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that date wsre seen by the Physician for a

each examination was comprehensive and
resident’s skin and recommended treatment.

2. Review of the "Body Audit" forms, dated
01/26/15 and signed by the RN or the LPN,

was assessed for elever (11) specific skin
| conditions as follows:
redness/discoloration/bruises; open areas;

skin tears; abrasions; surgical wounds or
incisions; and psariasis. Findings wera
documented by type and location.

" in the ofiice on that day. Continued review
revealad two (2) of the thrae (3) residents

, examination, were found to be positive for
scables and treatment orders were given.
Additionally, the resident who did not have a

, due to the resident's possible exposure to
scabies.

: 3. Review of the Physician Orders, dated
| 01/26/15, revealed the Medical Director gave

 01/27/15 for all residents on the B wing.
' Cantinued review revealed the orders were

includad documentation by the Physician of each

revealed sixty-five (65) residents in the facility
received a head-to-toe skin assessment on that
date. Continued review revealed each resident

edema; rash; dry/flakey; excoriation; scchymos:s;

Review of the Dermatologist's "Visit Notes", dated
| C1/26M15, revealed three {3) resldents were seen

{Residents #1 and #10), based an microscopic

confirned diagnosls was treated prophylactically

- orders for scabies treatment to be Initiated on

treatment orders for a change in skin condition on ;

compleie physical examination and evaluation of |
their skin concerns. Continued review revealed

_consistent with those given by the Dermatologist |
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' for the confirmed cases, with treatment {o be !
administerad as follows: apply Permethrin :
(Efimite) 5% cream to body from neck down,

“ leave on 8-14 hours then wash off; repeat in one
(1) week; after cream applied, administer j
Stromectal, 3 milligram {mg) tablets on day
1,2,8,9, and 15. In addition, Physician Orders
included direction for contact isofation, dry skin
lotion, and Benadry! PRN (as neaded) for itching,
for each resident.

Review of Departmental Notes, dated 01/27/15,
revealed the Responsible Party for each resident |

| on the B wing was notified of the new orders by
the Activilies Director or the ADON.

Interview with the ADON, on 02/04/15 at 2.02 PM, |
revealed she had made cails to the families of the
B wing residents, informing them of new
treatrment orders and contact isolation
procedures. She stated some families had

- guestions and she answered as they arose.

Interview with the POA for Unsampled Resident
J, on D2/04/15 at 6:58 PM, revealed she was i
' notified by the facility of treatmentorders and |
isolation procedures for all residents on the B |
wing, including Resident J,

| 4, Observation upen entering the facility, on

1 01/28/15 at 4:01 PM, revealed signs directing

| visitors to see the nurse prior to visiting with

| residents were posted on the front entrance doors ;

" and on the door of each residentroomon the B |
wing. In addition, the signs on resident room

' doars indicated Contact isolation was in effect.

- Continued observation revealed PPE, including

| gowns, masks, gloves and shoe covers, was

| stocked in bins in the hall outside resident rooms

|
H

i
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on the B wing. During survey activities
throughaut the day on 01/26/15, staff from all

i departments was ohserved to utilize the PPE
prior to entering resident rooms. Also, staff was

| observed to dispose of PPE appropriately, in

' biohazard containers inside resident rooms, upon |
exit from the room. |

5. Review of training record signatures revealed
the DCO provided training to the Administrator
and the DON on 01/26/15. The in-service was
titted "Scabies in Long Term Care” and ullized
the “Scables Fact Sheet", for education related to
the prevention and control of scabies in the long
term care setting. Interview with the DCO, on
02/05/15 at 2.45 PM, ravealed she educated the
Administrator and DON to ensure they were
knowledgeable about managing a scabies
outbreak, prior lo their training of the rest of the
staff, in order for all education to be consistent
and according to facility guidelines.

Intarview with the DON on 02/05/15 at 12:50 PM,

and the Administrator on 02/06/15 at 2:45 PM,

revealed both received training from the

corporate DCO related to scabies infestation.

Continued interview revealed the training by the

DCO occurred prior to the Administrator and the
| DON educating the staff,

6. Review of {raining records revealed, on
01/26/15, the Administrator and the DON initiated
educaticn for all staif related to |solation

| Precautions, with emphasis on contact
precautions. Review of training materials
revealed the education included the proper use of |
PPE. Further raview of in-service sign-in sheets
revealed eighty (80) of eighty (B0) staff had
received the mandatory training on or before !

F 4890
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interviews with Housekeeping Staff #1353 on
01/28/15 at 1:34 PM, Housekeeping Staff #14 on |
01/29/15 at 1:56 PM, SRNA#23 on 01/29M15at .
1 2:04 PM, Laundry Staff #12 on 01/29/15 at 2:07 |
PM, Housekeeping Staff #11 on 01/29{15 at 2:19 |
PM, SRNA#1 on 01/29/15 at 3:50 PM, SRNA#7 !
on 01/29/15 at 4:25 PM, SRNA#8 on 01/29/15 at |
4:37 PM, RN #2 on 01/2915 at 4:38 PM,
Housekeeping Supervisor on 01/28/15 at 4.47
P4, SRNA#12 an 01/30/15 at 3:25 PM, SRNA
#11 on 01/30/15 at 3:35 PM, SRNA#24 on
01/30/15 at 3:55 PM, LPN #2 on 01/30/15 at 3:43
PM, SRNA#9 on 01/31/15 at 4.00 PM, Wound
Care Nurse on 02/04/15 at 3:20 PM, RN #1 on
02/05/15 at 4:30 PM, LPN #5 on 02/05/15 at 4:55
' PM, Rehabilitation Staff #18 on 02/06/15 at 1:45 !
i PM, Dietary Worker #26 on 02/06/15 at 2:00 PM,
Rehabilitabon Staff #17 on 02/06/15 at 3:05 PM,
and l.aundry Worker #25 on 02/06/15 at 6:20 PM,
' revealed all had received training related to
isolation precautions. During the interviews, all
were able to express the appropriate PPE
i required for contact isolation.

i Interview with the DON on 02/05/15 at 12:50 PM,

i and the DCO on 02/05/15 at 2:45 PM, revealed in

| addition to the eighty (80) "active” staff, three (3)

. stafi members were currently on leave.
Continuad interview revealed the DON was

' responsible for scheduling and was tracking
those staff members to ensure they were
in-serviced prior to returning to work. Further

| interview revealed the facility had used Agency

' staff on occasion and notification was sent o the |

i Agency of the required in-servicing prior to any

further scheduling of Agency stafi. In addition,

| the DON was tracking to ensure no Agency staff
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| worked without recetving the education. She X |
stated no Agancy staff had worked at the faciity |
since the in-services were inliiated.

; Observations, on 01/28/15 at 11:30 AM and ¢n

 02/05/15 at 4:00 PM, revealed the Administrator,

the DON and the Housekeeping Supervisor were !
on the resident units, observing staff and i
monitoring avaiiability and proper use of PPE.

7. Review of QA records revealed an | |
‘Emergency” meeting was held on 01/26/15 at |

i 7.30 PM, and was attended by the Medical

| Director, the DCO, the Administrator, the DON,
the Assistant DON and the Housekeeping

' Supervisor, as evidenced by their signatures.
Meeting attendees reviewad the confirmed cases

- of scabies, and recommendations from the i
Medical Director to treat all residents on the B

' wing, and to offer and encourage treatment to
staff. Other items discussed included the
initiation of Contact Precautions, body audits of all
residents, cleaning and disinfection of resident
rooms and common areas, and the prescribed
treatment for the B wing residents.

Inlerview with the Administrator, on 02/06/15at | |
2:45 PM, revealed the Medical Director had been '
present and very involved in developing and !
implementing the facility's action plan to remove | i
the Immediate Jeopardy. He stated although it i

was nol in the QA minutes, he had a conversation |

‘with the Medical Director whose stated intent was

to complete a re-assessment of every resident ‘n

the facility once the treatment was completed.

8. Review of the Meadication Administration

Records for the B wing residents revealed all

were treated with Elimite cream an 01/2715 ! i
Facifity 1D 100422 If continuation shaet Page 220 of 274
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- Continued review revealed the cream was applied
by licensed nursing staff.

Review of the facility's schedule for applying the |
cream and subsequent showering of each |
resident revealed a minimum of eight (8) hours
elapsed between application and remaval of the

cream.

interviews with RN #2 on 01/29/15 at 4:35 PM,
SRNA#18 an 01/31/15 at 2:47 PM, RN #1 on
02/05/15 at 4:30 PM, SRNA #4 on 02/05/15 at
4:38 PM, and SRNA #15 on (2/05/15 at 6:04 PM,
' reveaied they had been involved in application of
| the Elimite cream and removal by bath or shower |
eight (8} to fourteen {14} hours later. The
interviewees described the process whereby the
cream was applied on one shift, and washed off
onh the naxt shifi, following the same arder of
residents, according to the schedule. RN #1 and '
RN #2 reported they were responsible for i
applying the cream, and ensuring it was bathed -
off by the SRNAs, providing assistance if needed, |
The SRNAs stated they assisted the nurse with
! positioning during application of the cream, but
their primary job was lo bathe or shower the
| residents after at least eight'(8) hours had |
passed i

! Interview with the DON, on 02/06/15 at 1:50 PM,
! revealed the RN or LPN on duty on the shift the
! cream was applied, and on the shift when

: removad, was responsible for overseeing the

' process. Continued interview revealed the DON

, took ultimate responsibility for ensuring each i
' resident was treated appropriately, accordingto |
| the Physician's orders. She stated she monitored
' the process by reviewing the MARs, interviewing
; staff and residents, and making observations of
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the application and remaval of the cream. i

8. Raview of the MARs for the B wing residents

revealed all were administered Stromectal !
tablets, according to the Physician orders, on |
01/27/15, i

Interview with the DON, on 02/06/15 at 1:50 PM,

revezted her aversight of the treatment process

included a raview for timely administration of the |
iromectal, '

10, Review of training records revealed the
Housekesping Supervisor provided education to
eight (8} of elght (8) housekeeping and laundry
staff on 01/27/15. Continued review revealed the
education inciuded the proper handling of trash
and linens, cleantng and disinfecting of horizontal
surfaces, walls, furniture and bathroams, dust
mopping and damp mopping, and proper disposal
, of trash and transport of linens to be laundered.

Interviews with Housekeeping Staff #13 on
01/29/15 at 1:34 PM, Housekeeping Staff #1d an
02/19/15 at 1:56 PM, Housekeeping Staff #12 on
01/28/15 at 2:07 PM, and Housekeeping Staif
#11 on 017129715 at 2:19 PM, revealed all received |

| training related to "deep cleanung" of i
contaminated isolfation rooms. All interviewees
were able to answer specific questions related to
topics covered in the in-service, including the
lypes of disinfectants fo be used, as well as the
process to be followed.

Interview with the Housekeeping Supervisar, on
01/29/15 at 4:47 PM, revealed he had in-serviced
his staff on 01/27/14 related to the procadure for
cleaning and disinfecting the isolation rooms after |
an outbreak of scabies. He stated the process

Ll
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required a team effort and his role was to ensure
his staff was educated, and to oversee the
cleaning to ensure all steps were followed

properly.

11. Observation, on 01/28/15 at 11:30 PM
revealed staff was in the process of
decontaminating all resident finens, including
personal clothing, bed linens and privacy curtzing
on the B wing. Linens had been transporied to
the laundry area on 01/27/15 for faundering using |
" hot washer and dryer settings. Continued
obsetvation revealed resident room were cleaned
and disinfected while the residents were out of
the roems for their baths or showers. All
washable surfaces were disinfected with a bleach
product, according to the facilities "Scabies
Guideiines”. No non-washable items, including
cloth furniture, were observed anywhere in the |
facility, including resident rooms and common i
. areas. The Housekeeping Supervisor was
observed to be actively participating and |
overseeing the process. in addition,
 housekeeping staff were observed to be uiilizing
PPE during the cleaning.

| interview with Laundry Worker #25, on 02/05/15
at 5:30 PM, revealed she was responsible for
laundering contaminated linens during her shift.
She stated tha linens arrived in the laundry area
in red biohazard bags. She further stated the
linens were removed from the bags and placed
directly in the washer for laundering in hot water,
follawed by drying on the hot cycle for at feast
twelve (12) minutes. Continued interview
revealed the process was followed for residents'
persanal clothing, bed finens, privacy curtains, i

"anything washable". Further interview revealed

| the washers and dryers were disinfected with a :
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bleach disinfectant between uses.

