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This visit was for the Investigation of Complaint 

IN00434368.

Complaint IN00434368 - State deficiencies related 

to the allegations are cited at R0241.

Survey date: May 30, 2024

Facility number: 014576

Residential Census: 78

These State Residential Findings are cited in 

accordance with 410 IAC 16.2-5.

Quality review completed May 30, 2024

R 0000 Not Required  

410 IAC 16.2-5-4(e)(1) 

Health Services - Offense 

R 0241

 

Bldg. 00

Based on interview and record review the facility 

failed to ensure residents were free of medication 

error for 1 of 2 residents reviewed  (Resident B). 

Findings include: 

A record review was completed on 5/30/24 at 11 

AM. Diagnosis included dementia, atrial 

fibrillation and chronic kidney disease.

The Medication Administration Record (MAR), 

dated 5/1 - 5/30/24 indicated an active order for 1 

Fentanyl (opioid) patch 12 MCG applied every 3 

days to to upper torso for pain at 8 AM. The 

MAR indicated the patch was applied on 5/8/24 

by Qualified Medication Aide (QMA) 2 and 

5/11/24 by QMA 3. 

R 0241 Describe what the facility did to 

correct the deficient practice 

for each client cited in the 

deficiency. The community 

started in-service for 

documentation on the placement 

of transdermal patches. The 

community started in-service on 

P&P regarding medication errors. 

The EMAR has been updated to 

reflect documenting the location of 

all transdermal orders in ECP. 

These in-services will be ongoing 

until all QMA's/nurses have been 

educated. 

Describe how the facility 

reviewed all clients in the 
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A nursing note, dated 5/11/24 at 9:45 PM 

indicated Resident B's notified QMA 4 of 

Resident B holding her belly, moaning, groaning 

and refused her favorite snack. QMA 4 indicated 

Resident B was awake but not alert. QMA 4 

indicated she removed the Fentanyl patch per the 

request of the son. QMA 4 indicated her and a 

Certified Nurse Assitant (CNA) assisted resident 

into bed, changed her clothes and observed 

another Fentanyl patch on her belly. 

During an interview on 5/30/24 at 9:53 AM, 

Licensed Practical Nurse (LPN) 5 indicated when a 

resident had an order for a Fentanyl patch she 

removed the old patch prior to applying a new 

patch. LPN 5 indicated the old patch was not 

found she notified the Director of Nursing (DON). 

LPN 5 indicated Resident B's order indicated to 

apply 1 Fentanyl patch every 3 days to upper 

torso for pain. LPN 5 indicated the torso consisted 

of between the neck and pelvic area and she 

applied the patch to Resident B's back scapula 

area out of reach of the resident. LPN 5 indicated 

she dated, initialed and covered the patch with 

tegaderm (transparent dressing). LPN 5 indicated 

the order did not specify to document the location 

applied or tegaderm application. 

During an interview on 5/30/24 at 10:13 AM,  

QMA 2 indicated she applied a Fentanyl patch per 

the physician order. QMA 2 indicated on 5/8/24 

she applied a patch to Resident B's left upper 

quadrant/hip area. QMA 2 indicated the order 

only allowed her check off the patch was applied 

but did not request the specific location or 

removal of the previous patch. QMA 2 indicated 

prior to applying a new patch she looked for the 

previous patch to remove. QMA 2 indicated when 

the prior patch was not located, she inspected the 

resident's whole body and then applied a new 

facility that could be affected 

by the same deficient practice, 

and state what actions the 

facility took to correct the 

deficient practice for any client 

the facility identified as being 

affected. The community started 

immediately to review all residents 

with patch orders. The EMAR has 

been updated to reflect 

documenting the location of all 

transdermal orders in ECP.

Describe the steps or systemic 

changes the facility has made 

or will make to ensure that the 

deficient practice does not 

recur, including any 

in-services, but this also should 

include any system changes 

you made. Immediately the 

community reviewed P&Ps, 

Conducting on-going in-service, 

Instituted a method of 

documentation for placement of 

patches.

Describe how the corrective 

action(s) will be monitored to 

ensure the deficient practice 

will not recur, i.e., what quality 

assurance program will be put 

into place.

Monitoring should include: 

DON or designee will audit 

resident medications and orders 

monthly/ with changes directed for 

an ongoing period. DON or 

designee will conduct QA audits 

conducted monthly on med carts/ 

cabinets. DON or designee will 

review pharmacy changes on 
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patch. 

During an interview on 5/30/24 at 11:23 AM, the 

DON indicated on 5/8/24 QMA 2 applied a 

Fentanyl patch per the order on Resident B's 

upper torso in the AM. The DON indicated on 

5/11/24 QMA 3 was unable to locate the Fentanyl 

patch and applied another Fentanyl patch to 

Resident B's torso the AM. The DON indicated on 

5/11/24 around 945 PM, Resident B's son called 

QMA 4 to the Resident B's room. QMA 4 

indicated Resident B was "moaning, groaning, 

holding her belly, awake but not alert." Resident 

B's son requested QMA 4 to remove the Fentanyl 

patch at time. A CNA and QMA 4 then assisted 

Resident B into bed and changed her clothes. 

During the time, QMA 4 noticed another Fentanyl 

patch on Resident B's abdomen. QMA 4 removed 

the second patch. The DON also indicated if a 

patch was unable to be located, the staff was 

instructed to contact the DON for direction. 

A policy, dated Feburary 24, 2022, titled 

"Medication Administration" was provided by the 

Regional DON on 5/30/24 at 12:01 PM. The policy 

did not indicate any information regarding 

application/removal of medicated patches. 

This citation relates to Complaint IN00434368.

EMAR daily with changes directed 

for an on-going period.
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