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{F 000} . INITIAL COMMENTS {F 000}
An On-site Revisit was initiated on 04/22/15 and
conciuded on 04/23/15. Based on the facility's
acceptable Plan of Correction, it was determined
the facility was in compliance as alleged on
031045,
|
!
-ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE

\ny deficiency statement end

ing with an asterisk ("} denotes a deficiency which tha institution may be excused from correcting providing it is determined that
ther safeguards providg sufficient pratection io the patients. (Seg instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
JAlawing tha date of survay whether or not a plan of comrection is provided. Far nursing homes, the

above findings and plans of correction are disclosable 14
ays following the date these documents are mads available to the facility. If deficiencies are clied,
rogram participation,

an approved plan of comection is requisite to continued
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- To the best of my knowledge and belief,
F 000 INITIAL COMIMENTS FO00 4 an agent of Diversicare of
N T s Nicholasville, the following plan of
n reviated/Partial Exten urvey i ; itutes a written
investigating complaint KY00022713 was initiated . correct‘ion c;)ns;ltu es I i
on 01/22/15 and concluded on 02/06/15. | allegation of substantial compliance
KY00022713 was substantiated with deficiencies. with Federal Medicare and Medicaid
Immediate Jeopardy was identified on 01/30115 | requirements.
and was determined to exist on 07/27/14 at 42 Pre i ion of this ol
- - paration and execution of this plan
CFR 483.10 Resident Rights, F-157 at a Scope of carrection does not canstitute an

and Severity of a"J"; and, 42 CFR 483.20

Resident Assessment, F-280; 42 CFR 483,25 admission or agreement by the provider |

Quality of Care, F-309; 42 CFR 483 65 infection of the truth of the facts alleged or
F-430 and F-520 al a Scope and Severtty (S/S) of - deficiencies. This plan of correction is

an "K". Substandard Quality of Care (SQC) was |
identified at 42 CFR 483.25 Quality of Care i prepared and/or executed solely
F-308. The facility was notified of the Immediate because it is required by the provisions |

Jeopardy on 01/30/15. | | of Federal and State law.

fnterview and review of Physician's Orders
revealed Permethrin cream, a treatment for
Scabies (a very contagious microscopic human

- itch mite which caused an intense itching skin

"irritation) was prescribed ang initiated from _

I 07/217/14 through 07/23114, for four (4) residents. |
On 07/27/14, seventeen (17) additional residents |

' were also ireated with Permethrin for Scabies.

" However, there was no documented evidence on
07/27/14, that ihe facility ensured the "Scabies"
Policy was followed, to include placing the
| seventean (17) residents in contact isolation and

R 3 e A e e e e

perforrmng decontamination of resident areas. In F™ ot !
August 2014, two {2) residents were again i PEL %o o=y oy ;_"
treated far Scabies, but there was no ! :
documented evidence the Scabies Policy was | i i MAR 10 05 i
followed at that time. Resident #6 was also ? ! |
treated on 09/10/14 with Stromectol (an oral i ! ay; = r
: medication for treatment of Scabies) and on i T e R ;
| 01/03/15 with Permethrin cream for Scabies. " i %

N ;

LABORAT IREC 'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE } DATE
¢ X/ St FOAH. NYNNSTREL. 31 1S (/Jmm))

\iij with an asterisk (*) cenoles a deficiency which the instiution may be excused from correcting providing It Is &etemﬁlned that

ient protection fo the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable SC days
e dath of gurvey whather or not a plan of correction is provided. For nursing homes, the abova findings and plans of correction are disciosable 14
days Jollowi these.dbcuments are made availabie to the facility. If deficiencles are cited, an approvad plan of corraction is requisite to confinued
program particlpation.
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Additionally, Resident #8 was treated again while
hospitalized between 01/03/15 and 01/06/15 for
Scabies, and again at the facility ont 01/11/15.

The facility failed to have a system in place to
monitor the infection control program for the
facility's residents to ensure the eradication of the

| Scabies and to ensure the decontamination of the
facility. Additionally, the facility failed to ensure
the fmplementation of the "Scabies" palicy
regarding treatment and precautionary measures
to be taken to ensure eradication of the Scabies
which resulted in continued rashes, itching and
discomfort for the facility's rasidents.

Obsearvation, on 01/22/15, revealed muitiple
residents scratching their bodies, with several
residents observed to have dark reddish
blood-like spots on their clothing and bed linens
Continued observation revealed no residents
were in contacl isolation, as per facility policy.
Also, observations during skin assessments for
fifteen (15) of the sixteen (16) sampied residents |
revealed all had rashes of varying degrees on
their bodies.