12. Interview with the Housekeeping Supervisor,
on 01/28/15 at 11:30 AM, revealed all furniture
and equipment in common areas throughout the |
building was disinfected on 01/27/15. He stated -
the resident rcoms, including washable furniture
ware being cleaned on 01/28/15 while residents
were out of their raoms for bathing. He further
explained all parsonal clothing, linens and privacy
curtains had been remaved prior to bathing to
ensure the room was decontaminated prior to the
residents returning, Continued interview revealed
" all cloth furniture and any items which could not
be disinfecied had been wrapped in plastic,
removed from the building, and were storad in an :
outbuilding for the next fourteen (14) days, per
ihe facility's "Scabies Guidelines”,

13. Review of e-mail correspondence, dated
01127715 at 9:40 AM, revealed the Administrator i
contacted the local Heallh Department and
reported two (2) confirmed cases of scabigs and
the facility's decision to treat all residents on that
unit. Continued review revealed the e-mail -
referenced an earlier voice mail left with the
' Health Department relaled o e same report.

Review of Health Department documents

revealed the facility recelved generai information
related to scabies and the "Scabies Fact Sheet” .
in response to their report. !

| 14. Review of the Care Plans for fifieen (15)
selected residents who were treated for scabies
revealed a2 new care plan was developed for each
resident on 01/26/15. Continued review revealed |
the Care Plans included the following: the
problem of risk for scabies expesure: stated
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goals to identify and promptly treat any rashes,
have no complications related to the rash; and
have resolution of the rash; and interventions
directed to addressing the problem and meeting
the goals. Intarventions included specific
treatment orders, contact isolation, cleaning of
resident rcoms and belongings, monitoring of
skin, monitoring for side effects of the medication, -
comfort measures including PRN (as needed)
medications for itching and dry skin, and
notification of the Physician as indicated by
resident assessments and response to treatment. |

15. Interview with the DCO, on 02/05/15 at 2:45 |
PM, revealed all staff were offered the oplion to
receive treatrnent for scabies. She stated the
DON was tracking those employees who did
accept freatment. Continued interview with the
DCO revealed questionnaires were distributed to |
all staff on 02/03/15 to determine if staff with
symptoms had been treated and if traatment was |

effective,

| Review of the log maintained by the DON :
i revealed fifty-one {51) employees accepted [
! traatment.

: Review of the completed guestionnaires revealed |

fifty-one (51) had been returned as of 02/03/15.
Three (3) additional completed questionnaires

! were submitted by staff on 02/06/15. Gontinued

review revealad the questionnaires addressed the

' presence of symptoms of & rash in the past sixty
' {B60) days, whether treatment had been accepted |

and if it was effective, whether staff required
repeat treatment or now desired to accept i
treatment for the first time, and whether staff |
needed additional education related to scabies. |
]
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Interview with the DON, on 02/06/15 at 1:50 PM, ]
revealed she had provided the Elimite cream to

; every stafl member who requested it. She stated |

 staff were educated on the symptoms of scabies |
and offered treatment during the training process. |
Continued inierview revealed the guestionnaires !
were designed to ensure the treatment was
effective for those staff who accepted it, and to
determine If there were other staff experiencing i
symptoms or desiring treatmeant. :

| Interviews with Housekeeping Staif #13 on
| 01/29/15 atf 1:34 PM, Housekeeping Staff #14 on
01/29/15 at 1:56 PM, Laundry Staff #12 on
01/29/15 at 2:07 PM, Housekeeping Staff #11 on i
| 01/29/15 at 2:19 PM, SRNA#1 on 01/29/15 at:
3:50 PM, SRNA#7 on 01/29/15 at 4:25 PM,
' SRMA#8 on 01/29/15 at 4:37 PM, Housekeeping |
' Supervisor on 01/29/15 at 4:47 PM, RN #1 on !
01/30/15 &t 3:20 PM, SRNA#12 on 01/30/15 at |
3:25 PM, SRNA#11 on 01/30/15 at 3:35 PM, LPN .
#2 on 01/30/15 at 3:43 PM, SRNA #8 on 01/31/15 |
; at 4:00 PM, LPN #1 on 02/04/15 ai 2:10 PM, i
SRNA#4 on 02/05/15 at 4:38 PM, LPN #6 on |
i 02/05/14 at 5:00 PM, SRNA#15 on 02/05/15 at |
| 6:04 PM, Rehabilitation Staff #18 on 02/06/15 at | : [
: 1:45 PM, Dietary Staff #26 on 02/06/15 at 2:.00 | ' '
! PM and Rehabilitation Staff #17 on 02/06/15 at |
' 3.05 PM, revealad all had been offered treatment [
| with Elimite cream for scabies, for symptoms of 2 - i
'rashfitching or prophylactically Al staff stated - - |
they were trained on scabies and how to use the
i cream if desired.

16. Review of Physician orders for 01/28/15
revealed on the A wing, Resident #13 and his/her |
' roommate who was not sampled, were to receive | |
| scabies treatment, including the Elimite cream fo | ;
| be applied on day 1 and repeated in one (1) { _
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week, and Stromectal tablels to be administered
onday1, 2 8, 9and 15. In addition, the

- residents were to be placed on contact isolation
precautions.

Review of the MAR for Resident #13 revealed |
treatment was initiated as ordered. i
|

interviews with Housekeeping Staff #11 on
10/29/15 at 2:19 AM, SRNA#7 on 01/29/15 at
4:25 PM, SRNA#6 on 01/29/15 at 4:37 PM,
Housekeeping Supervisor on 01/29/15 at 4 47
PM, LPN #2 on 01/30/15 at 3.43 PM, and SRNA
#10 on 01/30/15 at 3:55 PM revealed Resident
#13 and hisfher roommate were in contact
isglation, their room had been cleaned and
disinfected and persconal clothing, bed linens and |
privagy curtaing had been bagged for laundering. |
17. Review of training records revealed the DON
provided education to all icensed nursing staff |
related to completing a head-to-toe skin |
' assessment on 01/28M15. Review of the training
' outline revealed iopics covered included how and
‘when skin assessments were to be completed,
documentation of findings, and required
| notifications to family and Physician. Continued
| review revealed a question and answer sassion
was provided and additional individual training
“was offered to all nursing stafi.

| Interviews with RN #1 on 01/30/15 at 3:20 PM,
| LPN #2 on 01/30/15 at 3:43 PM, LPN #1 on

| 02/04/15 at 2:10 PM, and LPN #5 on 02/05M14 at |
1 5:00 PM, revealed they had attended an inservice |

with the DON on 01/28/15 related to accurately
. performing a resident skin assessment. '
: | Continued interviews revealed the licensed staff |

d were able to verbalize when skin assessments
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were to be completed, how to document their i
findings, and when and to whom notifications
regarding the skin assessments were to be
made. |

Interview with the DON, on 02/06/15 at 1:50 PM,
‘ reveaied she would be monitoring five (5) skin -
assassments on the units weekly for six (6) !
weeks. She stated any identified problems |
observed would be addressed by immediate '
re-education ,

18. Review of training records revealed the

i Administrator and the DON Initiated training for all |
stafl related to scabies. Educational handouts i

| included the "Scabies Fact Sheel" and the
"Guidelines for Scabies". Review of these
documents revealed they were comprehensive in
describing symptoms, treatment and monitoring
for response. In addition, information inciuded
the accepted process for handling laundry and
cleaning and disinfection of rooms. Emphasis

' was on preventing spread of the infestation in an
Institutional setting.

Review of sign-in sheets revealad eighty (§0) of |
gighty (80) staff received the education by :
02/04/15. Three (3} staff were on leave and were
i required to complete the education prior to
. returning lo work. i

. Interview with the DON, on 02/05/15 at 12:50 PM,
revealed she was rasponsibie for scheduling and
was tracking the staif members on leave lo :

| ensure they were in-serviced prior to returning to |

' work. Further interview revealed the facility had |

" used Agency staff on occasion and notification

| was sent to the Agency of the required

| in-servicing prior to any further scheduling of ,
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Agency staff, In addition, the DON was tracking
to ansure no Agency staif worked prior to being
trained. She stated no Agency staff had worked
since the education was initiated.

Continued interview with the DCO revealed the
facitity developed written Post-Tests to be

" administered o ensure staff retention of
knowledge gained during the in-services. She
stated staff were required to score 100% on the
tests. Re-aducation was to be provided

! on-the-spot untii the employee demonstrated
100% knowledge of the questions. Further
interviaw revealed thirty (30) tests were {o be
administered weekly for the next six (6) waeks,

1 and then monthly for six (6) months. The DCO
stated the intent was to reach every staff member

i mare than once to ensure continued knowlaedge
retention.

Review of completed post-tests revealed ten (10)
tests were administered on 02/04/15, seventeen
{17) on 02/05/15 and fourteen {14) on 02/06/15.
Conlinued review revealed all lests were

' completed with 100% accuracy. Further review
revealed two (2) newly hired staff that began the
orientation process during the course of the State
Agency survey completed the written post-tesis
with a score of 100%.

Review of the “Pre-Hire Paperwork - Document
Guide" revealed scabies education was included
in the fist of required documents.

Interviews with Housekeeping Staff #13 on
01/29715 at 1:34 PM, Housekeeping Staff #14 on
L 01/29M15 at 1:568 PM, SRNA#23 on 01/29/15 at
| 2:04 PM, Laundry Staff #12 on 01/29/15 at 2:07

| PM, Housekeeping Staff #11 on 01/29/15at 2:18 |

C
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P, SRNA#1 on 01/29/15 at 3:50 PM, SRNA#7
on 01/29/15 31 4:25 PM, SRNA#8 on 01/29/15 at
4:37 PM, RN #2 on 01/28/15 at 4:338 PM,
Housekeeping Supervisor on 01/29/15 at 4:47
PM, SRNA#12 on 01/30/15 at 3:25 PM, SRNA
#11 on 01/30/15 at 3:35 PM, SRNA #24 on
01/30/15 at 3:535 PM, LPN #2 on 01/30/15 2t 3.43
P, SRNA#9 on 01/31/15 at 4.00 PM, Wound
Care Nurse on 02/04/15 at 320 PM, RN #1 on
02/05/15 at 4:30 PM, LPN #6 on 02/05/15 at 4.55
PM, Rehabilitation Staff #18 on 02/06/15 at 1'45
PM, Dietary Worker #26 on 02/06/15 at 2:00 PM,
Rehabilitation Staff #17 on 02/06/15 at 3:05 PM,
and Laundry Worker #25 on 02/06/15 at 6.20 PM,
reveaied aif had received training related to
scabies. Allinterviewed stated they had received
the "Scabies Fact Sheet" and "Scabies
Guidelines” during the in-services, All were able
to answar specific questions related to their role
in managing an outbreak of scabies and thewr
specific duties related to the facility's current :
action plan. [n addition, specific questions from |
! the written post-test were included in the »
interviews, with all those interviewed able to 1
respond correctly.

. 19. Review of in-service records, dated 01/30/15, -
| revealed the DCO educated the DON related to
infaction control, with emphasis on maintaining
surveillance logs, tracking the data and trending
for any possible cutbreak. Included in the training :
was a review of two (2} new monitoring toois, the |
“Scabies/Rash Tracking Log” and the "Skin i
Inspection Log”. In addition, the facility's policy
titled "Surveillance for Infeclions”, dated
December 2012, was reviewed. i

Interview with the DON, on 02/06/15 at 1:50 PM, f I
| revealed she was rasponsible for infechon control ! i
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surveillance in the facility. She staied the
education, including the new tracking logs, gave
her tools going forward to correctly identify
potential concerns, She explained every resident
in the building was currently being tracked
because afl had received treatment for scabies;
however, in the future all naw rashes or other skin
issues could be tracked by using the forms.
Continued interview revealed she also utilized 2
facility "mag” and color-coded entries {0 identfy
any clusters of concem.

