and said that they would bring it in. Obtain a BiPAP
and ensure compliance.

The progress note, dated 11/3/24 at 8:50 p.m., indicated Resident B was observed with acute onset of
shortness of air. The resident's sensor indicated his oxygen level was reading 85% (percent) on a nasal
cannula. The resident was provided a breathing treatment with little effectiveness. The resident was
transferred to the emergency room .
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Residents Affected - Few

During an interview on 1/2/25 at 10:55 a.m., the Administrator in Training (AIT) indicated the facility has
spoken with the resident's member on 11/1/24 related to the BiPAP machine. The family member indicated
he went to the resident's home to look for the BiPAP machine. The family indicated the machine was not
located. The facility indicated they could acquire one for the resident. The family member indicated the
machine had already been paid for and he would go back the next to look again.

During an interview on 1/2/25 at 11:08 a.m., NP 6 indicated there should have been a BiPAP machine
available when the resident was admitted . The facility had since put a plan into place to ensure all as
needed medical devices were available upon the residents admission.

On 1/2/25 at 12:13 p.m., the AIT (Administrator in Training) provided a current, undated copy of the
document titled Physician Orders. It included, but was not limited to, Policy .It is the policy of this facility to
provide resident centered care that meets the .physical .needs .of the residents The safety of residents .is of
primary importance

The Past noncompliance began on 10/31/24 at 8:00 p.m The deficient practice was corrected by 11/4/24
after the facility implemented a systemic plan that included the following actions: All licensed nursing staff
were educated on expectations as it related to BIPAP/CPAP orders and obtaining equipment timely
(11/4/24); Audits were implemented on all new admissions for BIPAP/CPAP needs which also included a
14-day look back to ensure all residents with BiPAP/CPAP needs had orders and equipment in place
(11/4/24).
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