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Lynwood Post Acute Care Center 3611 East Imperial Highway
Lynwood, CA 90262

F 0695

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

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, and record review, the facility failed to ensure oxygen therapy (a medical
treatment that provides extra oxygen to breathe, typically prescribed for individuals with conditions
causing low blood oxygen levels) was administered as ordered by the physician for one of three
sampled residents (Resident 1).This deficient practice placed Resident 1 at risk of sustaining
complications of oxygen toxicity (e.g., serious tissue damage, respiratory failure, and central nervous
system effects).Findings: During a review of Resident 1's admission Record, the admission Record
indicated Resident 1 was admitted to the facility on [DATE]. Resident 1's admitting diagnoses
included chronic obstructive pulmonary disease (COPD, a chronic lung disease causing difficulty in
breathing). During a review of Resident 1's Minimum Data Set (MDS, a resident assessment tool),
dated 1/16/2026, the MDS indicated Resident 1 had severely impaired cognition (a significant decline
in memory, thinking, and reasoning that renders individuals unable to live independently). The MDS
indicated Resident 1 was dependent on staff for all activities of daily living (ADLs, activities such as
bathing, dressing and toileting a person performs daily) and mobility while in and out of bed. During a
review of Resident 1's physician order, dated 3/27/2026, the order indicated Resident 1 was to
receive supplemental oxygen at two (2) liters per minute (L/min, a unit of measuring oxygen flow
rate), continuously. The order did not indicate staff were able to adjust the rate as needed. During a
review of Resident 1's care plan titled The resident has altered respiratory status/difficulty breathing
[related to] COPD., dated 11/10/2025, the care plan indicated staff were to administer oxygen as
ordered. During an observation on 3/31/2026 at 8:45 a.m., and 3/31/2026 at 9:40 a.m., at Resident 1's
bedside, Resident 1 was observed receiving supplemental oxygen at a flow rate of 3 L/min. During an
interview on 3/31/2026 at 9:47 a.m., with Licensed Vocational Nurse (LVN) 1, LVN 1 stated Resident
1 was receiving 3 L/min of supplemental oxygen when he checked her vitals that morning
(3/31/2026). LVN 1 stated 3 L/min was not the ordered flow rate and stated he reported it to the
previous shift's Registered Nurse Supervisor (RNS) 1. LVN 1 stated he was unsure what RNS 1 did
after he reported the flow rate. During an interview on 3/31/2026 at 9:49 a.m., with RNS 2, RNS 2
stated there was no documentation in Resident 1's record to indicate a need to increase Resident 1's
oxygen flow rate, or to indicate RNS 1 informed the physician of the increase from 2 L/min to 3
L/min. RNS 2 stated Resident 1's physician order was to administer supplemental oxygen at a fixed
rate of 2 L/min. RNS 1 stated the expectation is that the RNS was to follow the order as written.
During a concurrent observation and interview, on 3/31/2026 at 9:56 a.m., at Resident 1's bedside,
with RNS 1, RNS stated Resident 1 was on 3 L/min of supplemental oxygen and stated the flow rate
needed to be corrected to match the physician order. During a review of the facility's policy and
procedure (P&P) titled Oxygen Administration, revised 10/2010, the P&P indicated staff were to verify
there was a physician order for oxygen administration. The P&P indicated that staff were to document
the flow rate and rationale for the flow rate. The P&P indicated staff were to report any information in
accordance with professional standards of practice.
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