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“The preparation and/or execution of this

F ogo plan of correction does not constitute

lmission or agreement by the provider of

he truth of facts alleged or conclusions set
D - .

AMENDED orth in the statement of deficiencies. The

A Recertification, Abbreviated/Parlial Extended blan of correction is prepared and/or
Survey (complaint #KY21508) and a Revisit E.\'co:E:t'ed solely because it is required by the
Survey for the 02/11/14 Abbreviated/Partial rovision of Federal and State Laws.”
Extended Survey was conducted 03/26-03/28/14

F 000 | INITIAL COMMENTS

to determine the facllity's compliance with Federal 1 addition to the prior abatement
reguirements. Past Jeopardy was [dentlfied. fubmitted and accepted on 04/08/2014, the
Complaint #KY21606 was substantiated with Past facility also submits the following plan of
Jeopardy Identified. gorrection: i
After consullation with the Centers for Medicare F 281: The Services
: provided meet
and Medlcald Services (CMS) the survey was professional standards of quality.

re-opened on 04/01/14 to obtain additional

Information. I Resident(s) affected by alleged deficient

Based on the surveys which concluded on practice: _

04/09/14, Immediate Jeopardy was Identified to ® Resident was discharged home on
exlst beginning on 01/17/14 through 04/08/14 In 03/15/14 with family and no longer
the areas of 483,20 Resident Assessment, F-281 resides at the center.

and 483.25 Qualily of Care, F-333; 483.75
Adminlstration F-490 and F-620, at a Scope and

I

Residents with potential to be affected

Saverily of a"J". Substandard Qualily of Care by alleeed defici Sbes:

was [dentified at 483.25 Quality of Care. The _-,s "l;pg;: c(;ﬁ;lt(:t‘ilo,;rg}‘:%w id

facility was notified of the Immediate Jeopardy on : : P

0410314, audit, two residents were identified
as having orders for fentanyl patches

The areas of 483,20 Resident Assessmenl, F-281 and on 04/03/14, the Regional

and 483,25 Qualily of Care, F-333 were repeat Director of Clinical Services

deficlencies at a Scope and Severlty of a "J" from RDCS) and Director of Nursi

the 02/11/14 Abbrevlated/Partlal Extended EDON) )rcviewedethgirroMeduif:Piﬁ

Survey. The 04/09/14 surveys revealed the Administration Record (MAR) t;

facllily falled to have an effective oversight in

Management and failed to have an effective verify administration compliance to !

Qualily Assurance Program lo prevent the physician orders, that two (2)

likelihood of serious Injury, harm, impalrment, or licensed nurses are signing the MAR

dealh to a resident. The facility's census on the at each time a patch is applied and
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X0) DATE

A0 AN Coecudtiice. Do odons  opbal14

Any deficloncy staleméhl anding with an asterisk (*) dencles a deflclency which the Institullon may be excused from correcting providing it is dotbrmined] thal
othor safeguards provide sufficlont protection lo the pallents. (Seo Instruclions.) Excepl for nursing homaes, the findings slated above are disclosable 90 days
following the date of survey whelher or not a plan of correetlon Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following tha data these documenls are mado avallable to the facliily. 1l deficlencles are cited, an approved plan of correction Is requisito to continued

program pailicipation,
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date of the survey (03/28/14) was sixty-three (63).

On 01/14/14, Resldent #15 was readmilted to the
facility from the hospital with a Physician's Crder
to apply a Fentanyl Palch (for the management of
chronic pain) 50 microgram (mcg) and change
every 72 hours. Documented evidence revealed
a Fentanyl Patch 50 mcg was applied to the
resident at the hospital that morning. However,
the facility's Admisslon Assessment did not
Identify that Resident#*15 had a Fentanyl Patch in
place.

On 01/17/14, a Fentanyl Patch was applied to the
resident at the facllity; however, there was no
documented evidence a Fentanyl Patch was
removad from the resldent. On 01/16/14 at
approximately 6:16 PM, the resident was found
staring blankly with minimal response to verbal
stimull, The physiclan was nolified and
instructions were received to remove the Fentanyl
Patch and to send the resident to the Emergency
Room for evaluation. Facllily staff removed a
Fentanyl Patch and the resident was sent to the
Emergency Room. Review of hospital
documentation revealed another Fentanyl Patch
was removed from the resident at the hospital.
The resident was administered a dose of Narcan
(Oplate drug reversal drug) 0.4 milligrams (mg)
via intravenous (IV) piggyback. The resident
aroused and was able to state his/her name to
the Emergency Reom Nurse, Resident #16 was
admilled to the Intensive Gare Unit (ICU) on
01/19/14 at 12:03 AM with a primary diagnosis of
Encephalopathy secondary to a Fentanyl Patch,
and a secondary diagnosis of Accldental Narcotic
Overdose.

An acceptable Allegation of Compllance (AoC)

body matched the location
documented on the MAR, Any
issues identified were immediately
addressed.

®  On 04/03/14, the two residents with
current orders for fentanyl patches
were seen by a physician in the
center to identify any issues with
dosage or documentation of
fentanyl, No concerns were noted.

®  On 04/04/14, the pharmacist was in
the facility and reviewed the two
resident’s with orders for fentanyl
patches to identify that fentanyl
patch orders were correct, fentanyl
counts were completed and accurate,
fentanyl patches were applied
correctly and the location was
documented and verified each shift
with placement check. No issues
were identified.

®  On04/07/14, RDCS and DON
completed an 100% resident audit to
identify that the nine (9) residents
with any type of transdermal patch
had location noted on MAR, that
location on resident corresponded
with documented site, and that all
medications were being
administered per physician order.
No issues were identified.

®  On 04/07/14, all nine (9) current
residents with transdermal patches

(X4)ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION X6}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE cm%egmn
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removed., In addition, they observed
FF 000 | Continued From page 1 F 000 the patch location on the residents’

had a care plan reviews completed
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F 000

F 281
§8=J

-1 the hospital History and Physlcal, hospltal

Continuad From page 2

was racelved, on 04/08/14, alleging the removal
of Immediate Jeopardy on 04/08/14. The State
Survey Agency valldated, on 04/09/14, the
Immediate Jeopardy was removed on 04/08/14,
as alleged. The Scope and Severily was lowersd
to & "D" at 483,20 Resldent Assessmant, F-281;
483.25 Quallty of Care, F-333; and, 483,76
Administration, F-480 and F-520 while the facilily
devalops and implements the Plan of Corraction
{PoC) and the facllity's Performance
Impravemant Committes monitors the
effeciiveness of the systemic changes.
483.20(k){3}{) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facilily
must meet professional standards of qualily,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of the facflily's policy and procedures,

Discharge Summary and the hospital's January
2014 Medicalion Administration Record (MAR), it
was delermined the factlity faited to adminlster
medication In accordance with acceptable
standards of praclice for one (1) of fifteen (15)
sampled residents (Resident #15). The facility
falled to hrave an effective system in place lo
monitor the placement and remaval of medication
transdermal patches and Identify if transdermal
patches were in place on admission to ensure the
medicallon was administered at the right dose,

Review of the facllity's Plan of Correction (POC),
for the survey dated 02/11/14, revealad all

F 000

F281

* A nursing assessinent was

Systems to ensure alleged deficient
practice does not recur:

by the RDCS to verify that their
transdermal patch usage had
appropriate care plan interventions
as indicated. No issues were
identified.

completed by licensed nurse/charge
hurse on ail nine (9) current
residents with transdermal patches
04/02/14-04/07/14 to identify any
change in condition. No issues were
identified,

Additions were made to the MARs
of all residents who have orders for
transdermal patches to support
documentation of patch application,
site, removal and nonitoring by two
licensed nurses.

Transdermal patch application, site
documentation, observation,
removal, destruction and monitoring
is now included in orientation of
new licensed nurses.