Intarview with the DCO, on 02/05/15 at 2,45 PM,
revealed the intent of the education was to
ensure a series of rashes among muitiple i
residents would not be missed as a potential
outbreak in the future. She stated once the

" current issues were resolved, rashes would
continue to be tracked in order to identify or
exclude an infection-control concem.

' Review of the "Scables/Rash Tracking Log" and
the "Skin Inspection Log" revealed rashes were

| tracked by resident name and room number, date .

| rash identified, freatment initiation and completion |
date and resolution of the rash. Review ofthe
"Skin Inspection Log" revealed each resident was |
tracked, based on skin assessments performed |

. by the licensed nurses, for new areas, Physician

| notifications, orders and resolution. In addition,

" the log included areas for review by the DON to
ensure staff were compliant in following through
on identified skin concemns.

| 20. Review of in-service records revealed the

DCO provided education to the MDS coordinator
| on 01/30/15 related to the Care Plan. Emphasis i
i was on ensuring the Care Plan addressed '

. specific problems, goals, interventions and

|
|
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ongoing monitoring.
Interview with the MDS Coordinator, on 02/05/15 !

| at 6:45 PM, revealed she had received training |

" from the DCO relatad to required components of
the Care Plan, including stating of the problem, |
goals and specific interventions, including i
interventions related to continued monitoring,
She stated she developed a Care Plan for every
resident who received treatment, first all residents
on the B wing, then every resident on the A wing,
and ultimately every rasident in the facility. She
further stated the Care Plans would continue to
be revised as needed io reflect any changes in
status or treatment for each resident. Continued
interview revealed she began the Care Plan
revisions on 01/26/15 and continued with each
new resident as treatment was ordered. The
MDS Coordinator stated she did not need to
make additional changes after receiving training
from the DCO, but was able to verify she was
including all necessary components on the Care
Plans after the training. i

21. Review of documented skin assessments
revealed all residents were assessed twice
weekly for any skin issues, including new or
ongoing rashes, beginning 01/31/15. The -

| findings of these assessmeants were entered on |
the "Skin Inspection Log" and reviewed daily by |
the DON for appropriate response ta the findings, |
e.g. notification of the Physician and initiation of
treatments as ordered.

interview with the DON, on 02/06/15 at 1:50 PM,
revealed she reviewed the "Skin inspection Logs"
| dally with the Administrator, {o ensure ongoing
. compliance by the nursing staif relatad to
' documenting skin assessment findings and
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Physician notification when indicated with
iniflation of treatments as ordered. She stated
any concerns identified upon review of the lags
would result in imimediate re-education of the
staff respansible.

22. Review of the "QAPI Business Action Plan”
revealed a QA mesting was held on 01/31/15 and
attanded by the Administrator, the DON, the
Regional Vice President, the DCO and the

Medical Director. Continued review reveated
discussion regarding the Immediate Jeopardy

{1J), with an outline of each federal tag. The
stated goal was to achieve compliance related to
faifures which contributed fo the 1J. An outline of
all actions zalready taken by the facility and those |
which were ongoing, and who was responsible for
coordinating the activities, was included in the |
outline and was revigwad by meeting attendees.

23. Interview with the DCO, on 02/05/15 at 2:45
PM, revealed either she or the Regional Vice
President had been present in the building daily |
since 01/31/15 afler the facility was notified of the !
tJ on 01/30/15. Review of training records, QA i
meetings, and documented interviews with State
Survey Agency personnel provided evidence of
| her presence in the facility, She stated her
| primary role had been one of corporate oversight,
and she had been closely involved in developing
and ensuring implementation of the facility's
action plan on a daily basis. The DCO further
stated she had maintained collaboration with the |
corporate office via the Regional Vice President.

24_Interview with the DCO, on 02/05/15 at 2:45
' PM, revealed the facility's "Scabies Prevention
i and Control Pian" was based on implementation
+of the "Scabies Guidelines". She stated the _
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guidelines, along with the “Scabies Fact Sheet”
had been a foundation for training of staff
Continued interview revealed the new
"Scabies/Rash Tracking Log" would be important
for fracking rashes in the future, and met the
intent of maintaining a high index of suspicion for
scables as a possible cause of an undiagnosad
skin rash. Continued interview revealed as
freatment had been initiated for all residents in
the building, everyone was being tracked for
effectiveness of the trealment. She further stated |,

| any resident who failed the current treatment :
program would be referred to the Dematologist
for follow-up,

|

Review of the "Scabies Guidelines" reveaied it
was comprehensive approach o the pravention,
identification and treatment of scabies.
Continued review revealed specific guidalines

. related to cleaning and disinfecting, and
laundering, to prevent re-infestation or spread to

! other individuals,

1

: 25. Review of Departmental Notes for 02/03/15

| revealed the Responsible Party for each resident
on the A wing was notified by tefephone of
scabies present in the building, and the facility's

: plan for treatment and contact isclation

: precautions. For those residents who were

| self-responsible, notification fo the resident was

; made by Social Services.

| 26. Review of the Physician orders dated

| 02/04/15 revealed all remaining residents on the

! Awing ware to be treated for scabies, meaning

: that every resident in the facility had orders for

| treatment. Continued review revealed medication !
; orders, and orders for contact isolation, were

| consistent with those for all other residents.
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Review of the MARs for those remaining A wing
residents revealed treatment was initiated
according to the Physician's orders.

Observations, on 02/06/15 at 1:30 PM, 3.00 PM
and 5:00 PM, revealed residents on the A wing
were receiving baths or showers to ramove the
first application of Elmite cream. Continued
observations revealed personal clothing, tinens

- and privacy curtains were laundered, washable

“surfaces in the residents' rooms were disinfected,
and non-washable items wers wrapped in plastic
and stored in the outbuilding, according fo the
facitity's "Cuidelines for Scabias".

27. Clinical record review revealed Residants #1
and #10, with confirmed diagnoses of scabies on

1 01/26/15, had follow-up appointments scheduled
with the Dermaiologist for 02/106/15

¢ 28. Interviews and record reviews validated QA
. monitering as follows:

| Review of the "Scabies/Rash Tracking Log"
! revealed all residents in the building were
included, as all had received treatment for

scabies. Continued review revealed the DON or |

the Administrator signed off on each resident
entry daily, beginning on 02/02/15 and ongoing.

Intarview with the DON, on 02/06/15 at 1:50 PM,
| revealed each resident would stay on the log for
i at least seven weeks, lo ensure the treatment
' was effective and all symptoms of itching and
' rashes were resolved. She stated the extra
‘weaks would allow identification of re-infestation,
| as symptoms take two (2) to six (6) weeks io
| manifest.

F 460

n|
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Review of the "Skin Inspection Log" revealed
gach resident was added to the log when their
bi-weekly skin assessment was completed, or
any time & new skin concern was identified and
an assessment was performed, Continued
review revealed the DON or the Administratcr
signed off on the log each day, beginning on
02/02/15 and ongoing.

Interview with the DON, on 02/06/15 at 1.50 PM,
revealed she and the Adminisirator reviewed the
"Skin Inspection Log" daily to ensure the nursing
stzff was compliant in identifying, documenting
and making appropnzte notifications of new skin
cencerns. She stated the RN Supervisor would
be respensible for reviewing the log on the
weekends, and the DON and Administrator wouid
review {he weekend fogs on Mondays. Continued
interview revealed any concerns identified durning
th= daily reviews would result in immadiate
re-education of the responsible staff,

Review of the "Care Plan Audit Log" revealed the
first weekly audit of Care Plans for residents
being treated for scables was completed and
signed by the DON on 02/04/15. Currently, all
resident Care Plans were reviewed as ali
residents received treatment.

Interview with the DON, on 02/06/15 at 1:50 PM,

revealed she would be reviewing the Care Plans

weekly for & total of eight (B} weeks to ensure

new revisions were made as indicated by the !
resident's response to treatment. She stated any
identified concerns with her review of all logs

would be addressed immediately by re-education, . i

I Continued interview revealed results from all

audits would be presented at each monthiy QA
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F 490 Continued From page 236
meeting for discussion,

Interview with the Administrator, on 02/06/15 at
2:45 PM, revealed he had remained closely

| involved with the development and

. implementation of the facility's action plan related

o the lJ. He stated, along with the DON and the '
OCO. he had ensured all staff was educated
related to the facllity's "Scables Prevention and
Control Plan”. Continued interview revealed his
role included reviewing audits daily, ensuring PPE |
and other needed supplies were readily available, |
speaking with families, and making observations

! to ensure the facliity's plan was followed
according to Physician orders and the written
guidelines. The Administratar further stated all
audits results would be reviewed at each QA :
meeting, with the next scheduled meeling being

1 02/09/15, and regular monthly meetings occurring |
an the first Monday of the month. i
483.75(0)}{1) QAA |
COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

F 520
58=K

4
A facility must maintain a quality assessment and |
assurance committee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's staff.

The quaiity assessment and assurance
committee meets at least quarterly to identify
 issues with respect to which qualify assessment ]
- and assurance activities are necessary; and |
develops and implements appropriate plans of |
action to correct identified quality deficiencles. J

i g |
PREFIX | (EACH CORRECTIVE ACTION SHOULD 85 COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DAE
DEFICIENCY)
. ;
F 480
,’ |
i i
F520 FS520

What corrective action will be
accomplished for those residents |
 found to have been affected by the
deficient practice?

On 1/26/15, body audits were

completed en all in-house residents by
assigned licensed staff.

Orders were received from Medical

] Director to treat 31/31 residents on B

I Wing per scabies protocol. Orders
i

|

received included contact isolation per
protocol, Elimite cream one application

to begin 1/27/15 and to repeat in 7
i
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A State or the Secretary may not require ;
discfosure of the records of such commiites ;
except insofar as such disclosure is related to the
compliance of such cammittae with the
requiremnents of this section.

Good faith attempts by the committee to identify
and correct quality deficiencies will not be used as’
a basis for sanctions. |

This REQUIREMENT is not met as evidenced
by.

Based on cbservation, Interview, record review |
and review of the facility's policy, it was

datermined the facility failed to have an effective
system to identify a Quality Assurance (QA)
concern, and develop and implement appropriate
plans of action.

The facility's QA systermn's failure to develop and
implemznt appropriate plans of action prevented |
the facility from ensuring effective measures were |
in place for appropriate identification, treatment, |
~monitoring and prevention of contagious scabies
; cutbreaks. Recard review revealed Permethrin
cream, a treatment for Scabies (a very
cantagious microscopic human itch mite which
- caused an intense itching skin irritation} was
| prescribed and initiated from 07/21/14 through
07723114, for four (4} residents, Residents #5, &6,
#7 and #9. On 07/27/14, seventeen {17) '
additional resident (Residents #1, #2, #3, #4, #8,
#10, #11, #12 and #14, and Unsampled
Residents A, B, C, D, E, F, G and H) were also
| treated with Permethrin for Scabies. However,
there was no documented evidence on 07/27/14,
| the facility ensured implementation of the

(x4)i0 D PROVIDER'S PLAN OF CORRECTION ix8)
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORPECTIVE ACTION SHOULD BE | coupETIon
TA% REGULATORY OR LSC IDENTIFYING INFORMATION TAG CROSS-REFERENCED TO THE APPROPRIATE LaTe
BEFICIENCY) !
; : days and Stromectal tabs to be
20 { - £
F 520 Continued From page 237 F 520 administered on day 1, 2, 8, 9, and 15. !

