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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to administer Oxygen (O2) therapy as ordered by 
the physician for 2 of 4 residents reviewed for respiratory care, of a total sample of 4 residents, (#3 and #4).
1. Resident #3 was admitted to the facility on [DATE] with diagnoses of pneumonia, acute respiratory failure, 
chronic obstructive pulmonary disease (COPD), and congestive heart failure (CHF).Review of resident #3's 
medical record revealed a care plan revised on 8/07/25 which indicated the resident's oxygen to be applied, 
as ordered by physician, for respiratory complications related to CHF, COPD, and pneumonia.Supplemental 
oxygen therapy helps people with COPD, COVID-19, emphysema, sleep apnea and other breathing 
problems get enough oxygen to function and stay well. Low blood oxygen levels (hypoxemia) can damage 
organs and be life-threatening, (retrieved on 8/15/25 from www.myclevelandclinic.org).Resident #3's Order 
Summary Report showed an active physician's order dated 8/4/25 for oxygen at 1 liter per minute (LPM) via 
NC (nasal cannula) and an order for nurses to check the oxygen delivery rate every shift.On 8/12/25 at 9:35 
AM, resident #3 was observed sitting up in bed with O2 delivered through a NC. The O2 tubing was 
connected to a concentrator set to deliver 3.5 LPM of oxygen. Resident #3 was alert and oriented to person, 
place and time, and denied adjusting her O2 concentrator settings herself. Later that day on 8/12/25 at 12:45 
PM, resident #3 was in her room with O2 administered through the nasal cannula. The oxygen tubing was 
connected to an O2 concentrator still set at 3.5 LPM. On 8/12/25 at 12:50 PM, Registered Nurse (RN) A 
checked resident #3's medical record physician order and verified the oxygen was ordered by the physician 
for 1 LPM. The nurse confirmed she did not check the resident's oxygen settings today and said she should 
check every time she went in the room to ensure the resident was getting rate that was ordered by the 
physician. On 8/12/25 at 12:53 PM, the Assistant Director of Nursing (ADON) observed and acknowledged 
resident #3 was not getting her oxygen as ordered by the physician. The ADON confirmed the oxygen flow 
rate was ordered by the physician for 1 LPM. 2. Resident #4 was readmitted to the facility on [DATE] with 
diagnoses of cerebral infarction (stroke), hemiplegia (paralysis on side of the body), CHF, adult failure to 
thrive and quadriplegia (paralysis that affects all a person's limbs and body from the neck down). Review of 
resident #4's medical record revealed a care plan revised on 5/02/24 which indicated a resident focus for 
Respiratory Complications related to CHF and history of pneumonia which included an intervention to apply 
oxygen therapy as ordered with the goal that she would not have symptoms of respiratory distress. Resident 
#4's current active physician order dated 5/01/24 was for oxygen at 2 LPM continuously via nasal cannula. 
On 8/12/25 at 9:45 AM, resident #4 was lying in bed asleep with O2 administered through a NC. The O2 
tubing was connected to an oxygen concentrator set at 1.5 LPM. Later that day on 8/12/25 at 1:00 PM, 
resident #4 was lying in bed asleep with oxygen administered through a nasal cannula. The oxygen tubing 
was connected to an O2 concentrator set at 1.5 LPM. On 8/12/25 at 1:05 PM, Licensed Practical Nurse 
(LPN) B explained she was assigned to resident #4 and verified the physician order for oxygen was for 2 
LPM continuous. LPN B confirmed she did not check the resident concentrator yet today to ensure resident 
was getting the prescribed rate. LPN B went to resident #4's room and verified the resident was getting 1.5 
LPM of oxygen via the setting on the concentrator. The nurse was observed standing over the oxygen 
concentrator trying to read the flow rate from above instead of at eye level.On 8/12/25 at 1:18 PM, the 
Director of Nursing (DON) said nurses were supposed to check oxygen liter flow rate at eye level at least 
every shift. The DON verbalized the expectation that nurses should check the physician's order and 
administer what was ordered. The DON added, good nursing practice was to check every time the nurse 
rounded on their residents to ensure they were receiving what was ordered by the physician. Review of the 
facility's Oxygen Administration policy revised May 2025 indicated, Oxygen is administered to residents who 
need it, consistent with professional standards of practice, the comprehensive person-centered care plan. 
Oxygen is administered under orders of a physician.
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