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F 0695 Provide safe and appropriate respiratory care for a resident when needed.

Level of Harm - Minimal harm 48835
or potential for actual harm
Based on review of facility policy, record review, observation and interviews, the facility failed to ensure
Residents Affected - Few Resident (R)1's oxygen was turned on and flowing for 1 of 1 resident reviewed for quality of care.

Findings include:

Review of the facility policy titled, Oxygen Utilization and Storage dated 11/14/05 revealed under the policy,
Residents who utilize oxygen will have written orders from the physician that specify liter flow, method of
administration and time parameters.

Review of R1's Face sheet revealed the facility admitted R1 on 02/16/2024 with diagnoses including but not
limited to; chronic respiratory failure and chronic obstructive pulmonary disease.

Record review of R1's Physician Orders revealed, Continuous oxygen flow at 2 Liters/minute, (oxygen
concentrator with nasal cannula) every shift for shortness of breath dated 02/16/2024. An additional
Physician Order revealed, Nurse to check every 2 hours that oxygen is on and in place and if on, the tank
that it is not empty, every 2 hours for respiratory maintenance, dated 04/30/2024.

An observation of R1 on 05/29/2024 at 11:40 AM revealed her sitting in her wheelchair, asleep in an activity
and she was snoring. R1's daughter was also present. R1's oxygen cannula tubing was on and she had an
oxygen tank, that was noted to be off. A request for a nurse to come was made. The Director of Nurses
(DON) came in and observed the oxygen turned off. The DON stated, The oxygen should not be off, it should
be at 2 Liters, continuous. | don't know why it was off.

An interview with R1's representative on 05/29/2024 at 11:25 AM revealed, There are times | come in and
her oxygen isn't even on. I've reported this to the head nurse. My brother recently visited and he also said
one day he noticed mom's oxygen was off and reported it to the nurse.

During an interview with Registered Nurse (RN)1 on 05/29/2024 at 11:45 AM, When asked what the oxygen
saturation level was when she last checked, RN1 confirmed it was 93% (indicating good oxygen saturation in
the blood) at 8:00 AM. RN1 checked it then and it vacillated between 93 and 94%. RN1 said she did not
know why it was turned off.

(continued on next page)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
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F 0695 During an interview with the DON on 05/29/2024 at 12:45 PM, she confirmed R1's daughter has brought this

to her attention in the past regarding R1's oxygen being turned off. She stated, | even got an order in April,
Level of Harm - Minimal harm or that the nurses are to check on R1 every 2 hours to ensure R1's oxygen is on and working. If R1 is on a
potential for actual harm tank, check to ensure the oxygen hasn't run out.

Residents Affected - Few
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