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

Level of Harm - Minimal harm 40339
or potential for actual harm
Based on observation and interview, the facility failed to provide and maintain dated storage bags for oxygen
Residents Affected - Few administration equipment to be stored in a clean manner for 3 of 3 residents observed for oxygen
administration. (Residents J, K, & L)

Findings include:

During an initial observation on 3/20/25 at 10:16 a.m., a wheelchair was observed outside of Resident K's
room with the nasal cannula attached to a portable oxygen tank. The cannula was observed draped over the
back of the wheelchair, with the cannula laying in the seat of the chair. There was no storage bag present on
the wheelchair. Another wheelchair outside Resident L's room was observed with a nasal cannula attached
to a portable oxygen tank. The cannula was observed tucked into a pocket on the back of the wheelchair that
was part of the seat. There was no storage bag present on the wheelchair.

During an interview with Resident J on 3/21/25 at 10:29 a.m., an oxygen concentrator was observed in the
resident's room with the tubing and nasal cannula rolled up and anchored under the handle of the device.
There was no dated storage bag on the machine. Resident J indicated there was no bag provided to store
her cannula when she was not using it.

During an interview on 3/21/25 at 12:09 p.m., the Assistant Director of Nursing/Infection Preventionist
indicated the oxygen concentrators should all have dated storage bags on them for the tubing to be stored
when not in use. The portable oxygen tanks should also have dated storage bags. There were a couple of
residents who continually took the bags off the wheelchairs or concentrators.

A current facility policy, revised 1/2023, titled, Oxygen Administration, provided by the Administrator on
3/21/25 at 4:06 p.m., indicated the following: Procedure .11. Oxygen tubing and bag are to be changed and
dated every week.
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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm or 40339
potential for actual harm
Based on observation and interview, the facility failed to maintain a clean, orderly shower room for resident
Residents Affected - Few use for 1 of 4 shower rooms observed for cleanliness. (100 East hall)

Findings include:

During an observation of the 100 East hall shower room on 3/20/25 at 10:16 a.m., the following was
observed: the floor was soiled and had standing water from the shower to the sink. There were two open
soda cans and a plastic bottle of a hydration drink on a shelf. There were plastic wrappers and a bottle of
powder in the dirty sink. The toilet bowl had dark rings around the water line. The trash container was
uncovered, and a bag of linens was observed on the floor next to the trash container. A sheet was observed
draped over the seat of a shower chair and onto the floor.

During an observation of the 100 East hall shower room on 3/21/25 at 1:52 p.m., accompanied by the
Housekeeping Manager and the Unit Manager, the following was observed: multiple smears of feces on the
floor from the shower to the sink, sink visibly dirty, and the toilet bowl had dark rings around the waterline.
There were light colored smears on the toilet seat.

During an interview at the time of the observation, the Housekeeping Manager indicated the shower rooms
should not be in this condition and was an unacceptable way to leave the shower room.

A current facility schedule for 3/2025, provide by the Administrator on 3/21/25 at 4:07 p.m., included: .*make
sure you are getting your shower rooms Daily .shower rooms.

This Federal tag relates to complaint INO0454626.
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