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staff interview and policy review, the facility failed
! to provide oxygen to 3 of 6 sample residents (#1,
| #4, #5) that utitized oxygen. This failure resulted !
" in actual harm for resident #1 who required i
cardiopuimonary resuscitation {CPR) and !
' fransport by emergency medical services (EMS) | :
to the hospital. The findings were: - |

1. Review of the 6/4/15 quarterly MDS ;

assessment for resident #1 showed the resident

ulilized oxygen and had diagnosis that included I

acute and Chranic respiratory failure, pulmonary

collapse, chronic airway obstruction, obstructive l
|
l

sleep apnea, congenital central alveoli

hypoventilation syndrorne, and morbid obesity. |

The fallowing concems were identified:

a. Review of a facility incident report for

! 6M10/15 showed at 6:35 AM there was a power

| surge that appeared to last "momentarily.”

| Continued review of the incident report showed a °

. CNA entered resident #1's room and found the

; resident unresponsive and the oxygen

i concentrators were not operating. The nurse was

; notified, CPR was initiated, and the resident was

+ transporied to the hospital via EMS at 7:44 AM.

i b. Review of nurse's note for resident #1 ! |
dated 6/10/15 at 8:27 AM showed the resident | i
was found cyanotic al 7:10 AM by a CNA who i ;
reported to the nurse. Continued review aof the |
nurse's note showed the nurse had previously
assisted the resident to switch from "02"

: {oxygen) to BiPAP (Bileve! positive airway !

| pressure) at 6:30 AM.

: c. Review of physician orders dated 5/4/15

. showed the resident required “oxygen per facility

| protocol. Titrate O2 sats to 89% or greater PRN
[as needed] related to acute and chronic

| respiratory failure. "

{  d. Review of a "Physician Record of Visit" !
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dated 5/14/15 showed the nurse communicated i
; that "o2 needs decrease when patient is i
i compliant/uses BIPAP (15L/min [liters per minute] '
| with BiPAP/20L/min without BiPAP)." Further
! review of the "Physicians Record of Visit” showed
the nurse requested specific parameters for
titration in regard to the O2 saturation and the
physician gave parameters of 90-94%.

e. Interview with resident #1's physician on
7/8/15 at 4:57 PM revealed the resident _
experienced hypoxia (a deficiency in the amount
of oxygen reaching the tissue) and decreased

! oxygen saturation fevels without continuous

! oxygen. Further interview at that time revealed

| the hypoxia and decreased oxygen saturation |

| levels could result in death. Continued interview |

| revealed the resident could be without oxygen
“maybe 30 minutes” because the resident had
refumed to the facility on 6/9/15 after being

i hospitalized for tracheitis. |

i f. Interview with the maintenance directoron

| 712115 at 9:30 AM revealed backup generators |
supply power 1o the facility in case of power !

' interruption. All generators were running atthe |

i time of the incident. Further interview at that time '

| revealed the generators only supply power to hall

| lights, heating and cooling systems, call systems, |

i fire alarm systems, and red outlets that are !

| throughout the facility. However, no red outlets

| are located in resident rooms.

I g. Interview with the NHA on 7/2/15 at 10:45

| AM revealed the oxygen for resident #1 was a

i lifesaving plece of equipment and s/he required it

i continuously.

i 2. Review of the 6/30/15 quarterly MDS

| assessment for resident #5 showed the resident

" utilized oxygen and had diagnoses that included
senile dementia. The following concerns were

F 328 i
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a. Observation on 7/1/15 at 4:50 PM showed

. the resident was in the dining room awaiting meal
service. The resident did nol have oxygen being
used at the time and no oxygen tank or
concentrator was available for use. The nurse
attempted fo obtain an oxygen saturation level
and was unable to get the machine to register.
The nurse instructed a CNA to locate the
resident’s oxygen. The CNA retumned to the dining |
room &t 4:58 PM and applied the oxygen to the
resident. At 5:00 PM according to the oxygen
saturation monitor the resident had an oxygen
saturation of 85%.

b. Review of physician order dated 1/9/15
showed resident #5 was to receive
oxygen at 3 liters per minute by nasal cannula at -
all times,

3. Review of the 6/9/15 quarterly MDS

assessment for resident #4 showed the resident

! utilized oxygen and had diagnoses that included

| pneumonia. the following concerns were

! identified:

i a. Observation on 7/1/15 at 4:30 PM until
4:37 PM showed the resident was silting in

; his/her room in the wheelchair. The oxygen

' concentrator was running and the wrapped tubing

1 was hanging on the concentrator. The resident

| did not have a poriable oxygen unit on the
wheelchair and was not receiving oxygen at that

! time.

i b. Review of physician orders for resident #4

| dated 6/24/15 showed the resident was to

| "receive oxygen per facility protocol. Titrate 02

i sats to 89% or greater PRN. Currently on 4L PER

| nasal cannula every shift for health maintenance.”

i
| 4. Review of facility policy "Oxygen Usage"
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of an emergency nature where immediate
| application is necessary, as per standing
| orders..."

! physician orders.

; revised July 2013 showed "Procedures... 3. It will
be administered under a physiclan's order unless

| 5. interview with the NHA on 7/2/15 at 10:45 AM
| revealed staff should assist residents with oxygen
| utilization and O2 should be administered per the
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