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OR LSC IDENTIFYING INFORMATION)
F 0695 Provide safe and appropriaterespiratory carefor aresident when needed.

**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on medical record review, observation, staff interviews and facility policy review the facility failed to store

harm or potential for actual | respiratory equipment in a clean and sanitary manner. This affected one (Resident #29) of one resident reviewed for

harm respiratory care. The census was 83. Findingsinclude: Review of the medical record for Resident #29 revealed an admission

date of [DATE] with [DIAGNOSES REDACTED)]. Review of the annual Minimum Data Set (MDS) assessment, dated 01/01/20,

Residents Affected - Few | revealed

the resident had impaired cognition and required total dependence for all activities of daily living. (ADLS) Review of the
physician orders [REDACTED].M. and at 12:32 P.M. revealed respiratory tubing with the mouthpiece attached used for
nebulizer treatment (a treatment used for asthma or other respiratory treatments where medication isturned into afine

mist that residents can inhale through a facemask or mouthpiece) was draped across the trash can. Interview on 03/02/20 at

12:32 P.M. with Licensed Practical Nurse (LPN) #91 confirmed the respiratory tubing with mouthpiece attached was draped
across the resident's trash can. Review of facility policy titled Administering Medications through a Small Volume

(Handheld) Nebulizer, revision date of 10/2010, revealed nebulizer equipment was to be rinsed and disinfected and placed on a paper
towel to dry and placein a plastic bag when dry. .
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not aplan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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