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F 0695 Provide safe and appropriate respiratory care for a resident when needed.
Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
or potential for actual harm observation, record review, and staff interviews, the facility failed to obtain a physician's order for
the initiation of oxygen therapy for 1 of 1 resident reviewed for respiratory services (Resident
Residents Affected - Few #1).Findings included:Resident #1 was readmitted to the facility on [DATE] with diagnoses that

included chronic respiratory failure with hypoxia (low levels of oxygen in the body tissues) and
congestive heart failure. Review of the hospital Discharge summary dated [DATE] revealed no order
for nasal cannula oxygen upon Resident #1's return to the facility. The Minimum Data Set (MDS)
significant change assessment dated [DATE] revealed Resident #1 was severely cognitively
impaired. He received oxygen therapy and had shortness of breath when at rest and lying flat. During
an observation on 5/19/26 at 3:00 PM, Resident #1 was observed in his room wearing a nasal cannula
connected to an oxygen concentrator delivering oxygen at 1 liter per minute. Resident #1 was resting
with his eyes closed and showed no signs of acute distress.During an observation and interview on
5/20/26 at 10:00 AM, Resident #1 was again observed wearing a nasal cannula connected to an
oxygen concentrator delivering oxygen at 1 liter per minute. Resident #1 was oriented to self and
situation. When asked by the surveyor if he experienced shortness of breath at rest or with exertion,
Resident #1 stated that he did.Review of Resident #1's electronic medical record on 5/20/26 revealed
no current physician's order for supplemental oxygen. Review of Resident #1's Medication
Administration Record (MAR) and Treatment Administration Record (TAR) dated May 2026 revealed no
order for oxygen therapy. The MAR did show that Resident #1's oxygen saturation (how much oxygen
the blood is carrying) was monitored once daily from 5/10/26 through 5/12/26 then twice daily from
5/13/26 through 5/21/26 with readings ranging from 95-99% (Normal ranges 95-100%). A care plan
revised 5/20/26 revealed Resident #1 was at risk for respiratory complications related to asthma and
recent hospitalization. Interventions included to administer oxygen via nasal cannula as ordered.
During an interview on 5/20/26 at 10:00 AM, Nurse #1 stated that Resident #1 had been receiving
oxygen via nasal cannula since returning from the hospital on 5/5/26. Nurse #1 looked at the oxygen
concentrator and stated Resident #1 was currently on one (1) liter per minute. She reported she did
not know the ordered flow rate and would check the order. Nurse #1 later (approximately 12:00 pm)
confirmed there was no oxygen order in Resident #1's electronic medical record and stated she was
unsure what flow rate he should be receiving. She reported she would notify the Unit Manager.During
an interview on 5/20/26 at 12:00 PM, the Unit Manager stated she could not locate an order for nasal
cannula oxygen for Resident #1. She reported she had just notified the Nurse Practitioner and
obtained a new order for nasal cannula oxygen at 2 liters per minute. The Unit Manager stated
Resident #1 returned from the hospital on 5/5/26 on nasal cannula oxygen and that the admission
nurse should have clarified the oxygen order since it was not on the hospital discharge summary. She
stated she had not received any reports of Resident #1 experiencing shortness of breath or
respiratory distress. An attempt was made to contact Nurse #2 who was the admission nurse on
5/5/26, and there was no response. During an interview on 5/21/26 at 11:00 AM, the Director of
Nursing (DON) stated the oxygen order should have been clarified upon Resident #1's readmission by
the admitting nurse and entered into the electronic medical record. The DON confirmed that oxygen
therapy should not have been initiated or continued without a valid physician's order.
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F 0760 Ensure that residents are free from significant medication errors.

Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm record review, observation, and resident, staff, Physician and Wound Physician interviews, the facility
failed to administer two prescribed medications, ketoconazole 2% shampoo (an antifungal shampoo

Residents Affected - Few used to reduce scalp flaking, scaling, and itching) and fluocinonide 0.05% topical solution (a topical

