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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50415

Based on observations, record review, and staff interviews, the facility failed to post cautionary and safety 
signage outside of resident rooms that indicated the use of oxygen for 2 of 2 residents reviewed for 
respiratory care (Residents #15 and #34). This practice had the potential to affect other residents receiving 
supplemental oxygen. 

The findings included:

a. Resident #15 was admitted to the facility on [DATE] with the diagnosis of Chronic Obstructive Pulmonary 
Disease (COPD). 

A review of Resident #15's physician orders dated 8/3/22 revealed an order for oxygen to be administered 
continuously via nasal cannula at 2 liters per minute (l/min). 

A review of the annual Minimum Data Set (MDS) dated [DATE] indicated Resident #15 was coded for 
receiving oxygen.

Observations on 9/30/24 at 11:34 AM, 10/1/24 at 1:56 PM, and 10/2/24 at 8:17 AM revealed Resident #15 
was sitting in her wheelchair in her room wearing a nasal cannula with oxygen being administered at 2 l/min. 
There was no cautionary or safety signage posted at Resident #15's room to indicate oxygen was in use 
during the observations.

b. Resident #34 was admitted to the facility on [DATE] with a diagnosis of COPD exacerbation, acute with 
chronic respiratory failure with risk of decline, and pneumonia.

Resident #34 had a physician's order dated 6/12/24 for oxygen administered at 2 liters per minute by nasal 
cannula. 

Review of Resident #34's quarterly MDS dated [DATE] revealed she was severely cognitively impaired with 
no mood or behavioral disturbances. Resident #34 was coded for receiving oxygen.

Observations conducted on 10/1/24 at 9:12 AM, 10/2/24 at 8:17 AM, and 10/2/24 at 11:02 AM revealed there 
was no cautionary signage at Resident #34's room indicating oxygen was in use. Resident #34 was in her 
room using oxygen delivered by nasal cannula during the observation times. 
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An interview was conducted with Nurse #1 on 10/02/24 at 11:02 AM. She stated she had not seen any 
oxygen in use signs posted in the facility, and she did not recall placing one in any resident's room. Nurse #1 
stated that since the facility was smoke free, she didn't think they needed oxygen in use signage. She stated 
that the staff educated family members regarding no smoking around oxygen.

On 10/2/24 at 1:55 PM an interview was conducted with the Director of Nursing (DON). She verbalized the 
facility had 11 total residents using oxygen. The DON stated the facility did not use oxygen signage. She 
further stated that since the building was smoke-free she didn't think the facility was required to use 
individual no smoking signs.

An interview with the Administrator was conducted on 10/2/24 at 2:04 PM. He stated it was illegal for indoor 
smoking in North Carolina facilities. He stated since the facility was smoke-free it was unnecessary to post 
signs of no smoking in the residents' rooms. He stated he had posted no smoking signage at the facility's 
entrance. 
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