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Safeguard resident-identifiable information and/or maintain medical records on each resident that are
in accordance with accepted professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and document review, the facility failed to maintain a complete and accurately documented
medical record in accordance with accepted professional standards and practices for 2 of 3 residents
(R1, R3) reviewed for change of condition and oxygen use.Findings include:R1's admission Minimum
Data Set (MDS) dated [DATE], indicated R1 had intact cognition and diagnoses of coronary artery
disease, hypertension, kidney disease, pneumonia, chronic obstructive pulmonary disease, and
respiratory failure. R1's MDS indicated R1 used continuous oxygen therapy.R1's Comprehensive Data
Collection Review dated 1/29/26, indicated R1 had right sided pneumonia, ordered antibiotics,
crackles to left lower lobe, and supplemental oxygen at two liters per minute.R1's physician order
dated 1/31/26, indicated R1 used continuous supplemental oxygen at two liters per minute via nasal
cannula to keep oxygen saturation over 89% (percent).R1's physician order dated 2/4/26, directed
staff to wean R1's supplemental oxygen as able.R1's Skilled Documentation dated 2/6/26, indicated
R1's supplemental oxygen was weaned. R1's oxygen saturation was 92% at room air (RA).R1's Oxygen
Saturation Summary, indicated R1 was on room air 2/6/26 at 11:44 a.m.; however, R1 had oxygen via
nasal cannula on 2/11/26 at 3:22 a.m. and 9:46 a.m., was on room air on 2/11/26 at 4:26 p.m., and
oxygen via nasal cannula on 2/12/26 at 6:19 a.m. and 7:50 a.m R1's Progress Notes dated 2/6/26
through 2/12/26, indicated R1's vital signs were stable and/or within normal limits (besides a 100.6
degrees Fahrenheit temperature on 2/11/26); however, did not specify reason or respiratory
indication for R1's supplemental oxygen use on 2/11/26.R1's Occupational Therapy Treatment
Encounter Note dated 2/11/26, indicated R1 reported a rough night and needed supplemental oxygen
related to shortness of breath and was weaned off the supplemental oxygen again.R1's Physical
Therapy Treatment Encounter Note dated 2/12/26, indicated R1 reported she had a fever, felt awful,
and needed supplemental oxygen at one liter per minute last night.R1's Discharge Summary note
dated 2/12/26, indicated R1 did not have a drop in oxygen saturation level and was not sure if
supplemental oxygen use was for shortness of breath or anxiety.R1's General Note dated 2/12/26,
indicated nurse practitioner (NP)-A met with R1 and completed a lung assessment. R1's lung sounds
were clear with consistent diminished sounds in bases, and NP-A removed R1's supplemental
oxygen.R1's physician order dated 2/12/26, indicated R1 used supplement oxygen as needed at two
liters per minute via nasal cannula to keep oxygen saturation above 89%.During interview on 4/22/26
at 3:31 p.m., registered nurse (RN)-A stated staff followed physician's orders for supplemental oxygen
use and reapplied supplemental oxygen if oxygen saturation was not maintained at the order specified
level. RN-A was not sure why R1 had supplemental oxygen after weaned.During interview on 4/23/26
at 2:49 p.m., RN-B did not remember R1, or the reason supplemental oxygen was applied to R1 on
2/11/26. RN-B stated residents need to be assessed for supplemental oxygen use by listening to lung
sounds and checking oxygen saturation. RN-B stated they would assess if oxygen intervention was
successful and call the provider if intervention was not successful.During interview on 4/23/26 at
3:02 p.m., physical therapist (PT)-B and physical therapy assistant (PTA)-C reviewed R1's therapy
notes. PT-B stated R1 functionally progressed well with therapy. PT-B stated they wanted to see R1
(continued on next page)
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weaned off oxygen to eliminate the oxygen tubing as a tripping hazard, and R1 was anxious about
weaning her oxygen. Therapy usually removed oxygen during their sessions as able but returned
supplemental oxygen via nasal cannula back onto residents after their therapy sessions. Nursing was
able to fully wean residents and remove supplemental oxygen.R3's diagnoses list dated 4/24/26
included encephalopathy, Parkinson's disease, chronic atrial fibrillation and pulmonary
hypertension.R3's care plan dated 4/16/26 included an alteration in respiratory status focus with
interventions including but not limited to assist with applying continuous positive airway pressure
(CPAP) and provide oxygen per nasal cannula see orders for liters per minute.R3's Brief Interview for
Mental Status assessment dated [DATE] indicated no cognitive impairments.R3's provider order
dated 4/18/26 instructed supplemental oxygen at one liter per minute via nasal cannula nocturnal to
keep saturations above 91%.R3's provider note dated 4/16/26 instructed supplemental oxygen one
liter at night if not wearing CPAP machine.R3's nursing MDS note dated 4/21/26 at 10:20 a.m.
indicated R3 reported no shortness of breath or trouble breathing and the medical record and staff
interviews indicated shortness of breath (SOB) appeared to be absent or well controlled with current
medications.R3's oxygen saturation summary for April 2026 indicated R3 was on room air during the
day and used supplemental oxygen at night until 4/21/26 when documentation indicated R3 oxygen
saturation was 98% on supplemental oxygen at 3:22 p.m. R3 utilized supplemental oxygen until
4/23/26 at 8:49 a.m.R3's skilled documentation dated 4/22/26 at 6:26 p.m. indicated R3's vital signs
were stable. R3 denied SOB.R3's physical therapy (PT) note dated 4/22/26 at 12:38 p.m. indicated R3
was on one liter supplemental oxygen upon arrival for the PT session. R3's oxygen saturation was
96% at the beginning of the session. R3 was placed on room air during the session and maintained
oxygen saturation of 96-99% on room air while participating with the OT/PT session.During an
interview on 4/23/2026 at 11:31 a.m., R3's family member (FM) stated R3 utilized supplemental
oxygen at night because she did not like wearing the CPAP mask. R3 was utilizing supplemental
oxygen during a care conference on 4/21/26 but FM did not know why.During an interview on
4/23/2026 at 2:58 p.m., registered nurse (RN)-A stated R3 utilized supplemental oxygen at night and
during the day when she was in bed because she did not like to wear her CPAP mask. RN-A would
assess the resident, notify a provider, and write a nurse's note if a resident needed supplemental
oxygen due to low oxygen saturations.During interview on 4/24/26 at 12:17 p.m., RN-C reviewed R1's
progress notes and verified nursing documentation did not address the reason or assessment for R1's
supplemental oxygen use on 2/11/26. RN-C stated staff should update the provider and use a house
standing order or obtain a new order if R3 used supplemental oxygen during the day, in addition to the
ordered nighttime use. RN-C reviewed R3's progress notes and stated they were not sure why R3 had
supplemental oxygen use during the day.During interview on 4/24/26 at 3:58 p.m., the director of
nursing (DON) expected staff to complete a respiratory assessment, use house standing orders, and
contact provider as needed for changes in supplemental oxygen use. Staff were to document
assessments and actions in a progress note. The DON stated documentation was important for
resident safety, continuation of care, and provider review.The facility Skilled Documentation policy
dated 4/2021, instructed staff to complete a daily skilled documentation progress note for residents
who had a skilled nursing need on a skilled stay. The daily progress note was individualized and
completed based on the primary diagnosis/reason for skilled stay and other pertinent diseases and
conditions.
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