An acceptable Credible Allegation of Compliance
(CAQC) was received on 02/05/15, which alleged
removal of the Immediate Jeopardy on 02/05/15, |
On 02/06/15, the Stale Survey Agency verified the
Immediate Jeapardy was removed on 02/05/15
as alleged with remaining non-compliance at42 |
CFR 483.10 Resident Rights, F-157 at a S/S ofa |
"D", and 42 CFR 483 20 Resident Assessment, |
F-280; 42 CFR 483.25 Quality of Care, F-300; 42

| CFR 483.85 infection Control, F-441: 42 CFR

. 483.75 Administration, F-490 and F-520 at a S/S
of "E" while the facility develops and implements
the Plan of Carrection (POC) and the facility’s
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PROVIDER'S PLAN OF CORRECTION {x5)

| A facility must immediately inform the resident;
consult with tha resident's physician; and if
kniown, notify the resident's legal representative
or an interested family member when there is an
accident involving the resident which results in
injury and has the potential for requiring physician
intervantion; a significant change in the resident's
physical, mental, or psychosocial status (i.e., a
deterioration in health, mental, or psychosocial
status in either life threatening conditions or

| clinical complications); a need fo aiter treatment
significantly (i e., a need to discontinue an

, existing form of treatment due to advarse

| consequences, or to commance a new form of

| treatment); or a decision to transfer or discharge

- the resident from the facility as specified in

- §483.12(a).

The facility must also promptly notify the resident
and, if known, the resident's legal representative
or interested family member when there is a
change in room or roommate assignment as
specified in §483,15(e)(2); or a change in
rasident rights under Federal or State law or

i reguiations as specified in paragraph (b)1) of
this section.

The facility must record and periodically update
the address and phone number of the resident's

This REQUIREMENT is not met as evidenced

legal representative or interested family member. |

xaip | SUMMARY STATEMENT OF DEFICIENCIES o !
PREFIX | [EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) "G CROSS-REFERENCED TO THE ASPROPRIATE DarE
DEFICIENCY)
F 000 Continued From page 2 F 060
! Quality Assurance monitors the effectiveness of
the systemic changes. E157
F 157 483.10(b){11) NOTIFY OF CHANGES F 157 What ective acti b
55=J: (INJURY/DECLINE/ROOM, ETC) at corrective action will be

accomplished for those residents

found to have been affected by the

deficient practice? Resident #16

identified to have been found affected

by the deficient practice. After

" physician notification and subsequent
order on 2/4/15, Resident #16 was
accompanied by center staff (Activities

- Director) to a dermatology

appointment on 2/4/15.

Documentation in nurses’ notes dated

2/4/15 support family notification of

' appointment and subsequent

, treatment orders. Resident #16

. discharged to home as pianned with i

| plan of care of 2/5/15.

! How will the facility identify other

! residents having the potential to be
affected by the same deficient
nractice? All residents have the
potential to be affected by the deficient
practice. After review of all residents
with rash it was determined
notifications were present.

FORK CIS.2567{02-99) Previous Versians. Obsolete Event [D.72K411%

Facility ID- 100442 if continuation sheet Page 3 of 274




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: D2r24/2015
FORM APPROVED
OMB NG, 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPUER/CLIA (X2} MULTIPLE CONSTRUCTION (%3] DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BULDING COMPLETED
c
185220 ‘B WING - 02/06/2015
NAME OF PROVICER DR SUPPLIER . STREET ADDRESS, CITY, STATE, 2IP CODE
100 SPARKS AVENUE
DIVERSIGARE OF NICHOLASVILLE
= NICHOLASVILLE, KY 40356
{(Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION (75
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE t COMPLETON
TAG REGULATORY QR LSC IDENTIFYING NFORMATION) TAG CROSS5-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) ;

F 157 | Continued From page 3 ; F 157
by:

Based on observation, interview, record review
and review of facility policy, it was determined the |
facility failed to ensure the Physician and the legal
representative were notified when one (1) of '
sixteen (16} sampled residents exhibited SIgNs
and symptoms of itching and scratching and
complained to staff (Resident #18). !

interview and record review reveaied a treatment
for Scabies (a vary contagious micrescopic
human itch mite which caused an intense ltching
skin irritation) was prescribed and initiated from
07/21/14 through 07/23/14, for four (4) residents. .
On 07/27114, nine (9) more residents were also 3
treated for Scabies. However, there was no |
i documented svidence on 07/27/14 the facility
ensurad the "Scabies” Policy was followed to !
inciude placing the nine (9) residents in contact !
Isolation and performing decontamination of
resident areas. Immediate Jeopardy was ,
identified on 01/30/15 and was detemmined to
exist on 07/27/14. The facility was notified of the
Immediate Jeopardy on 01/30/15.

