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Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 02/28/14 as alleged.
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F 000 | INITIAL COMMENTS F 000! "This Plan of Correction is prepared and
submitted as required by law. By submitting
) . o this Plan of Correction, Owensharo Centey
An Abbraviated Survey investigating KY #21267 does hot admit that the deficiency listed on
was conducted on 02/10/14 through 02/12/14 to this form exist, nor does the Center admit to :
‘ determine the facility's compliance with Federal any statements, findings, facts, or conclusions '
, requirements. KY #21267 was unsubstantiated that form the basis for the alleged deficiency.
- with an unrelated deficiency cited at a S/8 of "D", ;I'he lCen;er reser\rfets the ngl;t to _c[ua!{_enge L
F 281 : 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281 er%ieaeﬂi,{"; [ﬁg”dzﬁﬂ o Stmltms o gef cts
=D | PROFESSIONAL STANDARDS A o orm the basis for the
$8=D and conclusions that form the basis for the
deficlency.”
The services provided or arranged by the facility
must meet professional standards of quality, F281
1. Exelon topical patch was removed by
, , licensed nurse on 2/11/14 and assessment
This RE i ; .
o QUIREMENT s not met as evidenced was completed with no adverse effects from
y: . . ) medication was noted. Physician notified at
Based on observation, interview, record review, this time with no new orders received.
and review of the Minimum Data Set (MDS)  Responsible party was notified at this time.
assessmenl, Physician Orders, nurse's notes and LPN #2 received corrective action on 2/11/14
the facility's policy for Madication Patches, it was for not following procedure to check and
determined the facility failed to ensure topically mmg:’ & pretwrt.:us p?ftch prior to application of :
released medication patches ware removed prior 3“"- E; B S:a memgers |den't|ﬁed :
to adding an additional patch, for one (1) of thr i oo Pl i b '
i . paion; ce discavery of topical patches have received 1
(3) sampled residents (Resident #1), corrective action per facility disciplinary policy. i
I
The findings include: 2. On 2/12/14 an audit was completed on all '
residents with topical patches by the Director :
I Review of the policy for Medication Patches, of Nursing, Assistant Director of Nursing and |
dated 01/24/14, revealed it was the Nurse and/or ;gfé?gg'm glé;alamggriéopensu}:e @%lc?l |
" ' VS R : removed per physician's !
@ Certified Medication Technician's (CMT's) ordlers. No other resident was identified. |
responsibility to ensure all patches were applied !
and removed, as ordered. It was considered a 3. The facility nursing staff were re-educated l
medication error if a patch was lsft on the by the Director of Nursing and the Assistant i
_ resident's skin, and would have to be addressed Oirector of nursing on 2/12/14. Re-education :
that way. Exelon patches, for Dementia, ware to included proper placement and removal of
! be mapped out on the patch sheet, to ansure the topical patches per the physician’s orders.
' patch was placed in a diffgrent area of the body i
daily. This meant the staff would have to look at :
the map, to know where the patch was, to ensure
i
'(xs) DATE
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the patch was removed. In addition, if the
Certified Nurse Aides (CNAs) were to notica
residents with mulliple patches or a patch with the
wrong date, the CNAs were to let the staff Know.

Record review revealed the facility admitted
Residenl #1 on 08/28/13 with diagnoses to

. include Dementia with Behavioral Disturbances

. and Cardiovascular Disease. Review of the

_ significant change Minimum Data Set (MDS)

. assessment, dated 12/05/13, revealed the facility

assassed the resident as cognitively intact and
independent wilh all Activities of Daily Living
(ADLs,) excaept for bathing.

Review of the Nursing Notes, dated 01/24/14,

. and intarview with Licensed Practical Nurse

(LPN) #1, on 02/11/44 at 2:48 PM, revealed a
skin audit for Resident #1 was completsd on

- 01/24/14 at 8:00 PM; and it was noted the

resident had three (3) Exelon patches and two (2)
Nitrodur (Nitroglycerin-antianginal) palches on

- his/her upper forso.

Review of the physician orders for January 2014,
revealed the resident received an Exelon patch
everyday and ane patch was to be applisd avery
24 hours. In addition, a Nitradur (NTG) patch
was to have been applied in the AM and removed
in the PM.

Observation of a skin assessment for Resident
#1, on 02/11/14 at 1:50 PM, revealed one (1)

! Exelon patch, dated 02/09/14; one (1) Exelon

patch, dated 02/11/14; and ane NTG pateh. dated
02/1114.

Interview with LPN #2, on 02/11/14 at 1:45 PM,
revealed she had removed an Exelon patch dated
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DEFICIENCY)
F 281, Gontinued From page 1 F 281 4 The Director of Nursing, Assistant Director

of Nursing, the facility Unit Managers and the
weekend Supervisor will complete daily audits
for one month, 3 times weekly for one month
then monthly for 4 months of all residents
with physician’s orders for topical patches to
ensure proper placement and removal of
topical patches. Any concerns identified with
be addrgssed at the time of the audit, A
summary of the findings will be submitted to
the: Performance Improvement Committee
monthly for six months by the Director of
Nursing for further review and
recommendations.
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| 02110114, and did not notice an Exelon pateh
: dated 02/08/14.

Interviaw with the Director of Nurses {(DON,} on
021114 at 2:12 PM, revealed the facility was
aware of the problem and was still working on the
process of ensiring the topical patches ware
placed and removed, as ordered.

Interview with the Phamacist, on 02/12/14 at
§:00 AM, revealed the patches were normally

! taken off within 24 hours and there shouldn't have
' been any residual medication loft in the patches,
or so little medication thare showld not have been
& residual effect.

interview with the Physician, on 02/12/14 at 9:18
AM, revealed it was his expectation the staff
should have removed the patches, as ordered,

|
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