Added to the orlentation for
Certified Nurse Aides is the
responsibility to observe for
transdermal patches during ADL
care and notify nurse if more than
one patch is identified as being
present on a resident,

On 04/01/14 and 04/02/14 the
Administrator and DON provided
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licensed staff was educated on the five (5} rights
of medication administration and & post
compatency test related to medication
administration was given on two (2) occasions.
The five {6} rights of medication administration
are: 1.) Right Resident, 2.) Right Drug, 3.) Right
Dose, 4.) Right Time and, 5.) Right Route.
Howevar, the facllity falled Lo have an effective
system in place lo ensure staff followed
standards of practice related to medication
administration. The facility failed to ensure staff
monitored the placement and removal of
medicalion transdermal palches and idenlified if
lransdermal patches ware In place on admission
to ensura the medicalion was administered at the
right dose,

On 01/14/14, Resident #15 was readmiiled to the
facility with a physician's order for a fifty (60)
micrograin (meg) Fentany! Patch (oplate pain
medicalion) every sevenly-lwo (72) hours. The
hospltal had applied the Fentanyl patch that
morning prior to the resident's transfer to the
facllity. On 01/17/14, the facility applied a
Fentanyl patch; however, there was no
documented evidence the facility had Identified
that the Fentanyl patch that was applled at the
hospital was In place on admission, or that the
patch had besn removed on or before applying
another patch,

On 01/18/14 at approximately 6:16 PM, Resident
#16 was found starlng blankly, with minimal
response lo verbal slimull. The physictan was
notified and a fifty (50) microgram (mcg) Fentanyl
Palch was removed from the reslient's chest at
the facllity. The resldent was sentto the
Emergency Room for evaluation. Review of
hospital documentation revealed a Fentany)

STATEMENT OF DEFICIENCIES {41) PROVIDER/SUPPLIERIGHLIA {X2) MULTIPLE CONSTRUGTION
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER:! A BUILDING COMPLETED
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education to all licensed nurses
F 281 Continued From page 3 F 281 regarding disposal of fentanyl

¢ Inaddition, on 04/02/14, the

patches, documenting disposal of
fentanyl patches and that two (2)
licensed nurses are documenting and
monitoring disposal.

Assistant Director of Nursing
(ADON) continued to educate the
licensed nurses regarding
administration of transdermal
patches. This education included:

1. Five (5) rights of
medication pass

2, Ensure previous
transdermal patch removed

3. Disposal of fentanyl
patches and documentation
of disposal.

4. Monitoring of fentanyl
patch placement and
documentation,

On 04/03/14, the RDCS completed
train-the-trainer education for the
DON, Assistant Director of Nursing
{ADON), Staff Development
Coordinator (SDC) and MDS
Coordinator to include:

1. Transdermal Patch
administration/removal
pelicy and procedure,

2. Required documentation of
the fentanyl patch removal
and application, including
anatomical location of

patch to be on the MAR,
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Patch was removed In the Emergency Room,
The resldent was administerad a dose of Narcan
(Oplate drug reversal drug) 0.4 miligrams (mg)
via IV plggyback and the resident woke up and
stated his/her name to the Emergency Room
Nurse. Resldent #15 was admitled to the
Intensive Care Unit (ICU}, on 01/19/14 at 12:03
AM, with a primary diagnosis of Encephalopathy
secondary to a Fentanyl Patch and a secondary
dlagnosls of Accldental Narcotlc Overdose.

The facility's failure to ensure medication was
administered at the right dose according to
nursing standards of praclice has caused or Is
likely to cause serious Injury, harm, impalrment,
or death lo a residenl. Immediate Jeopardy was
{dentifled on 04/03/14 and was determined to
exist on 01/17/14. The facllity was notifiad of the
Immediate Jeopardy on 04/03/14.

An acceptable Allegation of Compliance was
recelved on 04/08/14, alleging the removal of the
Immediate Jeapardy on 04/08/14, The State
Survey Agency validated, on 04/09/14, the
Immediate Jeopardy was removed on 04/08/14,
as alleged. The Scope and Severily was lowered
to a"D" at 42 CFR 483.20 Resldent Assessment
F-281; 42 GFR 483.25 Qualily of Care F-333;
and, 483.76 Administration, F-460 and F-520
while the facility develops and implements the
Plan of Correction (POC) and the facility's Quality
Assurance (QA) monitors lhe effectiveness of the
systemic changes,

The findings Include:
Review of the Kentucky Board of Nursing

Advisory Opinlon Statement (AOS) #14 Patient
Care Orders, revised 10/2010, revealed

AND PLAN OF CORRECTION A BUILDING
186320 B. WING 04/09/2014
NAME OF PROVIDER OR SUPPLIER STRELT ADDRESS, GITY, STATE, ZIP CODE
252 W, 6TH ST,
LIFE CARE CENTER OF LACENTER LA GENTER, KY 42056
X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF GORREGTION 3)
f(’ﬂ‘}i)f“[ix (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECGTIVE ACTION SHOULD BE conrLeTION
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3. Admission documentation
F 281 | Conlinued From page 4 F 281 in admission

assessment/notes to
include existing fentany]
patches present upon
admission, their location
and removal, when unable
to determine date of
application and as ordered
by physician,

4. Notification of
DON/ADON upon receipt
of new fentanyl patch
orders received,

All licensed nurses received the
above training beginning on
04/03/14 by DON/SDC/ADON or
MDS nurse. Education included
quiz with required score of 100% to
validate competency, Licensed
nurses were not allowed to work
until training and competency was
verified. This education was
complete on 100% of licensed staff
prior to midnight 04/04/14,

DON, Staff Development
Coordinator (SDC) and MDS Nurse
provided education to the Certified
Nurse Aides to observe for patches
during ADL care and notify nurse if
more than one patch is identified as
being present on a resident,
Education was initiated 04/04/14
and completed prior to midnight for
any staff on duty. Staff not receiving
education prior to midnight
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Registered Nurses and Licensed Practical
Nurses are responsible for the administration of
medication or treatment as aulhorized by a
Physiclan, Physlclan Asslstant, or Advanced
Practlce Reglistered Nurse. Components of
medication adminlstration include but are not
limitad to preparing and giving medication In the
preseribed dose, route, and fraquency.

Review of ths facility's Disposal of Fentanyf
Patches policy, last revised 1072010, revealed (he
faciitty should have the disposal of a Fentanyl
lransdermal patch witnessed by another nurse to
prevent diversion. Document the removal and
disposal of the patch,

Record review revealed the facility admilled
Resident #15 on 01/14/14 with diagnoses which
included Pyelonephrills, Aphasia, Late Effects
Cerebral Vascular Accident, Diabetes Mellitus
Typs H, Muscle Spasm, Arthritls, and
QOsteoporosls,

Review of Resident #15's hospilal January 2014
MAR revealed, on 01/14/14, the resident was
adminlstered a fifty (50) mcg Fentanyl Patch at
8:32 AM, at the hospital. However, review of the
resident's "Initial Data Collection Tool/Nursing
Service" form which Included a skin assessmenl,
Nurse's Notes, daled 01/14/14, and the facllity's
January 2014 MAR ravealed there was no
documented svidence the faciity had ldentifiad
Resldent #15 was admilled with a Fenlany) Palch
in piace.

Interview with Reglstered Nurse (RN) #8, on
03/26/14 at 10:22 AM, revealed he was the
Admission Nurse on 01/14/14, when Resident
#16 was admitled lo the nursing facility. He slated

* Beginning 04/04/14, licensed nurses

¢ On (04/04/14, SDC provided

*  On04/04/14, RDCS provided

*  On (04/10/14, DON additional

(431D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORREGTION (45)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
™o REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CHROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
04764714 will recélve prior io
F 281 | Continued From page 5 F 281 beginning their next scheduled shift.

are to notify the DON/ADON at the
time of receiving a new order for
fentanyl {0 ensure order is correct,
documentation of site, and two (2)
nurses monitoring application,
removal and disposal.

