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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, staff interviews and facility policy review the facility failed to remove a transdermal 
patch prior to administering a new patch on 1 of 1 resident (Resident #2) which caused increased confusion 
and required an admission to the hospital for treatment of acute encephalopathy. The facility reported a 
census of 90 residents.Findings include: Review of the Minimum Data Set (MDS) assessment for Resident 
#2, dated 8/8/25, revealed a list of diagnoses which included coronary artery disease, hypertension, 
Parkinson's disease, and bipolar disease. The MDS indicated the resident experienced short term memory 
problems and difficulty with decision making. The MDS assessed the resident required extensive assist with 
toileting, bathing and dressing. Review of Resident #2 September 2025 Medication Administration Record 
(MAR) revealed an order for Rivastigmine Transdermal Patch (a medication in the neurotransmitter class 
that helps with memory and cognition that is delivered through a patch placed on the skin) 24 hour 13.3 MG 
(milligram). Apply 1 patch transdermally at bedtime for Parkinson's/Dementia. Take off old patch before 
applying a new one and remove per schedule. Start Date 12/2/24. Review of the electronic health record 
(EHR) revealed a Medication Administration note entered on 9/23/25 at 8:00 PM Rivastigmine Transdermal 
Patch 24 Hour 13.3 MG/24HR Apply 1 patch transdermally at bedtime for Parkinson's/Dementia, take off old 
patch before applying a new one and remove per schedule old patch was not there. Review of the document 
titled Medication Error, Date: 9/29/25 at 20:00 [8:00 PM] revealed: Resident [name redacted, Resident #2] .
Incident Description: Nursing Description - Resident was standing naked in room holding on to closet door. 
Resident was breathing heavily. Resident was assisted to sitting position on his walker. When Med aide went 
behind resident, she noted he had two Rivastigmine patches on., They were immediately removed and vitals 
were taken. Immediate Action Taken: Resident was immediately assessed and vitals were taken. Resident 
was given HS (bedtime) with his Alprazolam. Resident was then assisted to the bathroom and washed up 
and dressed for bed. Resident was then assisted to bed. Resident has been assessed again at 2200 [10:00 
PM]. Frequent checks have been performed on resident. Resident is resting in bed and is stable. Review of a 
document titled Psych Med Check Progress Note, dated 9/30/25 at 1:25 PM revealed, in part: History of 
Present Illness: he got an overdose of the rivastigmine patches, they did not take the old patch off and put 
the new one on, he was confused and agitated, last night, he has trouble in the right hand and his mouth felt 
worse, more confusion, hypertension, and hyper ventilating; they thought he had a UTI (urinary tract 
infection) few days ago, he did not have one, he seemed confused more than usual.Review of a Medication 
Administration note entered on 9/30/25 at 7:40 PM revealed in part.Take off old patch before applying new 
one and remove per schedule hold per DR (doctor) until side effects are gone. Review of a document titled 
Physician Visit Form (out of office) signed by [provider name redacted] on 9/30/25 revealed, in part: Reason 
for Visit: Routine Visit? had adverse reaction from Rivastigmine patches had 2 patches on 3 days in row. 
B/P: 155/90, 105, O2 (oxygen) 99% - hyperventilating - increased confusion -gave Xanax (anti-anxiety 
medication) then 1.5 hours later 93/62 - 83-O2 99%. Progress Note: Worse after OD (overdose) of 
Rivastigmine.Review of a hospital Discharge Summary revealed, in part: Date of Service: 10/3/25 at 12:46 
PM [physician name redacted] admit date : [DATE]. discharge date : [DATE]. Summary of Hospitalization: 
Reason for Hospitalization: Patient is [AGE] year-old who was brought to the ER after developing confusion 
and having falls. He had been noted by family to have more falls and to have change in his overall mental 
status in the past 2 weeks. He had occasional hallucinations. No fevers, chills, dyspnea (shortness of 
breath). He has found at his nursing home to have 3 Exelon (brand name for rivastigmine transdermal 
patch). He was seen by his psychiatrist who felt that his symptoms could be from this, but he was brought to 
the ER for further evaluation.Diagnoses: Principal Problem: Acute encephalopathy (rapid onset of altered 
brain function).Hospital Course: Patient was admitted to the medical service. His Excelon was discontinued. 
He had gradual improvement in his mental status and appeared to be back to his baseline by discharge. 
