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Correction: o "
CNA- Certifisd Nurse Alde ~ ntere: londmee seaff members ware 1
LPN-  Licensed Practical Nurse rviewed regarding incldent with Resident’
MDS- Minimum Data Set #50. Follow up from investigation was sent to;
. State Agency 7/22/2016. Staff's éomp[etlng 4
Leas commonly used abbreviations will be invest!
gation forms were Interviewed and
annotated In each deficiancy,
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The facility must not employ Individuals who have potential to be affected by pra ct:y ave the ;
been found gullty of abusing, neglecting, or ‘ ¥ practices, ,
T i
mistreating restdents by a court of law; or have Systemic changes: Beginning 7/22/16 and -

had a finding entered Inta the State nurse aide

reglstry conceming sbuse, naglact, mistreatrent ; eontinuing up untll the allegation of

of aesldex:tts or Euswl:ggo%rmn gff t:(;e&r p;ogyertw 4 compliance the NHA/Designee in senviced
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indicate unfitness for service as a nurse alde or policy. Specifically a report of an Investigation
other facility staff to the State nurse alde ragistry must be provided to State Agency within (s) 1
or ficensing authorities. ’ working days of incident along with

The facllity must ensure that all slleged violations mterviews from staff members and correct

involving mistreatment, neglect, or abuse, documentation of dates.

Including injurles of unknown source and

misappropriation of resident property ara reported Monitoring: NHA/Designee will review
immediatsly to the administrator of the facility and reportable Incldents weekly for ongoing

to other officials in accordance with State law

through established procedures (including to the compliance, Issues identified wil be

corrected at the time, Issues will be tracked | |
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Continued From page 1 '
State survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevant further patential abuse while the
investigation s In prograss,

The results of all investigations must be reported
to the administrator or his designated
representative and ta other officlals In accordance
with State law (Including to the State survay and
certification agency) within & working days of the
incidant, and If the alleged violation Is verifiad
appropriate corrective action must be taken,

This REQUIREMENT is not met as evidenced
by

Based on investigation review, staff interview,
and review of abuse program procedures, the
facility failed fo ensure 1 of 1 abuse Investigations
(involving resident #50) reviewed was thorough,
and reported in the required time frame. The
findings were:

Review of the abuse investigation related to a
staff Incident with resident #50 revealed the
allegation was related to verbal abuse. The nurse
aide was suspanded the date of the incident.
However, the investigation was incomplete and
the investigation showed Inaccurate dates, The
date of the allegation was 6/24/16, However, the
date the resident was interviewed about the
incident was shown as 6/22/16. Tha investigation
was lacking as no staff members wers
interviewed other than the nurea alde Involve.
Further, the dates when other residents were
interviewed as part of the invastigation was

F 225

! compliance,
i

i, - R .

. and trended. The NHA/Designee will report

! the results to the QA/A monthly for the next
! three months and then PRN to assure plan is
! Implemented, sustained and evaluated for

