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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
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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)

FORM CMS.2587{02.00) Previous Verslens Obsolela Event ID:T4WP 11

Faciiity ID: 100041 If continuation sheal Page 23 of 63




PRINTED: 08/02/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDIGARE & MEDICAID SERVICES OMB NO. (938-0391
STATEMENT OF DEFICIENGIES {%{3} PROVIDER/SUPPLIERICLIA (%2} MULTIPLE CONSTRUCTION (43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BULDING COMPLETED
186320 B. WING 04/09/2044

NAME OF PROVIDER OR SUPPLIER

LIFE CARE GENTER OF LACENTER

STREET ADDRESS, CITY, STATE, 2IP CODE
262W, 5TH 8T,
LA GENTER, KY 42056

SUMMARY STATEMENT OF DEFICIENCIES

D

PROVIDER'S PLAN OF CORRECTION

X4} 10 (X6}
Jgne)mx (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR £.5C IDENTIFYING INFORMATION) TAG : caoas-aemnegggglzg gg)s APPROPRIATE .
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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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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(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
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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:

FORM CM3.2567{02-80) Previous Verslons Obaolate

Event 1D: TAWPH

Factity 1D: 10001t

i centinuation shest Pags 36 of 83




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/02/2014
FORM APPROVED
OMB NO, 0938-0331

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
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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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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

F 490
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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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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

F 490
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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
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