Interview and record review during the I
PartialfExtended Survey on 02/04/15, revealed

- Resident #16 reported ilching for about two (2)

- weeks, and stated it felt just like it did when the

resident had scables in 1957. Despite the fact [

there were confirmed cases of scabies in the
facility, and Resident #16's spouse resided on the |
unit where all residents were treated, the facility
failed to report the resident's symptoms to the :

| physician untit after State Survay Agency |
intervention,

| The facility's failure to have an effective system in '
1 place to ensure the Physician and the fegal

What measures will be put into place
or systemic changes made to ensure
the deficient practice will not recur?
An in-service was conducted on
1/28/15 by the Director of Nurses for all
licensed nursing staff that included
education on physician and
family/responsible party in regards to
an identified resident change of
condition. On 2/6/15, the Director of

X

. Nursing did a repeat education to all

licensed nursing staff in regards to
accurate coding of skin assessments;

| that included requirements of physician
| and family notification. The nursing 24

hour report and prior day physician
orders are reviewed each weekday
marning in Clinical Start Up meeting
that is attended by the Administrator,
Director of Nursing, Minimum Data Set
Supervisor {MDS), Sacial Services,
Business Office Manager, Staff
Development Coordinator and Dietary
Manager, to ensure that the follow up !

! measures have been implemented to
| Include physician and responsibie party

notification. This meeting is led by the
Director of Nursing Services or member ’
of the nursing leadership team. The ’

FORM CMS-2567{C2-39) Frevious Versions Obsclete Evant ID: 72K411 Facillty ID: 106442 i continuation shesl Page 4 of 274




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/24/2015

FORM APFROVED

QOMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMEBER

185220

{X2) MULTIPLE CONSTRUCTION
A BULDING

8 WING

{%3) DATE SURVEY
GOMPLETED

c
02/06/2015

NAME OF PROVIDER OR SUPPLIER

DIVERSICARE OF NICHOLASVILLE

STREET ADDRESS, CITY, STATE, ZIP CODE
100 SPARKS AVENUE
NICHOLASVILLE, KY 40356

(X410 SUMMARY STATEMENT OF DEFICIENCIES
PREFIX * (EACH DEFICIENCY MUST 8E PRECEDED 8Y FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

"] PROVIDER'S PLAN OF CORRECTION

{X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD B8 COMPLETION
TAG CROSS-REFERENCED TO THE APFROPRIATE oate

DEFICIENCY)

F 157  Continued From page 4
representative were nofified of a changsa in status |
or of a need for treatment was likely {o cause |
serous injury, harm, impairment or deathtoa |
resident,

The facility provided an acceptable credible
Aitegation of Compliance (ACC) on 02/05/15, with |
the facility alleging rermoval of the Immediate
Jeopardy on 02/05/15. The State Survey Agency |
verified removal of the Immediate Jeopardy on
02/05/15 as alleged, prior to exit on 02/06/15, with
remaining non-compliance at Scope and Sevarity
aof an "D" while the facility davelops and
implernents a Plan of Correction, and the facility's
Quality Assurance program monitors to ensure
compliance with systemic changes.

The findings include:
|

Review of the facility's policy titled "Notification of
. Changes", effective date 08/01/12, ravealed the -
licensed nurse was to notify the Attanding |
Physician and the resident's legal representative
when a change in health status occurred,
Continued review revealed the change exhibited
by the resident and the date and time of the
notification{s) wera io be documeanted in the
- Nurses Notes.

| Review of the clinical record revealed Resident
#16 was admitted to the facility on 01/16/15 for |
rehabliitation after a fall at home. Review of the
Brief interview for Mental Status (BIMS), dated
01/2313, revealed the facility assessed Resident |
#16 to have a score of fifteen (15) which mdlcaled
the resident was cognitively intact and
interviewable.

! Interview with Resident #16, on 02/04/15 at B:05

F 157
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F 157 Continued From page §
AM, ravealed the resident reported ifching on
his/her back for about two {2} weeks. Continued
interview revealed the resident did report the
itching to staff, but was not aware of any new !
treatment orders. The resident stated a nurse put |
same lotion on the itch but it only helped for a
short time,

Interview with Licensed Practical Nurse (LPN) #5, ;
on 02/05/15 at 5.00 PM, revealed Resident#16
had asked for lotion to be applied to his/her back |
almost every night, but had only complained of ‘
itching about three (3} times. Continued interview |
revealed LPN #6 did not notify the Physician l
because the resident's spouse, who was also a
resident at the facility, reported Resident #16
| scralched at home, too.

' Observation of a skin assessment conducted b
LPN #2, on 02/04/15 at 9:58 AM, revealed

, Resident #16 had red linear abrasions on the left

lower back. In addition, the resident exhibited a
raised red rash in clusters on the upper back,
neck and both shoulders. Continued observation

| revealed a scabbed area behind the right ear. At
the time of the skin assessment, Resident #16

| stated he/she had been scratching the lower back
area where the abrasions were noted. The

| resident further stated he/she wasn't able to

reach all the places that itched, so the resident

had to stand and scratch his/her back by rubhbing

| it against the doorway. The resident further

' reported having been infected with scabies in
1957, and stated the current ltching felt just like
that.

