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(1) patch was found on a resident, and the
process of documenting patches on new
admisslons. Additionally, RN #2, RN #4, RN#10
and RN #11 ware educated on the nolificalion of
the Director of Nursing and/or the Assistant
Director of Nursing of new orders for Fentanyl
patches, the admission process for transdermal
patches documentation, placement checking of
the palch and to complete a completa body audit
if the paleh was nol where il was supposed to ha
and conduct an [nvestigation, and the disposal
precess for the patches which Includes two (2)
licensed nursing staff to witness and destroy the
patch by folding it and placing It In a Sharp's
contalner,

Interviews with CNA #1, CNA#2, CNA #3, and
CNA #4, on 04/09/14 betwsen 10:15 AM and
10:45 AM, revealed they were inserviced on
reporling lo the Charge Nurse if while performing
care to a resldent, two {2) palches wara found o
b present on the resident. They slated they
would fill out a "Stop and Wateh' form and turn it
in lo the Charge Nurse.

Review of the Transdermal Patch Audits, on
04/08/14 and 04/08/14 ravealed all new
transdermal patch orders were reported to the
BON andfor ADON. The DON and ADON
completed audils of residents who were currently
on a lransdermal patch of any kind with the Jast
audit compleled on 04/08/14 and to continue
every day for seven (7) days. The facility did not
have any new admisslons on transdermal
palches at this time,

On 04/03/14, the Medlca! Director was nollfied of
the AcC and agreed with the plan with a verified
signature. Review of the Quality Assurance

F 333
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Il addition to the prior abatement
F 333 | Conlinued From page 33 F 333ibmitted and accepted on 04/08/2014, the
meeting notes, dated 01/01/14, revealed the AgC Tgcility also submits the following plan of
was discussed via a phone call between the cprrection;
Medical Director and the Executive Director,
Review of the Pl Committee meeting 1490 Effective Administration/Resident
documentation, dated 01/01/14 through 03/19/14 ¢li Being. A facility must be
re\éﬁtaled mee;in?s r{ere hi?!'dt waal:ily o rrav!elw;]aﬂ nleinislercd in a2 manner that enables it
audits, new admissions with transdermal patches, th use its resources effectivel
: N y and
and revisa the care plans to ensure resident's efficiently fo attain or maintain the highest

individual needs were met and residents were

recelving care to mest the highest practicable practicable physical, mental, and

sychosocinl well-being of each resident,

well belng,

Interviews conducted with the ADON, DON, and It Resident(s) affected by alleged deficient
the Execulive Director, on 04/09/14, revealed practice:

medicatlon adminislratfon was discussed in the Pl s Resident was discharged home on
meatings as stated in the AoC and tralning was 03/15/14 with family and no longer
provided to licensed nursing staff as well as the resides at the center.

CNAs related to identifying multiple patches on
;%?;(;:;‘:gno&iiﬁ: [fg’;ﬁ;a resident on initial 2. Residents with potential to be affected

F 490 | 483,76 EFFECTIVE F 490, Dyallesed deficient practice:
§5=J | ADMINISTRATION/RESIDENT WELL-BEING *  Allnew admissions, readmissions
and other residents who have a new
Afacllity must be administered in a manner that order for transdermal patches will be
enables [t to use its resources effectively and reviewed daily during morning
efficlently to attain or maintain the highest meeting. This discussion will
a gﬁﬁﬁ?&%‘:@gﬁaﬁégggﬁt and psychosoclal include but not be limited to:
' . Type of transdermal
medication ordered,

2. Compliance to policy

This REQUIREMENT is not met as evidenced regarding the presence of

B: d on Inten] | fhe E y transdermal patch :
ased on Interview, review of the Exacutive d tation in clinical J

Director's (ED) job dascription, and review of the reziurgl:?‘; ;:g;{‘ cliniea ;

facllily's policy and procedure and Plan of 3. Any other medication

Correction for the 0271114 Abbreviated Survey, it

related concerns,
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was determined the facllity falled to have an
effective system to ensure it was administered in
& manner that enabled ll {o use its resources
elfectively and efficlently to altain or maintain the
highest praclicable physical, mental, and
psychosecial well-belng for one (1) of fiftean {16)
sampled residents (Resident #18),

Durlng an Abbreviated Survey concluded on
02111114, immedlate Jeopardy was identified at
483.20 Resldent Assessment F-281 Services
Maeet Professional Standards; and 483.25 Quality
of Care, F-333 Free of Significant Medleation
Error, The faciiity submitted a Plan of Correclion
for the 02/11/14 survey; howaver, additional
investigation during the Standard Recentification,
Rovisit and Abbreviated Survey concluded on
04/09/14 revealed the residents continued to be
ot risk for significant medicatlon errors.
Immadiate Jeopardy was identiied at 482.20
Resldent Assessment, F-281; 485.25 Quality of
Care, F-333 Free of Significant Madication Error;
and, 483.76 Administratlon, F-490 Administration
and F-520 Qualily Assessment and Assurance,

The faciiity falled to have an effective system in
place to monitor the placement and removal of
medication transdermal patches and falled to
Identify If transdarmal patches were In place on
admission lo ensure the medication was
adiministered at the right dose for one (1) of
fiftean (15) sampled resldents {(Resident #16). In
addition, the facility falled to ensure education
provided to licansed staff was effective, Perthe
facliity's Plan of Corraction, for the survey dated
02/11/14, all licensed nurses recelved education
on two (2) occasions on the five {5) rights (right
resident, right time, right medicalion, right dose,
and right route) of medication adminlstration.

4 .

X4 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION e
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COM&{TE‘;IEON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE
DEFICIENGY)
4. Actions taken to
F 490 Conlinued From page 34 F 490

resolve/correct,

* Beginning 4/03/14 times 8 weeks,
the Executive Director to notify
RDCS and RVP of any non-
compliance to transdermal patch
policies, medication etrors, and
corrective actions taken, at the time
of finding.

Systems to ensure alleged deficient
practice does not recur:

& On4/08/14, the Exccutive Director
was provided additional education
by the RVP, regarding job
description, prompt notification to
the RVP/RDCS of issues and
medication errors, and how to
review the entire plan of correction
and monitor,

*  Beginning week of 04/12/14,
Executive Director to meet with
DON weekly to vatidate all plan of
correction education and audits are
completed as indicated, medication
errors are identified and action taken
if indicated.

* RVP/RDCS and Executive Director
to discuss clinical and plan of
correction oversight weekly x 8
weeks, beginning week of 04/12/ 14,
then as PI committee recommends,

Monitoring to ensure alleged deficient

practice does not recur:
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However, a licensed nurse failed to remove a
Fantanyl pateh pricr fo the appilcation of a new
patch to ensure the resident recelved tha right
dose of medication for one (1) of fifteen {15)
sampled residents (Resident #16),

On 01/44/14, Resldent #15 was readmitted to the
Tacllity with a Fentanyl patch I place and a
physiclan’s order for a fifty (50) microgram (meg)
Fentanyl Palch (oplate pain medicatlon) every
sevenly-two {72) hours. On 01/17/14, the facilily
applied a Fentany! palch; however, there was no
decumented avidenca the facilily removed the old
palch prlor fo applying the new one. On
01/18/14, Resident #16 was found staring blankly
and with minimal response to verbal stimull, A
Fentanyl Palch was removed and the resldent
was sent to the Emergency Room. Review of
hospital documentation revealed a Fentanyl
Patch was removed in the Emergency Room
also. The reskdent was administered a dose of
Narcan (Oplate drug reversal drug) 0.4 milligrams
(mg) via IV plggyback and the resident woke up
and stated hisfher name to the Emergency Room
Nurse. Resident #15 was admitled lo the
Intensive Care Unit (ICU), on 0119714 a1 12:03
AM, with a primary diagnosts of Encephalopalhy
secondary to a Fenlanyl Patch and a secondary
diagnosis of Accldental Narcolic Overdose.