I -

- | August 21, 2016 -
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shown as 6/30/16,
. Interview with the administrator on 7/7/16 af 4:45
) PM revealed the date of 6/22/16 must hava been
in error, The date when the other residents were
interviewed was accurate accarding to the RE .
administrator, and the reasoning for the several . August 21, 2016:
day delay was 50 the soclal worker could conduct | Fé ' Co- |
g ‘| the interviews, The administrator also verified the 53
, Invastigation did not include interviews with other )
; ‘| staff, and thera was no evidence the allegation or Correction actlon: 1, a: Roorn 250. Floor wil
B the investigation findings were reported to the be cleaned of sticky surface; caulking aroung
L Siate survey agency, .|| base of tallet wilt be replaced before date of ‘I
i Review of the Abuse Prohlbltion and Prevention compliance, b
' Program dated 10/1/12 showed ",..report all ; ’
allsgations of abuse neglect, injurles of unknown & ROT 256. Bathroom floor will be cleaned :
source, and all substantiated Incidents to the from strong odor and stains before dute of
approp}late state authorities, including the State comiphance. Bla le tray from toilet ba =9 :
Cartification Agency and all other agencles as : o rerethase was
requirad, Imimeadiately, but no later than 24 hours removed. C: Room 252. Toilet base in Lo
after the sllegation...A complete Investigation wil bathroom will be clean before date of : ~
ggﬁ?&"g‘ggﬁggﬁgmysglﬁggﬂ% r:;i%“g‘?hﬂaeglem. compliance. D: Room 328. The following will .
i Investigation will be provided to the appropriate be complete before the day of compllance.
state agency within five (5) working days of the Anti-fall strips in bathraom will be replaced. *
intident.," A The bathroam floor will be cleaned. The black
‘oot | MANTEANGE SERviES - © F288| matin bathroom wil be removed. The
, cracked tl}e in frant of totlet will be replaced. |
The facllly must provide housekeeping and E:Raom 332, bathroom floor will be gleaned
malintenance services necessary to maintein a before date of compliance, F: The floor on all
sanitary, orderly, and comfortabis Interior, sides of the partition in the main dining area
will be cleaned before date of compliance. G:
ghls REQUIREMENT is not met as evidencad The table legs In the assisted dining will be
: . cleaned hefore date of compliance. H: The
B = .
ased on observation, staff and famlly Interview, television room across from nursing station
FORM CMS 2887(02-99) Bravious Versions Obsolete Evant 1D: 8BOLY1 Paciity (D; WyDD0& i g;ng,,uaﬁm sheet Page 3 .;fa
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and revlew of facllity cleaning schedules, the
facility fafled to ensure services to maintaln a
sanitary environment In 2 variety of resident

areas. These greas were identifled In 3 of 3 units |,

{unit 1, unit 2, unit 3). The findings wers:

1. Observations on 7/7/16 from 2;20 AM through
8.50 AM revealed the following environmental
concems:;

&, Whan walked on, the floor in room #250
had a dirty and sticky surface with various
darkened stains. The bathroom toilet had a rust
colored staln around the caulked bage.

b. The bathroom floor of room #2586 was dirty
with urine and darkened stalns over the entire
floor, and the bathroom had & strong urine and
stool odor, In additlon, the tollet base had a tray
with & black floor mat that appeared o collect
urine around the mat on the floor,

¢. The tollet base In the bathroom of room
#252 had a rust colored ring,

d. The bathroom floar of room #3238 had 3
antl-fell strips that were damaged, and collacted
dust and debrls. The rest of the bathroom floor
had discolored stalns, was sticky to walk on, and
had the odor of urine, In addition, the toilet hase
had a tray with a black mat that appeared to
collect urine around the mat on the floor. The
front floor around the tollet also had a cracked Hle
which was blackened and created an uncleanable
surface,

e, The bathroom floor of room #332 was
discolored with stains over the entire floor, was
sticky to walk on, and had the odor of urine.

f. The floor on all sides of the partition In the
main dining area had bullt up grims.

g. The assisted dining area had 8 of 10 tables
with dried accumulated food debris on the legs of

the tables,
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F 263 | Continued From page 3 F 253] Wil be cleaned before the date of

campliance. I: Ream 156 bathroom floor wil
be cleaned along with the commode over the
toilet before the date of compllance.

2. A: Eight cracked tile outside dining room
and in front of the ice machine will be :
replaced before the date of compliance. B;
Ten gracked ﬂIES‘hTfUﬁﬁ'Ogr rﬁx?‘él\gg station Il
will be replaced before the date of
compliance,

3. Room 250 will be deep cleaned before the
date of compliance, Room 338 will be deep
cleanad before date of compliance. A deep
clean schedule will be made and followed by
contracted housekeeping services before the
date of cbmp llance,

4. Room 330 will be cleaned and bathroom
toilet cleaned and flocring before date of

compliance,
malr®

5. The black'will be removed from bathroom
before date of compliance. Cracked tilein
front of ice machine and station 11l will be
replaced before date of compliance.