¥

|
|

{
|

!

| Interview with LPN #2 affer the skin assessment, |
on 02/04/15 at 10:50 AM, revealed Resident #16
|  did not have a Physician's order for anti-itch

|
|
.{

 weekend RN Supervisor is assigned to
F 157 follow up with all changes in condition
f to ensure physician and responsible
| party notification, as well as with any
- new orders that may result. A
comprehensive review of the 24 hour
report and prior day physician orders
' for Friday through Sunday are
| completed in Monday’s Clinical Start-Up
' meeting as referenced above. The
! Clinical Start-Up is an On-going process
I that allows for manitoring of the
medical record to ensure that
| applicable notifications have been
completed.

How will the facility monitor
performance to ensure solutions are
. sustained? Any identified issues with
physician and/or responsible party
notification not completed timely or as
educated will be addressed upon
discovery with the appropriate staff
member, with re-education and will be
followed monthly in the facility Quality
Assurance Process Improvement (QAPH
meeting that consists of and attended
by the Administratar, Directar of
Nursing, MDS Coordinator, Staff

i
|
I
[
f
|
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- ' ' Development Coordinator, Medical
F 157 Cont‘mugd From page & . . F 157 Records Director, Activity Director and
medication. During subseguent interview, on . . .
02/04/15 at 2:01 PM, LPN #2 stated she did not Social Services Director, |
notify the Physician of the resident's complaint of ! Housekeeping/Laundry Supervisor, |
itching, but reported to "management” that : . . .
Reslident #16 had self-iniflicted scratches, She RIS Superws‘or, RIS
further stated she could not remember exactly Office Manager and Dietary Manager.
who in "management” she reported o she The Medical Director and consuiting
assumed they would take care of obtaining . .
orders. pharmacist attend the QAP meeting
- N quarterly, at a minimum. The members
nterview wi e Registered Nursing Assisiant - .
(SRNA) #8, on 02/05/15 at 4:45 PM, revealed of the QAPI Committee will make
Resident #16 had complained of itching for about recommendations regarding further il e
two (2) weeks. She stated she told the Director ' il b( [

of Nursing (DON) about the resident's complaint,
but could not remember when she toid her.

Infarview with SRNA #13, on 02/06/15 at 4:22
P, revealed she was aware Rasident #16 had
complained of itching fo her while she was

providing care. She stated it was at least one (1)

week ago, but may have been two (2) weaeks ago.
Continued interview revealed she reported it to
the nurse but could not remember which nurse
she reported to.

Interview with the DON, on 02/05/14 at 12 50 PM,
revealed she had seen one (1) "scratch” on
Resident #16's lower back but could not
remeinber what day it was. She stated she had

| reviewed the resident's documented skin

. assessment dated 02/02/15 which indicated

' Resident #16 had "self-inflicted” scratches. The
DON reported she acted on the premise that

- Resident #16 had a history of picking and
scratching, and did not take it any further.

| Continued interview revealed the DON did nat

' have any conversation with any staff regarding
Resident #16's "scratches”, and was not aware

' monitoring and continued compliance.

1
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F 157 Continued From page 7
the resident had complained of itching. Howevar,
further interview revealed the DON thought
perhaps Resident #16 was itching and scratching |
dug {o some of histher medication. The DON
furiher stated staff should have used critical
thinking skills in order to determine the undeilying
cause of the resident's discomfort, and the itching
and scratching should have been reported to the |
Physician and treatment orders obtained, f
regardiess of the cause of the symptoms.

Interview with the Power of Attorney (POA) for
Resident #16, on 02/04/15 at 6:58 PM, revealed
she was not notified of the resident's itching and
scratching unfil the day of this interview, 03/04/15. H
She stated the resident did not have a histary of
scrafching and digging at his/her skin, and had
not had a rash the POA was aware of,

Further review of the clinical record revealed no
documented evidence the Physician was notified |
of Resident #16's symptoms until 02/04/1 5, after |
State Survey Agency intervention. Review of the
Physician's Order, dated 02/04/15, revealed
‘ Resident #16 was to have a Dermatology
appointment scheduled and was to receive
Benadryl, 25 mg every six (6) hours as neaded
for itching. Continued review revealed an order
for initiation of scabies treatment, including
Elimite cream, Stromectal tablets, disinfection of
the resident's room and personal belongings, and .
initiation of contact isclation procedures.