Repeat head CT showed no evolving changes to suggest stroke. EEG ( an electroencephalogram - a test to 
record electrical activity in the brain to diagnose and monitor neurological conditions) showed no seizure 
activity. On 10/22/25 at 11:30 AM, the consultant pharmacist stated the facility had reached out to her and 
informed her of the medication error for Resident #2. She stated she did not feel the medication error 
contributed to his recent falls but it could have caused the acute encephalopathy. She stated she could see 
why the hospital physician is attributing to it because the hallucinations and confusion did clear after the 
patches were once removed. She stated the likelihood is the extra patch could have caused the Acute 
Encephalopathy.During an interview on 10/22/25 at 1:14 PM, Staff A, Certified Medication Aide (CMA) stated 
the night of 9/29/25, Resident #2 acted very confused and he self-transferred and did not have any clothes 
on when she found him. She stated she noticed he had two patches on his back. Staff A described the 
resident as very shaky and acting very out of it while she administered his medications. Staff A stated she 
and Staff D, Licensed Practical Nurse (LPN) sat him down and noticed he had two patches on his back. She 
stated one of the patches was dated from the night prior, and the other patch was not initialed or dated. Staff 
A stated we are supposed to initial and date the patch prior it to being placed on the resident. Staff A 
explained the behavior Resident #2 exhibited was not normal for him as he does not normally self-transfer 
and his eyes could not focus. On 10/22/25 at 2:07 PM, Staff B, CMA stated the process for a transdermal 
patch is to take the old patch off the resident and wash the area then put a new one on the opposite side. 
She explained you need to look to see if there are any other patches, and the patch should be dated and 
initiated. Staff B stated she thought she worked on September 27, 2025 and removed a patch and placed a 
new one on at that time. Staff B stated she labeled and initiated the new patch. She stated she placed it on 
the opposite side of the residents back. Staff B stated she didn't know where the extra patch was located or 
when it was put on his back, adding she did not see the extra patch. Staff B explained the patches are tan 
and a circle shape, and can be seen when taking it off. She stated Resident #2 was fine the night she saw 
him. Staff B recalled another CMA came over and let her know he had an extra patch on his back. She 
stated she told the CMA she had no idea he had more than one on his back. Staff B added the resident was 
in his recliner when I administered the medication. During an interview on 10/22/25 2:15 PM Staff C, CMA 
explained the process to administer transdermal patches is to take off the old patch and then put a new one 
on with initials and the date. She stated the patch needs to be signed out on the MAR, with the location of 
the new patch indicated and where the old patch was removed from. Staff C stated she did not notice any 
extra patches on Resident #2 on 9/25/25. She added she had not seen any extra patches on him at any time 
that she can recall. Staff C stated she always labeled with the date before she puts them on the resident. 
She stated she was off and when she came back on Tuesday they told staff to hold his patches so she did 
not administer it. She recalled the resident was out for an appointment on 9/30/25. On 10/22/25 at 3:37 PM 
Staff D, Licensed Practical Nurse (LPN) stated on 9/29/25 the CMA passed medications and she answered a 
call light and could hear someone making a noise and it was someone breathing really fast and they figured 
it was coming from Resident #2 room. She explained the resident was standing behind the door, holding 
onto the armoire. She explained the CMA was able to squeeze into the room and assisted him to sit down 
and that is when she noticed two transdermal patches on his back. Staff D stated they took the residents 
vitals and assessed him. She recalled they had him take deep breaths and he started to calm down and the 
vitals were stable. Staff D stated they did not reapply a patch. She stated the resident's wife was notified. 