education to all licensed nurses
regarding notification of DON of
any new order/fadmission with an
order for fentany! patch. Also
included was additional education of
ensuring that patch order is correct,
documentation of site, two (2)
nurses witnessing removal and
destruction and one (1) licensed
nurse is monitoring patch placement
every shift,

additional education to Certified
Nursing Assistants (CNA) regarding]
documenting and reporting to the

licensed nurse if two (2) patches of
any kind are found on the resident,

education provided to licensed
narses regarding fransdermal
patches. Content included
transdermal patch application and
two (2) nurses to apply and remove
on MAR and to contact DON/ED
immediately if patch is ordered and
not present,
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¢ On 04/15/14, RDCS additional
F 281/ Conlinued From page 6 F 281 education was provided to licensed
he completed a head lo toe skin assessment on nurses regarding what information id
thti :;?siclenlii bu: gotéld 1'1:01 r‘emezn};bfrhwhether or to be documented on MAR, and
not the resident had a Fentany! Patch on what Nurse #2 is validati
admission. He revealed f he had identlfied a MAR. Nores #  oatin on the
patch was In place It would not have been I : tion. locats £
noteworthy as he was observing for skin issues. gf’sp “;21’0'?1 h"Tga“"“;;le'“o"a‘ and
PO Wi urse #1,
Review of Resident #16's Admisslon Orders, *  On 04/14/14, 04/15/14 and 04/16/14 !
daled 01/14/14, revealed an order to apply a the RDCS additional education i
Fenlanyl Patch fifty (60) meg every seventy-two provided to licensed nurses
(72) hours. Furthey review of the January 2014 ; . s .
MAR revealed a Fentanyl patch was appited to ::s:;‘gmhgdit; ap euhc.mwm‘?a“ge’
the resident at the facility on 01/17/14; however, & 5, ensuring orders
there was no documented evidence a Fentany} match MAR; transdermal patch
Patch was removed on, or before 01/17/14 to orders, specifically MAR to order,
ensure an accurate dose of medication was medications administration and the
administered. 5 rights of medication
administration.
Review of Nurse's Notas, dated 01/18/14 al 5:15 *  On04/17/14, RDCS completed
PM, revealed Resident #15 was staring blankly dditional cduar plete
with minimal response io verbal stimull. The additional education regarding
physiclan was nolified and instructions were franscribing order as soon as
recelvad to remove the Fenlanyl Patch and send medication order received, new
the resident to the Emergency Room for MARs each month must be
evalualion. Revlew of the Nursing Home to compared to prior month MAR,
Hospital Transfer Form, dated 01/18/14 at 6:40 J
PM, reveslad a Fentany! Patch was removed i
E;];; o sending the resldent to the emergency 4 Monitoring 1o ensure alleped deficient
: practice does not recur:
Interview with RN #1, on 03/26/14 at 6:10 PM, *  On4/03/14 the medical director and
revealed when she assessed Resldent #15, the resident’s attending physician were
resldent's respirations were shallow and the notified by the Executive Director of
resident was lethargic. The RN stated she Jeopardy and action plan. Both were
directed Licensed Practical Nurse {LPN) #4 to in agreement with action p]
1} plan.
remove the resident’s Fentanyl Patch. RN #4 ¢ The P committ 04/0
stated lo her knowladge the resident had only had ; comumntice met on /04714
one (1) Fentanyl Palch , to review action plan, validate
education completed, and update
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Medical Director on the additional
F 281 | Continted Erom page 7 F 281 documentation for new admisston
Interview with LPN #4, on 03/26/14 at 6:27 PM, on the initial data collection tool and
revealed she was in Resident #15's room and to validate monitoring is in place.
was asked by RN #1 to remove a Fentany! Patch ¢ The P committee will continue to
from the resident because he/she had become meot weekly for 30 days, then 2 x
lethargic. She stated she removed the patch from monthly for 30 days, then monthly

tha right side of the chest and did not see any

other patches on the resident. to review all audit findings and

make revisions to the action plan as

Interview with LPN #1, on 03/28/44 at 10:17 AM, indicated.

revealed she was in Reslident #16's room and RN *  Beginning 04/04/14 for fentanyl

#1 staled the resident was unresponsive and patches and 4/07/14 for all other
asked LPN #4 to remove a Fentanyl Pafch, LPN transdermal patches, the

1 slated the resident was rolled several times in DON/ADON/SDC/Unit Manager or

the pracess of gelting him/her ready for dischargs

and sha did not notice another patch on the MDS nurse will validate that all

patch orders are correct,

residant.

: administration and removal is
Review of the Hospital Discharge Summary, recorded on the MAR and site
dated 01/23/14, revealed Resident #15 was applied location is documented on
brought to the Emergency Roam for confusion MAR. In addition, for new patient
and a Fentanyl Patch was found on the resident; admissions, the validation will

the patch was removed at the hospilal. The

resident was given Narcan and immediately include observation and

slarted to arouse and was able 1o tall the nurse documentation of patches applied by
hisfher name. the hospital on the initial data
collection tool. This process will
Interview with RN #7, on 04/02/14 at 11:22 AM, oceur 7 days a week for 30 days,
revedled he was the Admission Nurse on then will be compl i
pleted 4 times a
0119/14, when Resldent #15 was admitted to the week for 30 days, then 1 x week for

intensive Care Unlt from the Emargency Room.

He stated his documentation fram 01/19/14 4 months. Findings will be

indicated he had been informed the resident had addressed in PI meetings as

a Fentanyl Patch removad In the Emerganoy indicated.

Room. . ¢+ DON, ADON, 8DC, MDS nurse,
Unit manager or RDCS to monitor

interview with the Hospital Pharmacist Manager, nurses during medication

on 04/02/14 at 11:10 AM, revealed if a Fentany!
Palch was left In place and anolher applied the
resldent would not be at a full dese but would be
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the prescribed dose, route, I
F 281 Conlinued From page 8 F 281 frequency and removal of patches |
recelving between fifty (50) and one hundred (when indicated) for five residents, |
{100) meg related to Fentanyl being a residual 5 x weekly x 30 days beginning
drug. 04/18/14, then 3 x week x 30 days,
\ then I x weekly for 4 months to
Interview wilh the Director of Nursing (DON), on ensure professional standards of

03/28/14 at 3:00 PM, revesaled nursing slaff dh dicati \
perform a head to toe assessment on hew care and that medications are given
admisslons and she would expsct the nursing per MD order. Findings will be
staff to know If a resident had a patch on and addressed in PI meetings as

would expect them to document It In the Nursing indicated. :
Notes or on the MAR. i

Interview with the facllity's Medical Director, on : .

03/28/14 at 3:16 PM, revealed he would have P~ T281 Completion Date; 04/19/2014
expeclad nursing staff lo look at all of the
resident's medlcalions and if the list Included a
Fentanyl Palch, he would have expected the
nurse (o assess the resident to sea if the palch
was adminislered In the hospital prior to coming
to the nursing home. Additionally, he stated he
could not say whether or not the dose of Fentanyl
the rasident had was life threatening as he did not
assess him/her,

**The facllity Implemented the followlng actions to
remove the tmmediate Jeopardy:

On 03/16/14, Resident #16 was discharged home
with family and no longer resides at the center.

The facilily Inlliated an Internal investigation al the
time the resldent was readmitted on 04/23/14 and
was Ideniified as having an accldental narcotic i
overdose, The DON, ADON, SDC, and Reglonal
Dlrector of Clinlcal Services (RDCS) conducted a
madicalion pass audit which Included
administralion, rotation, and palch presence on
02/01/14 and 02/06/14. No discrepancles were
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Canlinued From page 9
idenlified and the audils were on-going.

On 04/07/14, the DON and RDCS completed a
validalion to ensure that all nine (9) residents with
any type of lransdermal palch had lhe location of
the palch on the resident documented on the
MAR and that all medications were baing
administered per physiclan's orders.

On 01/24/14, two (2) additional resldents were
identified as recelving Fentanyl patches to treal
paln. The DON veritied the physiclan's orders for
the patches, reviewed the MAR to assure the
palches were being administered correctly, and
documentation and verificalion the residents
received the patches as ordered.

Fenlanyl palches ware audited by the DON on
01724114 for all residents with orders to verify the
patch count was acourately reflective of the
narcolic count sheel,

0On 04/03/14, the RDCS and the DON reviewed
the documentation of {he residenls with Fantanyl
palches {two residents from 01/23-02/06/14, two
(2) residents from 02/08-02/07/14, three (3)
residents from 02/07/14-prasent), The Fenlany!
palch orders and January to present MARs
reflscted the resident's patches were applied per
physiclan's arders. The sita for the patch was
documented and monltoring was documented on
the MAR throughout the manth.

