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F 0684

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident's preferences and
 goals.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observations, review of facility documentation, review of facility policy, and interviews, for one Resident,
 (Resident #3), observed on the COVID-19 transitional unit, the facility failed to ensure a current physician's orders
 [REDACTED]. The findings include: Resident #3's [DIAGNOSES REDACTED]. The quarterly Minimum Data Set (MDS)
assessment dated [DATE] identified Resident #3 was moderately cognitively impaired and required extensive assistance with bed
mobility and
 transfers and limited assistance with eating. The nurse's note dated 5/8/2020 identified that Resident #3's nebulizers were on hold.
The Resident Care Plan (RCP) dated 6/1/2020 identified an altered respiratory status. Interventions directed to
 monitor respiratory status, administer medications as ordered. The physician's as of orders dated 6/1/2020 identified
 [MEDICATION NAME]-[MEDICATION NAME] 0.5-2.5 inhale every four hours for [MEDICAL CONDITION] and
[MEDICATION NAME]
 nebulization solution were both on hold. Observation and interview on 6/8/2020 at 1:42 PM with the Director of Nurses (DNS) on the
Transitional Unit (monitoring for new admissions, residents who may have been exposed, residents recovered,
 residents who leave for medical reasons) identified a nebulizer machine in use. Licensed Practical Nurse (LPN) #1 was
 observed coming down the hall and entered Resident #3's room wearing a face shield, N95 mask, yellow disposable gown, and
 gloves. Resident #3 was noted with a nebulizer in place and the curtain between Resident #3 and Resident #4 was noted to be open.
Interview with Respiratory Therapist #1 on 6/8/2020 at 1:44 PM identified that Resident #3 was no longer on a
 nebulizer treatment and that there were only two residents on another unit who received nebulization. Respiratory Therapist #1
identified that all nebulization treatments on Resident #3's unit were on hold. Interview with LPN #1 on 6/8/2020 at
 1:46 PM identified that he/she administered a nebulizer treatment to Resident #3 because there was a physician's orders
 [REDACTED]. Interview and review of physician's orders [REDACTED].#3 did not have a current physician's orders
[REDACTED].
 Re-interview with Respiratory Therapist #1 on 6/8/2020 at 2:43 PM identified that Resident #3 had a previous order for
 nebulizers, but did not have a current physician's orders [REDACTED]. Respiratory Therapist #1 identified that since
 Resident #3 was on the Transition Unit, he/she should have only received an inhaler, not a nebulizer. The facility
 nebulizer policy identified that nebulizer therapy was an aerosol, water in a particulate form or mist and all aerosol
 treatments would be given by air unless specified by a physician's orders [REDACTED].

F 0880

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observations, review of facility documentation, review of facility policy, and interviews, for one Resident,
 (Resident #3), observed on the COVID-19 transitional unit, the facility failed to maintain appropriate Personal Protective
 Equipment (PPE) and failed to administer an aerosolized procedure according to CDC guidelines during the COVID-19 pandemic.
The findings include: Resident #3's [DIAGNOSES REDACTED]. The quarterly Minimum Data Set (MDS) assessment dated [DATE]
 identified Resident #3 was moderately cognitively impaired, required extensive assistance with bed mobility and transfers
 and required limited assistance with eating. The nurse's note dated 5/8/2020 identified that Resident #3's nebulizers were
 on hold. The Resident Care Plan (RCP) dated 6/1/2020 identified an altered respiratory status. Interventions directed to
 monitor respiratory status, administer medications and puffers as ordered. The physician's as of orders dated 6/1/2020
 identified [MEDICATION NAME]-[MEDICATION NAME] 0.5-2.5 inhale every four hours for [MEDICAL CONDITION] and
[MEDICATION
 NAME] nebulization solution were both on hold. Observation and interview on 6/8/2020 at 1:42 PM with the Director of Nurses
(DNS) on the Transitional Unit (monitoring for new admissions, residents who may have been exposed, residents recovered,
 residents who leave for medical reasons) identified a nebulizer machine in use. Licensed Practical Nurse (LPN) #1 was
 observed coming down the hall and entered Resident #3's room wearing a face shield, N95 mask, yellow disposable gown, and
 gloves. Resident #3 was noted with a nebulizer in place and the curtain between Resident #3 and Resident #4 was noted to be open.
LPN #1 was questioned as to why the curtain had been opened during an aerosolized nebulizer procedure when he/she
 entered the room and was now closed. LPN #1 identified that the curtain had been closed prior to entering the room despite
 the observation by the surveyor and DNS. LPN #1 then went down the hall without removing her PPE, went behind the nurse's
 station desk, and entered the medication room. Interview with Respiratory Therapist #1 on 6/8/2020 at 1:44 PM identified
 that Resident #3 was no longer on a nebulizer treatment and that there were only two residents on another unit who received
nebulization. Respiratory Therapist #1 identified that all nebulization treatments on Resident #3's unit were on hold.
 Re-interview with LPN #1 on 6/8/2020 at 1:46 PM identified that he/she administered a nebulizer treatment to Resident #3
 because there was a physician's orders [REDACTED]. Interview and review of physician's orders [REDACTED].#3 did not have a
 current physician's orders [REDACTED]. Re-interview with the DNS on 6/8/2020 at 2:25 PM identified that both Resident #3
 and Resident #4 were previously on the COVID-19 positive unit, had refused testing and were on the transition unit because
 of the potential of exposure and refusal of testing. The DNS identified that LPN #1's last PPE in-service had occurred on
 5/29/2020. Re-interview with Respiratory Therapist #1 on 6/8/2020 at 2:43 PM identified that Resident #3 had a previous
 order for nebulizers but did not have a current physician's orders [REDACTED]. Respiratory Therapist #1 identified that
 since Resident #3 was on the Transition Unit, he/she should have only received an inhaler, not a nebulizer. Respiratory
 Therapist #1 identified that during aerosolized nebulizer procedures, Resident #4 should not have been in the room during
 the procedure, no one should enter the room for 30 minutes following the procedure due to the nature of aerosolized
 procedures (airborne,) and that closing the curtain did not matter due to nebulization being an aerosolized procedure
 (airborne). Additionally, LPN #1 should not have worn her PPE coming out of the room, down the hall and into the medication room,
and that CDC PPE guidelines identified he/she should have discarded the PPE on leaving the room. The facility
 nebulizer policy identified that nebulizer therapy was an aerosol, water in a particulate form or mist and all aerosol
 treatments would be given by air unless specified by a physician's orders [REDACTED].
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