- ather linen was removed from ail 31/31

'~ center using the hot water and hot
! dryer cycles. Machine and dryer were

! Bleach Germicidal Cleaner. Non-

. On 1/27/15-1/28/15 after completion

! clothing. Bath/showers were given by

| CNAs and LPN, with the process

. overseen by 2 RNs, On 1/27/15, all

i 31/31 B Wing residents were started on
. Stromectal 3mg tabs per physician’s ;

The 31/31 residents’ responsible
party/POA was natified of current skin
condition and treatment orders by RN
and Activities Director. On 1/26/15, all
31/31 B Wing residents were placed on
contact isolation per facility guidelines.
On 1/27/15 each of the 31/31 B Wing
residents were treated with Elimite
cream. Cream applied to all areas of
the body from the neck down to the
feet and toes by licensed nursing staff.
The cream was left on for 8-14 hours. |

of treatment, each resident was then
bathed and provided a ¢lean set of

orders. On 1/27/15 personal clothing,
bed linens, privacy curtains and all

residents by laundry staff members and
taken to laundry ta be cleaned. Linens
of B wing residents were washed
separately from other residents in the

disinfected with Clorox Healthcare
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"Scabies" Policy, to include placing the seventeen

1 {17) residents in contact isolation and performing
decontamination of resident areas. The facility's
Quality Assurance failed to identify this as a :

' problem. Therefore, Residents #6 and #7 were |

| again treated for Scabies, in August 2014, :

| Additionally, on 09/10/14, Resident #6 was aiso

. treated with Stromectol (an oral medication for
treatment of Scabies) and on 01/03/15 with
Permethrin cream for Scabies. Also, Resident #9
was treated again while hospitalized between
0170315 and 01/05/15 for Scabies, and again at

 ihe facility on 01/11/15.

. Observation during initial tour, revealed muitiple
residents actively scratching their bodies, with
several residents observed to have dark reddish

' bicod-like spots on their clothing and Sed finens.
Continued observation revealed no residents

| were in contact igolation. Observations during |
skin assessments for fifteen (15) of the sixleen |
(16) sampled residents revealed all had rashes of |

| varying degrees on their bodies, The facility's QA !

system failed to identify, develop and implement
plans of action to address: infection control
survelllance for scabies or suspicious rashes; the
early identification of signs and symptoms for
scabies; appropriate procedures for infection
control, treatment of suspicious rashes and
scabies and the maonitoring for the effectiveness
of any medications administered for suspicious

rashes or scabies fo ensure eradication of a

contagious infestation. (Refer to F-309, F-441

3 and F-480)

The facility's failure to develop and implement an
| action plan for the facility's infection control and
surveillance of suspicious rashes and or scabies,

: the early identification of signs and symptoms of

washable personal belongings were
F 520 placed in sealed bags or wrapped in
! plastic wrap and guarantined outside
~ the center. These items held in
quarantine for a total of 14 days per
guidelines. On 1/27/15 furniture and
. equipment throughout the center,
including common areas on both A and
B Wings including dining rooms and
31/31 resident roomson B Wingwas
disinfected with Clorox Healthcare !
Bleach Germicida!l Cleaner by
housekeeping staff and monitored by
Housekeeping/Laundry Supervisor. On
1/27/15 the MDS Coordinator revised |
the plan of care for all residents
receiving treatment to address the
current problem, treatment and
interventions including isolation
precautions, monitoring for side effects |
and as needed medication to address |
itching or other side effects. |
- On 1/28/15- two A- wing residents
. began treatment for rash identified i
|
|

upon further review of skin audits by
' Director of Nursing). PA nctification
resufted in orders for both residents
Including contact isolation, Elimite 5% |
creamn repeat in one week and
Stromectal 3Img tabs to be administerad|
an day 1,2, 8,9, 15. Residents’ rooms, .
clothing, personal items and alf I
equipment were cleaned per protocol. |
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! . i Residents’ responsible party/POA was
F 520 Coninued From page 239 F 520 notified by RN. Both residents were

scabie's, fappmptr ir-_;’te procedures dfor infectiocr'r  being treated for flu like symptoms and
control of potentially contagious disease an . .
infestations, treatment of suspicious rashes and had not been in common areas since
scabies; and, the monitoring for the effactiveness | 1/23/15. |
of any medications administered for suspicious On 2/4/15 Medical Director gave order
| "ii’;esig' sg'?fbiets :,D e"v‘:a“"?_;?e’fd:ca“%” Zfla . to treat the remaining 34/36 A wing
contagious infestation was likely to cause risk for b .

Serious injury, harm, impairment or death, | i rESIdgnts}. Orders mcluc_!ec.i coputact |
Immediale Jeopardy was identified on 01/30/15 | isolation per protocol, Elimite 5% cream |
' and determined to exist on 07/27/14. The facility applied from neck down to toes, jeave |
was notified of the Immediate Jeopardy on on 8-14 hours; repeat in one week and
01/30115. i Stromectal 3 mg tags to be

administered on day 1, 2, 8, 9 and 15.
The remaining 34/36 resident rooms,
clothing, personal items and equipment :
cleaned per facifity guidelines by

nursing and housekeeping/la undry

staff. Common areas cleaned per
guidelines by housekeeping staff.

| The facility provided an acceptable credible
Allegation of Compliance (AOC) on 02/05/15, with
the facility alleging removal of the Immediate i
Jeopardy on 02/05/15, The State Survey Agency |
verified removal of the Immediate Jeopardy an |
02/05/15 as alieged, prior to exit on 02/06115, with’

| rémaining non-compliance at Scope and Severity |

' of an “E*, while the facility develops and ]

| implements a Plan of Carraction, and the facility's [

- Quality Assurance program monitors to ensure

| compliance with systemic changes, !

B T S —

How will the facility identify other
residents having the potential to be |
affected by the same deficient ;
practice? All residents have the ,
potential to be affected by the deficient _'
practice.

' The findings include:

!
]
i
| Review of the facility's, Quality Assurance and |
Process Improvement Meeting” guidelines, 5
Template 2014, revealad the mission of the I
Quality Assessment and Process Impravement l

| {QAPI) was to improve every life touched by
"\ providing exceptional healthcare and exceeding f
expectations. Further review revealed, the 5
{ purpose was o monitor core processes to identify
! trends and variations through appropriate f
| analysis of data from multipie data sources. ,
 Further review revealed, a Performance {
| Improvement Project (PIP) was a concentrated |

FORM CMS-2567(02-08) Pravious Versions Obsaiets Event ID:72Kd1) Faciity (0 106442 If continuation sheet Page 240 of 274
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What measures will be put into place
or systemic changes made to ensure
the deficient practice will not recur?
] On 1/30/15, the Director of Clinical
} Operations in-serviced the Director of
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5 " Nursing on infection control
i " . .
e Fror'n page 240 , o F520 gyrveillance logs, tracking and trending
effort on a particuiar problem in one area of the ] ' .
facility or facility wide; it Involved gathering of scabies/rash and the need for
information systematically to clarify issues or . ongoing monitoring. The Scables/Rash
problems, and intervening for improvements. i - . . .
Further review revealed the facility would conduct surveillance log includes Res.n.jient
PIFs to examine and improve care or services in ! name, wing/bed, date identified,
arsas that the facility identified as needing diagnosis, treatment #1 date, treatment

attention. Continued review revealed, the
guidelines addressed utilizing Infection Control
Surveillance Documents for Patterns and Trands.

#2 date, 1* oral dose, last oral dose,
date resolved and reviewed. The skin
inspection log includes resident name,

Review of the facility's policy, litled "Policies and
Practices - Infection Control, dated August 2007, the name of the nurse that completed
revealed the Quality Assessment and Assurance -

Committee, through the Infection Control assefsment, 5'":"9 e.ffects, new areas,
Committee, should oversee implementation of physician natification, new orders,

infection control policies and practices, and help compliant with treatment, education

department heads and managers ensure that ! . _

they are implemented and followed. Continued provided, review and resolution. The

review revealed, inquiries concerning the infection center established a Scahies Preventian

control poiicies and facility practices should be [ 4 3

referred to the Director of Nursing Services. and Control Plan as that includes:
implementation of Scabies Guidelines

Review of the "Scabies Guidelines", revised i based on COC Guidelines, Maintain a

August 2012, revealed the purpose was to reat = - .
' residents infected with the scabies mite, and high index of suspicion that scabies may

prevent the spread of scabies to other residents . be the cause of undiagnased skin rash,
| and staff, Continued review revealed the facility's =
' Infection Control Committee should coordinate and any unresolved rashes after initial
i interdepar}mental_planning to promote a rapid course of treatment will be referred to
and efiective treatment program. . dermatologist. The center
 Review of the facility's policy, titied "Scabies” implemented the “Scabies/Rash i
' effective 08/01/12, revealed procedures which racking Log for residents with rashes |
included to establish contact isolation procedures Tracking 08 — .
immediately, contact the physician and obtain an . and new admissions thatisto be
%der for treatment. o : reviewed dally for 6 weeks by the
e comman areas should be cleaned before the  Administrator, DNS or the RN

resident's bathing/decontamination so the
FORM CMS-2537(02-09) Previous Versiont Obachete Event ID: 72Kd 11 Facifity D' 100442
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F 620 ; Continued From page 241

: "treated” resident did not use the contaminated
' areas to prevent cross contamination.

| Review of the Quality Assurance Meeting

i-Agenda, for 09/25714, 10/30/14, 11/24/14, and

' 01/08/15, provided by the facility, revealed there
was no documented evidence the facility nitiated
an action plan for suspicious rashes,
implemented a surveillance process for
suspicious rashes or monilored the treatments to

'ensure eradication of the infestation of scabies,
On 01/22/15, the facility submitted its Census and
Condition form which indicated five (5) residents
in the building had a rash. However, after the
State Survey Agency observed multiple residents
itching and scrafching during the initial tour on

: OH22/185, the faciiity conducted = skin
assessment of every resident and identified a

| lotal of fourteen (14) residents to have a rash

| (Residents #1, #2, #3, #4, #5, #6, #7, #8, #9, #10,
#11, #12, #13, and #14). In addition, on 02/04/15
the State Survey Agency cbserved a skin
assessment for Resident #16 and identified
another rash,

Observation, on 01/22/15, revealed muitiple
residents scratching their bodies, with several

| residents observed to have dark reddish

| blood-like spots on their clathing and bed linens.

+ Continued abservations revealed na residents
were in cantact isolation, as per poiicy. Alse,
observations during skin assessments for fifteen

' (15) of the sixteen (16) sampled residents
revealed all of the residents had rashes of varying

| degrees on their bodies.

. the facility were treated for scabies in July, 2014

Interview and record review revealed residents in

Super\fisnr. This is completed by the
F 520 Director of Nursing on weekdays and
the RN Supervisor on weekends. Also,
the ‘Skin Inspection Log” will be
: reviewed by the Administrator, DNS or
i the RN Supervisor daily for 4 weeks, to
f' identify an issues and interventions will |
|' be implemented and the Care Plans of |
| residents being treated will be reviewed
| by the Administrator, DNS or RN ;
i Supervisor weekly for 8 weeks to review
interventions. The “Skin Inspection Log”
is completed by the Director of Nursing
on weekdays and RN Supervisor on
weekends. Review of surveillance
tracking and trends of rashes wil! be
presented by the Director of Nursing to
the monthly QAPI committee for
further measures and/or additional
training on an on-going basis.

How will the facility monitor
performance to ensure solutions are
sustained? The Director of Nursing will |
oversee 5 skin inspections weekly for 6 |
weeks to ensure accuracy of !
assessment and competency of licensed
staff. Any discrepancy will be .
| immediately addressed and nurse will
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and residents had rashes for at lzast six (6)
months to one (1) or two (2) years, There was no
documented evidence the facility utilized isolation
procedures to prevent the spread of infection or
performed adequate cleaning and disinfeclion of
resident rooms and common areas. In addition,

: staff interviews revealed no education was
provided related to the rashes andfor Scabies.
Record review revealed no documented evidence
that residents aifected were monitored to ensure
the effectiveness of treatment; therefore
potentially exposing other residents who could
have been in contact with the scabies mites.

