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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
closed record review, review of dialysis center documentation, review of an Emergency Medical
Services (EMS) run sheet, interview and review of the facility policy, the facility failed to provide
adequate amounts of oxygen to ensure safe breathing. This affected one resident (Resident #60) of
one resident requiring oxygen on outside appointments. Facility census was 58. Findings
include:Review of Resident #60's closed medical record revealed an admission date of 01/30/26 with
diagnoses including end stage renal disease, reduced mobility, insomnia, hypertension, paraplegia,
acute and chronic respiratory failure with hypoxia, type two diabetes and unspecified psychosis.
Resident #60 discharged to home on [DATE].Review of Resident #60's admission Minimum Data Set
(MDS) 3.0 assessment dated [DATE] revealed Resident #60 was cognitively intact, did not ambulate,
used oxygen and received dialysis services.Review of Resident #60's physician's orders revealed an
order dated 02/02/26 for dialysis Mondays, Wednesdays and Fridays at [NAME] Shaker with an on
time of 11:45 A.M. and an off time of 3:30 P.M. as well as an order dated 02/10/26 for oxygen at five
liters via nasal cannula (NC) continuous.Review of a plan of care initiated 02/15/26 revealed Resident
#60 required oxygen related to chronic respiratory disease and listed interventions including
medications as ordered and observe for signs/symptoms of dyspnea (labored respirations, low
oxygen saturation, use of accessory muscles, cyanosis, change in mental status or
tachypnea).Review of a dialysis treatment report for Resident #60 dated 02/18/26 revealed treatment
was completed from 12:37 P.M. to 3:35 P.M.Review of a progress note dated 02/18/26 at 5:39 P.M.
and authored by Licensed Practical Nurse (LPN) #141 revealed at 5:29 P.M. [NAME] called this nurse
and stated Resident #60's transportation was delayed to bring him back to the facility. They also
stated Resident #60 ran out of the oxygen from the tank that was sent with him and that they did not
have any emergency oxygen tanks to send with Resident #60 so they would have to send him to the
emergency room (ER). This nurse asked nurse at [NAME] to assess Resident #60's oxygen to see
what his measurements were. Nurse stated Resident #60 was at 96 (percent) with two liters via NC
and dropped to 80 (percent) without oxygen and was in distress. This nurse also spoke with
transportation to see if they could wait for the Assistant Director of Nursing (ADON) to bring a back
up oxygen tank and transport hung up on this nurse. [NAME] nurse called back and this nurse
informed her that if Resident #60 is in distress then to just send him to the ER.Review of an EMS run
report dated 02/18/26 revealed a call placed at 5:39 P.M. for Resident #60 at the dialysis center. EMS
arrived at the office on 02/18/26 at 5:46 P.M. Assessment completed on 02/18/26 at 6:05 P.M.
revealed Resident #60 had a 97% oxygen saturation from supplemental oxygen. EMS arrived on scene
and found Resident #60 sitting in his wheelchair in the lobby of the dialysis center. Resident #60's
nurse states that he is not having a medical emergency. Resident #60 is oxygen dependent and is
always on oxygen at three liters per minute (3lpm). Resident #60's portable oxygen tank ran out of
oxygen while waiting for his ride to get there. The dialysis staff put Resident #60 on their own oxygen
concentrator at 3lpm and called his nursing home. The nurse at the nursing home stated that there
was no way for them to bring him a replacement oxygen tank; dialysis staff told them that Resident
#60 cannot stay at dialysis all night and his ride was not willing to wait and did not have portable
(continued on next page)
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oxygen for Resident #60 to use. Nursing home staff told them to call 911. Resident #60 stated that
this is not the first time the nursing home staff has sent him out [of the facility] with a partially
empty oxygen tank and he has run out of oxygen outside before. EMS and dialysis staff used their
Hoyer lift to transfer Resident #60 onto cot, EMS transferred Resident #60 to our oxygen and moved
him to the ambulance. Delay on scene due to having to transfer Resident #60 and getting his
wheelchair and oxygen tank to fit into the squad. Resident #60 monitored en route to ER. Pt is on four
liters per minute on EMS' oxygen and has no complaints. EMS called the nursing home staff en route
to ask why they could not bring Resident #60 oxygen; they said that the dialysis staff said Resident
#60 could not stay at dialysis and the ride company contracted to bring him to the nursing home was
not going to wait, so they could either have nursing home staff bring Resident #60 a full tank of
oxygen or call 911, and the nurse in charge of Resident #60's care told them to call 911. EMS informed
nurse that Resident #60 will still be out of oxygen when he is discharged from the ER and someone
will still have to bring him a full tank because he is oxygen dependent.Review of a dialysis note dated
02/18/26 at 6:13 P.M. and authored by Dialysis Registered Nurse (DRN) #179 revealed Resident #60
completed his treatment awaiting for transportation in the lobby when he began complaining of not
getting any oxygen from the oxygen tank provided by his nursing home. Resident #60 is dependent on
oxygen and the oxygen tank was noted to be empty at this time. Resident #60 was placed on our unit
oxygen concentrator at 2L via NC and felt better with decreased anxiety. Attempts to reach the
