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F 0710 Obtain adoctor's order to admit aresident and ensuretheresident isunder adoctor's
care.

Level of harm - Minimal **NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | C#NJ 750 Based on observation, interview, and record review, it was determined that the facility failed to implement a
harm Physician's Order (PO) for aresident to receive an inhalation [MEDICATION NAME][MEDICATION NAME] medication that
relaxes
Residents Affected - Few muscles in the airways and increases airflow to the lungs for 1 of 1 Resident (Resident #1) reviewed. This deficient
practice was evidenced by the following: On 8/28/20 at 11:50 AM, the surveyor observed Resident #1 in their room seated in
awheelchair watching television without apparent respiratory distress. A review of the resident's Face Sheet (an admission summary)
reflected that the resident was admitted to the facility on [DATE], was readmitted on [DATE], and had [DIAGNOSES
REDACTED]. A review of the 7/1/20 Annual Minimum Data Set (MDS), an assessment tool, indicated a Brief Interview for Mental
Status (BIMS) score of 6 out of 15, which reflected that the resident's cognition was severely impaired. The surveyor
re;/i ewed the April 2020 Physicians Order Summary (POS) Report, revealed a PO for [MEDICATION NAME] Nebulization
Solution
(2.5 mg/3ml) 0.083% 3 ml; inhale orally via nebulizer every 6 hours for [MEDICATION NAME] with a start date of 1/9/19;
There was no discontinued date. The surveyor reviewed the April 2020 Medication Administration Record [REDACTED]. The April
2020 MAR indicated [REDACTED]. The medication was not administered on 4/4/2020. On 8/28/20 at 11:30 AM, the survey team
met with the Director of Nursing (DON) and the Administrator and requested a copy of the PO for the discontinuation of the
[MEDICATION NAME] Nebulizer Medication. The DON stated that there was no PO to discontinue the medication. The
Administrator noted that the facility followed the Center for Disease Control's (CDC) recommendations with guidance to
discontinue nebulizer treatments. On that same day at 1:10 PM, during an interview, the Nurse Practitioner (NP) stated that she had
been aware that the [MEDICATION NAME] Nebulizer Medication was discontinued. Still, she had not discontinued it,
and stated, the facility did. The surveyor asked the NP if shefelt it was appropriate for the facility to discontinue
medications without a physician's order. The NP did not respond. On that same day at 2:30 PM, during a phone interview, the
Resident #1's Primary Care Physician (PCP) stated that he did not give orders to discontinue the [MEDICATION NAME]
Nebulization Medication, nor was he aware that the facility discontinued it. He further said that he became aware when
Resident #1's daughter contacted him very upset that the resident's Nebulizer Medications had been discontinued. The
physician told the surveyor it was at that time, when the DON informed him that the staff did not want to administer the
Medications viathe Nebulizer because of the risk of them contracting [MEDICAL CONDITION]. The physician then ordered the
Nebulizer medication to resume routinely every 6 hours for one week, and then every 6 hours only as needed. The DON
provided the surveyor with a copy of the CDC Coronavirus Disease (COVID-19) Interim U.S. Guidance for Risk Assessment and
Work Restrictions for Healthcare Personnel with Potential Exposure to Covid-19, which did not address the recommendation
for the discontinuation of Nebulization Medications. The survey team met with the Administrator and DON and discussed the
above observations and concerns. The Administrator and the DON both stated that they should have obtained a PO before
discontinuing Resident #1's Nebulizer medication. There was no additional information provided by the facility. NJAC: 8:39- 27. 1
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