-1 August 21, 2016
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- | and sticky with thick brown substance, thers was

h. Tha telavision room across from Nursing
Station Il had Ice cream splattered on the back
wall that was dried. The lce cream cup was on
the floor near tha area, The food on the wall and
the cup on the floor remained the same when
observed at 3 PM. : '

L The bathroom fioor of room #156 was dirty

an overpowering smelj of urine and stool. The
commoxe over the tollet was unclean with
aplatﬁared stool.

2. Observations on 7/7/16 at 3:25 PM revaaled
the following environmental concerns:

a. Outside of the dining area and In front of
the ica machine there wete 8 tiles (12 inches by
12 Inchas) that were cracked through which
created an uncleanable surface, and wers
darkened with collected dirt.

b. In front of Nursing Statlon I there wers 10
floar tles (12 inches by 12 inches) that wara
cracked thraugh which created an uncleanable
surface, and were darkened with collected dirt.

3. Review of facliity provided "desp cleaning
checkoff' lists showed 2 rowms from the 7/7/16
observation were deep cleaned. Room #250 was
deep cleaned on 6/8/16 (29 days before
observation) and room #338 was deep cleaned
on 6/1/16 (36 days before obsarvation), There
was no ducumentation to show when the other
observed resident rooms or dining rooms had
baen deap cleaned,

4. Interview with @ dally visiting family member on
7/7/16 8t 11:17 AM revealed the tamily member
had not seen housekeaping clean the bathroom
in raom #330 for the past three days, Observation
of the bathroom at the time of the intsrview
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Systemic Changes: Beginning 7/22/2016 and

| continuing up until the allegation of o

' compliance the NHA/Designee wlil in-service .
i maintenance and contracted housekeeping

| staff on proper cleaning standards and

larea of preventadtive maintenance,

idlentification of cracked tlles and cleanliness
of bathreom floors and tollets,

Monitoring: NHA/Designae will perform
cleanliness, tile condition and preventative
malntenapce rounds twice weekly for three
month or'compliarice has been achieved,
\Then NHA/Designee will perform clean(lness,
tile condition and preventative maintenance
" rounds weekly. Noncompllance will be
tracked with trends and presented In monthly
QA/A.

preventive maintenance, Specifically in the
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revealed the interdor of the toilet bow! had & brown
ring and the bathroom floor was sticky and the
bathroom had a urine odor.

5. Intervisw with the housekeeping supervisor on
7/7/16 gt 3 PM revealed the housekeeping
gervice was contracted. He revealed there were
issues with allotted hours dedicated fo
housskeeping to keep the facility clean, and there
were fssues with staff tumover. The supervisor
further revealed the black mats near the tollets
ware designed to absorb/eontain uring when the i

resident missed the tollet and they were to bs L. ' August 21, 2015
disposed of at least once per month. Interview F323 ‘ ' .
with the maintenance director on 7/7/18 at 3:35 Cotrective Action
PM revealad he was aware of the cracks In the a)  Resldent #42 was provided with appropriate
fleor tlles In front of the lce machine and Nursing sized sling on 7/7/2015,
Statlon 11, b} Educét!on to ke completed with all nursing staff
F 923 | 483.25(h) FREE OF ACCIDENT F323  on appropriate hofleting technique, which
$5=0 | HAZARDS/SUPERVISION/DEVICES Included using appropriate slzed sfing for
transfer and appropriate positioning. Started
The facliity must ensure that the resident 7/7/2016 Complete on 7/30/2016.
environment remalng &8s free of accident hazards ) Interview completed with resident on 7/8/2016.
as is possible; and each resident recelves : Resldent stared that she prefers to be feft on
adaquate supervision and assistance devices to tollet alone while tolleting, Education provided
pravent accldants. to resident that due to safety staff must stay in
room outside of bathroom door with bathroom
door cracked during tolleting. :

Resident educated further ot this time that it is
not safe to leave resident In Hoyer [ift while

This REQUIREMENT is not met as svidenced tolleting. ,
by: d)  Education started Wit nursing staff on 7/7/2016 ;

Based on observation, medical record review, regarding tollating safety with Hoyer lift, '
and resident and staff interview, the facliity falled complete on 7/30/2016,

to provide & safe mechanical lift transfer for 1 of 1
sample residents (#42) cbserved during a
mechanicsl lift transfer, The findings were;

