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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, review of clinical record, and review of facility policy and procedure, the
facility failed to ensure care and services regarding oxygen therapy were provided to meet the needs
of one of four sampled residents (Resident #3). The deficient practice could result in a resident not
receiving necessary respiratory care, and could result in a worsening medical condition and physical
harm.Findings include:Resident #3 was re-admitted on [DATE] with diagnoses of cognitive
communication deficit, schizophrenia, abnormalities of gait and mobility, acquired absence of right leg
below the knee, acquired absence of left toe(s), fracture of shaft of left fibula, atrial fibrillation, end
stage renal disease, dependence on renal dialysis, and chronic obstructive pulmonary disease, need
for assistance with personal care, and personal history of other mental and behavioral
disorders.Physician orders dated November 23, 2025, included:- PRN (as needed) oxygen, to titrate
between 1-5 liters per minute via nasal cannula to maintain oxygen saturation over 90%.-Check oxygen
saturation every shift.A care plan focus initiated on November 23, 2025, included that Resident #3
was at risk for impaired cognitive function/dementia, or impaired thought processes due to the new
environment. Interventions included engaging in simple, structured activities that avoid overly
demanding tasks.A care plan focus initiated on November 24, 2025, revealed the resident had oxygen
therapy due to hypoxia, with interventions that included:-Oxygen per the physician's orders-Give
medications as ordered by the physician, and monitor and document side effects and
effectiveness.-Change the resident's position every 2 hours to facilitate lung secretion movement and
drainage.-Monitor for signs and symptoms of respiratory distress and report to the physician as
needed: respirations, pulse oximetry, increased heart rate, restlessness, diaphoresis, headaches,
lethargy, confusion, atelectasis, hemoptysis, cough, pleuritic pain, accessory muscle usage, and skin
color.-For residents who should be ambulatory, provide extension tubing or a portable oxygen
apparatus.A significant change Minimum Data Set (MDS) assessment dated [DATE], revealed the
resident had a Brief Interview for Mental Status (BIMS) score of 13, indicating that the resident was
cognitively intact. Section GG Functional Abilities revealed that the resident required
substantial/maximal assistance with sit-to-stand and transfers, and the resident did not ambulate.
Section O revealed the resident received oxygen therapy while a resident, however, the assessment
was blank under the specification of whether the resident was on continuous, intermittent, or high
concentration oxygen therapy.A physician's order dated January 14, 2026, included an oxygen
concentrator, portable oxygen tank, nasal cannula, nebulizer, conserving device, and also included for
continuous oxygen at 2 liters per minute (LPM) via nasal cannula.Despite the new order for
continuous oxygen at 2 LPM via nasal cannula, the clinical record revealed no evidence that the order
for oxygen as needed from 1-5 LPM from November 23, 2025, was cancelled or further clarified.A
physician's order dated January 28, 2026, included a prosthetic appointment at an outside clinic on
February 11, 2026, at 1:00 p.m. A Nurse Practitioner / Physician Assistant (NP/PA) progress note
dated February 2, 2026, revealed Resident #2's chief complaint was chronic respiratory failure with
hypoxia, with chronic obstructive pulmonary disease (COPD) on oxygen. The note included that the
resident was on 4 LPM of oxygen therapy. The assessment and plan included supplemental oxygen as
(continued on next page)
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needed to keep saturation above 89% and to monitor oxygen saturation.An NP/PA progress note dated
February 9, 2026, revealed the resident was on oxygen and tolerating 4 LPM. The assessment and
plan included supplemental oxygen as needed to keep saturation above 89% and to monitor oxygen
saturation.An oxygen saturation vitals log revealed:-February 11, 2026, at 8:23 a.m.: 96.0% on oxygen
via nasal cannula-February 11, 2026, at 11:01 a.m.: 96.0% on oxygen via nasal cannulaA Nursing note
dated February 11, 2026, revealed that Resident #3 went to a prosthetic appointment, and left the
facility around 12:30 p.m., and that the resident was still out, and the nurse called the resident, who
