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Denison Nursing and Rehab 601 E Hwy 69
Denison, TX 75021

F 0921

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Make sure that the nursing home area is safe, easy to use, clean and comfortable for residents, staff and the 
public.

Based on observation, interview and record review, the facility failed to provide a safe environment for 
residents, staff, and the public for one (oxygen room) of one oxygen room and one (CNA room) of one CNA 
room observed for oxygen storage safety. 

The facility failed to securely store oxygen cylinders in the facility's only oxygen room and only CNA room on 
06/06/25.

These failures could affect the residents by placing them at risk of injury due to oxygen cylinders becoming 
unsecured and becoming a hazard. 

Findings included:

Observation on 06/06/25 at 7:33 AM revealed one free-standing oxygen cylinder without a rack, chain, or 
strap in the corner of the CNA room by the door.

Observation and interview on 06/06/25 at 7:35 AM with LVN A revealed the oxygen cylinder in the CNA room 
was unsecured. LVN A stated the oxygen cylinder should be secured in a rack. LVN A stated it was a safety 
risk for them to be unsecured. 

Observation and interview on 06/06/25 at 10:40 AM with the ADM revealed four free-standing oxygen 
cylinders without a rack, chain, or strap in the oxygen room. The ADM stated she did not know why the 
oxygen cylinders were not in the rack since there was room in the rack for them. The ADM stated the oxygen 
cylinder should be secured with a rack, bag or strap to prevent them from falling over since they were 
combustible.

Interview on 06/09/25 at 9:08 AM with the ADM revealed the facility did not have a policy on oxygen storage. 

Review of National Fire Protective Association, (NFPA) 99, 2012 Edition, Section 11.6.2.3, reflected: .(11) 
Freestanding cylinders shall be properly chained or supported in a proper cylinder stand or cart .
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