The facllity's failure to have an effective system to
ansure it was administered In a mannsr that
enabled it fo use Its resources effectively and
afllclantly has caused or is iikely to cause serlous
Injury, harm, impairment, or death to a resident,
Immedlate Jeopardy was Identified on 04/03/14
and was determined to exist on 01/17/14. The
facllily was notified of the Immadiate Jeopardy on

*  The P1 committze met on 04/04/14

*  The PI committee will continue to

04/03114,
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¢ On 4/03/14 the medical direct d
F 490 | Continued From page 35 F 490 ot . roctor an
nued From pag resident’s attending physician were

.notiﬁed by the Executive Director of
Jeopardy and action plan. Both were
in agreement with action plan,

to review action plan, validate
education completed, and update
Medical Director on the additional
doeumentation for new admission
on the initial data collection tool and
to validate monitoring is in place,

meet weekly for 30 days, then 2x
monthly for 30 days, then monthly
to review all audit findings and
make revisions to the action plan as
indicated,

At least quarterly, the PI committee
will review medication errors and
actions taken,

RDCS/RVP 1o attend all P
committee meetings either in person
or by phone, to identify quality
issues which includes medication
errors, trends and assist in plan of
correction implementation and
development of action plans to
correct any issue identified,
Beginning week of 04/03/14 x g
weeks, and on-going until P1
committee and RVP recommend
change in frequency,
Executive Director to meet with
clinical team 5 x week, X 8 weeks

FORM CMS-2687(02-98) Previous Verslons Obsalsle

Evanl [D; T4WP1§

Faclity 10: 100011

I continvalion sheel Page 36 of 63




PRINTED: 06/02/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF BEFIGIENCIES (Xt} PROVIDERISUPPLIER/CLIA {43) HULTIPLE CONSTRUGTION {X3) DATE SURVEY
ANB PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185320 8. WING - 04/09/2014
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, 2IF CODE
262 W, 6TH 8T,
LIFE CARE GENTER OF {.ACENTER LA CENTER, KY 42068
o4y 1D SUMBARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORREGTION {X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIAYE DATE
DEFIGIENGY)
beginning week of §4/03/14 to
F 480 | Continued From page 36 F 480 ensure all clinical issues addressed
, and plan of correction foltowed,
An acceplable Allegation of Compliance was This audit will continue at least 3 x ‘
recaived on 04/08/14, alleging the removal of the weekly x 3 months, then as i
Immediate Jeopardy on 04/08/14. The State recommended by PI Committee.

Survey Agency valldaled, on 04/09/14, the
Immediate Jeopardy was removed on 04/08/14,
as allaged. The Scope and Severlly was lowerad 5.
o a "D" at 42 CFR 483.20 Resldent Assessmeant
F-281; 42 CFR 483.25 Qualily of Care F-333;
and, 42 GFR 483.76 Administeation, F-490 and
F-520 while the facllity develops and implements
the Plan of Correction (POC) and the facility's
Quality Assurance (QA) monltors the
effectiveness of the systemic changes,

Completion Date: 04/19/2014

The findings include;

Review of the Executive Director's {ED) job ;
description, revised 04/18/13, revealed the :
Posltion Summary as follows: "The ED provides !
leadership and direction for overall facility ‘
opsralions to provide quality resident care in
accordance with all laws and regutations.”
Further review of the Essentlal Functions
revealed "Must ensure the residents recelve high
quallty care.”

Review of the Adminislrative General Policles,
(no dale), revealed “The ED will be responsible
for implementing facility policies and formulating
departmental policles wilh advice and counsei
from {he consullants, medical staff, and
deparimental staf. The ED will administer and
conduct all aspacls of the policies and programs
within the framework provided."

Reviaw of the facilily's Plan of Correction {POC),
for the survey dated 02/11/44, revealed all
licensed staff was educated on the five (5) rights
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Continued From page 37

of medication administralion and a post
competency test related to medication
adminlstration was given on two (2) occaslons.
The five (8) rights of medication administration
ara: 1.) Right Resident, 2.) Right Drug, 3.) Right
Dose, 4.) Rlght Time and, 6.) Right Route.
Howsver, the facilily failed fo have an effective
system In place to monltor the placement and
removal of medicalion transdermal patches and
Identify If transdermal patches were In place on
admisslon to ensure the medicalion was
administered at the right dose.

Interview and record review revealed Resldent
#15 was readmilted to the facillly, on 01/14/14,
with a Fentanyl patch In place. On 01/17/14, the
facllity applied a Fentanyl patch; however, there
was no documented evidence the facllity
removed the old patch prior to applying the new
one, On 01/18/14, Resldent #16 was found
staring blankly and with minimal response to
verbal stimull and was diagnosed with Accldental
Narcotic Overdose,

Interview with the Facllity's ED, on 04/03/14 at
10:45 AM, revealed she did not inltiale an
Investigatlon Into the incidant with Resident #15
because she did not feel there was a medication
error made even after she was made aware of
hospltal documaentation that Resident #16 was
admitted to the hospital Intensive Care Unit with a
Fentanyl overdose and had a Fentanyl patch on
upon arrival al the hospltal. The Executive
Director stated the facilily recelved ten (10)
Fenlanyl patches from the pharmacy when
Resldent #1 was admitted. She revealed one (1)
patch was administered and one patch was
removed prior to the resident going to the

F 490

FORM CMS-2667(02-98) Pravious Varslans Obsolale

Event ID: T4WP11

Facllity 1D; 100011

if continuation sheel Page 38 of 83




DEPARTMENT OF HEALTH AND HUMAN SERVICES
GENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 06/02/2014

FORMAPPROVED

OMB NO. 0938-0301

STATEMENT OF DEFICIENCIES {Xf} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

185320

B. WING

{X2) MULTIPLE CONSTRUGTION
A BUILDING

{X3) DATE SURVEY
COMPLETED

04/09/2014

NAME OF PROVIDER OR SUPPLIER

LIFE CARE CENTER OF LACENYER

STREET ADDRESS, CITY, STATE, ZIP CODE
262 W. 6TH 8T,
LA CENTER, KY 42056

(%4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LG IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION

{Xs)
PREFIX {EACH CORRECTIVE AGTION SHOULD 8E com;kgron

TAG GROSS-REFERENCED TO THE APPROPRIATE

DEFIGIENCY)

F 4490

Continued From page 38

hospltal. She stated there were nine (8) palches
left which meant the count was correct so she did
not feel they had made a medication error.
Howaver, revisw of the Hospltal Discharge
Documentation revealed Resldent #16 had a
Fentanyl palch applied at the hospital prior lo
baing admilted to the faclfity. Additionally, she
stated, the Medication Administration policy
revealed two {2) stalf was to monltor the removal
and destruction of any used Fentanyl patches.
However, on 01/17/14, there was no documented
evidence the staff wilnessed the removal and
deslruction of Resident #16's Fentanyl patch that
lhe resident received at the hospital,

Further interview with the ED, on 05/09/44 at 2:00
PM, revealed audits were conducted related to
medication administration and the five {6) rights
of medication adminisiration, and continue to be
ongoing monthly. She stated there was no fallure
Identified related to the facliity's policy, which
would have led lo a second significant madication
administration srror, nor was thare a fallure
related to the training provided after the first
significant medleation error. Therefore, she did
not feel there was a second slgnificant medicaltlan
arror made,

Further interview with the ED revealad 100% of
all staff was inserviced related to the five rights of
medication administration. The ED reiteralted,
based on the facllity's policy on madicatlon
administration, there were no fallures identifled
related to the Admilting Nurse's assessmenl of
Resldent #15 on 01/14/14,

A Post Survey Interview with the Direclor of
Nursing (DON), on 06/20/14 at 1:45 PM, revealad

F 490
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F 490 Continuad From page 39 F 490

the licensed siaff should remove the old
transdermal patch prior to applying a new patch
lo ensure the right dose of medicallon was
adminlstered per physician's order.