The facility provided an acceptable Credible
Allegation of Compliance (AQC) on 02/05/15
which alleged removal of the |J effective
02/05/15. Review of the AOC revealed th
implemented the following:

e facility |

F 157
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1. On 01/26/15, the Medical Diractor and the
Diractor of Nursing (DON} assessed ten (10}
residents identified to have currant treatment
orders for 2 change in skin condition,

2 On 01/26/15, body audiis were completed on
all in-house residents by an RN and a LPN.
Based on the skin assessments, the Medical

dermatology 2ppointments for three (3) of the
residents. Appointments were made for the
same day. Two (2) of the three (3) residents
{Residents #1 and #10) were confirmed fo have
scabies.

3. On 01/26115, the Medical Director was notified
of the positive for results and orders wera given
to 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
repeated in seven (7) days; and Stromectal
tablets to be administered on day 1, 2, 8, 9, and
15 of the treatment process. The Responsible |
Party for all residents on the B wing was notified
of the treatment arders by the Assistant DON
{ADON]) or the Aclivities Director.

- 4. 0n 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 i

| supervisor placed signs on all resident doors and

. on entrance doors. Personal Protective
Equipment (PPE) was distributed and each
depariment was notified of the precautions in
place.

Director gave verbal orders for STAT (immediate) .

F 157

|
|
|
|
?
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5. On 01/26/15, the DCO educated the DON and
the Administrator related to scabies in long term
care facilities, including prevention and contro,
The training included a review of the "Scabies
Fact Sheet”. The DON and the Administratar

train il facility staff,

6 On 01/26/15, the Administrator and the DON
initiated education for all staff related to contact
isolation procedures, including the appropriate
application and removal of PPE. Staff was
required to complete the education prior to
returning to work, with validation of effective
learning through abservation of staff adherence to
- isolation procedures and proper use of PPE,

7. 0On 01/26/15, an emargency Quality Assurance
(QA) meeting was heid and attended by the

| Administrator, DON, DCQ,

. Housekeeping/Laundry Supervisor, Staff

- Development Coordinator (SDC) and the Medical
director. The purpose of the meeting was to
review the actions taken by the facility beginning
01726115,

with Elimite cream, with application of the

treatment by licensed nursing staff. The cream

was left on for eight (8) to fourteen {14) hours

| before residents were bathed and dressed in
clean clothes. The baths/showers were provided
by the State Registered Nursing Assistants
(SRNAs) and the LPN on duty, and the entire
process was overseen by two (2) RNs,

1 9.0n 01/27/15, all B wing residents received their
 first dose of Stromectal dose, as ordered by the
Physician, administered by the LPN.

 were educated by the DCO prior to proceeding to |

8. On 01127115, all B wing residents were treatad
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10. On 01/27/15, the Housekesping/Laundry

Supervisor provided training for all laundry and

housekeeping staff related to cleaning of

contaminated isolation rooms, per facility

guidelines. E |

——

11. On 01/27/15 all linen itams, including |
personal clothing, bed finens and privacy curtaing

were removed from each resident roomonthe B i
wing by laundry staff. The linens were washed

separately from other residents in the facility

using hot water and hot dryer cycles  The laundry ¢

machines were disinfected with bieach germicidal ,

cleaner. All non-washable personal belongings
were placed in sealed bags or wrapped in plastic
wrap and quarantined outside the center, where
they are to remain for fourteen (14} days per
facility guidelines. The entire process was
overseen by the Housekeeping/Laundry
Supervisor.

12. On 011271135, furniture and equipment
throughout the facility, including the comman
areas on both wings and the dining room, was
disinfectad with the bleach gerricidal cleaner by
housekeeping staff and monitored by the
Housekeeping/Laundry Supervisor.

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

14, On 01/27/15, the Minimum Data Set (MDS)

Coordinator revised the Care Plan for each i

| resident receiving treatment. The revisions i !

- included the current problem refated to scables | _ [
 treatment, isolation precautions, treatmentof ! ' :

Event [D:72Ka11 Facilty ID® 100442 if continuation sheet Page 11 of 274
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itching, and monitoring for treatment side effacts.

15. On 01/27/15, the option for treatment was
* pravided to each empioyee 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
quastionnaire 1o staff to determing if the
treatment was effective and if staf continued to
have symptoms and required additional
" treatment.

16. On 01/28/15, two (2) residents on the A wing
began treatment for a rash identified on raview of |
the skin audits by the DON. Treatment included
contact isolation, application of Elimite cream with
repaat application in one (1) week, and
Stromectal tablets to be administered on day 1, 2, !
8, 9and 15. Resident rooms, clothing, personal
items and equipment were cleaned per facility
‘ protocol,

17. On 01/28/15, the DON educated all licensed
| staff on accurately completing a skin assessment. |
The DON will oversee five (5) skin inspections !
! weekly for six (8) weeks to ensure accuracy of .
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 Scabieg” through handouts
'and discussion. The education for afl staff to be
' completed by 02/04/15. Beginning 02/04/15, i :
 written post-tests were initiated for alf i |
departments to ensure staff retention of '
knowledge related to the training. Thirty {30)
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post-tests will be administered weekly for six (6)
weeks and then monthly for six (8) months to
ensure continued compliance. Any staff unable
to complete the post-test with 100% accuracy will
receive immediate re-aducation by the DON,

i Administrator or RN supervisar, Also beginning, |
02/04/13, the "Scabies Fact Sheet" will be
included in new employee orientation and annual
infection control in-services. Any staif on leave
and any agency staif will receive the education
and compiete the post-test prior to a return to
work.