steroid used to relieve inflammation and itching) in accordance with the physician's orders. This
failure occurred for 1 of 3 residents reviewed for significant medication errors (Resident #1). Findings
included:Resident #1 was admitted to the facility on [DATE] with diagnoses including seborrheic
dermatitis (an inflammatory skin disorder affecting the scalp, face, upper chest, upper back, and skin
folds. It presents as patches or plaques with inflammation, redness, and yellow, flaky scales that
cause itching, burning, and irritation). A physician's order from the Dermatologist's office dated
11/6/25 for Resident #1lindicated an active order for ketoconazole 2% shampoo, to be applied twice
weekly with good lather to the scalp and face, left in place for 2-5 minutes, then rinsed, for treatment
of seborrheic dermatitis. A physician's order from the Dermatologist's office dated 11/6/25 for
Resident #1 also indicated an active order for fluocinonide 0.05% topical solution (a high-potency
topical corticosteroid used to reduce inflammation, redness and itching for skin conditions such as
eczema, dermatitis, psoriasis and allergic rashes), to be applied to the affected scalp twice daily as
needed for seborrheic dermatitis. Review of the Medication Administration Records (MARs) and
Treatment Administration Records (TARs) from 11/22/25 through 4/24/26 revealed no order for the
ketoconazole shampoo. The fluocinonide order was listed on the MAR with no documentation that the
as needed topical corticosteroid solution was administered to Resident #1. Review of nursing
progress notes from 11/22/25 through 4/24/26 revealed no documentation indicating administration
of either treatment or documentation indicating whether treatment was needed for Resident #1.
Resident #1 was transported to the emergency department on 4/24/26 for an unrelated condition.
Hospital records documented multiple thick, yellow"white crusted patches extending across the
crown and back of the scalp. The hospital documentation did not indicate whether treatment was
provided. Resident #1 was discharged back to the facility on 5/5/26. The Minimum Data Set (MDS)
discharge return anticipated assessment dated [DATE] indicated Resident #1 had moderately
impaired cognition and skin tears. Review of Resident #1's electronic medical record on 5/20/26
showed that ketoconazole shampoo and the as"needed fluocinonide topical solution remained active
orders upon return from the hospital on 5/5/26. Review of the MAR and TAR from 5/5/26 through
5/20/26 again revealed no documented administration of the ketoconazole shampoo and no
documented use of the as"needed fluocinonide topical solution for Resident #1. Review of the nursing
progress notes from 5/5/26 through 5/20/26 revealed no documentation of treatment administration
and no documentation indicating whether treatment was needed for Resident #1. An observation
conducted on 5/20/26 at 10:00 AM with Nurse #1 and Nurse Aide #2 revealed Resident #1 lying in bed,
and alert and oriented to self and situation. Resident #1 had thick, yellow"white crusted patches
extending across the crown and back of the scalp, with redness and irritation noted along the
posterior hairline. During an interview on 5/20/26 at 10:00 AM, Resident #1 was unable to state
whether any scalp treatments had been administered. He reported that his scalp was itchy and sore.
During an interview on 5/20/26 at 10:05 AM, Nurse #1 stated she routinely provided care to Resident
#1 but was not aware of any scalp issues or of the orders for ketoconazole shampoo or as"needed
fluocinonide. She reported she was unaware of any plaque buildup or irritation on his scalp. She
stated Nurse Aides were responsible for shampooing residents' hair, but she did not know whether
medicated shampoo was used.During an interview on 5/20/26 at 10:15 AM, Nurse Aide #2 stated she
routinely cared for Resident #1 and indicated she did not recall if Resident #1's scalp had multiple
scaly patches prior to his hospitalization on 5/5/26 but she had noticed irritation on his scalp at times
including this morning, but she was not aware of any treatment and had never used medicated
(continued on next page)
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F 0760 shampoo when washing his hair. Nurse Aide #2 indicated she had not reported this to Nurse #1 yet
today, but she was planning to. During an interview on 5/20/26 at 11:00 AM, the Unit Manager stated
Level of Harm - Minimal harm Resident #1 had a chronic skin condition and previously received scheduled fluocinonide twice daily
or potential for actual harm for symptom management. She stated the dermatologist changed the order to as needed on 11/6/25.
The Unit Manager reported she was not aware that Resident #1 had multiple crusted scalp patches
Residents Affected - Few when sent to the hospital on 4/24/26 and was not aware he continued to have scalp issues. She

stated the ketoconazole shampoo should have been administered twice weekly and the fluocinonide
used when needed. The Unit Manager indicated that she or the assigned nurse would enter new
orders into the electronic medical record but could not recall if she worked on 11/6/25 to enter new
medication orders. During a phone interview on 5/21/26 at 9:00 AM, the Physician stated he was not
aware of any concerns regarding Resident #1's scalp. He confirmed Resident #1 was followed by
dermatology and stated medications should be administered as ordered. During an interview on
5/21/26 at 10:30 AM the Wound Physician stated ketoconazole shampoo and fluocinonide topical
solution would be effective treatment for seborrheic dermatitis if they had been used. The Wound
Physician stated the medications should have been administered to Resident #1. During an interview
on 5/21/26 at 11:00 AM, the Director of Nursing (DON) confirmed the as"needed fluocinonide order
was active and should have been administered to Resident #1 when symptoms were present. She also
confirmed that the ketoconazole shampoo was an active order and should have been administered
twice weekly as prescribed and acknowledged this was not done. The DON indicated that the
ketoconazole shampoo wasn't transcribed from the dermatologist orders that were received on
11/6/25 and entered into Resident #1's electronic medical record, and the as needed fluocinonide was
on the MAR as and was not administered. The DON stated the nurse on duty on 11/6/25 should have
entered the ketoconazole into Resident #1's electronic medical record and that was not done. The
DON stated the fluocinonide should have been administered when Resident #1 was symptomatic but
that was not done. The DON stated the assigned nurse, or the Unit Manager, were responsible for
entering new orders.
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