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F 000| INITIAL COMMENTS F ooo| Mayflower Health Center contracts
-~ a ‘twitih I.lingare for restpitr)ai‘t]ow ?%rvlces
o include oxygen, tubing, a
6K V1 Correston "““’—wga‘( masks. The tubing and mask are
hle The following deficlency results from the changed out weekly, dated and
facHity's annual heaith survey. signed by the Lincare service
: representative. Lincare
See the Coda of Federal Regulations (42CFR) representatives have certification
Part 483, Subpart B-C. for handling and maintenance of
F 695 | Resplratory/Tracheostemy Care and Suctioning F 695| OXygen equipment and supplies per
85=D| CFR(s): 483.25(]) ' FDA guidelines. The Lincare reps
wers re-educated on their role and
§ 483.25(1) Respiratory care, including expectation to date and sign tubing
tracheostomy care and tracheal suctioning. and mask changes weekly
The facllity must ensure that a resident who at Mayflower. Nurses re-educated
needs respiratory care, indluding tracheostomy on the policy for Oxygen
care and tracheal suctioning, is provided such Concentrators with specific attentlon
care, consistent with professional standards of to verifying that Lincare is compliant
practice, the comprehensive person-centsred with the policy and procedure.f
care plan, the residents goals and preferences, tubing and mask is found fo not
and 483.65 of this subpart. be dated or signed, nursing will
:;.!ls REQUIREMENT is not met as evidenced change anq date the tubing and
Basod on irial recad reviow, cbesrvaton, Hibing I contaminated or Sofed.
staff interviews, and facillty policy review, the ng .
facllity falled to ensure residents’ tubing was
changed on a weekly basls per standards
practice for two of two resldsnts reviewed who
required oxygen therapy (Residents #7 and #30).
The facllity Identified a census of 34 current
residents,
Findings include:
1. The Minimum Data Set (MDS) assessment
dated 12/5/21 documented Resident#7 had
dlagnoses that included Alzhelmer's diseasg,
anemia, heart failure, peripheral mmularlgneﬁal
disease. The assessment documented Resldent
LABORATORY '8 OR PROVIDE| PPLIER REPRESENTATIVE'S SIGNATURE TTLE {XB) DATE
Mo 21 B30, A 1/17130a%
Any deficiency staterment ending with an ast tes a deficiency which the Institution may be excused from correcting providing it Is determined that

other safeguards provide suficlent protection to the nts . (See Instructions.) Except for nursing homes, the findings stated above are disclesable 80 days
following the dato of survey whather or not a plan of correction is provided. For nursing homes, the abova findings and pians of comection are disclosable 14
days following the date these documenis ere madse avallable to the faciiity. If deficlencies ere citad, an approved plan of correction is requishte to continued
pragram particlpation.
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#7 required supervision with all activities of daily
living. The MDS also recorded the resident
required oxygen therapy and an admission date
of 4/28/20

A Physician's Order dated 9/22/20 directed staff
to provide Resident #7 with continuous flow
oxygen at three liters per nasal cannula to keep
his oxygen saturation (a blood oxygen
measurement) above or equal to 80%.

Resident #7's Care Plan contained a Respiratory
category with a start date of 12/17/21. A listed
intervention directed staff to change the resident's
oxygen tubing per facility protocol.

Observation on 12/20/21 at 11:27 a.m. revealed
Resident #7 lying in bed with oxygen on at three
liters, and the oxygen tubing showed a date of
9/16.

Further observations on 12/21/21 at 1:24 p.m.
and 12/22/21 at 8 a.m. revealed Resident #7 lying
in bed with oxygen running at three liters and a
continued date of 9/16 marked on his Q2 tubing.

During interview on 12/22/21 at 8:05 a.m. Staff A,
Registered Nurse (RN) reported the facility's
oxygen provider changes out the oxygen tubing
and Staff A did not know if they document the
change anywhere.

Interview on 12/22/21 at 8:07 a.m. with Staff B,
Certified Nurses Aide revealed the facility's
oxygen provider changes the resident's oxygen
tubing and checks out the equipment. If it looks
like the tubing needs to be changed in the
meantime, Staff B would tell the nurse, and the
nurse would change it.
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During interview on 12/22/21 at 9:28 a.m. the
Assistant Director of Nursing (ADON) reported
the facility's oxygen provider changes out the
oxygen tubing every week. The ADON reported
they had reached out to the company to see if
they had any documentation as to when they
change out the oxygen tubing. The ADON stated
she just changed Resident#7's oxygen tubing.

2. The MDS assessment dated 11/21/21
documented Resident#30 had diagnoses that
included anemia, atrial fibrillation (an irregular
heart rhythm), heart failure, high blood pressure,
Alzheimer’s disease and respiratory failure. The
resident required the assistance of two staff with
bed mobility and the assistance of one with
transfers, dressing and personal hygiene. The
assessment recorded she required oxygen
therapy while living at the facility and an
admission date of 3/17/20.

A Physician's Order dated 8/11/21 directed staff
to provide Resident #30 with continuous oxygen
per nasal cannula titrated to keep her oxygen
saturation above 80%.

Resident #30's Care Plan, updated on 11/29/21,
documented she had the risk for activity
intolerance due to decreased cardiac output and
increased respiratory effort with hypoxia. The
Care Plan identified Resident #30 as dependent
on oxygen to maintain adequate oxygenation, but
it did not address changing her oxygen tubing.

Observation on 12/20/21 at 11:58 a.m. revealed
the oxygen tubing in the resident's room
connected to an oxygen concentrator without a
date marked on the tubing.
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Observation on 12/21/21 at 1:59 p.m. revealed
the oxygen tubing in Resident #30's room without
a date marked on the tubing.

Observation on 12/22/21 at 9:21 a.m. revealed
Resident #30 sitting in the main dining rcom with
portable oxygen set at two liters per nasal
cannula, but no date marked on the oxygen
tubing.

During interview on 12/22/21 at 8:05 a.m. Staff A
reported the resident had oxygen at two fiters all
the tims.

The facility's Oxygen Concentrator policy dated
9/20 documented the purpose of the policy as to
establish responsibilities for the care and use of
oxygen concentrators. The section on care of the
concentrator, under nurse responsibilities,
instructed change of a resident’s oxygen tubing
and mask/cannula weekly and as needad if it
became soiled or contaminated (the facility's
oxygen provider handled the weekly change).
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