19, 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
need for ongofng monitoring. The proper use of
the "Scabies/Rash Tracking Log" and the "Skin

" Inspection Log" was included in the training.

20. On 01/30/15, the DCO educated the MDS
Coordinator related to ensuring the Care Plans
refated to scables/rashes included the specific
' problem, goal, and interventions far ongoing

' monitoring.

+ 21. Evaluation and monitoring of each resident |

' receiving treatment will included skin inspections |
for resolution of rashes, and observation for new

' skin eruptions in two {2) to six (6) weeks per |
Centers for Disease Control (CDC) guidelines. |

. Skin inspections will be completed by licensed |
staff on all residents in the facility twice weekly |
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 .

i monitored for response to treatment and the
presence of any treatment side effects.
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22 On 01/3115, a QA meeting was hald with the
Administratar, DON, Regionail Vice President
{RVP), DCO and the Medical Director to
re-evaluate all measures implemented sinca
01/26/15, and to outline action items moving
forward, .
23. As of 81/31/15, daily corporate oversight will
occur until removal of abatement of the

Immediate Jeopardy, then weekly for at lzast
seven (7) weeks to ensure continued compliance
of Administration,

24. On 01/31/15, the facility established a
“Scabies Prevention and Control Plan” which

. 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 initia!
course of treatment.

25. On 02/03/18, 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 left for those parties
who did not answer,

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

orders to initiate treatment on ali remaining

residents on the A wing. Treatment 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 wers cleanad according -
to facility guidelines.

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

physician's office,

28. The facility's QA process will monitor
implemented interventions as follows:

The Administrator, DON or RN Supervisor 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]) meeting.

The Administrator, BON or RN Supervisor will
review the "Skin Inspection Log" dally for six (6)
weeks, then weekly for four (4) weeks, then
manthly in the QAPI mesting.

The Administrator, DON or RN Supervisor will
review the Care Plans of residents being treated
for scables weekly for eight (8) weeks, then
monihly in the QAPI meeting.

' Tha Administrator and/or the DON will ensure all
staif has successfully completed the training and
post-test related to the facility's “Scabies
Prevention and Control Plan™.

The State Survey Agency validated the
implementation of the facility's AOC as foliows:
1. Review of the Physician Exiended Care NOtEE. |
dated 01/26/15 and signed by the Medical
Direcior, 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 examination and evaluation of
their skin concerns. Continued review revealed |
each examination was comprehensive and |
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scabies.

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 facility
received a head-to-toe skin assessment on that
date. Continued review revesled each resident
was assessed for eleven (11} specific skin
conditions as follows:
rednessidiscoloration/bruises; open areas;
edema, rash; dry/fflakey; excoriation; ecchymosis; |
skin tears; abrasions; surgical wounds or '
incisions; and psoriasis. Findings were
documented by type and location.

3. Review of the Physician Orders, dated
01/26/15, revealed the Medical Director gave
orders for scabies treatment to be initiated on
01/27/15 for all residents on the B wing.
Continued review revealed the orders were
consistent with those given by the Dermatologist
for the confirmed cases, with treatment to be
administered as follows: apply Permethrin
{Elimite} 5% cream to bady from neck down,
leave on B-14 hours then wash off; repeat in one
(1) week; after cream applied, administer

Review of the Dermatologist's "Visit Notes", dated .
011261185, 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 to
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Stromectal, 3 milligram (mg) tablets on day
1,2,8,9, and 15. In addition, Physician Orders
included direction for contact isclation, dry skin
 iotion, and Benadryl PRN (as needed) for itching, |
. for each resident.

Review of Departmental Notes, dated 01/27115, |
revealed the Responsible Party far each resident
on the B wing was notified of the new orders by
the Activities Director or the ADON

|

Interview with the ADON, an 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 |
questions and she answered as they arose. |

Interview 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 ail residents on the B
wing, including Resident J. !