**The facllity Implemented the following aclions to
ramove tha Immediate Jeopardy:

On 03/15/14, Resident #16 was discharged home
with famlly and no longer residas at the center.

The facliity Inltlated an internal Investigation at the
time the resident was readmilted on 01/23/14 and
was [dentifled as having an accldental narcolic
overdose. The DON, ADON, SDG, and Reglonal
Director of Glinical Servicas (RDCS) conductad a
medicallon pass audit which included
administration, rolation, and patch presence on
02/01/14 and 02/06/14. No discrepancles were
ldentifisd and the audits were on-gaing,

On 04/07/14, the DON and RDCS complated a
validation to ensure that all nine {9) residents with
any type of transdermal patch had the localion of
the palch on the restdent documented on the
MAR and that ali medications were baing
administered psr physiclan's orders.

On 01/24/14, two {2} additfonal reskients were
identified as recelving Fentanyl patches fo treat
pain. The DON verlfied the physiclan's orders for
the patchas, reviewed the MAR o asstire the
patches were belng administered correctly, and
documentation and verificatlon the residents
racelved the paiches as ordered.

Fentanyl patches were audited by the DON on
01/24/14 for all residents with orders to verify the
patch count was accurately refleclive of the
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Continued From page 40
narcotic count sheet.

On 04/03/14, the RDCS and the DON reviewed
the documentation of the resldents with Fenlany!
patches (two resldents from 01/23-02/06/14, two
(2) residents from 02/08-02/07/14, three (3)
residents from 02/07/14-present). The Fenlanyl
patch orders and January to present MARs
reflectad the resident's patches were applisd per
physiclan's orders. Tha slte for the palch was
documentad and monitoring was decumented on
the MAR throughout the month,

Resldents who had an order for a Fentanyl paich
were seen by a physlcian in the center on
04/03H14 with no concerns with dosage or
documentation noted,

The Pharmaclst conducted a review of all current

Fentany| patch orders and counls were correct on |

02/04/14. She also reviewed the documentation
of the location of the patch on the MARs and
verified each shift placement chack.

On 01/31-02/02/14, all licensad nurses were
provided education on medication administration
Including Fenlanyl palches. This education was
completed by the DON and the Staff
Development Coordinator (SDC) and was
provided for 100% of the licensed nurses bafors
midnight on 02/02/14,

On 04/03/14, the RDCS complsted education for
the Executive Director, DON, Assistant Director
of Nursing (ADON), SDC, and ihe Minimum Data
Set Coordinator (MDSC) which included:

Transdermal patch administration/removal policy
and procedure
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Requlred documentatfon of the Fentanyl patch
removal and application, including anatomical
location of patch 1o be on the MAR.

Admission documentation In admission
assassment/notes to Include Fentanyl patches
present and the location.

Notification of DON or ADON upon receipt of new
Fentanyl patch arders recslved.

Al licensed nurses recalved the above lraining
baginning on 04/03/14. Education was complated
by the DON, ADON, or MDS Nursa. Education
Included a quiz which required a score of 100% to
validate competency. This education was
completed with 100% of Keensed staff on
04/04/14. Any licensed nurse who did not receive
the above training would not be allowed to work
untll the training was completed.

The DON, ADON, MDS Nurse, and SDG
provided edugcallon to the Certifiad Nursing
Assistants (CNAs) to Include observing for
transdermal patches during activily of dally living
(ADL) care and to nolify the Charge Nurse if more
than one (1) patch was identified on the resident.
Education was inltlated on 04/04/14 and was
completed prior to midnight to all staff on duty.
Any staff who did not recalve the tralning prior to
midnight on 04/04/14 was to receive the Iraining
prior fo beginning his/her next working shift.

Nursing wil notify the DON or ADON at the fime
of all new Fentanyl patch orders recelved,

On 04/03114, the DON and ADON complsted
audits of resldents’ records who were recelving a
Fentanyl patch for documentation of ptacement
on the MAR and verlfied the patch was located on
the resldent in accordance to the assessed,
documented site. The DON, ADON, and RCDS
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Continvad From page 42 .
reviswed resident records who currently had
Fentany! palches to valldate the physician's order
matched the MAR,

Beginning 04/04/14, the DON, ADON, SDC, Unit
Manager, MDS Nurse andfor RDCS will validate
the transdermal palches orders are correct,
recorded on the MAR, location will be
documented on the MAR, and verify the patch {s
located on the resident in accordance with the
assessed, documented site, The pracess was fo
oceur seven (7) days a week for thirly {30) days,
then would be completed four (4) times a wesk
for thirly (30) days. If a discrepancy was
identified, the nurses Involved would not be
allowed to administer medications until they were
telrained and deemad to be compstent in
edication administration.

The DON, ADON, SDC, or Unit Manager will
monitor the next five (5) admissions with a
transdermal patch order beginning on 04/05/14,
and again on 04/07/14 to ensure fransdermal
patch orders were recorded on the MAR
correctly, the location was documented on the
MAR and on the initial data collection tool. They
will verlfy the patch was on the resident as the
MAR indicated. If a discrepancy was Identified,
the nurses involved would not be allowed to
administer medications until they were retrained
and deemed lo be compatent In medication
administralion,

All audit and monltoring outcomes would be
presenled to and reviewed by the Performance
Improvement (P1) Committee for reviston or plan
recommandalions. Audlls would be completed
seven (7) days a week, for the next thirly (30)
days, then at a rate of four (4} times per week for
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thirly (30) days. The Pl Commiltee would meet
weekly over the next (hirly (30) days, then
bi-waekly for thirty (30) days to review resuilts.

P1 meetings were held on 82/05, 02/08, 02112,
02/19, 02/26, 03/05, 03/07, 03/09, and 03/19/14.
Review of education provided In regard lo
medication adminlstration as well as full review of
complatad medication administration audits were
cohducted at each Pl mesling,

On 04/03/14, the Medlcal Director and tha

residsni's altending physiclan were notified of
Immediate Jeopardy and the facility's action plan i
and both agreed with the action plan.

The PI Committee met on 04/04/14 to review the
action plan, validate education as completed, and
to update the Medical Director on the additional
documentation for new admisslons on tha Initial
data collection tool and to valldate monitoring was
in place.

