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Woodlawn Rehabilitation & Nursing Center 59 West Front Street
Skowhegan, ME 04976

F 0695

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation and interview, the facility failed to ensure that emergency cart equipment and supplies were 
maintained in a clean, safe and ready-to-use condition for 1 of 1 emergency cart reviewed. Findings:On 
[DATE] at 3:30 pm, during an observation of the facility's emergency cart with the Director of Nursing (DON), 
the following concerns were identified: The adult manual resuscitator (Ambu bag) stored in a torn, cloudy 
plastic bag with the attached reservoir bag that was worn, discolored and consistent with prior use. The 
plastic resuscitation mask and oxygen tubing was discolored, yellow, and visibly dirty. A package of oxygen 
tubing had an expiration date of [DATE]. The suction machine on the cart was dusty, and the inspection 
sticker indicated the last inspection was completed on [DATE]. During an interview on [DATE] at 3:30 p.m., 
the DON stated that night shift staff were responsible for ensuring the emergency cart equipment and 
supplies were maintained in clean, functional and ready to use condition. She acknowledged that the suction 
machines inspection was overdue and that emergency respiratory equipment should not have been 
discolored, dirty or expired.
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