stated he was sent to the hospital because his oxygen was low, but that he was planning to return to
the facility that day.A clinical visit note from the prosthetic clinic dated February 11, 2026, revealed
an incident occurring at 2:00 p.m. The note included that the resident was seen for an initial
evaluation at the clinic, and by the end of the appointment, the resident was noticeably struggling to
breathe, gasping, and his head was bobbing up and down. 911 was called, and clinic staff requested
that the resident receive a refill on his oxygen and to ensure that the resident received the help that
he needed to prevent him from running out of oxygen in his tank. The note included that the fire
department arrived, provided the resident with more oxygen, and brought the resident to the
emergency room.A hospital Emergency Documentation physician note dated February 11, 2026,
revealed that Resident #3 arrived at the emergency room via ambulance on February 11, 2026, at 2:23
p.m. The note revealed that Resident #3 was at an appointment, his oxygen tank ran out of oxygen,
staff reported the resident was slow to respond, and that his oxygen saturation dropped to 80%. The
note included that the resident was placed on a baseline dose of 4 LPM via nasal cannula, and his
saturation returned to 94%. Additionally, the note included that the resident was brought to the
emergency department for increased oxygen needs and was currently on 6 LPM. The note revealed
that his symptoms appeared to be related to the transient loss of his baseline oxygen supply, that the
resident did not require hospitalization once his oxygen requirements stabilized back toward his
baseline, and that the resident was cleared for discharge.A nursing note dated February 11, 2026, at
10:40 p.m. revealed the resident returned from the emergency room visit to the facility, and arrived at
the facility, via stretcher, in stable condition.An NP/PA Progress Note dated February 12, 2026,
revealed that the resident apparently went to a prosthetic appointment the day prior, and his oxygen
was low, so he was sent to the hospital. The note included that the resident was on 5 LPM today. The
assessment and plan included that the resident had a cognitive impairment and COPD, and to provide
supplemental oxygen as needed.A written statement submitted to the State Agency (SA) by a local
fire department staff on March 17, 2026, revealed that on February 11, 2026, emergency medical
services (EMS) were initially called on scene to a clinic for Resident #3's difficulty breathing, and that
the resident was normally on 3 LPM of oxygen therapy. The documentation revealed that the clinic
staff had noticed that the resident was altered and that his oxygen bottle was empty, and they called
911 for assistance. The documentation revealed that EMS quickly placed the resident on 4 LPM of
oxygen and that shortly thereafter, the resident was alert and oriented and answering questions
appropriately. The note included that the resident was then transported to the hospital by EMS. A
physician's order dated April 30, 2026, included a follow-up appointment at the prosthetic clinic on
May 4, 2026, at 1:00 p.m., with transportation pickup time between 11:00 and 11:30 a.m., and return
transportation at 2:00 p.m.An oxygen saturation vitals log revealed:-May 4, 2026, at 7:12 a.m.: 96% on
oxygen via nasal cannulaA clinical visit note from the prosthetic clinic dated May 4, 2026, revealed
that Resident #3 arrived at the appointment as scheduled. The note included that prior to the
resident's appointment, the clinic staff requested that the facility staff bring the resident to the
appointment with enough oxygen to last the duration of the appointment and travel time. The note
revealed that toward the end of the appointment, the resident was noticeably gasping for air and
bobbing their head, similarly to the previous incident on February 11, 2026. The note also revealed
that 911 was called due to the resident running out of oxygen, and the fire department arrived and
provided oxygen to the resident and took him to the emergency room. The note revealed that the fire
(continued on next page)
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department had to leave behind the resident's power chair at the clinic due to transportation issues,
and that the facility was able to retrieve the power chair.A facility Appointment/Procedure Note dated
May 4, 2026, at 1:23 p.m., revealed that the resident's wheelchair would be picked up from the