Interview with the Wound Care Nurse (WC), on
01/26/15 at 12:00 PM, revealed several of the
residents were receiving treatment for rashes,
She stated the rashes had been reported to the
Fhysician, Physician's Assistant and to the
Director of Nursing. Further interview revealed,
treatment was being provided, howsver, it was
not resciving the rashes. Confinued interviaw, on
01/29/15 at 11:25 PM, revealed the WC thought
the rashes had been going on for aight (8)
months or longer, On 02/05/15 at 3:20 PM, the
WC stated the residents had been treated for ;
scabies in the recent past. However, the rooms ¢
had not been cleaned thoroughly, as the furniture *
was not cleaned or ramaved from the rooms.
Some of the residents, who had received
treatment were ptaced in contact isolation i
precautions; but, the whole wing had not beenin
isolation or decontaminated. i

on 01/29/15 at 10:06 AM, she siated she
co-chalred the QA Committee with the
Adrinistrator, The DON siated she was aware
several residents had rashes; however, she was

|
|
During an interview with the Director of Nursing, ;
|

post tests will be given out to staff by
the Administrator and Human
Resources weekly for 6 weeks and then
monthly for 6 months to ensure
ongoing staff education and
cormpliance. Any employee who is
unable to answer 100% of post test
guestions correctly will receive
additional education by the Director of
Nursing, Administrator or RN
Supervisor, The Scabies Fact Sheet will
be included in new employee
arientation and the annual infection
control in-service as of 2/4/15.
Evaluation and monitoring of each
resident receiving treatment will consist
of skin inspection for resolution of prior
rashies and observation of all residents
at risk for new skin eruptions in 2-6
weeks per COC guidelines. Skin
inspections will be completed by
licensed nursing staff on all residents
twice weekly starting 1/31/15 for 6

" weeks and then weekly thereafter. The

physician will be notified at the time of
findings and treatment will be initiated
per physician orders. Review of
surveillance tracking and trends of
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not aware of how many rashes were in the facility.
Continued interview revealed, the infection
Control Nurse was terminated in November and
she {the DON} had been the interim Infection

| Control Nurse. Continued interview revealed, the

! Infection Control Committee/Quality Assurance
Cormmittee did not address or discuss the
treatment of residents for scabies related to the

 reatments provided in July 2014, August 2014,

: Septernber 2014 or January 2015. Further
interview revealed, infection control issues were
discussed however, since there was not a
confirmed case of scabies, she did not list it to be
discussed during the Committee meeting and she
did not track and trend for patterns or monitor for
the effectiveness of the medications. Furiher
interview revealed, the facility should have
monitored the treatments and appearance of the
rashes after the facility treated the residents in
July 2014, She further staled the facilly should
have tracked and trended the rashes 1o ensure

¢ the eradication of the scabies.

Further interview with the DON, on 02/05/15 at
12:50 PM, revealed In July 2014, eighteen (18)
residents were treated for scabies, two (2)
residents were treated in August, and three (3)
residents in September received treatment. She
| stated the issue of scabies was not forwarded for

or ongoing manitoring fo ruie out treatment

: was performed. The DON further stated the

| former Staff Development Coordinator was in
charge of QA activities at that time, and she did

i not bring the concern to QA meetings. In

| addition, the DON couid not say why no one,

including herseif, felt the ongoing prablem of

i rashes and repeated scabies treatments required

any Quality Assurance (QA) action and no audits §

failure, re-infestation, or spread to other residents |
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of Nursing to the monthly QAPI
committee for further measures and/or
additional training on an on-going basis.
Manthly QA minutes shall be reviewed
by the Regionai Management Team.
The QAPI meeting schedule has been
created with the Medical Director to
ensure his monthly attendance and
oversight. The monthly meeting is
attended by the Administrator, Director
of Nursing, MDS Coordinator, Staff
Development Coordinator, Medical
Records Director, Activity Director and
Social Services Director,
Housekeeping/Laundry Supervisor,
Maintenance Supervisor, Business
Office Manager and Dietary Manager. 7"//‘_‘)/ S
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further action.

Interview with the Administrator, on 01/28/15 at
4.01 PM, revealed he was hired by the factiity on
August 1, 2014 and he co-chaired the QA
Committes with the DON. Further inferview
revealed he was aware two (2) residents were

" treated in August 2014, three (3} in September
2014 and one (1) in January 2015. He stated he

' did not have a clinicat background and did not

' question if contact isclation should have been

| implemented, or if the facility should be
decontaminated, the effecliveness of the

| treatment and the appearance of the rash should
have been monitored, or the physician's orders.

Additional interview with the Administrator, on
- 0430715 at 2:46 PM, revealed he was

responsible for ensuring the facility’s policies and
! procedures were followed, and the QA and
infection Control programs were effective. He
| further stated the former Staff Development

Coordinator (SDC) was in charge of QA until
November 2014, Continued interview revesied
there was no discussion of a scabies concern at
the monthly meetings from August 2014 to _
January 2015, until after the State Agency Survey |
| was initiated. |

! Further interview with the Administrator, on |

| 02/06/15 al 2:48 PM, revealed he assumed |

' control aver the QA process in January 2015 after

| the former SDC left employment and no longer

| headed that committee. He stated he had |

é reviewad the QA minutes from July 2014 to the
present and found no evidence of any discussion |

| of scables, rashes or skin concerns. He

| acknowledged, in view of the number of residents |

| with itching and rashes, and the multiple scabies |

F 520
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treatments administered over the course of a few

| months, a QA concern should have been
identified for further review. The Administrator
stated although several residents were treated in
August and September for scabies, there had
been no infection control tracking to determine if
the freatment was effective. Continued interviaw
revesled the Administrator acknowiedged the
faciity did not follow its guidelines for handiing
scabies cases when no education was provided
to staff. Further interview revealed, to the
Administrator's knowledge, there had been no
confirmed cases of scabies until the present time;
however, he acknowledged that even with a ;
negalive biopsy, an individual could still have
scabies, with the potential for spreading the
infestation to other residents,

The {acility provided an acceptable Credible
Allegation of Compliance (ACC) on 02/05/15
- which alleged removal of the IJ effective
02/05/15. Review of the AOC revealed the facility
implemented the following:

1. On 01/26/15, the Medical Director and the
Director of Nursing (DON) assessed ten ( 10)
residents identified to have current treatment
orders for a change in skin condition.

i 2. On 01/26/15, body audits were completed on
all in-house residents by an RN and a LPN

- Based on the skin assessments, the Medical
Director gave verbal orders for STAT {immediate)
dermatology appointments for three {3) of the
residents. Appointments were made for the
same day. Two (2) of the three (3) residents
(Residents #1 and #10) ware confirmed to have
scabies,

t
:

F 520:

1
i
|
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3. On 01/26/15, the Medical Director was notified
of the posilive for results and orders were given
{a treat all thirty-one {31} residents on the B-wing
for scabies. The orders included the following for
all of the residents: contact precautions; Elimite
cream to be applied beginning 01/27/15 and
repealed in seven {7) days; and Stromectal

| tablets {o be administered onday 1, 2, 8, 9. and
15 of the treatment process. The Respensible
Party for all residents on the B wing was notified

- of the treatment orders by the Assistant DON
{(ADON} or the Activities Director.

4. On 01/26/15, all B wing residents were placed
on contact isolation per the facility's guidelines.
The DON, Director of Clinical Operations (DCO),
. Administrator and the Housekeeping/Laundry
] supervisor placed signs on alf resident doors and |
an entrance doors. Personal Protective
Equipment (PPE) was distributed and 2ach
; department was notified of the precautions in
I place.

5. On 01/26/15, the DCO educated the DON and
the Administratar related to scabies in long term

} care facilities, including prevention and control.

+ The training included a review of the "Scabies
Fact Sheet’. The DON and the Administrator
were educated by the DCO prior to proceeding to

i train all facility staff.

e ety

i‘ 6. On 01/26/15, the Administrafor and the DON

: initiated education for all staff related to contact

f isolation procedures, including the appropriate

i application and removal of PPE. Staff was

] required to compiete the education prior o
returning to work, with validation of effective

| learning through observation of staff adherence to

| isolation procedures and proper use of PPE.
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7. On 01/28/15, an emergency Quality Assurance
(QA) meeting was held and attended by the
Administrator, DON, DCO
Housekeeping/Laundry Supervisor, Staff |
Devefopment Coordinator (SDC) and the Medical |
direclor  The purpose of the meeting was to |
review the actions taken by the facility beginning
01/26/14a. i

8. On 01/27/15, all B wing residents were traated
with Elimite cream, with application of the
treatment by licensed nursing staff. The cream

| was lefi on for eight (8) to fourteen (14) hours
before residents were bathed and dressed in
clean clothes. The bathsfshowers were provided |
by the State Registered Nursing Assistants
{SRNAs) and the LPN on duly, and the entire

. process was overseen by twb (2) RNs

9. On 01/27/185, all B wing residents raceived their
first dose of Stromectal dose, as orderad by the
Physician, administared by the LPN.

10. On 01/27/15, the Housekeeping/Laundry
Supervisor provided fraining for all laundry and |
housekeeping staff related to cleaning of
* contaminaled isolation rooms, per facility
guidelines.
i
11. On 01/27/15, all linen items, including i
; persanal clothing, bed linens and privacy curtains
| were removed from each resident raoom onthe B
| wing by laundry staff. The linens were washed
! separately from other residents in the facillty
| using hot water and hot dryer cycles. The laundry |
| machines were disinfected with bleach germicidal |
! cleaner. All non-washable personal belongings !
. were placed in sealed bags or wrapped in plastic |
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wrap and quarantined outside the center, where

they are to remain far fourteen (14) days per

facility quidelines. The entire process was

overseen by the Housgkeeping/Laundry

Supervisor.

12. On 01/27/15, furniture and equipment
| throughout the facility, including the common
areas on both wings and the dining room, was
disinfected with the bleach germicidal cleaner by
housekeeping staff and monitored by the !
Housekeeping/Laundry Supervisor. ! |

13. On 01/27/15, the Administrator conlacted the
local health Department by telephone and via
e-mail to report the diagnosed scabies, rashes
and treatment.

14. On 01127/15, the Minimum Data Set (MDS)
Coordinator revised the Care Plan for each
resident receiving freatment. The revisions
included the current problem retated to scables
: freatment, isolation precautions, treatment of
'itching, and moniloring for treatment side effects. :

15. On 01/27/18, the option for treatment was

| provided to each employee of the facility. The
DON began distributing Elimite cream on

| 01/27/15 along with verbal instructions. The DON

' is maintaining a log of staff who accepted |

| treatment. On 02/03/15, the DON distributed a
questionnaire to staff to determine if the

- freatment was effective and if staff continued to |

, have symptomns and required additional ; |

| treatment. i

|
| 16. On 01/28/15, two {2) residents on theAwmg i |
| began treatment for a rash identified on review of | i
" the skin audits by the DON. Treatment included ' |
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contact isolation, application of Elimite cream with :
repesat application in one (1) week, and
Stromectal tablets to be administered on day 1, 2,
B, 9 and 15. Resident rooms, clothing, personal
iterns and equipment were cleaned per facility
protocol.

17. On 01/28115, the DON educated all licensed

staff on accurately completing 2 skin assessmant.

The DON will oversee five {5) skin inspections

weekly for six (&) weeks to ensure accuracy of I

assessment and competency of licensed staff, ]
: Any discrepancy will be immediately addressed |

and the nurse will be re-educated

18. On 01/30/15, the Administrator and the DON

initiated training on the “Scabies Fact Sheet” and

the “Guidelines for Scabies" through handouts

and discussion. The educalion for all staff to be

completed by 02/04/15. Beginning 02/04/15, i

written post-tests were initiated for alf !
. departments to ensure staff retention of

knowledge related to the training. Thirty (30}
i post-tests will be administered weekiy for six (5)
; weeks and then manthly for six (6) months to |

ensure continued compliance. Any staff unable
‘ to complete the post-test with 100% accuracy will :

receive immediate re-education by the DON, 1 |
. Administrator or RN supervisor. Aiso beginning, !
+ 02/04/15, the "Scabies Fact Sheet" will be
! included in new employee arientation and annual - X
! infection control in-services. Any staff on leave :
+ and any agency staff will receive the education
" and complete the post-test prior to a return to
| work.
0 1
119, On 01/30/15, the DCO in-serviced the DON
| on infection control surveillance logs, tracking and .
,_trending for scabies or other rashes, and the |
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' need for ongoing monitoring. The proper use of !

the "Scabies/Rash Tracking Log” and the "Skin ; '
Inspection Log" was included In the {raining. |

20. On 01/30/15, the DCO educated the MDS i :
Coaordinator related to ensuring the Care Plans

relatzd to scabies/rashes included the specific |
problem, goal, and interventions for ongoing

monitoring.