4. Observation upon entering the facility, on |
1011281135 at 4:01 PM, revealed signs directing
visitors to see the nurse prior to visiting with i
residents were posted on the front entrance doors
and on the door of each resident roomon the B |
wing. in addition, the signs on resident room
 doors indicated Contact Isolation was in effect.
Continued cbservation revealed PPE, including
gowns, masks, gloves and shoe covers, was
' stocked in bins in the hall outside resident rooms
on the B wing. During survey activities
throughout the day an 01/26/185, staif from all
| departments was observed to utilize the PPE
prior to entering resident rooms. Also, staff was |
| observed to dispose of PPE appropriately, in i

F 157
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bichazard 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-sefvice was {
tiled "Scabies in Long Tenm Care” and utilized | i
the "Scabies Fact Sheet", for education related to
the prevention and control of scabies in the long {
term care setling. Interview with the DCO, on i
02/05/15 at 2:45 PM, revealed she educaled the |
Administrator and DON to ensure they were :
knowledgeable about managing a scabies |
- outbreak, prior to their training of the rest of the |
staff, in order for all education to be consistent |
and according to facility guidelines. i

B s o

Interview with the DON on 02/05/15 at 1 2.50 PM,
and the Administrator on 02/06/15 at 2:45 PM, |
revealed both received training from the i
Corporate DCQ related to scabies infestation.
Continued interview revealed the training by the
DCO occurred prior to the Administrator and the !
, DON educating the staff. i

6. Review of training records revealed, on :
01/26/15, the Administrator and the DON initiated o
education for all staff related to Isolation '
Precautions, with emphasis on contact
precautions. Review of training materials
| revealed the educalion included the proper use of i
| PPE. Further review of in-service sign-in sheats !
‘revealed eighty (80) of eighty (80) staff had
| received the mandatory training on or before
01/30/15,

e

Interviews with Housekeeping Staff #13 on !

01/29/15 at 1:34 PM, Housekeeping Staff #14 on |
01/29/15 at 1:56 PM, SRNA #23 on 01/29/15 at
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2:.04 PM Laundry Staif #12 on 01/29/15 at 2:07 ’ {
PM, Housekeeping Staff #11 on 01/29/15 at 2:19
PM, SRNA#1 on 01/25/15 at 3:50 PM, SRNA#7 | [
on 01/29/15 at 4:25 PM, SRNA#3 on 01/29/15 at }
4:37 PM, RN #2 on 01/29/15 at 4:38 PM,
Housekeeping Supervisor on §1/29/15 at 4:47
Pi, SRNA#12 on 01/30/13 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 81/30/15 at 3:43
PM, SRNA #9 on 01/31/15 at 4:00 PM, Wound
Care Nursse 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 y
PM, Rehabilitation Siaff #18 on 02/08/15 at 1:45
PM, Dietary Worker #26 on 02/06/15 at 2.00 PM,
Rehabifitation Staff #17 on 02/06/15 at 3:05 PM,
and Laundry Worker #25 on 02/06/15 at 6.20 PM,
revealed all had received training related to
isolation precautions. During the interviews, alf
were abie to express the appropriate PPE
required for contact isolation,

Interview with the DON on 02/05/15 at 12:50 PM,
and the DCO on 02/05/15 at 2:45 PM, revealed in
addition ta 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 to ensure they wera '
in-serviced prior to returning to work. Further
interview revealed the facility had used Agency
staff on occasion and notification was sent to the i
Agency of the required in-servicing priorto any i
further scheduling of Agency staff. In addition,
the DON was tracking to ensure no Agency staff
worked without receiving the education. She ,
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
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02/05/15 at 4:00 PM, revealed tha Administrator,
the DON and the Housekeeping Supervisor were |
on the resident units, observing staff and .
monitoring availabiiity and proper use of PPE.

7. Review of QA records revealed an
“Emergency” meeting was held on 01/26/15 at
7:30 PM, and was attended by tha 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 scables, and recommendations from the
Medical Director to treat all residents on the 8
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

| reoms and commen areas, and the prescribed

! treatment for the B wing residents.

Interview with the Administrator, on 02/06/15 at ,i

2:45 PM, revealed the Medical Director had been

' present and very involved in deveioping and i
implementing the facility’s action plan to remove |
the Immediate Jeopardy. He stated although it
was not in the QA minutes, he had a conversation
with the Medical Director whose stated intent was -
to compiete a re-assessment of every resident in
the facility once the treatment was completed. }

8. Review of the Medication Administration

Records for the B wing residents revealed ail
- 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

i cream and subsequent showering of each
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resident revealed a minimum of ight (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 02/05/15 at
4:38 PM, and SRNA#15 on 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 (8) to fourtaen {14) hours later. The
interviewess described the process whereby the
cream was applied on one shift, and washed off
on the naxt shift, following the same order of ;
residents, according to the schedule. RN #1 and
RN #2 reported they were responsible for

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 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,
revealed the RN or LPN on duty on the shift the |
cream was applied, and on the shift when

. removed, was responsible for overseeing the
process. Continued interview revealed the DON

- took ultimate responsibility for ensuring each

« resident was treated appropriately, according to
the Physician's orders. She stated she monitored

 the process by reviewing the MARSs, interviewing
staff and residents, and making observations of

i the application and removal of the cream,

9. Review of the MARS for the B wing residents j
i revealed all ware administered Stromectal |
tablets, according to the Physician orders, on
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Intarview with the DON, on 02/06/15 at 1'50 P,

reveaied her oversight of the freatment process

included a review for timely administration of the |
! Stromectal,

10. Review of training records revealed the
Housekeeping Supervissr provided education to
eight (8) of eight (8) housekeeping and taundry
stalf on 01/2715. 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 '
of trash and transport of linens to be laundered.

