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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure each resident’s drug regimen must be free from unnecessary drugs.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 36217

Based on record review and interviews with resident and staff, the facility failed to remove used lidocaine and 
clonidine patches as specified by the physician for 2 of 3 residents reviewed for unnecessary medications 
(Resident #1 and Resident #2). 

The findings included:

1. Resident #1 was admitted to the facility on [DATE] with diagnoses including heart failure and high blood 
pressure. 

The physician's orders dated 05/22/24 revealed Resident #1 had an order to receive 1 patch of clonidine 0.3 
milligrams (mg)/24 hours once every 7 days for high blood pressure. 

A review of the care plan for heart failure initiated on 07/08/24 revealed Resident #1 was at risk for 
cardiopulmonary symptoms related to high blood pressure. The goal was to remain free from cardiac crisis 
through the review date. Interventions included providing medication as ordered. 

The Medication Administration Records (MARs) indicated Resident #1 had received clonidine patch once 
every 7 days since it was initiated on 05/22/24. The last 3 patches of clonidine were administered on 
08/07/24, 08/14/24, and 08/21/24 before Resident #1 was admitted to the hospital on 08/25/24. Further 
review of MARs revealed the last 2 patches of clonidine were administered by Medication Aide #1 (MA). 

A review of the nurse's progress notes revealed Resident #1 was noted with acute changes in the level of 
consciousness on 08/25/24 in the evening. Nurse #2 checked his vital signs including blood pressure and it 
was within the normal ranges of 112/72. Then she called the on-call provider to obtain an order to send 
Resident #1 to the emergency department (ED) for evaluation and treatment. 

The medical records indicated Resident #1's blood pressure was within the normal range of 112/72 on 
08/25/24 at 9:15 PM before he was transferred to the ED. Further review of Resident #1's blood pressure 
records from 08/15/24 through 08/25/24 indicated they were within the normal ranges. 

(continued on next page)
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A review of the hospital discharge summary dated 08/29/24 revealed Resident #1 was sent to ED on 
08/25/24 in the evening due to altered mental status. His blood pressure upon arriving at the ED at 10:10 PM 
remained normal at 148/74. Nursing staff in ED reported Resident #1 was found to have 2 clonidine patches 
with different application dates on his body. Resident #1 was later diagnosed with pneumonia and urinary 
tract infections in the hospital. 

An attempt to conduct a phone interview with Nurse #2 on 11/26/24 at 8:48 AM was unsuccessful. She did 
not return the call. 

During an interview conducted on 11/26/24 at 8:54 AM, MA #1 confirmed she had applied the clonidine patch 
for Resident #1 on 08/14/24 and 08/21/24. Typically, she and other nursing staff would apply the patch to a 
clean, dry, and intact skin area on Resident #1's shoulder and rotated sites each time. She recalled before 
she applied the patch on 08/21/24, she could not find the used clonidine patch that had applied on 08/14/24 
despite checking both shoulders and other part of Resident #1's body. She even asked a nurse aide to assist 
her searching for the used clonidine patch without any success. She thought the clonidine patch could have 
fallen off during shower. It was not unusual as had happened to other residents before. After trying to look for 
the used clonidine patch and unsuccessful, she written the date of application on the new clonidine patch 
and applied it to Resident #1's right shoulder. 

An interview was conducted with the Assistant Director of Nursing (ADON) on 11/26/24 at 10:02 AM. She 
confirmed receiving reports from the hospital that Resident #1 was found with 2 clonidine patches with 
different application dates on his body upon arriving ED. She interviewed MA #1 and found that she could 
not find the used clonidine patch before applying the new one on 08/21/24. MA #1 explained to her that she 
had looked all over Resident #1's body, even with the help from a nurse aide for long periods of time, but still 
could not find the used clonidine patch. The ADON stated the used clonidine patch could have been stuck to 
the clothing. She added despite having 2 clonidine patches on 08/25/24, Resident #1 did not suffer any 
adverse reactions as his blood pressures were stable after the last clonidine patches were applied on 
08/21/24, and even upon arriving ED on 8/25/24. She stated Resident #1 could have developed tolerance to 
clonidine patch after being treated with it for years.

2. Resident #2 was admitted to the facility on [DATE] with diagnoses including lower back pain. 

A review of the baseline care plan for pain initiated on 11/19/24 revealed Resident #2 was admitted to the 
facility after having surgery. She reported having lower back and surgical pains. The goal was to keep her 
pain under control until the next review date. Interventions included providing pain medications as ordered. 

The physician's orders dated 11/20/24 revealed Resident #2 had an order to receive 1 patch of lidocaine 4% 
adhesive patch once daily. The order specified to apply the lidocaine patch to the mid-back in the morning 
and removed it at bedtime. 

A review of the MARs indicated Resident #2 had received 1 lidocaine patch once daily since it started on 
11/22/24. Further review of the MARs indicated the lidocaine patch that applied on 11/25/24 morning was 
removed on 11/25/24 in the evening. 

(continued on next page)
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During a medication pass observation conducted on 11/26/24 at 9:19 AM, Nurse #3 was observed applying a 
lidocaine patch to Resident #2 in her room. Nurse #3 started by dating the new lidocaine patch. When she 
lifted Resident 2's clothing at the back, the used lidocaine patch dated 11/25/24 was still attached to 
Resident #2's mid-back region. Nurse #3 removed the used lidocaine patch before applying the new patch to 
the mid-back of Resident #2. 

An interview was conducted with Resident #2 on 11/26/24 at 9:21 AM. She stated the lidocaine patch was 
applied yesterday morning and the evening nurse did not remove it last night. She denied having any 
adverse reactions from the lidocaine patch that was attached overnight.

During an interview conducted on 11/26/24 at 9:23 AM, Nurse #3 confirmed she was the nurse who applied 
the lidocaine patch for Resident #2 yesterday morning. She expected the second shift nurse to remove it as 
specified by the order.

A phone interview was conducted with Nurse #4 on 11/26/24 at 9:39 AM. She confirmed she was providing 
care for Resident #2 on 11/25/24 in the second shift. She explained she was not aware of the order of 
removing the lidocaine patch at bedtime for Resident #2 as she did not recall seeing the order in her 
computer when she was doing medication pass on 11/25/24 in the evening. She could not recall removing 
any lidocaine patch for Resident #2 on 11/25/24. 

During an interview conducted on 11/26/24 at 10:38 AM, the Director of Nursing (DON) stated the order of 
lidocaine removal at bedtime was unclear and it might have caused confusion among nurses. It was her 
expectation for all the nurses to remove the lidocaine and clonidine patches in a timely manner as specified 
by the physician's order. 

An attempt to conduct a phone interview with the Medical Director on 11/26/24 at 11:48 AM was 
unsuccessful. He did not return the call.
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