June 7, 2006
Oxygen policy

Introduction:   Because of extremes in altitude for many of the Long-Term Care (LTC) facilities, oxygen use in long term care is more common in Colorado than in other states.  In many LTC residents in Colorado facilities, oxygen saturations in many individuals are lower than those at sea level. An oxygen saturation of 90% that is felt to be a minimum for most individuals to function during usual activities can be further individualized. There are some individuals that function quite well in Colorado at oxygen saturations well below 85%.  For individuals in LTC that are dependent on others their activities of daily living, many do well at oxygen saturations below 90%.

A second issue is the uncomfortable nature of wearing an oxygen cannula around the clock. Oxygen tubing hurts the ears and can irritate the anterior nares (nostril area). This limits resident compliance with oxygen orders.  Many residents remove their oxygen, forget their oxygen or simply refuse to wear it. Residents’ rights (autonomy) then conflicts with physician’s orders.  This policy is an attempt to reconcile resident safety, health and well being with a residents’ right to refuse an intervention. 

Purpose:  To establish rationale use and monitoring of oxygen in residents of LTC facilities.

Monitoring:

1. Resident’s on chronic oxygen supplementation should have a pulse ox performed monthly as there is usually little change in those individuals on chronic supplementation.   Other conditions for rechecking Oxygen saturation are as follows: A. If such a resident starts to exhibit increased agitation or lethargy, oxygen saturation should be checked.
B. If a resident on chronic oxygen starts to have behaviors that are not characteristic for that resident such as episodes of confusion or disorientation, oxygen saturation should be checked.
C.  If such a resident demonstrates increasing respiratory difficulties such as complaints of shortness of breath, respiratory rate over 22, evidence of perioral or nailbed cyanosis, or new persistent cough. .
D.  If the resident demonstrates a change in his/her previous level of functioning.

E.  If the resident has a change in vitals signs, i.e. tachycardia, hypo or hypertension above baseline.
2. Parameters for when to call the physician should be established based on the individual resident.

3. Residents requiring oxygen for acute changes in condition i.e. pneumonia, heart failure exacerbation should be monitored at least q shift until the acute condition resolves.
4.  Oxygen saturations should be placed on the resident’s medication administration record or the treatment record of facility choice.
5  . Parameters for when to call the physician should be established for the individual resident.

Example of parameters:

Chronic oxygen use if oxygen saturations are below a resident’s established baseline usually <88% while on the established oxygen flow in an at rest state.

Acute Oxygen use- titration orders are common but most residents requiring more than 4 liters of oxygen via nasal cannula to maintain an oxygen saturation of > 87% require reassessment by a clinician independent of the resident’s intubation status. 

Resident refusals:

Facility staff should document resident refusals to wear oxygen and appropriately care plan for interventions to maintain a resident’s use of oxygen.  Resident refusals include those residents who do not have decision making capacity but continuously remove the oxygen from their person, despite reminders from the staff that the oxygen should be left in place.  
The staff need to care plan how they are to encourage and remind such a resident that the oxygen is to remain on.  The staff needs to document these attempts in the nursing notes and the response from the resident especially if the resident continues to fail to leave the oxygen in place.   
The physician should be notified if the resident consistently refuses to wear oxygen or is removing it despite attempts by the nursing staff to assist the resident with keeping the oxygen in place.  This notification should occur after 24 hours of resident refusal to keep the oxygen on and this notification should be documented.   
If the resident consistently refuses to wear oxygen then the continued use of oxygen needs to be reassessed.  If it is determined by the clinician that the resident health will be compromised then it may be appropriate to address end of life issues with the resident and the resident’s family (and/or proxy decision maker).  At no time is restraint use appropriate to maintain oxygen use. 
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