21. Evaluation and monitoring of each resident
receiving treatment will included skin inspections
for resolution of rashes, and cbservation for new

i skin eruptions in two (2) to six (6) weeks per i
Centers for Disease Contral (CDC) guidelines.
Skin inspections will be completed by licensed
staff on all residents in the facliity twice waekly
beginning 01/31/15 for seven (7) weeks and
weekly thereafter. The Physician will be notified

, of any findings and treatment will be initiated per
Physician orders. Residents treated will be
monitored for response to treatment and the i
presence of any treatment side effects, !

22. On 01/31/15, a QA meeting was held with the |
¢ Administrator, DON, Regional Vice President "
| {(RVP), DCO and the Medical Director to i
' re-evaluate all measures implemented since

01/26/15, and to oulline action items moving
| forward.

: 1
| 23. As of 01/31/15, dally corporate oversight will |
occur until removal of abatement of the |
Immediate Jeopardy, then weekly for at l=ast i
seven (7) weeks to ensure continued compliance -
of Administration. j

|
! 24. On 01/31/15, the facility established a
| "Scabies Prevention and Control Plan" which
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included the following: implementation of the
“Scabies Guidelines" based on CDC guidelines;
promotion of a high index of suspicion for scabies
as a possible cause of undiagnosed skin rash;

and referral to a Dermatologist after a failed initial ]
course of lreatment, I
25. On 02/03/15, the Responsible Party for each

A wing resident was notified by phone by the [ |
ADON or the Activities Director of a scabies

outbreak, with messages lsft for those parties

who did not answer.

26. On 02/04/15, the Medical Director gave

orders to inltiate treatment on all remaining
residents on the Awing. Trealment orders were
the same as for all other residents in the building, '
and included disinfection of resident rooms, :
clothing, personal items and equipment. In
addition, common areas were cleaned according
to facility guidefines.

27. Residents #1 and #10, with confirmed scabies
diagnoses, will have a foliow-up appointment with
the Dermatologist on 02/06/15. The DON or the
RN will accompany the residenls to the

physician's office,

28 The facility's QA process will monitar
implemented interventions as follows;

The Administrator, DON or RN Supervisar will
review the “Scabies/Rash Tracking Log" daily for
six (6) weeks, then weekly for four (4) weeks,

then monthly in the Quality Assurance/Process
Improvement (QAP!) meating.

The Administratar, DON or RN Supervisor will
review the "Skin Inspection Log" daily for six (6) |
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weeks, then weekly for four (4) weeks, then
monthily in the QAPI mesting.

The Administrator, DON or RN Supervisor will
review the Care Plans of residents being treated
for scabies weekly for eight (8) weeks, then
monthfy in the QAP! meeting.

The Administrator and/or the DON wili ensure all
staff has successfully completed the training and
post-lest refatad to the facility's "Scabies
Prevention and Centrol Plan”.

The State Survey Agency validated the
implementation of the facility's AOC as follows:

1. Review of the Physiclan Exiended Care Notes,
dated 01/26/15 and signed by the Medicai
Director, revealed the ten {10) residents with
treatment orders for a change in skin condition on |
that date were seen by the Physician for a
complete physical exarmination and evaluation of
their skin concerns. Continued review revealed
each examination was comprehensive and
included documentation by the Physician of each
resident's skin and recommended treatment.

' 2. Review of the “Body Audit” forms, dated
01/26/15 and signed by the RN or the LPN,
revealed sixty-five (65) residents in the fagility
received a head-lo-lae skin assessment on that
date. Continued raview revealed each resident
was assessed for eleven (11) specific skin
conditions as follows:
rednessidiscoloration/bruises; open areas;
edema; rash; dry/flzkey; excoriation, ecchymosis,
skin tears; abrasions; surgical wounds or

' incisions; and psoriasis. Findings were

| documented by type and location.
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| scabies

| for each resident.

Review of the Dermaltologist's "Visit Notes", dated
01/26/15, revealed three (3) residents were seen
in the office on that day. Continued review
revealed two (2) of the three (3) residents
(Residents #1 and #10), based on microscopic
examination, were found to be positive for
scabies and treatment orders were given,
Additionally, the resident who did not have a
confirmed diagnosis was treated prophylactically
due to the resident's possible exposure Io

' 3. Review of the Physictan Orders, dated
G1/26/15, revealed the Medizal Directar gave
orders for scabies treatment to be initiated an
01/2715 for alt residents on the B wing.

. Continued review revealed the orders were

| consistant with those given by the Dermatologist
for the confirmed cases, with Ireatment to be

‘ administered as follows: apply Permethrin

! (Elimite) 5% cream to body from neck down,

I'leave on 8-14 hours then wash off; repeat in one

' (1} wesk, after cream applied, administer

2 Stromectal, 3 milligram (mg) tablets on day

11.2,8,9, and 15. In addition, Physician Orders
included direction for contact isolation, dry skin

. Iotion, and Benadryl PRN (as needed) for itching,

Review of Departmental Notes, dated 01/27/15,
revealed the Responsible Party for each resident ;
on the B wing was notified of the new orders by
the Activities Director or the ADON,

interview with the ADON, on 02/04/15 at 2:02 PM,
revealed she had made calls to the families of the
B wing residents, informing them of new
treatment orders and contact isolation
procedures. She stated some families had

F 520,
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: questions and she answered as they arose.

+ Intarview with the POA for Unsampled Resident

[ J, on 02/04/15 at 6:58 PM, revealed she was

. notified by the facility of treatment orders and
isolation procedures for all residents on the B i
wing, including Resident J. !

4, Observation upon entering the facility, on
01/28/15 at 4:01 PM, revealed signs directing
visifors to see the nurse prior to visiting with
residents were posted on the front entrance doors

| and on the door of each residentroom onthe B |

{ wing. In addition, the signs on resident room l
doors indicated Contact Isolation was in effect.
Continued observation revealed PPE, including

i gowns, magks, gloves and shoe covers, was

 stocked in bins in the hall outside resident rooms

I on the B wing. During survey activities
throughout the day on 01/26/15, staff from ali
departments was observed to utilize the PPE
prior to entering resident rooms. Also, staff was

- observed to dispose of PPE appropriately, in

| biohazard containers inside resident roams, upon

l exit from the room.

A I S T

5. Review of training record signatures revealed
the DCO provided training to the Administrator
and the DON on 01/26/15. The in-service was |
I titled "Seabies in Long Term Care” and utilized
| the "Scabies Fact Sheet", for education related to
the prevention and control of scabies in the long
‘ term care setting. Interview with the DCO, on
1 02/05/15 at 2:45 PM, revealed she educated the
! Administrator and DON to ensure they were
f- knowledgeable about managing a scabies
oulbreak, prior to their training of the rest of the i
staff, in order for all education to be consistent ' '
and according to facility guidelines.
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interview with the DON on 02/05/15 at 12:50 PM.
and the Administrator on 02/06/15 at 2:45 PM,
revaaled both received training from the |

, corporate DCO related to scabies infestation,
Continued interview revealed the training by the
DCO occurred prior to ihe Administrator and the

| DON educating the staff.

6. Review of training records reveated, on
01/26/15, the Administrator and the DON initiated
education for all staff related to Isolation
Precautions, with emphasis on contact
precautions. Review of training materials
revealed the education included the proper use of
PPE. Further review of in-sarvice sign-in sheets
revealed eighty (80) of zighiy (80) staff had
recelved the mandatory training on or before
01/30/15.

Interviews with Housekeeping Staff #13 on
01/29/15 at 1:34 PM, Housekeeping Staff #14 on
01/28/15 at 1:36 PM, SRNA#23 on 01/29/15 at
 2:04 PM, Laundry Staff #12 on 01/29/15 at 2:07
' PM, Housekeeping Staff #11 an 01/28/15 at 2:19
| PM, SRNA #1 on 01/29/15 at 3:50 PM, SRNA £7
on 01/28/15 at 4:25 PM. SRNA #8 on 01/29/15 at
4:37 PM, RN #2 on 01/29/15 at 4:38 PM, !
Housekeeping Supervisor on 01/29/15 5t 4:47
PM, SRNA#12 on 01/30/15 at 3:25 PM, SRNA ¢
#11 on 01/30/15 at 3:35 PM, SRNA #24 on ]
01/30/15 at 3:55 PM, LPN #2 on 01/30/15 at 3:43 |
PM. SRNA#9 on 01/31/15 at 4.00 PM, Wound |
Care Nurse on 02/04/15 at 3:20 PM, RN#1on |
|
i

02/05/15 at 4:30 PM, LPN #B on 02/05/15 at 4:55
PM, Rehabilitation Staff #18 on 02/06/15 at 1:45

| PM, Dietary Worker #28 on 02/06/15 at 2:00 PM, |
Rehabilitation Staff #17 on 02/06/15 at 3:05 PM, |
and Laundry Worker #25 on 02/06/15 at 6:20 PM, |

F 520
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revealed all had received training related to I ,
-isolation precautions. During the interviews, all i
wera able to express lhe appropriate PPE H
required for contact isolation.

NAME OF PROVIDER OR SUPPLIER

F 520I

Interview with the DQON on 02/05/15 at 12:50 PM, |
and the DCO on 02/05/15 at 2:45 PM, revealed in | |
addition to the eighty (80) “active" staff, three (3) | ;
staff members were currently on leave.

. Continued interview revealed the DON was
responsible for scheduling and was tracking
those staff members {o ensure they were

- in-serviced prior to returning to work. Further
interview revealed the facility had used Agency
staiff on occasion and nofification was sent to the
Agency of the required in-servicing prior to any | |
further scheduling of Agency staff. In addition, !
the DON was tracking to ensure no Agency staff
worked without receiving the education, She i
stated no Agency staff had worked at the facility | ;
since the In-services were initiated. |

: Observations, on 01/28/15 at 11:30 AM and on :
. 02/05/15 at 4:00 PM, revealed the Administrator, i
| the DON and the Housekeeping Supervisor were
on the resident units, observing staff and ' ]
monitoring availability and proper use of PPE. a

! 7. Review of QA records reveated an
"Emeargency” meeting was held on 01/26/15 at
{ 7:30 PM, and was attended by the Medical
' Director, the DCO, the Administrator, the DON, | .
. the Assistant DON and the Housekeeping
. Supervisor, as evidenced by their signatures.
Meeting attendees reviewed the confirmed cases |
| of scabies, and recommendations from the
Medical Director to treat all residents on the B i
| wing, and to offer and encourage treatmentto | : I
staff Other items discussed included the ' ' |
Fagiuly 10: 100442 If continuation sheet Page 257 of 274
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initiation of Contact Precautions, body audits of all
residents, cleaning and disinfection of resident
r00ms and common areas, and the prascribed
treatment for the B wing residents.

Interview with the Administrator, on 02/06/15 at |
2:45 PM, revealed the Medical Director had been |
. present and very invalved in developing and [

implementing the facility's action plan to remove |
the Immediate Jeopardy. He stated afthough it

was not in the QA minuies, he had a conversation |
with the Medical Director whose stated intent was |
to complete a re-assessment of every resident in !
the facility once the treatment was compleled. i

8. Review of the Medication Administration

Records for the B wing residents revealed ail i
+ were treated with Elimite cream on 01/27/15. |
Continued review revealed the cream was applied '

- by licensed nursing staff,

Review of the facility's schedule for applying the
cream and subsequent showering of each
resident revealed a minimum of eight (8) hours

. elapsed between application and removal of the
cream,

| Interviews with RN #2 on 01/29/15 at 4:35 PM,

- SRNA#18 on 01/31/15 at 2:47 PM, RN #1 on
02/05/15 at 4:30 PM, SRNA#4 on 02/05/15at
4:38 PM, and SRNA #15 an 02/05/15 at 6:04 PM,

 revealed they had been involved in application of
the Elimite cream and removal by bath or shower
eight (B} to fourteen {14) hours later, The i

| interviewees described the process whereby the

‘cream was applied on one shift, and washed off
on the next shift, following the same order of
residants, according to the schedule. RN #1 and !

| RN #2 reported they were responsibie for :

!
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applying the cream, and ensuring it was bathed
off by the SRNAs, providing assistance if neaded.
The SRNAs stated they assisted the nurse with

i positioning during application of the cream, but

| their primary job was to bathe or shower the
residents after at least eight (8) hours had
passed.
Interview with the DON, on 02/06/15 at 1:50 PM,
revaealed the RN or LPN on duly on the shift the
cream was applied, and on the shift when
removed, was responsible for averseeing the
process. Continued interview revealed the DON
look ultimate responsibility for ensuring each
resident was treated appropriately, according o
the Physician's orders, She stated she monitored
the process by reviewinig the MARS, inlerviewing
staff and residents, and making observations of
the application and removsl of the cream.

