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Woodbury Wellness Center Inc 2778 Country Club Drive
Hampstead, NC 28443

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** Based on 
record review, observations, staff and Nurse Practitioner interviews, the facility failed to administer oxygen at 
the prescribed rate for 1 of 3 residents (Resident #12) reviewed for respiratory care.The findings 
included:Resident #12 was admitted to the facility on [DATE]. Her diagnoses included asthma, and chronic 
obstructive pulmonary disease (COPD).Resident #12's care plan had a care focus area initiated on 7/11/25 
that indicated that Resident #12 was at risk for altered respiratory status related to COPD and asthma. 
Interventions included administer oxygen per physician orders.A quarterly Minimum Data Set (MDS) 
assessment dated [DATE] indicated Resident #12 was cognitively intact. Her diagnoses included asthma 
and chronic obstructive pulmonary disease. She was coded for shortness of breath or trouble breathing with 
exertion, sitting at rest and when lying flat.A physician order dated 8/6/25 indicated provide oxygen at 2 
liters/minute via nasal cannula for shortness of breath to maintain oxygen saturations above 90%. During 
observation on 9/30/25 at 12:25 PM Resident #12 was observed with the oxygen nasal canula in place. 
Resident #12's oxygen regulator on the concentrator was set at 5 liters/minute when viewed horizontally at 
eye level. Resident #12 indicated she could not reach the oxygen concentrator without staff assistance and 
that she had not adjusted the oxygen rate. During observation on 10/1/25 at 11:35 AM Resident #12 was 
observed with the oxygen nasal canula in place. Resident #12's oxygen regulator on the concentrator was 
set at 5 liters/minute when viewed horizontally at eye level. Resident #12 stated that she had not adjusted 
the oxygen rate. Resident #12's oxygen regulator was verified with Nurse #1 to be set at 5 liters/minute. 
During an interview on 10/1/25 at 11:39 AM with Nurse #1, she stated that Resident #12 had a physician 
order for oxygen at 2 liters/minute via nasal cannula for shortness of breath to keep oxygen saturations 
above 90%. Nurse #1 stated she had not checked Resident #12's oxygen rate prior to this observation and 
that she would normally check it when she went to the room, but she had not checked it earlier that morning 
when she was in Resident #12's room.During an interview on 10/1/25 at 12:21 PM with the Unit Manager 
she indicated that Nurse #1 should have verified that the oxygen setting was at the physician's ordered rate 
at the beginning of the shift.An interview was conducted on 10/2/25 at 1:12 PM with the Nurse Practitioner 
(NP). She stated Resident #12 had an order for oxygen at 2 liters/minute via nasal cannula to keep oxygen 
saturations above 90%. The NP stated she expected nurses to ensure that oxygen was set at the ordered 
rate and if they needed to titrate the oxygen rate, she expected nurses to call the provider to request 
adjustment to the oxygen rate.An interview was conducted on 10/2/25 at 1:17 PM with the Director of nursing 
(DON). She stated that Nurse #1 should have validated that Resident #12's oxygen regulator was set at the 
physician ordered rate. The DON explained she expected nursing staff to follow physician orders and to 
request an updated order if there was a need to titrate the oxygen. She stated that nurses should verify 
oxygen rates at the beginning of their shifts and throughout their shift.During an interview on 10/2/25 at 1:23 
PM with the Administrator, she stated she expected nurses to monitor the oxygen setting to ensure that it 
was set at the provider ordered setting.
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