Reslidents who had an order for a Fantanyl palch
wera seen by a physician In the center on
04/03/14 with no concerns with dosage or
documentation nolad,

The Pharmacist conducted a review of all current

F 281
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Fentanyl patch orders and counts were correct on
02/04/14. She also reviewed the documentation
of the location of the patch on the MARs and
verified each shift piacement check. :

On 01/31-02/02/14, all licensed nurses were [
provided education on medication administration :
Including Fentany! patches. This educalion was
completed by the DON and the Staff

Development Coordinator {(SDC) and was ]
provided for 100% of the licensed nurses before
midnight on 02/02/14,

On 04/03/14, the RDCS completed educalion for
the Executive Director, DON, Assistant Director
of NursIng (ADON), SDC, and the Minlmum Data
Set Coordinator (MDSC) which included:

Transdermal patch administration/removal policy
and procedure; )

Required documentation of the Fentany! patch i
removal and application, Including anatomical |
iocation of patch to be on the MAR;
Admission documentation In admission ‘ |
assessment/notes to Include Fentanyl patches
present and the iocatlon;

Notification of DON or ADON upon recelpt of new
Fentanyl patch orders recelved,

Alllicensed nurses recelved the above training
beglnning on 04/03/14. Education was completed
by the DON, ADON, or MDS Nurse. Education
Included a quiz which required a score of 100% to
validate competency. This education was
completed with 100% of ficensed staff on
04/04/14, Any licensed nurse who did not recelve \
the above training would not be allowed to work |
until the tralning was completed. :

The DON, ADON, MDS Nurse, and $DC
FORM CMS-2587(02-88) Previous Verslons Obsclota Event ID: TAWPH Facifity ID: 100011 i conlinuallen shaet Page 1% of 63
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provided educatlon to the Cerlilied Nursing
Assistants (CNAs) to include observing for
ransdeimal patches during aclivity of daily living
{ADL) care and to notify the Gharge Nurse If mora
than one (1) palch was Identified on the resident.
Education was initialed on 04/04/14 and was
compleled prior to midnight to all staff on duty.
Any staff who did not recelve the tralning prior to
midnight on 04/04/14 was lo receive the iraining
prior to beginning his/her next working shift.

Nursing will nolify the DON or ADON at the time
of ali new Fentanyl palch orders received.

On 04/03/14, the DON and ADON completed
audits of resldenls' records who were recelving a
Fenlanyl palch for documentation of placement
on the MAR and veritied the patch was located on
the resident In accordance lo the assessed,
documented site. The DON, ADON, and RCDS
reviewed resldent records who currently had
Fentanyl patches to validate the physician's order
matched the MAR.

Beglnning 04/04/14, the DON, ADON, SDC, Unit
Manager, MDS Nurse andior RDGS will validate
the transdermal patches orders are correct,
recorded on tha MAR, location will be
documented on the MAR, and verlfy the palch is
located on the resident In accordance with the
assessed, documented site, The process was to
ceour seven (7) days a week for thirty (30) days,
then would be completed four (4) imes a week
for thirly (30} days. If a discrepancy was
identlfied, the nurses Involvad would not be
allowed to administer medicalions unlil they were
retrained and deemed to be competent in
medisation administealion,
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The DON, ADON, SDC, or Unit Manager wil
monitor the next five (5) admisslons with a
transdermal patch order beginning on 04/05/14,
and again on 04/07/14 to ensure transdermal
patch orders wera racorded on the MAR
correctly, the locatlon was documented on the
MAR and on the initial data collection tool, They
will verify the patch was on the resident as the
MAR indicated. If a discrepancy was Identifled,
the nurses involved would not be allowed to
administer medicatlons until they were retrained
and deemed to be competent In madicalion
administration,

All audit and monitoring outcomes would be
presented 1o and reviewed by the Performance
Improvement (Pl) Commiltea for revision or plan
recommendations. Audits would be completed
seven (7) days a week, for the next thirty (30)
days, then al a rate of four (4) times per week for
thirly (30) days. The Pl Commiltee would meet
weekly over the next thirty (30) days, then
bi-weekly for thirty (30) days to review results.

Pl meetings were held on 02/05, 02/08, 02/12,
02/19, 02/26, 03/05, 03/07, 03/09, and 03/19/14.
Review of educatlon provided in regard to
medication adminlstralion as well as full review of
completed medication administration audits were
conducted at each Pl meeting,

On 04/03/14, the Medical Director and the
residenl's attending physliclan were nolified of
Immediate Jeopardy and the facility's action plan
and both agreed with the aclion plan.

The Pl Commiltee met on 04/04/14 to review the
action plan, validate educatlon as completed, and
to update the Medical Director on the additional
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documentation for new admisslons on the nitial
data coflection taol and to validate monitoring was
in place,

The Pl Commiltee conslists of the Executive
Diractor, DON, ADON, SDC, MDS Nurse, Soclal
Services, and Activity Dirgctor. The Pl Commiites
was {o meet weekly for thirty (30) days to review
all audits, new admissions with transdermal
paiches, and revige the care plans to ensure
resident's individual needs were met and
residents were recelving care to mest the highast
practicable wel! being. The Pl Commilles was to
maat two (2) imes a month for (hirty (30) days,
then monthiy to review all audil findings and
make revislons as needed to the action plan
based on audit findings,

**The State Survey Agency validated the
corrective action taken by the facilily as follows:

Record review revealed Resldent #15 was
discharged home with famlly on 03/16/14.

Review of Medication Pass Audils, dated
02/01/14 and 02/06/14 revealed the DON, ADON,
80DC, and RDCS conducled a medication pass
audit and monitored the enlire medication pass
including the administration of medication
patches to Include ensuring the rotation of sites
for the patches, palches were dated and timed,
as well as documented on the MAR for
placement and removal of the old patch. Random
palch audils were ongoing and continued fo be
performed three (3) imes a waek.

Review of the MAR audit list, dated 04/07/14,
revealed le DON and RCDS compieted
observallons of the nine (9) residents with any
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type of transdermal patch to ensure the patch
was located al the same site as was documented
on the MAR, |n addition, they reviewed the
physiclan's orders to ensure the siaff was
foliowing the physician’s order for the pateh.

Review of the Physiclan's Progress Notes, dated
04/03714, for Resident #10 and Resident #3
ravealed both resldents were assessed and
recelved Fentanyl patches with no adverse side
effects noted,

Review of a Medication Audit form, dated
04/04/14, revealed the pharmaclsts reviewed the
MARs for Resident #3 and Reslident #10 for
corract documentation for placement, checks,
application, removal, and disposal of Fentanyl \
palches with no concerns noted, |

Review of the inservice log, dated
01/31/14-02/02/14, revealsd 100% of licensed
staff was inserviced, by the DON and SDC, and a
post test was completed to verify competancy of
transdermal patch adminlstration,

Review of training, dated 04/03/14, revealod
100% of licensed staff was Inserviced by the
BON, ADON, SDC, and MDS Coordinalor, on the
procedure for Admisslon/Readmisslon of
residents utilizing Fenlany! patches, The tralning
included transdermal patch adminlstration and

removal polley and procedure; the required :
documentation of patch removal and application,
Including location of the patch: the documentation
on Admisslon Assessments and Notes should
include If any palches were present and the
lacation of the patches; and Notification of the
DON andfor ADON upon racaipt of new patch
orders, A competency exarn was given to verlfy
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Continued From page 15

the understanding of the training. 100% of
licensed staff was inserviced and new hires will
recelve the same training.

Reviaw of the CNA training log, dated 04/04/14,
revealed a phone training was completed by the
Reglonal Nurse Consultant on 04/04/14 which
Included to observe for patches dusing care and
to utilize & "slop and watch" tool to report areas to
the Charge Nurse,

Inferviews with RN #2, RN #4, RN #10, RN #11,
LPN #1, LPN #5, LPN #8, LPN #7, LPN #8, and
LPN #10, on 04/09/14 between 10:15 AM and
10:45 AM, revealed they were trained on the
disposal process for fransdermal patches,
documentation of the slte of the palch on the
resident, physician notification if more than one
(1) patch was found on a resident, and the
process of dosumenting patches on new
admissions. Additionally, RN #2, RN #4, RN#10
and RN #11 were educated on the notification of
the Director of Nursing andfor the Assistant
Direclor of Nursing of new orders for Fentanyl
patches, the admission pracess for transdermal
patches documentation, placement checking of
the palch and to conduct a complete body audit if
the palch was not where It was supposed to be
and conduct an investigation, and the disposal
process for the palches which Includas two (2)
licensed nursing staff to witness and destroy the
patch by folding It and placing Itin a Sharp's
contalner,

interviaws with CNA#1, CNA #2, CNA #3, and
CNA#4, on 04/09/14 between 10:16 AM and
10:45 AM, revealed they were inserviced on
reporting to the Charge Nurse If white performing
care o a resldent, two {(2) patchas were found to

F 281
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be present on the resident. Thay stated they
would fill out a "Stop and Watch” form and turn it
In 1o the Charge Nurse,

Revlew of the Transdermal Patch Audits, on
04/08/14 and 04/09/14 revealad alf new
lransdermal patch orders were reported to the
DON andfor ADON, The DON and ADON
completed audits of residents who were currently
on a transdermal patch of any kind with the last
audit completed on 04/08/14 and to continue
every day for seven (7) days. The facllity did not
have any new admissions on fransdermal
palches at this time.