)  Resldent #42 was provided with appropriate
sized sling on 7/7/2018,
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prolapsi and multiple and extended tima on tollst.
Patlant verbalized understanding. Patient said
[e/he] would try to use the bedpan.” The following
concerns were identifled;

a. Observation on 7/7/18 at 11:15 AM showed
CNAs #1 and #2 used a Hoyer lift (mechanical
Iift) to transfer the resident to the follet, Interview
with CNA#1 at the time of the observation
revealed the usual sized [ift sling was not
available and the CNAs used a "largar” gling than
they usually used. Af 11:40 AM the CNAs left the
resident's room leaving the resident slons on the
toilst and still attached via the lift gling to the
hoyer Iift,

b, Observation from the haliway on 7/7/16
from 11:42 AM until 11:50 AM ravealad the
resident was shouting "help me." At 11:50 AM the
surveyor observed the resldent In the bathroom
and tha resldent remalnad aftached to the
megchanical lift with the oversized Iift sling, At that
time the surveyor alerted CNAs #1 and #2 to the
situation with tha resident. The CNAs then usad
the mechanical lift and transfarred the resident
Into bed. )

¢ Interview on 7/7/16 at 2 PM with the

resident revealed s/he did not like fo be Jeft alone

d)
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Medical record review showed resident #42 had
diagnosés which Included lumbar spinal stenosis, - identication
: dementia, ractal pralapse, and neurogenic a)  All residents wha reside at Laramie care center
2 bladder. Review of the 6/22/16 qusrterly MDS are at risk. :
assessment showed the resident was totally ‘
dependent on 2 staff members for transfers. Systemic Changes
Review of the resldent's care plans showed the a)  All residents wha currently use Joarns Hoyer
followlng problem iast reviewad 6/8/16, "Potential mechanlcal lift will be evaluated to ensure
{ for bleeding due ie prolapsed rectum. Resldent correct sling Is In place,
i -wants o spend prolonged tims on tollet." The b) Al nursing staff to ba educated on not leaving
approach was as follows, "Patient to tollst for any rasident attached to Hoyer during toileting
6-10 minutes due to rectal prolapse. Petient and not leaving residents unattended.
teaching regarding serious status of ractal ¢}  Education provided to resident on Importance of

stand outside bathroom door.
All residents who usa mechanleal lift for tolletin
will be observed xi by nurse manager to ensyre i
safety.’ I
All residents using mechanical it will have
education provited in regards to safety and
privacy.,

All restdents using a machanical lift will be
evaluated for appropriate sling slze,

using mechanfcal fift correctly and that staff wlIlJ :

{
e
-+ August 24, 2016
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on the tollet while attached to the hayer lift, e
Monltoring

d. Interview on 7/7/18 gt 3:40 PM with the
direstor of nursing revealed the resident preferred
to be left alone on the tollet and the facility had
care planned i, Review of the care pian showed
the resident liked to be placed on the toilet for
extended periods. However, the plan did not
address whether or not the resident preferred or
was safe {o be loft alone whils on the toilet,

a. According to the manufacturer's manual
titled, "Joems Hoyer" pertaining to sling uss, -
"Always check the sling I8 suitable for the
particular patient and is of the correct sizs and

capacity.”

) Resident #42 will be observar durip
man.agemen’c Ix/week x 4 weeks, Tget:%;?lflytjy

b} Audit will be completed 3x weekly an 10
residents who use Joerps Hoyer lift for
appropriate technlque. Thep weekly

c)‘ . Audlt will ba completed 3x wegkly x4 waeks to
ensure staff is proyfding.prlvacy‘but remalning

. "1
where they can hear and visuallze resident
during taileting,

d) Interview 3 resldents weekly who use Joerns
Hoyer mechanical it x 4 weeks for privacy and
safety. The monthly,

B} Residents slings will be audited 3x weekly x1

month fpr appropriate size, Mora slings hava

been qg{de_red to provide 2 slings to each resident
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