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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Honor the resident's right to manage his or her financial affairs.

38845

Based on interview and record review, the facility failed to ensure a resident was able to withdrawal her 
money on weekends and evenings for 1 of 1 resident reviewed for personal funds. (Resident 31)

Finding includes:

During an interview, on 9/4/2024 at 3:06 P.M., , Resident 31 indicated she was unable to get her money out 
of her account on the weekends or evenings.

The record for Resident 31 was completed on 9/9/2024 at 11:05 A.M. Diagnoses included, but were not 
limited to: depression, hemiplegia, diabetes and vascular dementia.

During an interview, on 9/10/2024 at 9:57 A.M., the Business office manager indicated the residents could 
get money out of their personal fund accounts from 7:30 A.M. to 8:00 P.M., when someone was working at 
the front desk. After 8:00 P.M. the money was locked up in a safe in the office and was not assessable to the 
residents. 

During an interview, on 9/10/20 at 10:11 A. M., the Administrator indicated the residents can get their money 
when the receptionist was at the front desk, between 7:30 A.M. to 8:00 P.M. She indicated they should have 
been able to get their money out at any time of the day or night.

On 9/10/2024 at 11:08 A.M., the Administrator provided a policy titled,Availability of Resident Funds-After 
Business Office, dated 2018, and indicated the policy was the one currently used by the facility. The policy 
indicated . It is the policy of this facility to provide residents reasonable access to their personal funds after 
business office hours 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

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

45120

Based on observation, record review, and interview, the facility failed to provide proper storage of oxygen 
accessories for 1 of 3 residents reviewed for oxygen. (Resident 11)

Finding includes:

During an observation on 9/6/2024 at 9:10 A.M., Resident 11's nasal cannula tubing, attached to the oxygen 
concentrator, was wrapped around the bedrail.

During an observation on 9/10/2024 at 9:12 A.M., Resident 11's nasal cannula tubing, attached to the 
oxygen concentrator, was on the floor between the bed and the recliner.

During an observation on 9/10/2024 at 11:06 A.M., Resident 11's nasal cannula tubing, attached to the 
oxygen concentrato,r was draped over the arm of the recliner.

A record review for Resident 11 was completed on 9/9/2024 at 10:54 A.M. Diagnoses included, but were not 
limited to: asthma, acute respiratory failure and congestive heart failure.

A Quarterly Minimum Data Set (MDS) assessment, dated 7/17/2024, indicated Resident 11 used oxygen 
therapy.

A Physician's Order, dated 11/23/2024, indicated oxygen was to be used at 2 liters per nasal cannula as 
needed.

A Care Plan, with an effective date of 5/11/2023 to present, indicated Resident 11 was not able to maintain 
oxygen saturations and received supplemental oxygen. 

During an interview, on 9/10/2024 at 11:00 A.M., CNA 8 indicated the nasal cannula tubing should be stored 
in a respiratory bag when not in use.

A policy was provided, on 9/10/2024 at 12:59 P.M. by the Director of Nursing. The policy titled, Use of 
Oxygen, indicated, .The following guidelines will be observed in oxygen administration .II. The tubing should 
be kept off the floor 
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