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Initial Comments

An unannounced recertification and complaint
investigation survey was conducted on 01/20/26 through
01/22/26. The facility was found in compliance with the
requirement CFR 483.73, Emergency Preparedness. Event
ID # 1EOB4E-H1

INITIAL COMMENTS

A recertification and complaint investigation survey
was conducted from 01/20/26 through 01/22/26. Event ID#
1EOB4E-H1.

The following intakes were investigated: 2703629,

2695971, 2693408, 2667257, 2668195, 2660290, 2648496,
2602266, 2602220, 2585704, 789750, 789442, 789746,
789743, 789742, 789637, 789739, 789737, 789732, 789729,
789728, 789725 and 789710.

1 of the 62 allegations resulted in a deficiency
Respiratory/Tracheostomy Care and Suctioning
CFR(s): 483.25(i)

§ 483.25(i) Respiratory care, including tracheostomy
care and tracheal suctioning.

The facility must ensure that a resident who needs
respiratory care, including tracheostomy care and
tracheal suctioning, is provided such care, consistent
with professional standards of practice, the
comprehensive person-centered care plan, the residents
goals and preferences, and 483.65 of this subpart.

This REQUIREMENT is NOT MET as evidenced by:

Based on observations, record review, and resident,
staff, and Medical Doctor interviews, the facility

failed to administer oxygen at the physician prescribed
rate for 1 of 1 resident reviewed for respiratory care
(Resident #48).

The findings included:

Resident #48 was admitted to the facility on 1/8/26
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Corrective action for the residents found to be
affected by the deficient practice.

- The resident’s oxygen flow rate was immediately
assessed and adjusted to match the physician’s current
order.

- Nursing staff verified the oxygen delivery device,
flow meter settings, and proper placement.

- The physician was notified, and the order was
reviewed for accuracy.

- Resident was assessed for respiratory distress,
oxygen saturation, and comfort with findings documented
in the medical record.

Corrective action for other residents having the
potential to be affected by the same deficient
practice.

- An audit of all residents receiving oxygen therapy
was completed to ensure oxygen flow rates matched
physician orders.

02/02/2026

02/02/2026

02/02/2026

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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failure with hypoxia, chronic obstructive pulmonary
disease with acute exacerbation, chronic diastolic
(congestive) heart failure, acquired absence of lung
(part of), and dependence on supplemental oxygen.

A review of Resident #48’s physician’s orders, “Oxygen
at 3 LPM [liters per minute] via nasal cannula” (tubing
that delivers oxygen from an oxygen source to the
resident’s nose) and was written on 1/8/26.

A review of Resident #48'’s care plan, initiated on

1/9/26, revealed a problem of “at risk for shortness of
breath and respiratory distress due to chronic

respiratory failure with hypoxia [a deficiency in the
amount of oxygen reaching the body tissues, cells or
organs, preventing them from maintaining normal healthy
function], requiring continuous O2 [oxygen] use via

nasal cannula...” Interventions included “oxygen as
ordered.”

A review of Resident #48’s admission Minimum Data Set
(MDS), dated 1/15/26, revealed Resident #48 to be
cognitively intact and on oxygen therapy.

An observation and interview with Resident #48 was
conducted on 1/20/26 at 12:27 PM. She was observed
sitting on the side of her bed with her overbed table

in front of her and was receiving oxygen therapy via

nasal cannula. The oxygen concentrator was placed next
to her nightstand and was set to deliver oxygen at 2

LPM. Resident #48 stated she thought the reason she was
on oxygen was because she had lung cancer years ago.
She did not know what the oxygen flow rate on the
concentrator was supposed to be set at.

A telephone interview was conducted with Nurse #2 on
1/21/26 at 3:39 PM. Nurse #2 confirmed she had been
Resident #48’s nurse on 1/20/26 from 7:00 AM to 7:00
PM. Nurse #2 stated she knew that Resident #48’s oxygen
orders were for 3 LPM. When asked if she recalled
checking the resident’s oxygen concentrator on 1/20/26,
she stated she had so much going on that day that she
might not have checked the settings on the oxygen
concentrator. Nurse #2 said that Resident #48's “O2
sats” (oxygen saturation) were usually always within
normal limits.