The Pl Commiilee consists of the Executive
Director, DON, ADON, SDC, MDS Nurse, Social
Services, and Activity Direstor. The Pl Commiltee
was to meet weekly for thirty (30} days to review
all audits, new admissions with transdermal
palches, and revise the care plans to ensure
resident's individual needs ware met and
resldents were racelving care to meet the highest
practicable well belng, The Pl Commiltee was to
meet two (2) times a month for thirty (30) days,
then monthly to review alt audit findings and
make revislons as neaded to the action plan
based on audit findings.

**The State Survey Agency validated the
FORM GMS-2667(02-09) Provious Versions Obsalete Even! ID: TAWP 1Y Facilly ID: 100011 # contlnuation shaeal Page 44 of 63
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Continued From page 44
camaclive action taken by the facilily as follows;

Record review revealed Resldant #15 was
discharged home with famlly on 03/15/14,

Review of Medication Pass Audils, dated
02/01/14 and 02/06/14 revealed the DON, ADON,
SDC, and RDCS conducled a madication pass
audit and monitored the entire medication pass
Including the administration of medication
palches to Include ensuring the rotation of siles
for the palches, patchas were dated and timed,
as well as documented on the MAR for
placement and removal of the old palch. Random
palch audits were ongolng and continued to be
performed three (3) imes a week,

Revlew of the MAR audit list, dated 04/07/14,
revealed the DON and RCDS completed
observations of the nine (9) resldents with any
lype of transdermal patch lo ensure the palch
was located al the same slle as was documentad
on tha MAR. in addition, they reviewed the
physiclan's orders to ansure the staff was
following the physiclan's order for the patch.

Revlew of the Physician's Progress Notes, dated
04/03/14, for Resldent #10 and Resldent #3
revealad both resldents were assessed and
received Fentany! patches with no adverse side
ffects noted.

Review of a Medication Audit form, dated
04/04/14, revealed the pharmacists reviewed the
MARs for Resident #3 and Resident #10 for
correct documentation for placemanl, checks,
application, removal, and disposal of Fantanyl
patches with no concerms noted.
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Raview of tha inservice log, dated
01/31/14-02/02/14, revealed 100% of licensed
staff was Inserviced and a post test was
completed to verify competency of transdermal
patch administration by the DON and SDC,

Review of trainirig, dated 04/03/14, revealed
100% of licensed staff was inservicad on the
procedure for Admission/Readmisslon of
residents ulllizing Fenlanyt palches by the DON,
ADON, 8§DC, and MDS Coordinator. The tralning
included transdermal palch administration and
removal policy and procedure; the required
documentation of patch removal and application,
Inciuding focation of the palch; the documentation
on Admisslon Assessments and Motas should
Include if any patches presant and the location of
the patches; and Natificalion of the DON andfar
ADON upon recelpt of new patch orders, A
competency exam was glven to verily the
understanding of the training. 100% of licensed
staff was inserviced and now hires will receive the
same trahing.

Review of the CNA training log, dated 04/04/14,
revealed a phone lraining was completed by the
Regional Nurse Consultant on 04/04/14 which
Included to observe for patches during care and
to ulilize a "stop and wateh"” tool to report areas to
the charge nurse.

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
10:45 AM, revealad thay were lrained on the
disposal pracess for ransdermal palches,
documentalion of the site of the patch on the
resident, physlclan notiflcation if more than one
(1) patch was found on a resident, and the
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procass of documenting patches on new
admissions, Additionally, RN #2, RN #4, RN#10
and RN #11 were educated on the nolification of
the Director of Nursing and/or the Assistant
Director of Nursing of new orders for Fentanyl
patches, the admission process for transdermal
palches documentation, placement checking of
the patch and to complete a complete body audit
ifthe patch was notwhere it was supposed to be
and conduct an Investigation, and the disposal
process for the patches which includes two (2)
llcensad nursing staff o witness and deslroy the
palch by folding it and placing Ilin a Sharp's
contalner,

Interviews with CNA #1, CNA#2, CNA#3, and
GNA#4, on 04/09714 between 10:15 AM and
10:45 AM, revealed they were Inserviced on
raporling to the Charge Nurse If while performing
care lo a resldent, two (2) palches were folind to
be present on the resident. They stated thay
would fill out a "Stop and Wateh® form and turn 1t
in to the Charge Nurse,

Review of the Transdermal Patch Audits, on
04/06/14 and 04/09/14 revealed all new
transdermai palch orders were reported to the
DON andfor ADON. The DON and ADON
completed audits of residents who were currently
on a lransdermal patch of any kind with the fast
audit completed on 04/08/14 and to continue
every day for seven {7) days. The facility did not
have any new admissions on transdarmal
patches al this time,

On 04/03/14, the Medical Director was nolifisd of
the AoC and agreed with the plan with a varlfied
signalure. Review of the Qualily Assurance
meeting notes, dated 01/01/14, revealad the AcC
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[F 520 Committee-Members/ Meet
F 490 | Gonlinued From page 47 F 490 Guarterly/Plans, The facility must
was discussed via a phone call bstwaen the k:taintain a quality assessment and
Medlcal Dirsclor and the Executive Direclor. ssirance committee consisting of the
Revl fthe Pl Commilies maating director of nursing services; a physician
eviaw of the e fonys ity
documentation, dated 01/01/14 through 03/19/14 e ey iy, and af loas 3
re\;ﬁ!aied meeéln?s \luere rti?'!‘d! weel&ly to rlevie;whall
audits, new admisslons with ransdarmal palches, . .
and revise the care plans lo ensure resldgnl's }. Resident(s) affected by alleged deficient
individual needs were met and residents were pragtice: _
recelving care to meel the highsst practicable * Resident was discharged home on
well being, 03/15/14 with family and no longer
resides at the center.
interviews conductad with the ADON, DON, and
the Executive Director, on 04/06/14, revealed D.  Residents with potential to be affected
moelngs a5 saled e A o baimoevne b lleged defictent practice;
as stated iIr . 0 ot
provided to licensed nursing staff as well as the *  Upon completion of a 100% r esiden
CNAs related lo identifying muiliple patches on audit, two residents were identified
residents or a palch on a resident on Initial as having orders for fentanyl patche:
admisslon to the facilily. and on 04/03/14, the Regional
F 620 | 483.75(0){1) QAA F 520 Director of Clinical Services
§85=4 | COMMITTEE-MEMBERS/MEET (RDCS) and Director of Nursing
QUARTERLY/PLANS (DON) reviewed their Medication

Afacliity must malntaln a qualily assessment and
assurance committes conglsting of the diractor of
nursing services; & physiclan designated by the
facillly; and at least 3 other members of the
facilily's staff,

The quallly assessment and assurance
comimillee meets at least quarterly to identify
Issuas with respect to which qualily assessment
and assurance aclivilies are necessary; and
develops and implements appropriate plans of
action to correct identified quatlly deficlancies.

Administration Record (MAR) to
verify administration compliance to
physician orders, that two (2)
licensed nurses are signing the MARI
at each time a patch is applied and
removed. In addition, they observed
the pateh location on the residents’
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
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A State or the Secretary may not require
disclosure of the records of such commiliee
except insofar as such disclosure Is related to the
compliance of such commitiee with the
requirements of this section.

Good falth altempts by the commitiee to identify
and correct qualily deficlencies will not be used as
a basls for sanctions.

