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F 0695 Provide safe and appropriate respiratory care for a resident when needed.

Level of Harm - Minimal harm Based on observations, record reviews, and interviews, the facility failed to ensure that a resident

or potential for actual harm who received respiratory care was provided such care, consistent with professional standards of
practice by not having signage on the outside of the resident's room to indicate oxygen was in use for

Residents Affected - Few 2 (#99 and #125) of 2 residents reviewed for oxygen.Findings:Review of the facility's Oxygen

Administration Policy (undated) revealed the following in part:Policy:While oxygen is in use, No
Smoking, signs will be posted at the entrance to the room. Procedurel3. Place the No Smoking,
Oxygen in Use warning sign on the resident's room door or in other appropriate location. Resident
99Review of the medical record revealed Resident #99 had an admission date of 04/14/2026.Resident
#99 had diagnoses that included orthostatic hypotension, vascular dementia and heart disease.Review
of the physician orders dated 06/21/2026 revealed an order for Oxygen at 1 liter per nasal cannula
continuously. Observations on 06/22/2026 at 1:02 p.m., 06/23/2026 at 8:30 a.m. and 10:45 a.m.
revealed Resident #99 was in the room and received Oxygen 1 liter per nasal cannula, signage was
not posted outside of the resident's room door to indicate Oxygen was in use.On 06/23/2026 at 11:15
a.m. observation of Resident #99 with S2DON revealed the resident was in the room and received
Oxygen at 1 liter per nasal cannula, no signage was observed outside of Resident #99's room to
indicate Oxygen was in use. At this time S2DON confirmed signage to indicate Oxygen in use should
have been posted on the outside of the resident's room door. Resident 125Review of the medical
record for Resident #125 revealed an admission date of 06/12/2026. Resident #125 had diagnoses
that included heart failure, hypotension, atrial fibrillation, pulmonary embolism, and shortness of
breath. Review of the June 2026 physician orders revealed an order for Oxygen at 2 liters per nasal
cannula as needed related to diagnoses of shortness of breath.Observations on 06/22/2026 at 8:30
a.m., and 10:30 a.m. revealed Resident #125 was in the bed and received Oxygen at 2 liters per nasal
cannula, signage was not posted outside of the resident's room to indicate Oxygen was in use.On
06/23/2206 at 11:10 a.m. observation of Resident #125 with S2DON revealed the resident was in the
room and received Oxygen at 2 liters per nasal cannula, no signage was observed outside of Resident
#125's room to indicate Oxygen was in use. At this time S2DON confirmed signage to indicate Oxygen
in use should have been posted on the outside of the resident's room door.
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