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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** Based on

or potential for actual harm observations, interviews, and record review the facility failed to ensure that residents, who needed
respiratory care, were provided such care consistent with professional standards of practice, the

Residents Affected - Few comprehensive person-centered care plan, and the residents' goals and preferences for one of three

residents (Resident #1) reviewed for respiratory care. The facility failed to ensure Resident #1's sleep apnea
mask was properly stored in a bag when not in use on 09/30/25. The facility failed to ensure Resident #1's
nebulizer mask was properly stored in a bag when not in use on 09/30/25. The facility failed to ensure
Resident #1's nasal canula attached to the oxygen tank on his wheelchair was properly stored in a bag when
not in use on 09/30/25. These failures could place the resident at risk for respiratory infection and not having
his respiratory needs met.Findings include: Record review of Resident #1's Face Sheet, dated 09/30/25,
reflected she was a [AGE] year-old male admitted to the facility on [DATE]. Relevant diagnoses included
chronic respiratory failure (severe lack of oxygen). Record review of Resident #1's Quarterly MDS
assessment, dated 8/18/25, reflected he had a BIMS score of 13 (intact cognitive response). The resident
had an active diagnosis of chronic respiratory failure. Record review of Resident #1's Comprehensive Care
Plan, dated 8/11/25, reflected a plan of care for oxygen therapy. Record Review of Resident #1's physician
orders, dated 9/30/25, reflected O2 at 4//Min continuous per NC, Albuterol Sulfate Nebulization Solution 3 ml
inhale orally via nebulizer every 6 hours as needed for shortness of breath, and BiPAP/CPAP nightly In an
observation on 09/30/25 at 8:27 AM, Resident #1 had a sleep apnea mask unbagged, a nebulizer mask
unbagged, and a nasal canula attached to the oxygen tank connected to his wheelchair unbagged. In an
observation and interview on 09/30/25 at 8:35 AM, the DON and RN G were shown Resident #1's sleep
apnea mask unbagged, his nebulizer mask unbagged, and his nasal canula attached to the oxygen tank
connected to his wheelchair unbagged. They stated all the breathing devices should have been bagged
when not in use to avoid infection. The DON stated the nurses should be re-bagging equipment when they
make their rounds. She stated they were completing in-services on re-bagging nasal cannulas and mask
when not in use. Review of the facility's policy Oxygen Administration (Mask, Canula, Catheter), 05/2007,
reflected It is the policy of this facility that oxygen therapy is administered, as ordered by the physician or as
an emergency until the order was obtained. The purpose of the oxygen therapy is to provide sufficient
oxygen to the blood stream and tissues.
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