9. Review of the MARSs for the B wing residents
revealed all were administered Stromectal
tablets, according to the Physician orders, on

| 0172715,

| Interview with the DON, on 02/06/15 at 1:50 PM,
revealed her oversight of the treatment process |
| included a review for timely administration of the

Stromectal.

10. Review of training records revealed the
Housekeeping Supervisor provided education to
eight (B) of eight (8) housekeaping and laundry
staff on 01/27/15. Continued review revealed the
education included the proper handling of trash
and linens, cleaning and disinfecting of horizontal |

' surfaces, walls, furniture and bathrooms, dust

| mopping and damp mopping, and proper disposal |

j of trash and transport of linens to be laundered. |
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Interviews with Housekeeping Staff #13 on i

01/29/15 &t 1.34 PM, Housekeeping Stalf #14 on |

02/19/15 at 1:56 PM, Housekeeping Staff #12 on | i
01/28/15 at 2.07 PM, and Housekeeping Staff ;
#11 on 01/29M15 at 2:19 PM, revezled all recewed !
training related to "deep cleaning” of
contaminated isolation rooms. All interviswess
were able to answer specific questions related to
topics covered in the in-service, inciuding the
types of disinfectants to be used, as well as the
process to be followed,

Interview with the Housekeeping Supervisar, on
01/29/15 at 4:47 PM, revealed he had in-serviced
his slaif on 01/27/14 related to the procedure for |
clezning and disinfecting the isolation rooms after
an outbreak of scabies. He stated the process
required a team effort and his role was to ensure
his staff was educated, and to oversee the .
cleaning to ensure all steps were followed

| properly.

| 11. Observation, on 01/28/15 at 11:30 PM
revealad staif was in the process of
| decontaminating all resident linens, including
| persanal clathing, bed linens and privacy curtains |
'on the B wing. Linens had been transported to
the faundry area on 01/27/15 for laundering using |
hot washer and dryer settings Continued
observation revealed resident reom were cleaned |
and disinfected while the residents wers out of
the rooms for their baths or showers. All
washable surfaces were disinfected with a bleach
| product, according to the facilities "Scabies
Guidelines". No non-washable items, including
cloth furniture, were observed anywhere in the | !
facility, including resident rooms and common l |
areas. The Housekeeping Supervisor was i {
Facility 1D 100442 i continuation sheet Page 260 of 274
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observed to be actively participating and
overseeing the process. in addition,
housekeeping siaff were observed to be utilizing
PPE during the cleaning.

Intarview with Laundry Worker #25, on 02/05/15
at 5:30 PM, revealed she was responsible for
taundering contaminated finens during her shift. |
She stated the iinens arrived in the laundry area
in red biohazard bags. She further stated the
linens were removed from the bags and placed
directly in the washer for laundering in hot water,
followed by drying on the hot cycle for at least
twelve (12) minutes. Continued interview
revealed the process was followed for residents’
personal clothing, bed linens, privacy curtains,
"anything washablg". Further interview revealed

i the washers and dryers were disinfecled with a
bleach disinfectant betwesn uses.

+ 12. Interview with the Housekeeping Supervisor,
on 01/28/158 at 11:30 AM, revealed all furniture

" and equipment in commaon areas throughout the |
bullding was disinfected on 01/27/15. He stated
the resident rooms, including washable furniture

. were being cleaned on 01/28/15 while residents

, were out of their rooms for bathing. He further

axplained all personal clothing, linens and privacy |

curtains had been removed prior to bathing to

ensure the room was decontaminated prior to the

residents returning. Continued interview revealed

ail cloth furniture and any items which could not |

be disinfected had been wrapped in plastic,

removed from the building, and were stored in an

outbuilding for the next fourteen (14) days, per

the facility's "Scabies Guidelines®,

| 13, Review of e-mail correspondence, dated
01/2715 at 9:40 AM, revealed the Adrninislrator_'
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contacted the local Health Department and

reported two (2) confirmed cases of scabies and
the facility's decision to trzat all residents on that

unit. Continued review revealed the e-mail
referenced an earlier voice mail lsft with the

Health Department related to the sams report.

Review of Health Departmant documents

revealed the facility received general information
felated to scabies and the “Scabies Fact Sheet”

in response to their report.

14. Review of the Care Plans for fifteen {15}

| selected residents who were treated for scabies
revealed a new care plan was developed for each
resident on 01/26/15. Continued review revealed

the Care Plans included the following: the
problem of risk for scabies exposure: stated

goals ta identify and promptly treat any rashes,
have no complications related to the rash; and

have resolution of the rash: and interventions

directed to addressing the problem and meeting

the goals. Interventions included specific

! treatment orders, contact isolation, cleaning of

resident rooms and belongings, monitoring of

skin, monitoring for side effects of the medication,
comfan measures including PRN (as needed)

medications for itching and dry skin, and
netification of the Physician as indicated by

15, Interview with the DCO, on 021055 at 2:45
FM, revealed all staff were offered the option to
receive treatment for scabies. She stated the

DON was tracking those employees whao did

accept treatment. Continued interview with the
| DCO revealed questionnaires were distributed to

. all staff on 02/03/15 to determine if staff with

| symptoms had been treated and if treatment was

resident assessments and response to treatment.

F 520

|
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: Continued interview revealed the questionnaires

13:50 PM, SRNA#7 on 01/29/15 at 4:25 PM,

effective.

" Review of the Jog maintained by the DON
i revealed fifty-one (51) ermployees accepted
treatment.

Review of the completed questionnaires revealed
fitty-one (51) had been returned as of 02/03/15.
‘Three {3) additional completed questionnaires
| were submitted by staff on 02/06/15, Continued

review revealed the questionnaires addressed the |

presence of symptoms of a rash in the past sixty |

{60) days, whether treatment had been accepted '

and if it was effective, whether staff requirad :

repeat treatment or now desired to accept
| treatment for the first time, and whether staff
needed additional education refated to scabies.

| Interview with the DON, on 02/06/15 at 1:50 PM, 3
reveaied she had provided the Elimite cream to
every staff member who requested it. She stated ‘

| staff were educated on the symptoms of scabies
and offered treatment during the training process. |

| were designed to ensure the treatment was

i effechve for those staff who accepted it, and to
| determine if there were other staff experiencing

. symptoms or desiring freatment.

Inferviews with Housekeeping Staff #13 on
01/29/15 at 1:34 PM, Housekeeping Staff #14 on

1 01/29/15 at 1:56 PM, Laundry Staff #12 on

| 01/29/15 at 2:07 PM, Housekeeping Staff #11 on

| 01/28/15 at 2:18 PM, SRNA#1 on 01/29/15 at

SRNA #B on 01/29/15 at 4:37 PM, Housekeeping
. Supervisor on 01/29/15 at 4.47 PM, RN #1 on
01!30!15 at 3:20 PM, SRNA#12 on 01/30/15 at

1 3:25 PM, SRNA#11 on 01/30/15 at 3:35 PM, LPN
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#2 on 01/30/15 at 3.43 PM, SRNA#9 on 01/31/15
at 4:00 PM, LPN #1 on 02/04/15 at 2:10 PM.
SRNA #4 on 02/05/15 at 4:38 PM. LPN #6 on

1 02/06H4 at 5:00 PM, SRNA#15 on 02/05/15 at
604 PM, Rehabilitation Staff #18 on 02/08/15 at

1.45 PM, Distary Staff #26 on 02/06/15 at 2:00

| PM and Rehabilitation Staff #17 on 02/06/15 at

3.05 PM, revealed all had been offered freatment
with Elimite cream for scabies, for symptoms of a
rash/itching or prophylactically. Al staff stated
they were trained on scabies and how to use the
cream if desired.

16, Review of Physician orders for 01/28/15
revealed on the A wing, Resident #13 and hisfher
roommate who was not sampled, were to receive
scabies treatment, including the Elimite cream lo
be applied on day 1 and repeated in one (1)
week, and Stromectal tablets to be administered

.onday 1, 2, 8, 9and 15. In addition, the

residents were to be placed on contact isolation

| precautions.

| Review of the MAR for Resident #13 revealed
treatment was initiated as ordered.

interviews with Housekeeping Staff #11 on
10/29/15 at 2:19 AM, SRNA#7 on 01/29/15 at
4:25 PM, SRNA#E on 01/29/15 at 4:37 PM,

+ Housekeeping Supervisor on 01/29/15 at 4:47

FM, LPN #2 on 01/30/15 at 3:43 PM, and SRNA

| #10 on 01/30/15 at 3:55 PM ravealed Resident

#13 and his/her roommate were in contact
isolation, their room had been cleaned and

| disinfected and personal clothing, bed linens and
privacy curtains had been bagged for laundering.

- 17. Review of training records revealed the DON |
. provided education to all licensed nursing staif
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refated to completing a head-to-toe skin
assessment on 01/28/15. Review of the training
outline revealed topics covered included kow and
when skin assessments were to be completed,

' documeniation of findings, and required

notifications to family and Physician. Continued

| review revealed a quastion and answer session
was provided and additional individual training
: was offered to all nursing staff.

Interviews with RN #1 on 01/30/15 at 3.20 PM,
LPN #2 on 01/30/15 at 3:43 PM, LFN #1 on
02/04/45 at 2:10 PM, and LPN #5 on 02/05/14 al
500 PM, revealed they had attended an inservice

| with the DON on 01/28/15 related to accurately

performing a resident skin assessment.

. Continued interviews revealed the licensed staff

were able to verbalize when skin assessments
were to be completed, how to document their
findings, and when and to whom notifications
regarding the skin assessments were to be

" made.

' re-education.

' 18. Review of training recards revealed the
Adrinistrator and the DON initiated training for a2l ;

- included the “Scabies Fact Sheet" and the

' the accepted process for handling laundry and

Interview with the DON, on 02/06/15 at 1:50 PM,
revaaled she would be monitoring five {5) skin
assessments on the units weekly for six (6)
weeks. She stated any identified problems
observed would be addressed by immediate

staff related to scabies. Educational handouts

"Guidelines for Scabies”. Review of these
documents revealed they were comprehensive in
describing symptoms, treatment and monitoring
for response. In addition, information Included
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cleaning and disinfection of roorns. Emphasis
was on preventing spread of the infestation in an
nstitutional setting.

!
Review of sign-in sheets revealed aighty (80) of |
eighty (B0) staff received the education by '

, 02/04/15. Three (3) staff were on leave and were

required o cempigte the education prior to
returning to work,

Interview with the DON, on 02/05/15 at 12:50 PM, -
revealed she was responsible for scheduling and |
was fracking the staff members on leave to
ensure they were in-serviced prior to returning to |
work. Further interview revealed the facility had
used Agency staff on occasion and notification
was sent {o the Agency of the required
in-servicing prior to any further scheduling of {
Agency staff. In addition, the DON was tracking
to ensure no Agency staff worked prior {o being
‘trained. She stated no Agency staff had worked
since the education was initiated. |

Continued interview with the DCO revealed the |
facility developed writien Post-Tests to be |
administerad to ensure staff retention of i
knowledge gained during the in-services, She
stated staff were required to score 100% on the |
tests. Re-education was {o be provided
on-the-spot until the employee demonstrated
100% knowledge of the questions. Further
interview revealed thirty (30) tests were to be
. administered weekly for the next six (6) weeks,
and then menthly for six (6) months. The DCO
stated the intent was fo reach every staff member |
| more than once to ensure continued knowiedge
retention.

