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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to ensure that residents who needed respiratory 
care were provided with such care consistent with professional standards of practice, the comprehensive 
person-centered care plan, and the resident's goals and preferences for 1 of 3 residents (Resident #6) 
reviewed for respiratory care. The facility failed on 09/23/2025 to ensure Resident #6's oxygen was 
administered at the correct setting of 4 liters per minute per physician's orders when Resident's oxygen was 
set at 1 LPM.This failure could place residents at risk of developing respiratory complications. Findings 
included:Record review of Resident #6's admission record, dated 09/23/2025, revealed an [AGE] year-old 
male who admitted to the facility on [DATE] with a primary diagnosis of Pneumonia (infection in one or both 
lungs). Other diagnoses included Acute and chronic respiratory failure with hypoxia (condition when there is 
not enough oxygen in the tissues in the body), and Chronic Obstructive Pulmonary Disease (a lung disease 
that blocks airflow and makes it difficult to breathe). Record review of Resident #6's admission MDS, dated 
[DATE], revealed a BIMS of 11, indicating moderate cognitive impairment. Record review of Resident #6's 
care plan, dated 09/01/2025, revealed the following: -The Resident has COPD with intervention of Head of 
bed elevated while in bed to tolerable/preferred level or out of bed upright in a chair during episodes of 
difficulty breathing.-The Resident Has altered respiratory status/difficulty breathing r/t COPD, Acute 
respiratory failure. On Oxygen via nasal cannula with interventions of Monitor for s/sx of respiratory distress 
and report to MD PRN. and O2 via nasal cannula per physician orders.Record review of Resident #6's Active 
physician's order summary revealed, O2 at 4 L/min via NC every day and night shift with start date of 
09/01/2025.Observation and interview on 09/23/2025 at 3:13 PM revealed Resident #6 lying in bed with 
nasal cannula on. The oxygen concentrator was on and set at 1 LPM. Resident #6 stated they [staff] had 
been running it at 4 [LPM]. Resident #6 did not appear to be in respiratory distress. Interview on 09/23/2025 
at 4:03 PM, CNA B stated that Resident 6's oxygen was supposed to be set at 2 LPM. She stated she had 
not checked with the nurse, but when they had another resident on oxygen, the nurse told her to put it on 2 
LPM. CNA B stated if oxygen was not at the right setting the resident could have breathing problems. She 
stated she had not seen Resident #6 have any problems breathing. Observation and interview on 
09/23/2025 at 4:23 PM, in Resident #6's room, LVN A stated Resident #6's concentrator was set at 1 LPM. 
LVN A went to verify the order on the computer and brought the vital sign monitor with her back to the room. 
Resident #6's oxygen saturation level read 95%. She stated she would check with Therapy about the setting 
and maybe the knob on the concentrator was bumped. LVN A stated if the setting was incorrect, the risk was 
the resident could go hypoxic. She said the nurse and everybody else involved in care was responsible for 
ensuring the setting was correct. She stated the nurses were responsible to monitor and follow the physician 
order.In a follow up interview on 09/23/2025 at 4:58 PM, CNA B stated she had not changed the setting on 
the concentrator. She stated when she switched the O2 from the concentrator and turned on the e-tank 
(portable oxygen cylinder) she would set it for 2 LPM. She stated she was supposed to verify the setting with 
the nurse. Interview on 09/25/2025 at 4:00 PM, the DON stated her expectation for staff was the setting 
should be per the physician orders. She stated the licensed nurse was responsible and CNAs were to verify 
with the licensed nurse what the flow rate should be. The DON said if not followed, the patient could not have 
adequate oxygen delivery or more. She said it was monitored by the nurse; the order pops up and the 
licensed nurse observed the correct flow rate.Interview on 09/25/2025 at 4:59 PM, the Administrator stated 
the nurse was responsible based on the order and to communicate that to the CNA. She said if not followed 
the resident could desat and have an emergent episode. Record review of the facility policy titled Oxygen 
Administration undated, revealed: The purpose of this procedure is to provide guidelines for safe oxygen 
administration.Preparation1. Verify that there is a physician's order for this procedure. Review the physician's 
orders or facility protocol for oxygen administration.Steps in the Procedure.8. Turn on the oxygen. Unless 
otherwise ordered, start the flow of oxygen at the rate of 2 to 3 liters per minute.
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