nursing home unsuccessful ringing without answer. On third attempt I was able to talk to LPN #141
and explained the situation about Resident #60 requiring oxygen. After to and from dialogue about how
to get the oxygen tank here at the dialysis center and transportation issues it was decided for
Resident #60's safety and well being we would send Resident #60 to the ER via EMS. Resident #60
and sister called later to verify Resident #60's whereabouts.Review of a progress note dated
02/18/26 at 6:21 P.M. and authored by LPN #141 revealed EMS called this nurse stating Resident #60
was in their care and would be taken to Cleveland Clinic Foundation main campus.Review of an
after-visit summary from the emergency department for Resident #60 dated 02/18/26 revealed a
reason for visit as oxygen. You were seen today for running out of oxygen. An emergency medical
condition was not identified at this time.Review of a progress note dated 02/18/26 at 10:54 P.M. and
authored by LPN #175 revealed Resident #60 arrived back to the facility from the ER at 10:45 P.M. via
stretcher per EMTs with no new orders and alert and oriented times three.Telephone interview on
03/05/26 at 9:55 A.M. with Resident #60 revealed while he was a resident at the facility, he had run
out of oxygen and they never gave me enough. Resident #60 stated the facility would give him
half-tanks of oxygen which is what happened on 02/18/26. Resident #60 stated he was waiting in the
lounge for his ride to come post-dialysis and ran completely out of oxygen. Resident #60 said
transportation would not take him due to not having oxygen and he was crying and upset over the
whole situation. Resident #60 recalled dialysis staff saying if the facility would not bring him oxygen,
he would have to go to the hospital and he ended up going to the hospital that night and then back to
the facility.Interview on 03/05/26 at 1:28 P.M. with Registered Nurse (RN)/Assistant Director of
Nursing (ADON) #144 revealed an e-tank would last two to three hours when delivered at five liters
per minute, as Resident #60 was ordered.Telephone interview on 03/05/26 at 1:37 P.M. with Dialysis
Registered Nurse (DRN) #177 revealed she often saw when Resident #60 came in for dialysis he
would not have enough oxygen in the tank to get him back to the nursing home. DRN #177 confirmed
Resident #60 used a portable oxygen tank which was not full and Resident #60 always ran out as he
was waiting in the lobby on oxygen for his ride to leave dialysis.Telephone interview on 03/05/26 at
1:43 P.M. with Dialysis Patient Care Technician (DPCT) #178 revealed she was present with Resident
#60 on 02/18/26 and shared Resident #60 came to dialysis with an oxygen tank from the nursing
facility. They would take him off of his portable tank and put him on an oxygen concentrator for the
duration of the dialysis treatment then Resident #60 went back on his portable oxygen tank after
treatment and for transportation home. DPCT #178 recalled on 02/18/26 Resident #60 became upset,
(continued on next page)
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crying, huffing and puffing and stated his oxygen stopped. DPCT #178 rolled an oxygen concentrator
to the lobby and hooked Resident #60 up to it as his own oxygen tank had no oxygen left in it. DPCT
#178 verified Resident #60 did not have oxygen in the tank provided by the nursing home at this time.
DPCT #178 stated they called the nursing home as he got off treatment at 3:45 P.M. and his
transportation did not show until 5:10 P.M. which was around the time he ran out of oxygen. The
nursing home staff (name not given) said they could be there in 20 minutes with an oxygen tank, then
his transportation left, then Resident #60's transportation could not get him another ride until 7:00
P.M. At that time, 20 minutes had already elapsed and Resident #60 was offered to wait for the
oxygen from the nursing facility or go to the hospital so Resident #60 was sent to the ER. DPCT #178
stated the dialysis center only had one e-tank with the crash cart and the rest of their oxygen were
plug-in concentrators so they did not have additional portable oxygen to give to Resident
#60.Telephone interview on 03/09/26 at 9:39 A.M. with Dialysis Facility Manager (DFM) #180
revealed she was not present on 02/18/26 when Resident #60 ran out of oxygen in the dialysis
center's lobby but heard about it the next day. DFM #180 verified Resident #60 had been sitting in the
lobby waiting for his transportation and his oxygen tank had run out. DFM #180 stated the dialysis
center closed at 4:00 P.M. and nursing home staff (names not provided) could not arrive at the center
until 6:00 P.M. DRN #179 had called and spoken with LPN #141 and the decision was made to send
Resident #60 to the ER.During an interview on 03/09/26 at 2:37 P.M. the Administrator and the
Director of Nursing (DON) were made aware of the above findings which verified Resident #60 did not
have adequate oxygen supplies during dialysis on 02/18/26.Review of the facility policy, Oxygen
Administration, revised 07/30/24 revealed oxygen is administered to residents who need it,
consistent with professional standards of practice, comprehensive person-centered care plans and
the residents' goals and preferences. Oxygen is administered under orders of a physician. The
physician will be notified as needed for changes or complications associated with the use of oxygen.
The policy did not address the use of oxygen with appointments outside of the facility.This deficiency
represents noncompliance investigated under Complaint Number 2748103.
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