A second observation of Resident #48 was made on
1/21/26 at 8:51 AM. She was lying in her bed and was
observed receiving oxygen therapy via nasal cannula.
The oxygen concentrator was placed next to her
nightstand and was set to deliver oxygen at 2 LPM.

full audit was completed on 1-21-26 and no other
discrepancies were found.

Systemic changes made to ensure that the deficient
practice will not recur.

Nursing staff were re-educated on:

Verifying oxygen orders prior to administration
Ensuring flow rates are set exactly as prescribed

Each resident who receives oxygen has an order for the
nurse to ensure correct liter flow every shift.

Clinical Competency Coordinator started education on
1-21-26 and completed education 1-31-26.

Education will be added to new hire orientation
conducted by the Administrative Staff.

Plans to monitor its performance to make sure that the
solutions are sustained.

Clinical Competency Coordinator started education on
1-21-26 and completed education 1-31-26.

Education will be added to new hire orientation
conducted by the Administrative Staff.

The DON or Unit Manager will conduct daily audits of
residents on oxygen therapy for one (1) week, then
weekly for one (1) month, then monthly for three (3)
months until a pattern of compliance is obtained.

Audits will include verification of physician orders,
flow rate settings, documentation, and resident
assessment.

Results were presented during Ad Hoc QAPI meeting on
1-29-26 by the Director of Health Services. (see
attachment)

Results will be presented and reviewed monthly during

routine QAPI meetings, and corrective actions will be
taken as needed.

Date of compliance: 2-2-26
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SS=D An interview was conducted with Nurse #1 on 1/21/26 at
8:53 AM. Nurse #1 stated she was Resident #48’s nurse
on that date, from 7:00 AM to 7:00 PM. She explained
that nurses were supposed to check the settings on an
oxygen concentrator against the physician’s orders once
a shift. She admitted she had not done that when she
went into Resident #48’s room around 8:30 AM to 9:00
AM. Nurse #1 explained this was the first time she had
worked on the hall where Resident #48 resided and did
not know the residents well yet. She checked Resident
#48'’s physician orders for oxygen and stated the
concentrator should be set to deliver at 3 LPM.

A third observation of Resident #48's oxygen
concentrator’s settings was made on 1/21/26 at 8:58 PM
with Nurse #1. Nurse #1 confirmed the oxygen
concentrator was set to deliver oxygen at 2 LPM. Nurse
#1 then increased the oxygen concentrator’s settings to
deliver oxygen at 3 LPM. Nurse #1 stated she would
continue to monitor the Resident.

A telephone interview was conducted with the facility’s
Medical Doctor (MD) on 1/22/26 at 4:17 PM. The MD
stated Nurse #1 had informed him of Resident #48’s
oxygen concentrator set to deliver oxygen at a rate of

2 LPM, instead of 3 LPM. The MD stated that no harm
came to Resident #48 and explained that the difference
between 3 LPM and 2 LPM was so minimal that it really
would not have made a difference in the Resident’s
oxygen saturations.

An interview was conducted with the Director of Nursing
(DON) on 1/21/26 at 2:00 PM. The DON explained after
Nurse #1 informed her that Resident #48’s oxygen
concentrator had been set to deliver 2 LPM instead of 3
LPM, she instructed the nurse to call and inform the
MD, and that she would call the family to inform them.
The DON further explained that the family member she
called was also a nurse at the facility and when they
spoke, she had asked him if Resident #48 would ever
“mess” with the settings on an oxygen concentrator. She
said the family member informed her that Resident #48
would occasionally do that when she was at home. The
DON did not know how the settings on Resident #48’s
concentrator got changed. The DON stated it was her
expectation that nursing staff check the settings on

the oxygen concentrator against the doctor’s orders
every shift.

An interview was conducted with the Administrator on
1/21/26 at 2:04 PM. She stated it was her expectation
that nursing staff follow the MD orders and facility
policy regarding oxygen therapy.
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