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

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 28701
or potential for actual harm
Based on observation, medical record review, policy review and staff interview the facility failed to ensure
Residents Affected - Few supplemental oxygen delivery devices were changed weekly and stored properly. This affected three
residents (Residents #12, #24 and #28) of three residents reviewed for supplemental oxygen use. The facility
identified 10 residents currently utilizing supplemental oxygen (Residents #4, #11, #12, #14, #22, #24, #28,
#30, #34 and #37).

Findings include:

1. Review of Resident #12's medical record revealed an admitted [DATE] with diagnoses that included
pneumonia, congestive heart failure and hypertension.

Physician's orders on [DATE] indicated the use of supplemental oxygen at two liters per minute (Ipm) per
nasal canula by oxygen concentrator. Additional orders indicated to change nasal canula every night shift on
Sunday. An additional order on [DATE] identified the use of DuoNeb (aerosolized medication for shortness of
breath) 0XXX,d+[DATE].5 milligrams (mg) per milliliter (ml) via nebulizer every six hours as needed for
shortness of breath from [DATE] for five days until [DATE].

Review of the Treatment Administration Record (TAR) revealed the oxygen tubing and nasal canula
documented as changed on [DATE] and [DATE].

Observation on [DATE] at 10:05 A.M. revealed Resident #12 sitting in a wheelchair in her room. An oxygen
concentrator was observed with the oxygen tubing and nasal canula draped on the oxygen concentrator
without being stored in a protective plastic storage bag. Additional observation revealed a medication
nebulizer lying on the night stand without being in a protective plastic storage bag. The nasal canula, oxygen
tubing, and nebulizer and tubing was dated [DATE].

2. Review of Resident #24's medical record revealed an admitted [DATE] with diagnoses that included
chronic obstructive pulmonary disease, diabetes mellitus and vascular dementia.

Physician's orders on [DATE] indicated the use of supplement oxygen at two Ipm per nasal canula as
needed for shortness of breath. An additional order on [DATE] indicated the use of DuoNeb 0XXX,d+[DATE].
5 mg/ml via nebulizer every six hours as needed.

(continued on next page)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
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F 0695 Observation on [DATE] at 10:10 A.M. revealed Resident #24 was out of her room. An oxygen concentrator
with oxygen tubing and nasal canula was observed. The nasal canula was draped on top of the concentrator

Level of Harm - Minimal harm or without being in a protective plastic storage bag. A medication nebulizer was observed sitting on the night

potential for actual harm stand without being in a protective plastic storage bag.

Residents Affected - Few 3. Review of Resident #28's medical record revealed an admitted [DATE] with diagnoses that included

chronic obstructive pulmonary disease, congestive heart failure and dependence on supplemental oxygen.

Physician's orders on [DATE] indicated the use of DuoNeb 0XXX,d+[DATE].5 mg/ml via nebulizer every two
hours as needed for shortness of breath.

Observation on [DATE] at 10:00 A.M. revealed Resident #28 sitting in bed and utilizing supplement oxygen
via a nasal canula. A medication nebulizer was observed sitting on the night stand without being in a
protective plastic storage bag.

On [DATE] at 10:35 A.M. interview with the Director of Nursing and Assistant Director of Nursing revealed
nursing staff change oxygen tubing and nebulizer equipment weekly on Sunday nights and oxygen delivery
equipment is to be stored in plastic protective bags when not in use. They verified Resident's #12, #24 and
#28's nasal canula and nebulizer were not stored correctly. They further verified Resident #28's nasal canula
was not changed since [DATE] and nebulizer orders expired on [DATE].

Review of the undated facility policy titled Oxygen Administration indicated to change oxygen tubing and
mask/canula weekly and as needed if it becomes soiled or contaminated and to keep delivery devices
covered in a plastic bag when not in use.

This deficiency represents non-compliance investigated under Complaint Number OH00161386.
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