On 04/03/14, the Medical Director was notified of
the AcG and agreed with the plan with a verified
signature, Review of the Gutallly Assurance
meeting notes, dated 01/01/14, revealed the AcC
was discussed via a phone calf between the
Medlcal Director and the Exacutive Direclor.

Review of the PI Commilles meeting
docurentalion, dated 01/04/14 through 03/19/14
revealed meetings were held weekly to review all
audits, new admisslons with transdermal patches,
and revise lhe care plans (o ensure resident's
Indlvidual needs were met and resldents were
recelving care to meel the highest practicable
well being.

Interviews conductad with the ADON, DON, and
the Executive Director, on 04/09/14, revealad
medication administralion was discussed In the P|
meelings as slated In the AoC and Iraining was
provided to licensed nursing stalf as wall as the
CNAs related to Identifylng muitiple patches on
residents or a palch on & residant on initial
admission to the faciily,
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F 333 483,26(m)(2) RESIDENTS FREE OF
§8=J | SIGNIFICANT MED ERRCRS

The facllity must ensure that residents are free of
any slgnificant medication errors,

This REQUIREMENT is not met as evidenced
by:

Based on obsarvalion, intarview, record review,
and review of the facliity's policy and procedures,
facility investigation, hospital History and
Physical, hospltal Discharge Summary, hospital
Medication Administralion Record (MAR) and
hospital Laboratory Report it was determined the
facility falled to have an effective system In place
to monitor the placement and removal of
medicalion fransdermal patches and identify if
transdermal patches ware In place on admission
to ensure one (1) of fifteen (15) sampled
resldents (Resident #16) was free from a
significant medication error.

The five (6) rights of medication administration 1.)
Right Resident, 2.) Right Drug, 3.) Right Dose, 4.)
Right Time and, 6.) Right Roule were listed in the
facllily's 02/1114, Plan of Correction. Further
raview revesled all licensed staff was sducated
on the five (5) rights of medication administration
and a post competency test relaled to medication
administration was given on two (2} occasions.
However, the facllity falled to have an affective
system lo ensure staff adminislered medications
according to the five rights and monilored the
placement and removal of medication

1 addition to the prior abatement

F 333‘11‘1bmitted and accepted on 04/08/2014, the
cility also submits the following plan of

c[m-rccﬁon:

I 333 The facility must ensure that
tesidents are free of any significant
ihedication ervors,

Resident(s} affected by alleged deficient

ractice:

Residents with potential to be affected
by alleged deficient practice:

Resident was discharged home on
03/15/14 with family and no longer
resides at the center.

Upon completion of a 100% resident
audit, two residents were identified
as having orders for fentanyl patches
and on 04/03/14, the Regional
Director of Clinical Services
(RDCS) and Director of Nursing
(DON) reviewed their Medication
Administration Record (MAR) to
verify administration compliance to
physician orders, that two (2)
licensed nurses are signing the MAR
at each time a patch is applied and
removed. In addition, they observed
the patch location on the residents’
body matched the location
documented on the MAR. Any
issues identified were immediately

transdermal palches; and, identified i addressed.
lransdermal palches were in place on admission
to ensure the medicallon was administered at the
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o On 04/03/14, the two residents with
F 3331 Continued From page 18 F 333

right dose,

Overdose.

Cn 01/14/14, Resldent #15 was readmilted to the
facility from the hospltal with a Physiclan's Order
to apply a Fentanyl 60 microgram (mcg) palch
{for pain) every 72 hours. Review of the hospital
Medication Administration Record (MAR)
ravealad a Fentanyl 60 microgram (meg) patch
was placed on the resldent thal morning. There
was no dooumented evidence the faciiily had
ldentiffied Resldent #15 had a Fentany! patch on
when hefshe arrived al the facilily. On 04/17/14,
the facifity's licensed staff applied a Fentanyl 50
mceg paleh to the resident. Howaver, thera was
no dacumented evidence the Fentanyl patch that
was applied at the hospital had been removad.
On 01/18/14 at epproximately 6116 PM, the
resident was found staring blankly with minimal
response to verbal stimull, The physician was
called and instructions were received to remove
the Fentanyl Patch and send the resident to the
Emergency Room for evaluation. The Fentanyl

" | Patch was removed and the resldant was sent to
the Emergency Room. Hospital documentation
revealed anolher Fentanyl patch was removed
from the resident at the hospital. The resident
was administered a dose of Narcan {Opiate drug
reversal drug) 0.4 milligrams {mg) via intravenous
{IV) plggyback, and the rasident arqused and was
abte lo stale his/her name to the nurse. Resldent
#16 was admiited o the Inlensive Care Unlt (ICU)
on 01/19/14 at 12:03 AM with & primary dlagnosls
of Encephalopathy secondary to a Fentany} Patch
and a secondary diagnosls of Accidental Narcotic

The facllity's fallure to ensure the resident was
free from a significant medicalion atror has
caused or Is likely to cause serlous injury, harm,

current orders for fentanyl patches
were seen by a physician in the
center to identify any issues with
dosage or documentation of
fentanyl. No concerns were noted.
On 04/04/14, the pharmacist was in
the facility and reviewed the two
resident’s with orders for fentanyl
patches to identify that fentanyl
patch orders were correct, fentanyl
counts were completed and accurate,
fentanyl patches were applied
cotrectly and the location was
documented and verified each shift
by observation check. No issues
were identified,

On 04/07/14, RDCS and DON
completed an 100% resident audit to
identify that the nine (9) residents
with any type of transdermal patch
had [ocation noted on MAR, that
location on resident corresponded
with documented site, and that all
medications were being
administered per physician order.
No issues were identified.

A nursing assessment was
completed by licensed nurse/charge
nurse on ail nine (9) current
residents with transdermal patches
04/02/14-04/07/14 to identify any
change in condition. No issues were
identified.

RDCS, DON, ADON, SDC or Unit

Manager conducted audit of
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impalrment, or death to a resldent. Immadiate
Jeopardy was identified on 04/03/14 and was
determined to exist on 01/17/14. The facllity was
nolified of the Immediate Jeopardy on 04/03/14.

An acceplable Allegation of Compillance was
received on 04/08/14, alleging the removai of the
Immediate Jeopardy on 04/08/14. The State
Survey Agency validated, on 04/09/14, the
Immediate Jeopardy was removed on 04/08/14,
as alfleged. The Scope and Severity was lowered
to a "D" at 42 CFR 483.20 Resldent Assessment
F-281; 42 GFR 483.25 Qualily of Cars F-333;
and, 483.76 Administration, F-490 and F-520
while the facliily develops and Implements the
Plan of Correction (POC) and the facliily's Quality
Assurance (QA) monitors the effecliveness of the
systemlc changes.

The findings Include:

Revlew of the faclilty's Pollcy and Procedure
titled, "Administration of Medlcatlon”, last revised
October 2004, reveated a standard, “All
medications are administered safely and
appropriately to help resldents overcome lilness,
relieve/prevant symptoms, and help In diagnoses.
Itls the responsibility of the nursing professional
to be aware of the classification, action, correcl
dosage, route, frequency, duration, and other
required considerations for administration of
medicalion,

Review of the facllily's Disposal of Fentanyt
Palches pollcy, last revised 10/2010, revealed the
facliity should have the disposal of a Fentany
transdermal patch witnessed by another nurse lo
prevent diversion, Document the removal and
disposal of the palch,

P

(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES 1o PROVIDER'S PLAN OF CORREGTION (X}
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licensed nurses administering
F3331 Conlinued From page 19 F 333 medications to 3 residents froin

Systems to ensure alleged deficient
practice does not recur:

04/03/14-04/19/14, to identify if
nurse following 5 rights of
medication administration and
administrating all medications as
ordered by physician. Any issue
identified was immediately reported
to the physician,

On 04/17/14 DON, ADON, RDCS
audited all physician orders and
compared them fo the MAR to
identify any resident not receiving
medication per physician order.
Any issue identified was
immediately corrected and physician
notified,

A consistent method of
documentation has been
implemented for new and
readmissions, which will have their
patch placement documented on the
“body" drawing on the initial data
collection form to ensure
transdermal patches are identified
and documented,

Additions were made to the MARs
of all residents who have orders for
transdermal patches to support
documentation of patch application,
site, removal and monitoring by two
licensed nurses.
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New hire licensed staff will be
F 333 Continued From page 20 F 333 monitored by DON, ADON, or SDC

Record review revaalad the facllily admilted
Resldent #16 on 01/14/14 with dlagnoses which
included Pyelonephritis, Aphasia, Late Effects
Cerébral Vascular Accident, Diabetes Mellitus
Type NI, Muscle Spasm; Arthritls, and
Osleoporosis, Review of the Initial Minimum
Data Set {MDS) Assessment, dated 01/30/14,
revealed ihe facllily assessed Resident #15'
cognilion as Intact with a Brief Interview Mental
Stalus (BIMS) score of fiftean (15).

