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Bedford Care Center of Petal 908 S George Street
Petal, MS 39465

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** 37415

Based on observation, interview, and record review, the facility failed to ensure residents receiving oxygen 
(O2) therapy received care according to professional standards, as evidenced by, O2 tubing was undated for 
three (3) of four (4) days of survey. Resident #150 

Findings include:

On 03/17/25 at 11:06 PM, an observation of Resident #150 revealed was receiving oxygen via nasal cannula 
at 3 liters per minute (LPM) for shortness of breath (SOB) every 24 hours as needed. The oxygen tubing was 
not labeled.

On 03/18/25 at 1:16 PM, during a second observation of Resident #150 revealed the resident sitting up in a 
chair, receiving oxygen via nasal cannula at 3 LPM. The oxygen tubing was not labeled.

On 03/19/25 at 2:19 PM, during a third observation and interview with Licensed Practical Nurse (LPN)#1 
revealed Resident #150 was sitting up in a chair, receiving oxygen via nasal cannula at 3 LPM. The oxygen 
tubing was not labeled. LPN #1 reported the oxygen tubing and humidifier are changed every Sunday night 
and labeled with the date of change. However, she confirmed that the tubing in use at the time of this visit 
was not dated.

During an interview on 03/19/25 at 2:30 PM, the Director of Nursing (DON) confirmed that facility practice 
requires oxygen tubing and humidifiers to be changed on Sunday nights and labeled with the date of change. 
She stated that this practice is in place to ensure compliance with protocols.

A review of the Admission Record revealed the resident was admitted on [DATE] with diagnoses including 
Obstructive Sleep Apnea (Adult) (Pediatric) and Essential (Primary) Hypertension. 

A review of Order Audit Record revealed a physician order dated 3/18/25 O2 at 3L (liters) for SOB (shortness 
of breath). 

Record review of the admission Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of 
3/20/25 revealed a Brief Interview for Mental Status (BIMS) score of 13 indicating the resident was 
cognitively intact. 
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