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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, interview, and record review, the facility failed to ensure resident oxygen administration orders
were completed per physician order for 1 of 4 sampled residents (Resident 1) reviewed for oxygen

Residents Affected - Few administration. This failure placed residents at risk of low oxygen levels and a diminished quality of life.

Findings included. Resident 1 admitted to the facility on [DATE]. The 5-day admission Minimum Data Set, an
assessment tool, documented the resident was on oxygen therapy and was severely cognitively impaired.
Record review of Resident 1's oxygen care plan, initiated 07/14/2025, documented, Administer oxygen @
2L/min [at two liters per minute] via nasal cannula; Continuous for dyspnea [trouble breathing]. Record
review of a physician order, dated 07/11/2025, documented, Administer oxygen @ 2L/min via nasal cannula;
Continuous for dyspnea. In an observation on 09/03/2025 at 9:30 AM, Resident 1 was observed in her room,
in bed, under covers, eyes closed. Resident presented confused and asked where she was. An oxygen
concentrator was near the resident bed, turned off, with the nasal cannula wrapped on top of the machine.
Near the bed was the resident's wheelchair, and on the back of the wheelchair was an oxygen tank that was
empty. In an interview on 09/03/2025 at 9:34 AM, Staff C, Licensed Practical Nurse, said she thought
Resident 1's oxygen orders had been changed, but reviewed the orders and said Resident 1 had orders for
continuous oxygen therapy. In an observation on 09/03/2025 at 9:37 AM, Staff B, Director of
Nursing/Registered Nurse, observed Resident 1 in her room and confirmed the resident was not on oxygen
while in the room, and the oxygen tank on the back of the wheelchair was empty. In an interview on
09/03/2025 at 9:46 AM, Staff B said Resident 1's orders state continuous oxygen therapy, and the order had
not been changed since the resident admitted to the facility on [DATE]. Staff B said with orders for
continuous oxygen orders she would expect Resident 1 to have oxygen applied at all times. Reference WAC
388-97-1060 (3)(j)(vi).
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