Interview with Registerad Nurse (RN} #8, on
03/26/14 at 10:22 AM, revealed he was the
Admisslon Nurse on 01/14/14, when Resldant
#16 was admilted to the nursing facility, He
stated he completed a head to toe skin
agssassmemnt of the residenl to Identify if the
resident had any skin issues, He stated he could
not remember if the resident had a Fentany!
Patch in place and if he had Identified a Fentany]
palch was on the resident he would not have
noted il, as he was assassing for skin [ssues.

Review of Resldent #15's hospital January 2014
Medication Administration Record {MAR)
revealed on 01/14/14 the resident was
administered a fifty (50) meg Fentanyl Patch at
B8:32 AM, prior to ths resident being discharged to
the nursing facilily. However, review of the "Inllial
Data Collection ToolNursing Service” which
Included a skin assessmenl, dated 01/14/14 at
9:20 PM, and review of the faclilly's January 2014
MAR revealed there was no doctmentation of
Resident #16 having a Fentanyl Patch In place on
admission.

Review of the facllity's Admisslon Orders, dated
01714114, revealed an order for a Fanlanyl Patch

for entire first medication pass to
identify if nurse is following 5 rights
of medication administration,
administering all medications as
ordered by physician and following
transdermal patch protocols. Any
issues identified will require
immediate additional education.
Beginning 04/03/14.

Transdermal patch application, site
documentation, observation,
removal, destruction and monitoring
is now included in orientation of
new licensed nurses.

Identification and reporting of
medication errors is now included in
orientation of new nurses,

Added to the orientation for
Certified Nurse Aides is the
responsibility to observe for
transdermal patches during ADL
care and notify nurse if more than
one patch is identified as being
present on a resident.

On 04/01/14 and 04/02/14 the
Administrator and DON provided
education to all licensed nurses
regarding disposal of fentanyl
patches, documenting disposal of
fentanyl patches and that two (2)
licensed nurses are documenting and
monitoring disposal,
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fifty (60) meg to be changed every sevenly two
(72) hours. Review of Resident #16's Janvary
2014 MAR revealad the facllily applied a Fentanyi
60 meg Patch on 01/17/14; however, further
review of the MAR and the resident's record
revealed there was no documented avidence of a
pateh being removed or disposal of the palch.

Review of Nurse's Notes, dated 01/18/14 al 5:15
PM, revealed Resident #15 was found staring
blankly with minimal response to verbal stimuli.
The physiclan was notifisd and Instructions wera
recelved to remove the resident's Fentanyl Palch
and send the resident to the Emergency Room
for evaluation. Review of the Nursing Home to
Hospilal Transfer Form, dated 01/18/14 at 8:40
PM, revealed a Fenlanyl Patch was removed
prior to sending the resident to the Emergency
Reom,

Interview wilh Registered Nurse (RN} #1, on
03/28/14 at 6:10 PM, revealed when she
assessed Resldent #15 he/sha was breathlng
with shallow breaths and was letharglic. RN #1
stated she asked Licensed Practical Nurse (LPN)
#4, who was In the room, to remove the Fentanyl
Patch from Resident #15 per physician's
Instructions. RN #1 revealed she had assessed
Resident #16 earfier In the day end the rasident's
oxygen saluralion was not reading as it should
have been and she appliad oxygen. She stated
she did not perform a head to loe assessment on
the resident prior to sending him/her to the
amergency room because she feit the resident
had a stroke and wanted to get him/her sent out
as soon as possible. Addilionally, she ravealed to
her knowladge the resident had only one (1)
palch applied,

(X4} 1o SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION X8
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F 333 : In addition, on 04/02/14, the
Continued From page 21 F 333 Assistant Director of Nursing

{ADON) continued to educate the
licensed nurses regarding
administration of transdermal
paiches. This education included:

1. Five (5) rights of
medication pass

2. Ensure previous
transdermal patch removed

3. Disposal of fentany!
patches and documentation
of disposal.

4. Monitoring of fentany!
patch placement and
documentation,

On 04/03/14, the RDCS completed
train-the-trainer education for the
DON, Assistant Director of Nursing
(ADON), Staff Development
Coordinator (SDC) and MDS
Coordinator to include:

1. Transdermal Patch
administration/removal
policy and procedure.

2, Required documentation of
the fentanyi patch removal
and application, including
anatomical location of
patch to be on the MAR,

3. Admission documentation
in admission
assesstnent/notes to
include existing fentanyl
patches present upon

admission, their location
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1 and LPN #1. She stafed RN #1 asked her to
remove a Fentany! Patch from the resident
becauss hefshe had become lathargle. She
stated she removed the patch from the right side
of the chest and did not see any other patches on
the residant,

interview with LPN #1, on 03/28/14 at 10:17 AM,
revealed she was In Residant #15's room with RN
#1 and LPN #4 and they staled the resldent was
unresponsive. RN #1 asked LPN #4 to remove a
Fentanyl Palch, Additionally, she stated the
resident was rolled $everal limes In the process
of getting himther ready for discharge and she dld
not notice anolher patch on the resident,

Revlew of the Hospltal History and Physicel from
the Intensive Care Unit, dated 01/18/14, revealed
the rasldent was admilted with a chief complalnt
of Acute Alterad Mental Status and was
responding only to patnful simuli. The resident
was not verbally responsive at the time of
admission. All of the resident's pain madicalion
was discontinued and the response was
monitored, Review of the Hospilal Discharge
Summary, dated 01/23/14, revealed Resldent #16
was brought to the emergency room on 01/18/14
for confusion and was found to have a Fentanyl
Patch and it was removed at the hospital. The
resident was glven Narcan and immediately
startad to arouse and was able to tell the nurse
histher name.

Review of a hospltal Laboratory Repon, dated
01/18/14, revealed a urina drug screen was
completed and the urine lested negalive for
Oplales. Interview with the Hospltal Pharmacist

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
. CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSYRUCTION {X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
185320 BwiNG_ 0 04/09/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
262 W. 6TH ST,
LIFE CARE CENTER OF LACENTER LA CENTER, KY 42086
SUMMARY STATEMENT OF DEFICIENCIES i3} PROVIDER'S PLAN QF CORRECTION X6]
éﬁ?p'& {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coMFLeTion
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS$-REFERENCED TO THE APPROPRIATE n
DEFICIENCY)
and removal, when unable
F 333 | Continued From page 22 F 333 to determine date of
Interview with LPN #4, on 03/26/14 at 6:27 PM, application and as ordered
revealed she was in Resldent #15's room with RN by physician,

4. Notification of
DON/ADON upon receipt
of new fentanyl patch
orders received,

*  All licensed nurses received the
above training beginning on
04/03/14 by DON/SDC/ADON or
MBS nurse. Education included
quiz with requited score of 100% to
validate competency. This
education was complete on [00% of
Heensed staff prior to midnight
04/04/14,

*  DON, Staff Development
Coordinator (SDC) and MDS Nurse
provided education to the Certified
Nurse Aides to observe for patches
during ADL care and notify nurse if
more than one patch is identified as
being present on a resident,
Education was initiated 04/04/14
and completed prior to midnight for
any staff on duty. Staff not receiving
education prior to midnight
04/04/14 will receive prior to
beginning their next scheduled shift,

¢ Beginning 04/04/14, licensed nurses
are to notify the DON/ADON at the
time of receiving a new order for
fentanyl to ensure order is coirect,
documentation of site, and two (2)
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nurses monitoring application,
F 333 | Continued From page 23 F 333 removal and disposal.