Review of completed post-tes!s revealed ten (10)

F 820
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tests were administered on 02/04/15, sevenleen
{17} on 02/05/15 and fourteen (14} on 02/06/15.
Continued review revealed all tests were
completed with 100% accuracy. Further review
revealed two (2) newly hired staff that began the
orientation process during the course of the State
Agency survey completed the written post-tests
with & score of 100%.

Review of the "Pre-Hire Paperwork - Document
Guide" revealed scabies education was included
in the list of required documents. ;

Interviews with Housekeeping Staff #13 on i
01/29/15 at 1:34 PM, Housekeeping Staff #14 on
01/29/15 at 1:56 PM, SRNA#23 on 01/28/15 at |
. 2:04 PM, Laundry Staff #12 on 01/29/15 at 2:07
PM, Housekeeping Staff #11 on 01/28/15at 2:19 -
PM, SRNA#1 on 01/29/15 at 3:50 PM, SRNA#7
on 01/29/15 at 4:25 PM, SRNA#8 on 01/28/15 at
4:37 PM, BN #2 on 01/29/15 at 4:38 PM,
Housekeeping Supervisor on 01/29/15 at 4.47
PM, SRNA#12 on 01/30/15 at 3:25 PM, SRNA
| #11 on 01/30/15 at 3:35 PM, SRNA #24 an _
01/30115 at 3:55 PM, LPN #2 on 01/30/15 at 3:.43 .
. PM, SRNA#9 on 01/31/15 at 4:00 PM, Wound
Care Nurse on 02/04/15 at 3:20 PM, RN #1 on
02/05/15 at 4:30 PM, LPN #6 on 02/05/15 at 4.55 |
. PM, Rehabllitation Staff #18 on 02/06/15 at 1:45
PM, Dietary Worker #26 on 02/06/15 at 2:00 PM,
Rehabilitation Staff #17 on 02/06/15 at 3:05 PM,
and Laundry Worker #25 on 02/06/15 at 6:20 PM,
reveated all had received training related to
scabies. All interviewed stated they had received |
the "Scabies Fact Sheet" and "Scabies i
. Guidelines" during the in-services. All wera able
to answer specific questions related to their role
in managing an outbreak of scabies and their
| specific duties related to the facility's current
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action pian. In addition, specific questions from

the written post-test were included in the

interviews, with all those interviewed able to
“respond correctly

19. Review of in-service records, dated 01/30/15, |
revealed the DCO educated the DON related to
infection control, with emphasis on maintaining
surveillance logs, tracking the data and trending
for any possible outbreak. Included in the training
was a review of two (2) new monitoring toals, the
"Scabies/Rash Tracking Log" and the "Skin
Inspection Log". |n addition, the facility's policy
titled "Surveillance for infections”, dated : I
December 2012, was reviewed. ; I

Interview with the DON, on 02/G6/15 at 1:50 PM,
revealed she was rasponsible for infection control |
surveillance in the facility. She stated the |
education, including the new tracking logs, gave |
her tools going forward to correctly identify :
potential concerns. She explained every resident i
in the building was currently being tracked ] i :
because all had received treatment for scabies; i i
however, in the future all new rashes or other skin 1

~issues could be tracked by using the forms. 1 '
Cunlinued interview revealed she also utilized a |
facility "map" and color-coded entries to identify
any clusters of concern.

Interview with the DCO, on 02/05/15 at 2:45 PM, |
revealed the intent of the education was to |
i ensure a series of rashes among multiple
' residents would not be missed as a potential
outbreak in the future, She siated once the ;
current issues were resolved, rashes would : :
continue to be tracked in order to identify or i ;
1

exclude an infection-control concern.
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- Review of the “Scabies/Rash Tracking Log" and !
the "Skin Inspection Log" revealed rashes were
tracked by resident name and rcom number, date
rash identified, treatment Initiation and completion |
date and resolution of the rash, Review of the
“Skin Inspection Log" revealed each resident was |
tracked, based on skin assessments performed
by the licensed nurses, for new areas, Physician
notifications, orders and resctution. In addition,
the log included areas for review by the DON to

- ensure staff were compliant in following through

' an identified skin concerns.

I

|
20. Review of in-service records revealed the |
DCO provided education to the MDS coordinator |
on G1/30/15 refated to the Care Plan. Emphasis
was on ensuring the Care Plan addressed |
specific problems, goals, interventions and '
ongeing manitering.

R

I
Interview with the MDS Coordinator, on 02/05/15 |
at 6:45 PM, revealed she had received training |

i

from the DCO related to required compaonents of
the Care Plan, including stating of the problem,
goals and specific interventions, including
interventions related to continued monitoring. |
She stated she developed a Care Plan for every |
resident who received treatment, first all residents |
on the B wing, then every resident on the A wing, |
and ultimately every resident in the facility. She | i
further stated the Care Plans would continue to | [
be revised as needed to reflect any changes in

status or treatment for each resident. Continued |

interview revealed she began the Care Plan i

revisions on 01/26/15 and continued with each ‘
new resident as treatment was ordered. The |
MDS Coordinator stated she did not need to i
make additional changes after receiving training |
from the DCQ, but was able to verify she was
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including all necessary components on the Care
Plans after the training.

21. Review of documented skin assessmenis !
revealed all residents were assessed twice

weekly for any skin issues, including new ar ]
ongoing rashes, beginning 01/31/115. The |
findings of these assessments were enierad on

the "Skin Inspection Log" and reviewed daily by

the DON for appropriata response to the findings,

2.9. notification of the Physician and initiation of i
treatments as ordered. i

| Interview with the DON, on 02/06/15 at 1:50 PM,
revealed she reviewed the "Skin Inspection Logs" |
daily with the Administrator, to ensure ongoing
compliance by the nursing staff related to
documenting skin assessment findings and
Physician notification when indicated with
nitiation of treatments as ordered. She stated
any concerms identified upon review of the logs
would result in immediate re-education of the

| staff responsible,

| 22. Review of the "QAPI Business Action Plan"
revealed a QA meeting was held on 01/31/45 and
auended by the Administrator, the DON, the
Regional Vice Prasident, the DCO and the
Medical Director. Continued review revealed ! ;
- discussion regarding the Immediate Jeopardy |
(1), with an outline of each federai {ag. The i i i
- stated goal was to achieve compliance reiated to | §
- failures which contributed to the IJ. An outline of
all actions already taken by the facility and those |
which were ongoing, and who was responsible for | i
coordinating the activities, was included in the !
outline and was reviewed by meeting attendess. [

23, Interview with the DCO, on 02/05/15 a12:45 | “ I
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PM. revealed either she or the Regional Vice } |
President had been present in the building daily
since 01131115 after the facility was notified of the l |
IJ on 01/30/15. Review of training records, QA i

| meetings, and documented interviews with State

Survey Agency personngl provided evidence of
her presence in the facility. She stated her
primary role had been one of corporate oversight,
and she had been clasely involved in developing
and ensuring implementafion of the facility's
action plan on a daily basis. The DCO further
stated she had maintained collaboration with the
corparate office via the Regional Vice President.

24, nterview with the DCO, on 02/05/15 at 2:435
PM, revealed the facility's “Scabies Prevention !
and Control Pian" was based on implementation
of the "Scabies Guidelines", She stated the |
guidelines, along with the "Scabies Fact Sheet”
had been a foundatian for training of staff.

| Continued interview revealed the new

\ "Scabies/Rash Tracking Log" would be important |

| for tracking rashes in the fulure, and met the [

s intent of maintaining a high index of suspicion for |
scabies as a possible cause of an undiagnosed !
skin rash. Continued interview revealed as |

 treatment had been initiated for all residents in ; '

| the building, everyone was being tracked for

| effectiveness of the treatment. She further stated i
any resident who failed the current treatment ' : ‘
program would be referred to the Dermatoiogist ! i
for follow-up. ’ 1 :

|
{

- Review of the "Scabies Guidelines” revealed it

' was comprehensive approach to the prevention,
identification and treatment of scabies.

| Continued review revealed specific guidelines

| related to cleaning and disinfecting, and | .

! laundering, to prevent re-infestation or spread to | 1
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! other individuals.
25, Review of Departmental Notes for 02/03/15

on the A wing was notified by telephone of
scabies present in the building, and the facility's
plan for treatment and contact isolation
precautions. For these residents who were
self-réspansible, notification to the resident was
made by Social Services.

26. Review of the Physician orders dated
02/04/15 revealed all remaining residents on the
A wing were to be treated for scabies, meaning
that every resident in the facility had orders for

orders, and orders for contact isolation, were
consistent with those for all other residents,

Review of the MARSs for those remaining A wing
residents revealed treatment was initiated
according to the Physician's orders.

Observations, on 02/06/15 at 1:30 PM, 3:00 PM
and 5:00 PM, revealed residents on the A wing
were receiving baths or showers {o remove the
first appiication of Elimite cream. Continued
observations revealed personal clothing, linens
and privacy curtains were laundered, washable
surfaces in the rasidents' rooms were disinfected,
and non-washable items were wrapped in plastic
and stored in the outbuilding, according o the
facility's "Guidelines for Scabies".

27. Clinicat record review revealed Residents #1

with the Dermatologist for 02/06/15.
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revealed the Responsible Party for each rasident |

treatment. Continued review ravealed medication :
4

t

and #10, with confirmed diagnoses of scabies on |
01/26/15, had follow-up appointments scheduted |
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28, Interviews and record reviews validated QA |
monioring as follows:

Review of the "Scabies/Rash Tracking Lcg"
revealed all residents in the building were |
included, as all had received treatment for |
scabies, Continued review revealed the DON or
the Administrator signed off on each resident
entry daily, beginning on 02/02/15 and ongoing.

Inferview with the DON, on 02/06/15 at 1:50 PM,
revealed each resident would stay on the log for

at least seven weeks, to ensure the treatment

was effective and all symptoms of itching and

rashes were resolved. She stated the extra

wesks would allow identification of re-infestation,

as symptoms take two (2) o six (8) weeks to

manifest. |

Review of the "Skin Inspection Log" revealed | i i
each residant was added to the log when their 5
bi-weekly skin assessment was completed, or
any time a new skin concern was Identified and
an assessment was performed. Continued
review revealed the DON or the Administrator
: signed off on the log each day, beginning on
i 02/02/15 and ongoing. ; | i

Interview with the DON, on 02/06/15 at 1.50 PM,
revealed she and the Administrator reviewed the
"Skin inspection Log" daily to ensure the nursing |
staff was compliant in identifying, documenting
and making appropriate notifications of new skin .
| concerns, She stated the RN Supervisor would | I -
: be responsible for reviewing the log an the
weekends, and the DON and Administrator would |
: review the weekend logs on Mondays. Continued | ! '
| interview revealed any concerns identified during | ! !
the daily reviews would result in immediate { i
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re-education of the responsible staff.

Review of the "Care Plan Audit Log” revealed the
first weekfy audit of Care Plans for residents

being treated for scabies was completed and
signed by the DON on 02/04/15. Currently, all
resident Care Plans were reviewed as ail !
residents received traatment. |

Interview with the DON, on 02/06/15 at 1:50 PM,
reveaied she would be reviewing the Care Plans
weekly for 2 total of eight (B} weeks to ensure :
new revisions were made as indicated by the
resident's response 10 treatment. She siated any
identified concerns with her review of all logs

| would be addressed immediately by re-education.

- Continued interview revealad resuits from all

| audits would be presented at each manthly QA
meeting for discussion.

Interview with the Administrator, on 02/06/15 at
2:45 PM, revealed he had remained closely
involved with the development and .
implementation of the facility's action plan related

, to the IJ. He stated, along with the DON and the
DCO, he had ensured all staff was educated

~related to the facility's "Scabies Prevention and
Control Plan". Continued interview revealed his
role included reviewing audits daily, ensuring PPE |
and other needed supplies were readily available, ;
speaking with farnilles, and making observations
to ensure the facility's plan was followed :
according to Physician orders and the writien
guidelines. The Administrator further stated ail
audils results would be reviewed at each QA .
reeting, with the next scheduled meeting being
02/09/15, and regular monthly meetings oceurring

- on the first Monday of the month,

L
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