Tils REQUIREMENT s not met as evidenced

Based on Interview, record review, review of the
facility's policy and procedure and Plan of
Correctlon for the 02/11/14 Abbreviated Survey, it
was determined the facility's Quality Assessment
and Assurance Convimitles falled to ensure the
educalion provided to licensed staff on
medicalion adminlstration was effective. Per the
facility's Plan of Correction, for the survey dated
0211114, all licensed nurses recelved education
on two (2) occasions on the fiva (5) rights (right
residant, right {ime, right medication, right dose,
and right route) of medication administration.
However, a licensed nurse falled to remove a
Fentanyl patch prior lo the application of a new
pateh to ensure the rasldent recelved the right
dose of medicalion for ane {1) of fifteen {15)
sampled residents (Resident #15),

During an Abbraviated Survey concluded on
02111114, limmediate Jeopardy was identified at
483,20 Resident Assessmant F-281 Services
Meel Professtonal Standards; and 483.25 Quality
of Care, F-333 Free of Signilicant Madication
Error. The facllily submitted a Plan of Corraction
for the 02/11/14 survey; howevar, additional

*  On 04/04/14, the pharmacist was in

s On 04/07/14, RDCS and DON
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were seen by a physician in the
F 520 Continued From page 48 F 620 center to identify any issues with

dosage or documentation of
fentanyl. No concerns were noted.

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.

completed an 100% resident audit 1q
identify that the nine (9) residents
with any type of transdermat 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
had a care plan reviews completed
by the RDCS to verify that their
transdermal patch usage had
appropriate care plan interventions
as indicated. No issues were
identified.

* A nursing assessment was
completed by licensed nurse/charge
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Investigation during the Standard Recertification,
Revisit and Abbreviated Survey concluded on
04/00/14 revealad the residents contiued to be
at risk for significant medication errors.
Immediate Jeopardy was Identified at 483.20
Resident Assessment, £-281; 483,26 Quallty of
Care, F-333 Free of Significant Medication Error;
and, 483.76 Adminietration, F-490 Administration
and F-520 Qualily Assessment and Assurance,

On 01/14/14, Resident #15 was readmitted to the
facility with a Fentanyl paich In place and a
physiclan's order for a fifty (50) mlcrogram (meg)
Fentanyl Patch (oplale paln medication) every
seventy-two (72) hours, On 04/17/14, the facllity
applied a new Fentanyl palch; however, there
was no documented evidence the old Fentany!
patch was removed. On 01/18/14, Resident #15
was found staring blankly and with minimal
response to verbal stimuli, The physician was
nofitied and a fifty (50) microgram {mcg) £ entanyl
Patch was removed from the resident's chast at
the facillty. The resident was sent to the
Emergency Room for evaluation, Review of
hospltal documentallon revealed a Fentenyl
Palch was also removed in the Emargency
Room. The resident was administered a dose of
Narcan (Oplate drug reversal drug) 0.4 milligrams
{mg} via IV plggyback and the resident woke up
and stated histher name to the Emergency Room
Nurse, Resident #15 was admilled {0 the
Intensive Cara Unit (ICU}, on 01/16/14 at 12:03
AM, with a primary diagnosis of Encephalopathy
secondary to a Fentanyl Patch and a secondary
dlagnosls of Accidental Narcotic Overdose, The
licansed staff had falled to remove the previous
Fentanyl patch prlor to applying a new patch to
ensure the resident received the right dose of
medication. The facility's Quallly Assurance

3.

X4} ID SUMMARY STATEMENT OF DEFICIENGIES 0 {x8)
F{’RE)FIX {EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS REFERENCED TO THE APPROPRIATE
DEFICIENGY)
nurse on all nine (9) current
F 620 | Continued From page 49 F 620 residents with transdermal patches

Systems to ensure alleged deficient
practice does not recur:

04/02/14-04/07/14 to identify any
change in condition. No issues were
identified,

RDCS completed education with
ED on 04/01/14 on Performance
Improvement process, identification
of issues and root cause process that
require plan of action and QA
process {o ensure resident highest
practicable level of well-being,

On 4/08/14, the Executive Director
was provided additional education
by the RVP, regarding job
description, prompt notification to
the RVP/RDXCS of issues and
medication errors, and how to
review the entire plan of correction
and monitor,

Begiming week of 04/12/14,
Executive Director to meet with
DON weekly to validate all pian of
correction education and audits are
completed as indicated, medication
errors are identified and action taken
if indicated.

RVP/RDCS and Executive Director
to discuss clinical and plan of
correction oversight weekly x 8
weeks, beginning week of 04/12/14,
then as PI conunittee recommends.
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¢ Additions were made to the MARs
F 6201 Continued From page 50 F 520 of all residents who have orders for
falted to identify this error as a slgnlficanli transdermal patches fo support
gle“%i::';gn I:lrcr:r and faitsd to put corrective documentation of patch application, :
place. site, removal and monitoring by two ;
The facillty's fallure to develop and imptement licensed nurses. ]
appropriate plans of action to correct identified ¢ Transdermal patch application, site !
quality defictencles has caused or Is Iikely to documentation, observation, ;
cause serlous Infury, harm, impalrment, or death removal, destruction and monitoring
to a resldent. Immediate Jeopardy was ldentified is now included in orientation of

on 04/03/14 and was determined to exls!t on
011714, The facility was nolified of the
Immediate Jeopardy on 04/03/14.

new licensed nurses,
*  Added to the orientation for
Certified Nurse Aides is the

An acceptable Allegation of Compliance was responsibility to observe for
Ereceived on 04!0&:‘!4. alleging the removal of the transdermal patches during ADL
mmediate Jeopardy on 04/08/14. The State are and noti if th
Survey Agency vafidated, on 04/09/44, the gn:aepa;tchnios !i?egﬁrfj:dl al;}l;);?ng "

Immediate Jeopardy was removed on 04/0814,

as alleged. The Scope and Severlly was lowered present on a resident,

to a"D" at 42 CFR 483.20 Resident Assessment *  On04/01/14 and 04/02/14 the |
F-281 and 42 CFR 483.25 Qualily of Care F-333 Administrator and DON provided ; |
and, 483,76 Administration, F-490 and F-520 ‘ education to ali licensed nurses |
while the facllily develops and Implemenis the regarding disposal of fentanyl

Plan of Correction (POC) and the facllity's Quallty patches, documenting disposal of :

Assurance (QA) monitors the effectiveness of the

systemic changes, fentanyl patches and that two (2)

licensed nurses are documenting and

The findings Include: monitoring disposal,

¢ In addition, on 04/02/14, the
Review of the {acmly's policy and procedzge, Assistant Director of Nursing
“Performance Improvement Plan”, revise (ADON) continued to educate the
11/23/09, revealed, "The facllity Implements and ficensed nurses regarding

malntains an ongolng program designed to C

monttor and a\.r.a?uate9 l?w ?]uallly of resident care, admlﬂlStratl('m of trarfsde_rmal ;
pursue methods to improve quality care, and patches. This education included: :
resolve Identiflad problems." The purpose L. Five (5) rights of
Includes, "o establish and provide a system medication pass
whereby a specific process and the
documentation relative to il Is maintalned to
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F 520 | Gontinuad F 51 F 2. Ensure previous
ontinued From page 20 transdermal patch removed

isuppcr! evldf(s?}cre of an ongolng Per‘formﬁm':a l : 3. Disposal of fentanyl

mprovement Program, encompassing all aspacts .

of resident care, including safely, infection g?t;;;esognld documentation
control, and quallly of life applicable to nursing sposa’.