Manager, on 04/02/14 at 14:10 AM, revealed If a
Fenlanyl Patch was left in place and another
applled the resldent would not be at a full dose
but would be recelving between fifty (50) and one
hundred (100) meg related lo Fentanyl being a
restdual drug. Additionally, she staled a urine test
for oplate detection could show negalive resulls
aven If the resident had an excess amount of the
drug in the system because Fentanyl was a
synthetic drug and would not show up in a urine
drug test.

Interview with the Intensive Care Unit RN #7, on
04/62114 at 11:22 AM, revealed he was the
Admisston Nurse oh 01/19/14, when Resident
#16 was admitted to the Intensive Care Unit from
the Emergency Room. He stated his
documentallon revealad he was informed the
resldent had a Fentanyl Patch removed in the
emergency room, bul he could not specifically
remember being told.

Review of the facllity's investigation, (no date),
ravealed on 01/18/14 (no lime), Resident #18 had
decreased lavel of consclousness and nursing
staff removed a Fentanyl Palch, applled oxygen,
and performed an accu-check (lest blood sugar
level). The resident was discharged to the
Emergency Room on 01/18/14 (no time) and was
admitled lo the hosplial on 01/19/14. The
Discharge Summary from the Emergency Room
to the Intensive Care Unil revealed Emergency
Room staff removed a Fentany! Patch and
administered Narcan, In addition, review of
Interviews conducted by the facllily's
Administration, on 01/23/114, revealed RN #1
stated a verbal report received from the hospital
nursing staff on 04/2314 to LPN #1, prior to
Resident #15 returning to the facllity, revealed lhe

On 04/04/14, SDC provided
education to all licensed nurses
regarding nofification of DON of
any new order/admission with an
order for fentanyl patch, Also
included was additional education of
ensuring that order is correct,
documentation of site, two (2)
nurses witnessing removal and
destruction and one (1) licensed
nurse is monitoring patch placement
every shift,

On 04/04/14, RDCS provided
additional education to Certified
Nursing Assistants (CNA) regarding
documenting and reporting to the
licensed nurse if two (2) patches of
any kind are found on the resident.
On 04/10/14, DON additicnal
education provided to licensed
nurses regarding transdermal
patches. Content included
transdermal patch application and
two (2) nurses to apply and remove
on MAR and to contact DON/ED
immediately if patch is ordered and
not present,

On 04/15/14, RDCS additional
education was provided to licensed
nurses regarding what information is
to be documented on MAR, and
what Nurse #2 is validating on the
MAR. Nurse #2 is validating
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application, location, removal and
F 3331 Continuad from page 24 F 333 disposal with Nurse #1,
res!qent had a Fentanyl Patch in place on e On04/14/14, 04/15/14 and 04/16/14
admisslon to the hospital. the RDCS additional education
Interview with the Director of Nursing (DON), on provided to licensed nurses
03/28/14 at 3:00 PM, revealed nursing staff regarding therapeutic interchange;
should parform a head lo toe assessment on new reading MARS; ensuring orders
admissions and when a resident was sent out lo match MAR; transderimal patch
the hospltal an assessment should be completed orders, specifically MAR to order v
related to the issue of concern. The DON slated written order: medications
she wauld expsct the nursing staff to know if a dministrati - d the 5 rights of
resident had a palch on and would expect them administration; and the 5 rights o
to document it In the Nurse's Noles, or on the medication administration.
MAR, *  On 04/17/14, RDCS completed
additional education regarding
’ntew!ew with the faCilily's Medleal Dlrector. on @anscribing order as soon as
03/28/14 at 3:15 PM, revealed he would have medication order received, new
expected nursing stalf o fook at all of the MARS each month must b
resident's medicalions on admission and if the list § each month must be
Included a Fentanyl Patch, he would have compared to prior month MAR.
expectad the nurse to assess the resident o see
If the patch was administered In the hospltal prior
to coming to the nursing home. Additionally, he 1. Monitoring to ensure alleged deficient
stated he could not say whether or not the dose practice does not recur:
of Fentanyl the resident had recelved was life
threatening as he did not assess the resident. «  On 4/03/14 the medical director and
Interview with the faciiity's Executive Director, on res‘.dem s attending p l'fym'?n were
04/03/14 at 10:45 AM, revealed she did not notified by the Exccutive Director of
infllate an investigation because she did not feel Jeopardy and action plan. Both were
there was a medication error made even after in agreement with action plan,
shhe wasia\\(are of Resédent 315 being admlttac: fo »  The PI commitiee met on 04/04/14
the hospital Intensive Care Unit with a Fentany : : ;
overdoss. The Exaculive Direclor stated the ;Z:;i;:?g:; i‘:lfnlz?;’;?:ia?at
factlily recelved ten (10) Fentanyl patches from . comp : peate
the pharmacy when the Resldent #15 was Medical Director on the additional
admitied. She revealed ane (1) patch was documentation for new admission
adininistered to the resident and one patch was on the initial data collection tool and
removed from the resident prior o the resident to validate monitoring is in place.
going to the hospltal. She stated there wsre hine
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¢ The Pl committee will continue to

F 333 | Continued From page 25 F 333 meet weekly for 30 days, then 2x
{9) patches left which meant the count was morithly for 30 days, then monthly
cor&?ct $0 she did not feel they had made a to review all audit findings and
medication error. make revisions to the action plan as
**The facilly implemented the following actions lo indicated. _
remova the mmedlate Jeopardy: »  Atleast quarterly, the PI commiitee
will review medication ervors and
On 03/16/14, Resident #15 was discharged home actions taken. :
with family and no fonger rasides at the ¢enter, *  Beginning 04/04/14 for fentanyl i;
!

patches and 4/07/14 for all other
transdermal patches, the
DON/ADON/SDC/Unit Manager or]

The facliity Initlated an Internal investigation at the
time the resldent was readmitted on 01/23/14 and
was idenlified as having an aceidental narcotic

overdose. The DON, ADON, SDC, and Regional MDS nurse will validate that all
Director of Clinlcal Services (RDCS) conducled a patch orders are correct,

medicatlon pass audit which Included administration and removal is
administration, rotation, and paloh presence on he MA ;
02/01/14 and 02/06/14. No discrepancles were ;;‘;}fgjfo‘;’;;:ﬁg doRcfl?:eft’:d on
identifled and the audils were on-going. MAR. In addition, for new patient
On 04/07/14, the DON and RDCS complated a admissions, the validation will
valldation {o enstirs that all nine (9) resldents with include observation and

any type of transdermal paich had the locatlon of documentation of patches applied by
the patch on the resldent documented on the the hospital on the initial data

MAR and thal all medications were being collection tool. This process will
administered per physiclan's ordars. occur 7 days a week for 30 days, i

then will be completed 4 times a

On 01/24/14, two (2} additional residents were
week for 30 days, then 1 x week for

identified as recelving Fentanyl patches to treat

paln. The DON verified the physician's orders for 4 months. Findings will be
the palchaes, reviewed the MAR (o assure the addressed in PI meetings as
patches were being adminlstered correctly, and indicated. |
documentation and verification the residents ¢ DON/ADON/ SDC or Unit Manage :

racelived the as as orderad. . .
paich d to monitor next § admissions

beginning 04/05/14 with fentanyl

Fentany| patches were audited by the DON on

01/24/14 for all residents with orders to verify the patch orders to ensure that the :
patch count was accuralely reflective of the fentanyl patch order is recorded on |
narcotic count sheet, !
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F 333 the MAR correctly, that the location
Continued From page 26 F 333 is documented on the MAR and on

-of Nursing (ADON), SDC, and the Minimum Data

On 04/03/14, the RDCS and the DON reviewed
the documentation of the residents with Fentany)
patches (two rasidents from 01/23-02/06/14, wo
(2} residents from 02/08-02/07/14, three (3)
residents from 02/07/14-present). The Fentany)
patch orders and January lo present MARs
reflected the resident's patchas were applied per
physictan's orders. The site for the patch was
documented and moniloring was documented on
the MAR throughout the month.

Resldents who had an order for a Fentanyl palch
were seen by a physiclan in the center on
04/03/14 with no concerns with dosage or
documentation notad,

The Pharmacist conducted a review of all current
Fentanyl patch orders and counts were corract on
02/04/14. She also reviswad the documentation
of the locatlon of the patch on the MARs and
verified sach shift placemant check,

On 01/31-02/02/14, all licensed nurses were
provided education on medication administcation
including Fentanyl patches. This education was
complated by the DON and the Staif
Development Coordinator (SDC) and was
provided for 100% of the licensed nurses before
midnight on 02/02/14.