Staff D stated she did not see where the patches were located because she was facing him and the CMA 
was behind him. She stated she immediately said to take them off. Staff D stated she thought one of the 
patches did have writing on it but she could not be 100% for sure what it had on it, and the other one did not 
have nothing written on it. Staff D stated she did frequent checks on him throughout the night. Staff D 
explained the process for administering a medication patch would be to wear gloves and take the old patch 
off and apply the new one to a different area. She added the date and staff initials should be on the patch 
and it should be documented where the new patch was placed and the location of where the old patch had 
been removed from. During an interview on 10/22/25 at 6:53 PM, Staff E, Registered Nurse (RN) stated the 
reason why she sent Resident #2 out on 10/1/25 to the emergency room was he was acting out, he had 
fallen and he had also fallen the previous night, and his blood pressure was elevated. She explained the 
resident was usually orientated to self, place and knew the staff and their names. Staff E stated the resident 
was confused to person and place. She stated she had not seen him since the multiple patches were found 
on him. She explained he was not his normal self. Staff E stated usually the CMA administered the Exelon 
patches. She stated if she administered the patch, she would remove the old patch and then put a new patch 
on with the date and her initials. She added she would document that she removed the patch and where she 
removed it from, and that she put another one and where the new patch placed. On 10/22/25 at 7:04 PM 
Staff F, CMA stated on 9/27/25 she put a patch on Resident # 2. She stated she searched everywhere for 
the old patch. She explained she had him lean forward and could not see it. Staff F stated sometimes the 
patches fell off and she couldn't find them. She stated she should have let the nurse know but she was busy 
so she just put a new one on his back. Staff F stated she heard he had three [patches] on and she was not 
sure how that happened. She stated the resident had been having a lot of falls prior to that week. Staff F 
stated she did not document that she removed it unless she did it by accident. She stated she didn't normally 
work down there and Resident #2 is the only one with a transdermal patch. Staff F stated we have a new 
system for charting so she could have documented it by mistake. She stated she felt like she put it in the 
progress notes she could not find the patch. Staff F stated the facility did talk to her about it and she did get 
written up. She added the facility also provided education. During an interview on 10/23/25 at 11:24 AM, the 
interim Director of Nursing (DON), RN stated the facility investigated the medication error for Resident #2 
and did coaching with the medication aide. She stated staff did find 2 rivastigmine patches on the resident at 
one point. The DON stated we removed them and the medication was put on hold and then 3 days later the 
resident had the change in condition. Resident #2 was sent out to the hospital. The facility disciplined the 
CMA and educated her to the medication error. The DON stated would expect a transdermal patch to be 
removed by the nurse. She explained we learned the CMAs were applying and removing the patches, but 
the nurses should be doing this. The DON stated the nurse should be in charge of removing and 
administering patches going forward to mitigate reoccurrence. She explained nurses do not apply a new 
patch if unable to locate the old one. She added the nurse is expected to do a head-to-toe body inspection to 
confirm whether there is a patch. The DON stated if the patch is not found after a complete visual check of 
the body, the nurses should make note the patch was not found and reapply a new patch. The DON added 
patches should be labeled with the initials of who administered and the date. On 10/23/25 at 11:51 AM, the 
Administrator stated when she investigated the medication error for Resident #2, she determined on 
September 26, 2025, Staff F, CMA charted the transdermal patch incorrectly. She explained Staff F 
documented a Code 1 on the MAR, which indicated absence from home without meds, when Staff F should 
have documented in the progress notes that she could not locate the patch. The Administrator explained that 
Staff F, after not being able to find the patch, went ahead and administered a new patch on Resident #2. The 
Administrator stated on September 29, 2025 Staff A, CMA found and removed 2 rivastigimine patches from 
the residents back. During the investigation, the Administrator stated Staff F could not explain why she coded 
a 1 instead of documenting she could not find the patch. The Administrator stated she also interviewed Staff 
B, CMA who reported on 9/28/25 she took one patch off the resident's low back. The Administrator explained 
per review of the chart the patch should have been located on the resident's scapula. The Administrator 
stated she asked Staff B if she checked the chart for the documented location and she stated she did not. 
The Administrator stated this is the reason the staff received a verbal warning. When queried about the 
9/23/25 note entered by Staff G, CMA not being able to find an old patch before administering a new patch, 
the Administrator stated she was not aware of the note. The Administrator stated her expectation is for staff 
to not place a new transdermal patch on resident until the other one is removed or a complete skin 
assessment has been done to confirm it is not on the resident's body. The Administrator explained since the 
incident with Resident #2, the facility implemented the practice of only nurses applying transdermal patches, 
and that all patches will be dated and initialed prior to placement. Review of review of employee records 
revealed:a. On 10/8/25 Staff B, CMA received the following written warning on 9/28/25.staff removed 
rivastigmine patch from Resident #2 and place a new patch on 9/29/25. After the resident fell, 2 patches 
were found, with one of the patches found being placed on his back by Staff B, and the other one placed on 
his left scapula. b. On 10/08/25 Staff F, CMA received the following written warning on 9/27/25. staff charted 
unable to find the Rivastigmine patch on Resident #2. She stated when asked she thought it fell off, at that 
time she placed another patch on the resident causing a medication error. On 10/23/25 at 12:19 PM, when 
asked for the facility policy on transdermal patch medication administration, the Administrator stated the 
facility does not have a policy. Review of a facility policy, titled Administering Medication, revised 2019, 
directed staff to administer medications in accordance with prescriber orders, including any required time 
frame. The individual administering the medication checks the label three (3) times to verify the right 
resident, right medication, right dosage, right time and right method (route) of administration before giving the 
medication.
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