facillty residents.” 4. M?rilto;'mg of fenta:yl

patch placement an

Review of the facifity's Plan of Corraction (FOC), documentation,

for the survey dated 02/41/14, revealad all .+ On04/03/14, the RDCS completed
2??:.‘:3.‘2 :ltg,f: :g;?n?:ﬁ:ttﬁi oar:l (tjhae SX;(S) rights train-the-frainer education for the
competency test related to medication a%%;? SSéSti,?DDmftor of Nursing
administration was given, The five (5) rights of N), Staff Development
medication administralion ware: 1,) Right Coordinator (SDC) and MDS
Resldent, 2.) Right Drug, 3.) Right Dose, 4.) Right Coordinator to include;
Time and, 6.) Right Route. However, when I, Transdermal Patch
conducting the Standard Receriification Survay, administration/removal
Revisit Survey, and the Abbreviated Survey Il was policy and procedure,
determined the fralning was Ineffective and the 2. Required documentation of
residents remained at risk for significant ' hq f ton o
medication errors, The facllity failed to have an the tentany! patch removal
effective systom In place to ensure staff was and application, including
knowledgeabls in the placement and removal of anatomical location of
medication transdermal palches lo ensure the patch to be on the MAR.
medication was administered al the right dose, 3. Admission documentation

in admission

Further review of (he Plan of Correction revesled,
"if any nurse does not follow the proper ?szs;men.un.mes o
procedures for medication administration, they include existing fentanyl
will be Immediately removed from patient care patches present upon

area and re-educaled by DON, ADON. However, admission, their location
the facilily's Quality Assurance falled to identify and removal, when unable
the 01/17/14 medication error as an slgngficanl to determine date of
g:}?ic(!}tggl'tgr; grégr and falied to put corrective application and as ordered

: ' by physician,
Further review of the Plan of Correclion revealed 4. Notification of ,
"all residents unless discharged had one or more DON/ADON upon receipt
physlcian visits between 11/28/13 and 02/05/14, of new fentanyl patch
physician visits constituted review of vitals, orders received.
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F 520 | Continued From page 62 F 520 :‘;:):,l: ?;i?;;u;}se«;;i?;;fﬂ the
assessments and abnormal findings and plan of 04/03/14 by DON/SDC/ADON or
treatment, If needed; no restdent was identified MDS Education includ
for any change of condition due to a medication IR e‘:
error.” However, review of Resldent #16's quiz with requited score of 100% to
medical record revealed there was no validate competency. Licensed
documented evidence Resident #15 was nurses were not allowed to work
(azssess?d by the physician per the Plan of until training and competency was

orrection, verified, This education was
" i
On 01/14/14 Resldent #16 was administered a comp fate (.): }OlM’ O”'fensed sttt
fifty (50) mcg Fentanyl Patch prior to the resident prorfnauidnight e,
being discharged lo the nursing facillly. Review DON, Staff Development
of the facility's Admission Orders, dated 01/14/14, Coordinator (SDC) and MDS Nurse
revealed an order for a Fenlanyl Palch fifly (50) provided education to the Certified
mcg to be changed every sevenly two (72) hours. Nurse Aides to observe for patches
Review of Resident #16's January 2014 MAR during ADL care and notify nurse if
revealed the facility applied a Fentanyl 50 meg — teh is dentified
Palch on 01/17/14; however, further review of the Se Al onp patch Is enfiited as
MAR and the resident's record revealed there being present on a resident.
was no documented evidence of the old patch Education was initiated 04/04/14
being removed to ensure the resident would and completed prior to midnight for
receive the right dose of medication. On any staff on duty. Staff not receiving
01[18{14, Resident #15 was found staring blankly education prior to midnight
and with minimal response to verbal stimuli. The 04/04/14 will receive prior to
resident was sent to the Emergency Room for beginning their next scheduled shi
evaluallon and was admitted to the Intensive ceining ielrnext scheduled shift.
Care Unit (ICU), on 01/19/14 al 12:03 AM, wilh a Beginning 04/04/14, licensed nurses
primary diagnosls of Encephalopathy secondary are to notify the DON/ADON at the
to a Fentanyl Patch and a secondary diagnosis of time of receiving a new order for
Accldental Narcotic Overdose. The licensed fentanyl to ensure order is correct,
o e oiel o e morus Pt documanaon ofst,nd o 2
resldent received the right dose of medication. nurses momtm.mg application,
removal and disposal.
Interview with the Staff Development Coordinator On 04/04/14, SDC provided
(SDC), on 05/09/14 at 10:03 AM, revealed she education to all licensed nurses
was present during the QA meeting related to the regarding notification of DON of
significant medicatlon error (related to medication any new order/admission with an
given to the wrong resident). She stated
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order for fentanyl patch, Also
F 620/ Conlinued From page 53 . F 620 included was additional education of
measures were discussed and Interventions were ensuring that patch order is correct,
putin place fo prevent future medication errors. g ;
Hovsever, the facility's QA falled to Identlfy the documentation of site, two (2)
01/17/14 medication error as another significant nurses witnessing removal and
medication srror, destruction and one (1) licensed
nurse is monitoring patch placement
Interview with the Social Seivices Director (SSD), every shift.
Inamar of the QR AeSuremes o s On J/04/14RDCS proviled
She stated the commiltee did not dentify a sdditional edvcation 1 Clafifled
system’s failure related to the QA process which Nursing Assistants (CNA) regarding
may have led to lhe second medication error, documenting and reporting to the
licensed nurse if two (2) patches of
Interview with the Director of Nursing (DON), on any kind are found on the resident.
05/00/14 at 9:51 AM, when asked about the On 04/10/14, DON additional
01/17114 medication error, she stated, "we did not education provided to licensed
have a second medication error; therefore, our pro’
QA process did not fail." Additionally, she stated nurses regarding transdermal
there have been changes made to (he patches. Content included
admisslon's process to reflect an additional place transdermal patch application and
to document patches on admission. A Post two (2) nurses to apply and remove
Survay Interview with the DON, on 05/20/14 at on MAR and to contact DON/ED
1:45 PM, revealed the licensed staff should immediately if patch is ordered and
remloye the old lraps;]dlermal palct:a pr:o;'1 tk::l ; not present.
applying a new patch to ensure the r 086 0 o
m%d?rcation waspadmlnlstered per phy%lcian's *  On04/15/14, RDCS additional
order, education was provided to licensed
nurses regarding what information is
Interview with the Executive Director (ED), on to be documented on MAR, and
05/09/14 at 9,06 AM, revealed in the Quality what Nurse #2 is validating on the
Wi MRl SRTT e o AT MAR. M € B vlittlng
, 2 e )
[dentified, recommendatlons for appian were gl phcatlon., tocation, remioval and
made to correct the problem. Additionally, she disposal with Nurse #1,
slated she did not belleve there was a second *  On04/14/14, 04/15/14 and 04/16/14
slgnificant medication error, and the QA the RDCS additional education
measures put in place after the first signlficant provided to licensed nurses
medication error were effective. regarding therapeutic interchange;
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reading MARs, ensuring orders
F 620/ Conlinued From page 54 F 620 match MAR,; transdermal patch

**The facility Implemented the following actions to
remove the Immediate Jeopardy:

On 03/15/14; Residenlt #16 was discharged home
with family and no longer resides at the center.

