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and pian of care. The sutures for resident #2 _
were removed on 9/7/2013 by |
ER physician,
This REQUIREMENT is not met as evidenced 2 /,’ﬂ [1}
by: :
Based on record review and staff interviews th
facility failed to remove sulures as ordered for 1 The Physician Orders and
;Jnf c:u:;:lrg‘pled residents (Resident #2). Findings Medication Administration
record was reviewed by DNS
Resident #2 was admitted to the facility on and designee’s to identify
5121113 with cumulative diagnoses of ¢hronic pain resident’s that may have been
and memory [oss. affected with no other
Resident #2's Quarterly Minimum Data Set variances being found.
{MDS) dated B/15/13 showed that Resident#2 Review completed
was moderately cognitively awars and had had ) 12/16/2013.
threa falls since the prior assessment period.
' The Staff Development
Review of the Physician’s Telephone Orders : Coordinat d/p desi
dated 7/28/13 showed an order to send Resident oordinator and/or designee
#2 to the Emergency Room for evaluation and will provide education on the
treatment. - | process of Physician Order to
Reaview of the Emergency Physician Record R edlc;non Admlmsn'atlo_n
daled 7/28/13 showed Resident #2 had received ' ¢cord monthly
a 0.5 centimeter L shaped laceration {o the _ reconciliation with Licensed
forehead. The laceration was closed with six Nurses. Completion date
sutures. 12/22/2013,
Review of the hospital Patient Visit Information
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stitches to farehead in 7-10 days" was. added on
7128013,

Review of the Resident Pragress notes for
7129713 and 7/30/13 showed the forehaad
{aceration with sutures was being assessed. The
notes wereé reviewad from 7/30/13-9/8/13 and
there were no further notes regarding Resident
#2's forehead wound after 7730713 at 3:00 PM.

Review of the 7/30/13 weekly Skin Assessment
showed no inifials or assessment

Review of Resident #2's 8/1/13-9/3/13 weekly
Skin Assessments showsd no skin issues,

Review of the August 2013 MAR did not show the
order for suture removal. '

Review of the Resident Progress notes dated
9/7/13 showed Resideni #2 was sent to the
Emergancy Room due to a complaint of severe
pain to the back of the head.

Review of the Emergency Physician Record
dated 9/7/13 showed Resident #2 was seen for a
lump to the back of the head. Resident #2's
physical exam showed one healed laceration with
sulures in place. The Emergency Room course
included suture removal for sutures placed
7128113 that were to have been removed in 7-10
days.

will perform random audits

. on each unit of the

. Medication Administration

- Record against the physician

- telephone orders and the

* Order Listing Summary to

~ ensure accuracy and to

- validate that orders are
transcribed to the Medication
Administration Record. The

. Ditector of Nursing will

- report to Quality Assurance

. identified trends or patterns.

. Auditing will be done weekly

+ for 4 weeks then monthly for

i 3 months. Any negative

- findings will be corrected at

¢ the time of discovery in

accordance fo the Standard,

. findings of the audits will be

. submitted to the Quality

. Assurance and Performance

. Improvenient Committee.
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dated 7/2813 showed that the sufures were to be
removed in 7-10 days.
Review of the July 2013 Medication .
Administration Record (MAR) showed a hand Th .
written order "FY1 (for your information) remove e DNS and/or designee
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In an interview on 11/26/13 at 11:10 AM Nurse #1
stated she remembered she had asked Resident
#2 if she could remove the sutures. She indicated
she had documented that her request had been
refused. Nurse #1 looked through Resident #2's
Progress Notes from 7/31/13-0/8/13 and stated
she could find no documentation regarding
Resident #2's forehead laceration. Nurse #1
stated she had been the hurse who had done the
first cheack to compare the July MAR to the
August MAR to make sure all the orders had
been carried over to the new month (August).
She stated the line for the second check did not
have a signature and she did niot know who
should have done the second check. She
indicated the order had been left off the August
MAR.

In an interview on 11/26/13 at. 12:00 PM the
Director of Nursing (DON) stated the purpose of a
first and second check for new MAR's was to
make sure no orders were missed. She indicated
she did not know who was supposed to do the
second check or why it was not donie. She stated
it was her expectation that the staff nurses would
have done a first and second check on Resident
#2's August MAR. The DON stated the suture
rempval order was just overlooked. When asked
if Rasident #2's sutures had been removed she
stated she was unable to [ocate any
documentation that Resident #2's sutures had
been removed or to locate a nurse who would say
they had removed the sutures.
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