appointment clinic between 3:00 and 3:30 p.m.A hospital Emergency Documentation physician note
dated May 4, 2026, revealed that the resident arrived at the emergency department at 1:22 p.m. from
an appointment at a clinic and presented with shortness of breath. The note included that the resident
was oxygen dependent and on 2 LPM oxygen therapy via nasal cannula at baseline, and that his
oxygen tank started running out while he was at the clinic, causing him to experience shortness of
breath, so emergency medical services were called. The note included that the resident was brought
to the clinic from the facility for an appointment without a full tank of oxygen, and his oxygen tank ran
out, causing him to experience an episode of shortness of breath. The note also revealed that the
resident was now on his baseline 2 LPM oxygen therapy, was stable, and discharged back to the
facility.A Nursing Note dated May 4, 2026, revealed that Resident #3 ran out of oxygen at his
appointment, he was sent to the emergency room, and the resident returned to the facility at
approximately 5:00 p.m.A physician's order dated May 4, 2026, included a follow-up appointment at
the prosthetic clinic on May 13, 2026, at 9:30 a.m., with transportation pickup time between 8:00 and
8:30 a.m., and return transportation at 10:30 a.m.An NP/PA Progress Note dated May 7, 2026, revealed
that Resident #3 was on 4 LPM oxygen therapy via nasal cannula and was resting in bed, with oxygen
saturations within normal limits. The assessment and plan for COPD included supplemental oxygen as
needed to keep oxygen saturation above 89%.A NP/PA Progress Note dated May 7, 2026, revealed the
resident was resting in bed on 3 LPM oxygen therapy at baseline. The note included that the resident
had a cognitive impairment and COPD, and the plan included providing supplemental oxygen as
needed.An NP/PA Progress Note dated May 12, 2026, revealed the resident had COPD on oxygen
therapy and was resting in bed on 4 LPM via nasal cannula. The plan included supplemental oxygen
as needed to keep saturation above 89%.An oxygen saturation vitals log revealed:-May 13, 2026, at
8:52 a.m.: 94.0% on oxygen via nasal cannulaA clinical visit note from the prosthetic clinic dated May
13, 2026, revealed that when scheduling the appointment with Resident #3's facility, clinic staff
requested that Resident #3 be brought with extra oxygen, due to two previous appointments where
the resident was not provided enough oxygen and had to be taken to the emergency room. Upon
arrival at his appointment on May 13, 2026, the resident arrived with less than half of a full oxygen
tank and no extra tanks. The note included that the resident was then sent back to the facility to be
able to refill his oxygen tank to ensure that the resident would not have to go to the emergency room.
The note revealed that the clinic staff called the facility staff to notify them that the resident would
need to return to the facility and reschedule the appointment.A Nursing note dated May 12, 2026,
revealed that, per the prosthetic clinic, Resident #3's appointment would need to be rescheduled.An
observation was conducted on June 3, 2026, at 11:11 a.m. of Resident #3, who was sitting in a power
wheelchair. The resident was wearing a nasal cannula and receiving oxygen therapy. An oxygen tank
was attached to the back of the wheelchair, and the oxygen tank gauge was positioned behind the
backrest of the wheelchair, which could not have been visible to Resident #3 sitting in the
wheelchair.An interview was conducted with a Licensed Practical Nurse (LPN / Staff #9) on June 3,
2026, at 10:50 a.m., who stated that as a floor nurse, she would be aware of a resident's need for
oxygen therapy by following the physician's order, which would provide the dose or dose range, and to
keep the resident's oxygen saturation above a specified percentage. The LPN stated that certified
nursing assistants (CNAs) check the resident's oxygen saturation 3 times a day, once per shift, and
as needed. The LPN stated that if a resident who was on oxygen therapy needed to go to an outside
appointment, it would be the nurse's and CNA's responsibility to check to make sure the resident had
a full tank before leaving for the appointment. The LPN stated she did not know how long an oxygen
tank would last if the resident was on 2-3 liters, but estimated the tank would last several hours, and
maybe 4-5 hours. The LPN stated the tank would run out faster if the oxygen dose was higher.