The facfiity inltlated an Internal investigation at the
time the resident was readmitted on 01/23/14 and
was ldentifiad as having an accldental narcotic
overdose. The DON, ADON, SDC, and Reglonal
Director of Clinical Services (RDCS) conducted a
medication pass audit which Included
adminislration, rotation, and palch presence on
02/01/14 and 02/06/14. No discrepancles were
identified and the audits were on-going,

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

On 01/24/14, two (2) additional resldents were
identified as recelving Fentanyl patches to treat
pain. The DON verifled the physlcian's orders for
the palches, reviswad the MAR lo assure the
patches were being administered correctly, and
documentation and verification the residents
received the palches as ordered.

Fentanyl patchas were audited by the DON on
01/24/14 for all residents with orders lo verify the
palch count was accurately reflective of the
narcotic counl sheet,

On 04/03/14, the RDCS and the DON reviewed
the documentalion of the resldents with Fenlanyl

§.

Monitoring to ensure alleged deficient

practice does not recur:

orders, specifically MAR to order,
medications administration and the
5 rights of medication
administration,

On 04/17/14, RXCS completed
additional education regarding
transcribing order as soon as
medication order received, new
MARs each month must be
compared to prior month MAR,

On 4/03/14 the medical director and
resident’s attending were notified of]
Jeopardy and action plan. Both were
in agreement with action plan.

The PI committee met on 04/04/14
to review action plan, validate
education completed, and update
Medical Director on the additional
documentation for new admission
on the initial data collection tool and
to validate monitoring is in place.
P1 Team to review incidént
management program beginning
week of 04/03/14 x § weeks to
identify clinical team oversight,
trends and ensuring root cause
determination by bringing specific
information regarding issues related
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to resident care, medications and
F 520 | Continued From page 55 F 620 resident outcomes.
patches (two residenls from 01/23-02/06/14, two e Executive Director to meet with
(2) resldents from 02/06‘02[07”4, three (3) DON “aeekly to discuss audit
residents from 02/07/14-present). The Fentanyl findings, trends in care

patch orders and January to present MARs
reflected the resident's patches were applied per
physician's orders, The site for lhe patch was

management, medication related
issues and plan of correction

documented and monitoring was documented on beginning week of 04/08/14.

the MAR throughout the month. o RDCS or RVP to audit PI action
plans weekly to ensure all identified

Reslidents who had an order for a Fentanyl patch issues including medication errors

waere seen by a physiclan in the centar on

04/03/14 with no concerns with dosage or are addressed per PI plan.

documentation noted. e RDCS to audit weekly beginning
04/12/14, that P1 team members are
ggﬁlphs;rm?:]iﬂ cgnducl?jd a I’e‘tﬂew of all curr ?nt present, that all issues identified are
anyl palch orders and counts were correct on :
presented, addressed timely and
02/04/14, She also reviewed the documentalion plans of action are implemented.

of the locatlon of the palch on the MARs and

verified each shift placement check. ¢ The Pl committee consists of

Executive Director, DON, ADON,

On 01/31-02/02/14, all licensed nurses ware SDC, MDS nurse, Social Services,
Iprol'.fiéi-ad education on medicallon administration Activities Director, and Medical
ncluding Fenlanyl patches. This education was Director. The PI committee will
completed by the DON and the Staff meet weekly for 30 days to review

Development Coordinator (SDC) and was

provided for 100% of the licensed nurses before all audits, review new admissions

midnight on 02/02/14. with transdermal patches and revise
this plan to ensure residents
gn 04/03I1I4. tht'a RDGCS completed education for individual needs are met and
e Execulive Dlrector, DON, Assistant Director residents are receivin
g care to meet
of Nursing (ADON), SDC, and the Minimum Data highest practicable well-being. The

Set Coor :
oordinator (MDSC) which Included: PI committee will then meet 2 x

Transdermal patch administrationfremoval policy monthly for 30 days, then monthly

and procedura to review all audit findings and
Required documentalion of the Fentanyl patch make revisions as needed to this
removal and application, Including anatomical plan based on audit findings.

localion of patch to be on the MAR.
Admission documentation In admission
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assessment/notes to include Fentanyl patches
present and the location,

Notification of DON ar ADON upon recelpt of new
Fentanyl patch orders received.

All licensed nurses recelved the above training
beginning on 04/03/14. Education was complated
by the DON, ADON, or MDS Nurse. Education
Included a quiz which required a score of 100% to
validate compelency. This educatlon was
completed with 100% of licensed staff on
04/04/14. Any licensed nurse who did not recelve
the above training would not be allowed to work
until the training was completed.

The DON, ADON, MDS Nurse, and SDC
provided education to the Gertified Nursing
Assistants (CNAs) to Include observing for
transdermal patches during activily of dally living
(ADL) care and to nolify the Charge Nurse If more
than one (1) palch was Identified on the resident.
Educatlon was inltiated on 04/04/14 and was
completed prlor to midnlght to all staff on duty,
Any staff who did not receive the lraining prior to
midnight on 04/04/14 was (o recelve the training
prior to beginning his/her next working shift,

Nursing will notify the DON or ADON at the time
of all new Fentany! palch orders received,

On 04/03/14, the DON and ADON completed
audits of resldents' records who ware recelving a
Fentanyl patch for documentation of placement
on the MAR and verifled the patch was located on
the rasldent In accordance to the assessed,
documented site. The DON, ADON, and RCDS
reviewed resident records who currently had
Fentanyl palches o validate the physician's order
matched the MAR.

committee meetings either in person
or by phone, to identify quality
issues which includes medication
errors, trends and assist in plan of
correction implementation and
development of action plans to
correct any issue identified.
Beginning week of 04/03/14 x 8
weeks, and on-going until PI
committee and RVP recommend
change in frequency. Any issues
will be reported to the Medical
Director.

Medical Director to attend PI
meetings monthly in person, weekly
via phone, to ensure that team is
meeting as required, identifying carg
management issues, making
recommendations as assisting with
plan of correction implementation.
RDCS and/or RVP to have center
oversight at least 2 days/week x 8
weeks then 1x week x 3 weeks
beginning 04/04/14 to identify QA
issues and ensure highest practicably
well-being,

5. Completion Date: 04/19/2014
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2 RDCS/RVP to attend all PI
F 520 | Continued From page 56 F 520
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F 620 | Continued From page 57 F 620

Beginning 04/04/14, the DON, ADON, SDC, Unlt
Manager, MDS Nurse andfor RDCS will valldate
the transdermal patches orders are corréct,
recorded on the MAR, location will be
documented on the MAR, and verify the patch is
located on the resident in accordance with the
assessed, documented site, The process was to
accur seven (7) days a week for thirly (30) days,
then would be completed four (4) times a week
for thirly (30) days. If a discrepancy was
idenlified, the nurses Involved would not be
allowed to administer medications untll they were
retralned and deemed to be competent in
medication adminlstration.

The DON, ADON, SDC, or Unit Manager will
monitor the next five (5) admisslons with a
transdermal patch order baginning on 04/06/14,
and agaln on 04/07/14 to ensure {ransdermal
patch orders were recorded on the MAR
correclly, the location was documented on the
MAR and on the initlal data collaction taol. They
will verlfy the patch was on the resident as the
MAR Indlcated. If a discrepancy was idenlified,
the nurses involved would not be allowed to
administer medications until they were relralned
and deemed to he compatent in medication
administration.

