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F 0689

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

F 0695

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Ensurethat a nursing home area is free from accident hazar ds and provides adequate

supervision to prevent accidents.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation and interview, the facility failed to ensure residents remained free from accident hazards. The

facility failed to ensure chemicals were stored in a secure area. * Four spray bottles containing Clorox (bleach) were left on atablein
Station A for any unauthorized person to access to, including confused residents. This failure increased the

risk of residents to access this toxic and hazardous chemical. Findings: Review of the Clorox Disinfecting Bleach Safety

Data Sheet revised 1/4/19, showed the product is considered hazardous and causes severe [MEDICAL CONDITION] eye damage.
Under section for Handling and Storage, it identified this chemical should be stored in alocked or secure manner. On

7/7/2020 at 0818 and 0835 hours, four spray bottles labeled as Clorox 1:9 were observed sitting on top of atable in front

of Station A. The Clorox bottles were left unattended and unsecured and there was no staff observed in Station A. On

7/7/2020 at 0845 hours, aresident was observed walking by the unsecured Clorox spray bottles. On 7/7/2020 at 0900 hours,

an interview was conducted with the Activities Director. When asked what the Clorox bottles were for, the Activities

Director stated it was for staff to clean or disinfect common surface areas. When asked if residents ambulated on the unit, the
Activities Director stated yes, there were some who were independent to do so. The Activity Director was asked how the

staff ensured the safety of the residents when the Clorox spray bottles were left unattended and accessible to anyone,

including confused residents. The Activities Director stated she would have to discuss the concern with administration. On
71712020 at 1014 hours, an interview was conducted with the Administrator. The Administrator stated he was aware chemicals
such as Clorox needed to be locked away from unauthorized access.

Provide safe and appropriaterespiratory carefor aresident when needed.

Based on observation, interview, and facility P& P review, the facility failed to ensure a non-rebreather mask (asingle

resident use mask to deliver oxygen) was dated or |abeled or stored in aplastic bag. This failure had the potential to

increase the risk for bacterial contamination of the oxygen equipment, increasing the risk for aresident infection.

Findings: Review of the facility's P& P titled Oxygen Therapy revised 11/17, showed the staff are to ensure the safe storage and
administration of oxygen to residents. On 7/7/2020 at 0948 hours, an isolation cart was observed outside of Room A.

Inspection of theisolation cart identified an unlabeled non-rebreather oxygen mask in the top drawer. New rebreather masks are
delivered in plastic bags to ensure their integrity and prevent from being soiled and cause potential infection to the

user. This mask was not in abag or labeled it identify when it was opened and provided to the resident inside Room A. On
7/7/2020 at 1001 hours, an observation and concurrent interview was conducted with the Director of Staff Development (DSD). The
DSD verified the the non-rebreather mask was not in a bag or labeled. The DSD stated the non-rebreather mask should be
labeled and stored in aplastic bag. The DSD stated there was no way to know if the non-rebreather mask had been used or

not.
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