(continued on next page)
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Regarding Resident #3, the LPN stated that she had heard about an incident where Resident #3 had
run out of oxygen in his tank while at an outside appointment and had to go to the hospital. The LPN
stated she only heard of that happening once, and that usually, staff would receive educational
training from management when something like that happened. The LPN stated that she had not
received any education or training after the incident where Resident #3 ran out of oxygen. The LPN
stated that there could be a risk of negative impact on a resident's health if the resident on oxygen
therapy ran out of oxygen in their tank while at an outside appointment. Additionally, the LPN stated it
was the nurse's responsibility to call and follow up as needed to ensure a resident comes back from
an appointment on time.A telephonic interview was conducted with the prosthetic clinic manager on
June 2, 2026, at 11:57 a.m. who stated that Resident #3 had arrived to the prosthetic clinic on 2
occasions, on February 2, 2026, and May 4, 2026, and ran out of oxygen in his tank during the visits,
was noticed by the clinic staff to have altered mental status by the clinic staff, 911 was called, and
the resident was transferred to the hospital during both instances. The prosthetic clinic manager
stated the resident had another appointment scheduled on May 13, 2026, and that the clinic staff had
contacted the facility prior to that appointment, requesting that the resident come with an extra
oxygen tank due to the previous two incidents. The manager stated that the resident showed up to
the appointment on May 13, 2026, with a partially empty tank and no extra tank, so the clinic staff
sent the resident back to the facility to avoid the risk of the resident running out of oxygen again. An
interview was conducted with Resident #3 on June 3, 2026, at 11:12 a.m., who stated that he recalled
that he went out to appointments, but could not specify when, and that he ran out of oxygen while at
the clinic and had to go to the hospital. He stated that after those incidents, he went to the
appointment at the clinic another time, and the clinic staff checked his oxygen tank and noticed the
tank was low, so the clinic staff sent him back to the facility and rescheduled the appointment.
Resident #3 stated that his usual dose of oxygen was 2 to 3 LPM, and that he needs the oxygen, and
cannot go without it. Resident #3 stated that the only way for him to run out of oxygen at the
appointments was if the oxygen tank was partially empty when he left the facility.An interview was
conducted with an LPN (Staff #54) on June 3, 2026, at 11:51 a.m., who stated that floor nurses would
know if a resident required oxygen therapy based on a physician's order, and that nurses and CNAs
check vital signs every shift and as needed. The LPN stated that nurses and CNAs are responsible for
checking a resident's oxygen tank throughout the day, usually every 1-2 hours, to ensure that a
resident with a portable oxygen tank did not run out of oxygen. The LPN stated that a full oxygen tank
on a low dose of 1-2 LPM would probably last around 4-6 hours; however, a higher dose of 3 LPM
would last less than that. The LPN stated that if a resident had an appointment scheduled at an
outside clinic, floor staff would need to ensure that the resident had a full oxygen tank before leaving
for the appointment, and that staff could always send an extra tank on a rolling carrier if needed. The
LPN stated that she was familiar with Resident #3 and had never heard of an instance of the resident
running out of oxygen at an appointment.An interview was conducted with a CNA (Staff #26) on June
3, 2026, at 12:59 p.m., who stated that the floor staff was responsible for ensuring a resident had
enough oxygen in their tank before leaving for an appointment by making sure the tank was full. The
CNA stated that she estimated that a full tank would probably last about 4-6 hours, but would depend
on what dose the resident was on. The CNA stated that she was familiar with Resident #3 and that
she had cared for him for about a year. The CNA stated that the resident required oxygen, and his
normal dose was 3-4 LPM. The CNA stated that the resident did not go without his oxygen, and that
she had seen a rare instance where the resident's oxygen nasal cannula had fallen off his face when
he was sleeping, and his oxygen saturation was low, and when the CNA helped the resident put the
cannula back on and rechecked his oxygen saturation within the same hour, his saturation had
returned to normal. The CNA stated she had not heard of any instance where Resident #3 had run out
of oxygen while at an outside appointment. The CNA said that if Resident #3 had a full oxygen tank
when he left for an appointment, and returned within 4-5 hours, his tank should not have run out for
(continued on next page)
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that period of time.An interview was conducted with a medical record staff / appointment scheduler
(Staff #31) on June 3, 2026, at 1:05 p.m., who stated that she was the staff member responsible for
scheduling appointments. She stated that her process includes checking for physicians' orders to
determine if there were any new upcoming appointments, then scheduling transportation for the
resident, and preparing an appointment envelope to place at the nurses' station to notify the floor
nurse that a resident had an appointment that day. Staff #31 stated that Resident #3 had an
appointment in May 2026, where the floor nurse had instructed Staff #31 the day prior to notify the
next nurse to make sure Resident #3 had a full tank of oxygen for his appointment the following day.