All audit and monitoring outcomes would be
presented to and reviewed by the Performance
Improvement (Pl) Committee for revislon or plan
recommendations. Audits would be completed
seven (7) days a week, for the next thirty (30)
days, then at a rate of four (4) times per week for
thirly (30) days. The PI Committes would meat
waekly over the next thirty (30) days, then
bl-weekly for thirly (30) days to review resulls.
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Pl meslings were held on 02/05, 02/06, 02/12,
02/19, 02/26, 03/05, 03/07, 03/08, and 03/19/14.
Revlew of education provided In regard to
medication administration as well as full review of
completed medication adminisiration audits were
conducted at each Pl meeling.

On 04/03/14, the Medical Director and the
resident's altending physiclan were nolified of
Immediate Jeopardy and the facllity's actlon plan
and both agresd with the action plan.

The Pl Committee met on 04/04/14 to review the
action plan, validate education as completed, and
to update the Medical Director on the additional
documantation for new admissions on the initial
data collection tool and to validate monltoring was
in place,

The Pl Commiftee consists of the Executive
Director, DON, ADON, SDC, MDS Nurse, Social
Services, and Actlvity Director. The Pl Committee
was to meet weakly for thirty (30) days to review
all audits, new admisslons with transdermal
palches, and revise the care plans to ensure
resldent's Individual needs were met and
residents were receiving care to mest the highest
practicable well belng. The Pl Committes was to
meat two (2) limes a month for thirty (30) days,
then monthly to review all audit findings and
make revisions as needed to the actlon plan
based on audit findings.

**The State Survey Agency valldated the
corrective action taken by the facllity as follows:

Record review revealed Resident #156 was
discharged home with family on 03/15/14.
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Revlew of Medlcalion Pass Audits, dated
02/01/14 and 02/06/14 revealad the DON, ADON,
SDC, and RDCS conducted a medication pass
audit and monltored the entire medication pass
Including the administration of medication
patches to Include ensuring the rotation of sites
for the patches, patches were dated and timed,
as well as documented on the MAR for
placement and removal of the old patch. Random
patch audits were ongolng and continued to be
performed three (3) limes a week.

Review of the MAR audlt list, dated 04/07/14,
revealed the DON and RCDS completed
observations of the nine (9) residents with any
lype of transdermal patch to ensure the patch
was localed at the same site as was documented
on the MAR. In addition, they reviewed the
physiclan's orders to ensure the staff was
following the physician's order for the patch,

Review of the Physiclan's Progress Notes, dated
04/03/14, for Resident #10 and Resldent #3
revealed both resldents were assessed and
recelved Fentanyl patches with no adverse side
effects hoted.

Revlew of a Medication Audil form, dated
04/04/14, revealed the pharmacists reviewed the
MARs for Resident #3 and Resident #10 for
correct documentalion for placement, checks,
application, removal, and disposal of Fentanyl
patches with no concerns noted.

Review of the inservice log, dated
01/31/14-02/02/14, revealed 100% of licensed
staff was inserviced and a post test was
completed 1o verify competency of transdermal
palch administration by the DON and SDC.

F 620
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Review of tralning, dated 04/03/14, revealed
100% of llcensed staff was inserviced on the
procedure for Adinisslon/Readmission of
residents ulilizing Fentany! patches by the DON,
ADON, 8DC, and MDS Coordinator, The {raining
Included transdermal patch administration and

removal policy and procedurs; the required
documentation of patch removal and application,
Including location of the patch; the documentation
on Admissfon Assessments and Noles should
Include If any patches present and the location of
the patches; and Notification of the DON and/or
ADON upon recelpt of new palch orders, A
competency exam was glven to verify the
undarstanding of the training. 100% of licensed
staff was Inserviced and new hires will receive the
same training,

Review of the CNA tralning log, dated 04/04/44,
revealad a phone fraining was completed by the
Reglonat Nurse Gonsullant on 04/04/14 which
Inchided to observe for patches durlng care and
to utillze a "stop and watch" tool to report areas to
the charge nurse.

Interviews with RN #2, RN #4, RN #10, RN #11,
LPN #1, LPN #5, LPN #6, LPN #7, PN #8, and
LPN #10, on 04/09/14 batween 10:15 AM and
10:46 AM, revealed they were lrainad on the
disposal process for lransdermal paltches,
dacumentation of the site of the patch on the
resldent, physieian notifcatlon If more than cne
(1} patch was found on a resident, and the
process of documenling palches on new
admissions. Additionally, RN #2, RN 4, RN#10
and RN #11 were educaled on the notification of
the Director of Nursing andfor the Assistant
Director of Nursing of new orders for Fenlanyl
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paiches, the admission pracess for transdermal
palches documentation, placement chacking of
the patch and lo complete a complete body audit
If the patch was not where It was supposed 1o be
and conduct an Investigation, and the disposal
procass for the palches which inchides two (2)
llcensead nursing stail to wilness and destroy the
palch by folding it and placing It in a Sharp's
contalner.

Interviews with CNA #1, CNA#2, CNA #3, and
CNA#4, on 04/09/14 between 10:15 AM and
10:45 AM, revealed they were inserviced on
reporting to the Charge Nurse if while performing
care {o a resident, two (2) patches were found to
be present on the resident, They stated they
would flll out a "Stop and Watch® form and fum
In to the Charge Nurse,

Review of the Transdermal Palch Audils, on
04/08/14 and 04/08/14 revealed alf new
transdermal patch orders were reporied to the
DON and/or ADON. The DON and ADON
compleled audits of resldents who were currenlly
on & lransdermal patch of any kind with the last
audit completed on 04/08/14 and to continue
avery day for seven (7) days. The facllity did not
have any new admissions on transdermal
patches at this time,

On 04/03/14, the Madical Direclor was notified of
the AoG and agreed with the plan wilh a verified
signature. Review of the Qualily Assurance ;
meeling noles, dated 01/01/14, revealed the AoC i
was discussed via a phone call betwesn the
Medical Director and the Execulive Direclor.

Review of the P| Committee mesting
documentalion, datad 041/01/14 through 03/16114
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revealed mestings were held weekiy to review alj
audils, new admissions with {ransdermal patches,
and revise the care plans to ensure resident's
individual needs were met and residents were
recaiving cars to maeet the highesl practicable
well belng.
interviews conducted with the ADON, DON, and
tha Execulive Director, on 04/08/14, revealed
medication administration was discussed in the P
meetings as staled in the AaC and tralning was
provided lo licansed nursing staff as well as the
CNAs related (o Identifying mulliple palches on
residents or & paleh on a resident on Inflial
admission to the faclilly.
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CFR: 42 CFR 483.70(a)
BUILDING: 01.

PLAN APPROVAL: 1967.
SURVEY UNDER: 2000 Existing.
FACILITY TYPE: SNF/NF.

 TYPE OF STRUCTURE: One (1) story, Type Ill
(211).

SMOKE COMPARTMENTS: Four {4} smoke
compartments.

| FIRE ALARM: Complete fire alarm system
installed in 1967, with 24 smoke detectors and 6
heat detectors.

SPRINKLER SYSTEM: Complete automatic wet
sprinkler system installed in 1967.

GENERATCR: Type li generator installed in
2008. Fuel source is Diesel.

A Standard Life Safety Code survey was
conducted on 03/20/14. The factity was found in
compliance with the requirements for participation
in Medicare and Medicaid. The facility is certified
for seventy {70} beds with a census of sixty-three
{63) on the day of the survey.

LABCRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency statement ending with an asterisk {*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. if deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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