On 04/03/14, the RDCS completed education for
the Executive Dlractor, DON, Assistant Director

Set Coordinator (MDSC} which Included:
Transdermal patch administration/removal policy

and procedure
Required documentation of the Fentanyl patch

5.

s DON, ADON, SDC, MDS nurse,

the initial data collection tool and
that the location of the fentany!
patch is verified on the resident
where the MAR indicates. This
process will occur 7 days a week for
30 days, then 4 times a week for 30
days, 1 x weekly for 4 months,
Findings will be addressed in PI
meetings as indicated.

Unit manager or RDCS to monitor
nurses during medication
adininistration to validate the
preparing and giving medication in
the prescribed dose, route,
frequency and removal of patches
{when indicated) for five residents,
5 x weekly x 30 days beginning
04/18/14, then 3 x week x 30 days,
then 1 x weekly for 4 months to
ensure professional standards of
care and that medications are given
per MD order, Findings will be
addressed in PT meetings as
indicated.

F333 Completion Dato: 04/19/2014
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F 333 Continued From page 27 F 333

removal and application, including anatomical
localion of patch to be on the MAR,

Admissfon documentation In admission
assessment/notes to Include Fentanyl patches
present and the location,

Notification of DON or ADON upon receipt of new
Fentanyi patch orders received.

All licensed nurses recelved the ahove tralning
beginning on 04/03/14. Educalion was completed
by the DON, ADON, or DS Nurse, Education
Ineluded a quiz which requirad a score of 100% to
validale competency. This education was
completed with 100% of ficensed staff on
04/04/14, Any licensed nurse who did hot receive
the above lralning would not be allowed to work
until the iralning was completed.

The DON, ADON, MDS Nurse, and SDC
provided education to the Cerlified Nursing
Assistants (CNAs) to Include observing for
transdermal patches during activily of daily living
(ADL) care and io nolify the Charge Nurse if more
than one (1) palch was Idantiffed on the resident.
Education was Initlated on 04/04/14 and was
completed prior to midnight to all slaff on duty.
Any staff who did not receive the tralning prior to
midnight on 04/04/14 was to receiva the tralning
prior to beglnning his/her next working shift,

Nursing will notify the DON or ADON at the lime
of all new Fantanyl patch orders recelved.

On 04/03/14, the DON and ADON completed
audits of residents’ racords who were recsiving a
Fentanyi patch for documentation of placement
on the MAR and verifled the palch was lacated on
the resident In accordance lo the assessed,
documentad site, The DON, ADON, and RCDS
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F 333

Continued From page 28

reviewed resident records who currently had
Fanlanyl patches to valldate the physician's order
matched the MAR,

Beglnnlng 04/04/14, the DON, ADON, SDC, Unit
Manager, MDS Nurse and/er RDCS wiil vaiidate
the transdermai patches orders are correct,
recorded on the MAR, location will be
documented on the MAR, and verify the palch Is
localed on the resldent In accordance with the
assessed, documented site. The process was to
occur seven {7) days a woek for thirly (30) days,
then would be compleled four (4) times a waek
for thirty (30) days. If a discrepancy was
Identified, the nurses Involved would not be
allowed to administer medicalions untit they were
retrained and deemad to bs compsatent in
medication adminlstration.

The DON, ADON, SDC, or Unit Manager will
monitor the next five (6) admissions with a
transdermal patch order beginning on 04/05/14,
and agatn on 04/07/44 to ensure transdermal
patch orders were recorded on the MAR
correctly, the focallon was documented on the
MAR and on the Initial data collection tool. They
will verlfy the patch was on the resident as the
MAR indlcated. If a discrepancy was Identifled,
the nurses involved would not be allowed to
administer medications untif they were retrafned
and deemed to be compatent In medicalion
administration,

All audit and monltoring outcomas would be
presented to and reviewed by the Parformance
Improvement (Pl) Commiltee for revislon or plan
recommendations, Audits would be complsted
seven {7) days a week, for the next thirty {30)
days, then at a rate of four (4) limes per week for

F 333
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thirly (30) days. The Pl Commiltes would mast
weekly over the next thirty (30) days, then
bl-waekly for thirty (30} days to review results.

Pl meetings were held on 02/05, 02/06, 02/12,
02/19, 02/26, 03/06, 03/07, 03/08, and 03/19H4.
Review of education provided in regard to
madication administration as well as full review of
completed medlcation administration audits were
conducted at each Pl maating.

On 04/03/14, the Medical Director and the
residant’s altending physiclan were notified of
Immedlate Jeopardy and the facility's action plan
and both agreed with the action plan.

The Pl Committee met on 64/04/14 {o review the
action plan, valldate education as completed, and
to update the Medical Direclor on the additional
documentation for new admissions on the initial
data coliection tool and to validate monltoring was
in place.

The Pl Committee conslats of the Exscutive
Directar, DON, ADON, SDG, MDS Nurse, Soclal
Services, and Actlvity Director. The Pl Commiltee
was to meat weekly for thirty (30) days to review
all audits, new admissions with transdermal
paiches, and revise the care plans to ensure
resident's individual needs were met and
residents were recsjving care to mest the highest
praclicable well being. The Pl Commiltea was to
meet two (2) limes a month for thirly (30) days,
then monthly to raview all audit findings and
make revistons as needed to the aclion plan
based on audi findings.

**The State Survey Agancy validated the
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Continued From page 30
corrective aclion taken by the facility as follows:

Record review revealed Resident #15 was
discharged home with family on 03/15/14.

Review of Medicalion Pass Audits, dated
02/01/14 and 02/06/14 revealed the DON, ADON,
SDC, and RDGS conducted a medication pass
audit and monitored the entire medication pass
including the administration of medicalion
patches lo include ensuring the rotatlon of sites
for the palches, patches were dated and timed,
as well as documented on the MAR for
placement and removal of the old patch. Random
patch audits were ongoing and continued to be
performed three (3) imes a week.

Review of the MAR audil list, dated 04/07/14,
revealed the DON and RCDS completed
observations of the nine (9) residents with any
type of transdermal patch o ensure the palch
was located at the same slte as was documentad
on the MAR. in addilion, they reviewed the
physiclan's orders to ensure the staff was
following the physiclan’s order for the patch.

Review of the Physician's Progress Notes, dated
04/03/14, for Resldent #10 and Resldent #3
revealed both residents were assessead and
recelved Fentanyl patches with no adverse side
effects noted.

Review of a Medlcation Audit form, dated
(4/04/14, revealed the pharmaclsts reviewed the
MARs for Resldent #3 and Resident #10 for
correct documentation for placement, checks,
application, removal, and disposal of Fentanyl
patches with no concerns noted,

F 333
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Revlew of the Inservice log, daled
01/31/14-02/02/14, revealed 100% of licensed
staff was Inserviced and a post lest was
completed to verify compstency of transdermal
patch administration by the DON and SDC.

Review of tralning, daled 04/03/14, revealed
100% of licensed staff to include RN #8 was
Inserviced on the procedure for
Admisslon/Readmission of residents utllizing
Fentanyl patches by the DON, ADON, SDC, and
MDS Coordinator. The tralning Included
transdermal patch administration and removal
polley and procedure; the required documentation
of patch removal and application, Including
tocation of the patch; the documentation on
Admisslon Assessments and Notes should
Inctude If any patches present and the localion of
the paltches; and Notification of the DON andfor
ADON upon receipt of new palch orders, A
compstency exam was given to verify the
understanding of the tralning. 100% of licensed
staff was insarviced and new hires will recelve the
same {raining.

Review of the CNA training log, dated 04/04/14,
revealed a phone lraining was comploted by the
Reglonal Nurse Consultant on 04/04/14 which
Included to observe for patches during care and
to utilize & “stop and walch” tool to report arsas to
the charge nurss,

Interviews with RN #2, RN #4, RN #10, RN #11,
LPN #1, LPN #5, LPN #6, LPN #7, LPN #8, and
LPN #10, on 04/09/14 between 10:15 AM and
10:46 AM, revealed they were lrainad on the
disposal process for transdermal palches,
documantation of the site of the patch on the
resident, physiclan noliflcation if more than one

F 333
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