Staff #31 stated that she assumed the resident must have come close to running out of oxygen
previously, but had not heard anything about it. Staff #31 stated that she wrote on the appointment
envelope for the floor nurse for Resident #3 to have a full tank of oxygen for his appointment, but that
she did not verbally tell anyone.An interview was conducted with the Director of Nursing (DON / Staff
#89) on June 3, 2026, at 1:25 p.m. who stated that the process for scheduling a resident at an outside
clinic appointment was that there would be a physician order for the appointment, and that
transportation would be scheduled, and that an appointment envelope would be created that contained
the details of the appointment, transportation, and any pertinent medical records, and that the
envelope would go with the resident to their appointment. The DON stated that it would be the floor
nurse's responsibility to ensure a resident had everything they needed to go to the appointment
safely. The DON stated a nurse would know if a resident required oxygen therapy based on looking at
the resident's oxygen saturation or by following the physician's orders for continuous or PRN oxygen
therapy. The DON stated that it was her expectation that floor staff send a resident to an outside
appointment with a full oxygen tank to ensure the tank did not run out. The DON declined to answer
directly if there would be any risk to a resident on oxygen therapy who went to an appointment and
ran out of oxygen in their tank, however, the DON stated that if the resident was alert and aware, then
the resident should be aware of how full or empty their tank was and could request a new tank if it
were getting low. The DON stated that at the point the resident would become aware that their tank
was low, the resident could ask the outside clinic staff to request a new tank from the facility, or
request a new tank from the transportation driver, because sometimes they would have an extra tank
in their transport vehicle. The DON then stated that there would be no risk to the resident because the
residents who were alert and aware would be able to monitor their own oxygen tank. The DON stated
that she was familiar with Resident #3, that the resident was alert and oriented, and that he was able
to make decisions for himself. The DON stated that the resident was not able to stand up on his own
and walk behind his power wheelchair to look at his oxygen tank gauge positioned behind the
backrest of the chair. The DON stated that the resident had a PRN order for oxygen therapy and that
he could be off oxygen at times, but that he was on oxygen therapy more often than not. The DON
reviewed the clinical record and stated that his usual oxygen dose was 2 LPM. The DON also stated
she was aware that the resident had an instance of running out of oxygen at the appointment on
February 11, 2026, and that she was not sure exactly how that occurred, but that he ended up getting
sent to the hospital. After that instance, the DON stated that she took the action of educating the
resident that he needed to make sure he had a full tank of oxygen before going to an appointment. The
DON stated that another incident occurred on May 4, 2026, when the resident was at the clinic
appointment, and that the clinic staff called the facility and informed the facility that the resident was
running out of oxygen and requested the facility either bring more oxygen or for transport to come to
the clinic, but that the resident ended up getting sent to the hospital in the meantime. The DON
declined to state whether this would meet her expectation for nursing staff to ensure Resident #3
was provided oxygen therapy to meet his needs during an appointment, but rather stated that the
nursing staff followed the protocol of sending the resident with an oxygen tank, and it was a situation
where the resident needed to be educated to be aware of his oxygen tank status and communicate
with the clinic to meet his needs.Review of the facility policy titled, Oxygen Administration (Mask,
(continued on next page)
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Cannula, Catheter), revised March 2025, revealed it was the policy of this facility that oxygen therapy
was administered as ordered by the physician or as an emergency measure until the order could be
obtained. The policy revealed that the purpose of the oxygen therapy was to provide sufficient oxygen
to the bloodstream and tissues. The procedure included obtaining appropriate physician's orders,
identifying the resident, explaining the procedure, assembling the oxygen unit, making sure all
connections were secure, attaching the oxygen delivery device to the oxygen unit, turning the unit on
to the desired flow rate, and assessing the equipment for proper functioning.Review of the facility
policy titled, Physician Orders, dated August 2023, revealed it was the policy of the facility to
accurately implement orders in addition to medication orders (treatment, procedures) only upon the
written order of a person duly licensed and authorized to do so in accordance with the resident's care
plan.Review of the facility's policy titled, Appointments, dated April 2023, revealed it was the policy
of the facility to coordinate and arrange for appointments as ordered by the physician. The policy
revealed that procedures included that the facility would maintain a system to monitor for ordered
appointments, the appointments would be scheduled as ordered, if unable to arrange for the ordered
appointment, the nurse manager or designee would be notified for further directions / interventions,
and the resident or responsible party would be notified of the appointment and of any changes /
issues.
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