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

Level of Harm - Minimal harm Based on observation, interview, and record review, the facility failed to ensure two of three sampled

or potential for actual harm residents (Resident 1 and 3), received tracheostomy care consistent with professional standards of
practice, their physician's orders and their care plan when: 1. Resident 1's tracheostomy (a surgical

Residents Affected - Few procedure that creates an opening in the neck to create an artificial airway) inner cannula (a removable,

lockable tube inserted into the outer tube to maintain an open airway and manage secretions) was not
changed for a total of five days, including three consecutive days. 2. Resident 2 did not have the necessary
emergency tracheostomy equipment at bedside. This failure had the potential to cause Residents 1 and 2
increased risk for infection and respiratory distress.During a review of Resident 1's admission Record,
printed 2/24/26, the Record indicated Resident 1 was admitted to the facility in 2023 with a diagnosis of
Acute Respiratory Failure (a life-threatening emergency where the lungs cannot properly oxygenate the
blood or remove carbon dioxide).During an interview on 2/24/26 at 1:56 p.m. with Respiratory Therapist 1
(RT 1), RT 1 stated they cleaned and reused Resident 1's inner cannula because they did not have the
replacement inner cannula for a couple of weeks. RT 1 stated the inner cannula should have been changed
daily because that was what the physician ordered. RT 1 stated it could have been a risk for infection when
they cleaned and reused the inner cannula instead of replacing it.During an interview on 2/24/26 at 3:04
p.m. with Registered Nurse Supervisor 1 (RNS 1), RNS 1 stated it was important to change the inner
cannula daily so it would not be clogged and it could have been a risk for infection when they reused the
inner cannula multiple times.During a review of Resident 1's Physician's Order, dated 6/8/25, the Order
indicated, Tracheostomy Type: Shiley Covidien [Manufacturer brand name] Size: 4.During a review of
Resident 1's Physician's Order, dated 12/7/23, the Order indicated, Change Inner Cannula Q [every] Day
(Done by Respiratory Therapist) Once a Day; 07:00 AM - 03:00 P.M.During a review of Resident 1's
Progress Notes, dated 2/13/26 through 2/22/24 the notes indicated, inner cannula cleaned, on 2/13/26,
2/16/26, 2/20/26, 2/21/26 and 2/22/26.During a review of the facility's policy and procedure (P&P) titled,
Carrying Out Physician's Orders, undated, the P&P indicated, All physician's orders must be documented,
reviewed, and carried out accurately and promptly to ensure the highest standard of patient care. The P&P
indicated, This policy applies to all nursing staff and health care providers within the facility.During a review
of Resident 2's admission Record, printed 2/24/26, the Record indicated Resident 2 was admitted to the
facility in 2026 with a diagnosis of Chronic Respiratory Failure (a condition that occurs when the lungs
cannot get enough oxygen into the blood or eliminate enough carbon dioxide from the body).During a
concurrent observation and interview on 2/24/26 at 2:08 p.m. with RT 1, Resident 2 was observed without a
spare inner cannula readily available at bedside. RT 1 stated a spare inner cannula was part of the
necessary emergency tracheostomy equipment that should have been at the resident's bedside.During an
interview on 2/24/26 at 3:04 p.m. with RNS 1, RNS 1 stated emergency tracheostomy equipment including
the inner canula was important to have at bedside to prevent the tracheostomy hole from closing.During
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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

an interview on 2/24/26 at 5:05 p.m. with the Director of Nursing (DON), DON stated emergency equipment
including the inner cannulas should have been at residents' bedside.During a review of Resident 2's
Physician's Order, dated 2/12/26, the Order indicated: Tracheostomy Type: Shiley Covidien Size: 4 .During a
review of Resident 2's Respiratory Care Plan, dated 1/23/26, the Care Plan indicated, Problem. Presence

of tracheostomy. Risk for. Congestion. SOB [shortness of breath]. The Care Plan indicated, Goal. The
resident will maintain a clear, open airway. The Care Plan indicated, Approach. Keeping all necessary

emergency supplies readily available at all times.
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