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

| 02/19/15 at 1:56 PM, Housekeeping Staff #12 on
01/29/15 at 2.07 PM, and Housekeaping Staff
#11 0n 01/29/15 at 2:19 PM, revealed all received
training related to "deep cleaning" of
contaminated isolation rooms. All interviewees
wera able to answer spacific questions related to
topics covered in the in-service, Including the

' types of disinfectants to be used, as well 2s the

! process fo be followed.

Interview with the Housekeeping Supervisor, on

' 01/28/15 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
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.

F 157
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11. Observation, on 01/28/15 at 11:30 PM
revealed staff was in the process of
decontaminating all resident linens, including
personal clothing, bed linens and privacy curtains
on the B wing. Linens had been transported to
the laundry area on 01/27/15 for laundering using

; hot washer and dryer settings. Continued

observation revealed resident room were cleaned
and disinfected while the residents were out of
the rooms for their baths or showers. Al
washable surfaces were disinfected with a bleach
product, according to the facilitiss "Scabies
Guidelines". No non-washable items, including
clath furniture, were observed anywhere in the
iacility, including resident rooms and commaon
arzas. The Housekeeping Supervisor was
observed fo be actlively participating and
overseeing the process. In addition,
housekeeping staff were observed to be ulilizing
PPE during the cleaning.

Interview with Laundry Worker #25, on 02/05/15
at 5:30 PM, revealed she was rasponsible for

laundering contaminated linens during her shift.
She stated the linens arrived in the laundry area

| In red biohazard bags. She further stated the

inens 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 washable". Further interview revealed
the washers and dryers were disinfected with a
bleach disinfectant betwean uses.

' 12, Interview with the Housekeeping Supervisor,

on 01/28/15 at 11.30 AM, revealed all furniture
and egquipment in comimon areas throughout the

F157
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buiiding was disinfected on 01/27/15. He stated
the resident rooms, including washable furniture
were being cleaned on 01/28/15 while residents
were oul of their rooms for bathing. He further

| explained all personal clothing, finens and privacy
curtains had been remaved prior to bathing to
ensure the room was decontaminated prior to the
residents returning. Continued interview revesied
all cloth furniture and any items which could not
be disinfected had bean wrappad in plastic,
remaved from the building, and were stored in an
autbuilding 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 Administrator
contacted the local Health Department and
reported two (2) confirmed cases of scabies 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 related to the same report.

Review of Health Department documents

revealed the facility received general information i
refated to scabies and the "Scabies Fact Sheet" i
in response to their report, i

14. Review of the Care Plans for fiftean (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 inciuded the following: the
problem of risk for scabies exposure; stated
goals lo 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 !

F 1587
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| treatment orders, contact isolation, cleaning of
resident rooms and belongings, monitoring of
skin, monitoring for side effects of the madication,
comfort measures including PRN (as needed)
medications for itching and dry skin, and
notification of the Physician as indicated by ;
resident assessments and response (o treatment.

i 15. interview with the DCO, on 02/05/15 at 2:45
PM, revealed all staff were offerad the option to
receive treatment for scabies. She stated the
DON was lracking thosa employess who 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 | !

eifective.

Review of the log maintained by the DON
: revealed fifty-one (51} employees accepted
 treatment.

Review of the completed questionnaires revealed |
i fifty-one (51) had been returned as of 02/03115. |
! Three (3) additional compleled 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 effeclive, whether staff required i i
repeat treatment or now desired to accept ; |
treatment far the first time, and whether staft | !
needed additional education related {o scabies. !

. Interview with the DON, on 02/06/15 &t 1:50 PM, |
revealed she had provided the Elimite creamto | |
every staff member who requested it. She stated |

. staff were educated on the symptoms of scabies | |

! and offered treatment during the training process. | '
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Continued interview revealed the quastionnaires
were designed to ensure the treatment was
sffective for those staff who accepted it, and to
determine if thera were other staff experiencing
symptoms or desiring treatment.

l Interviews with Housekeeping Staif #13 on
01/28/15 at 1:34 PM, Housekeeping Staff #14 on
01/29/15 at 1.56 PM, Laundry Staff #12 on
01/28/15 at 2.07 PM, Housekeeping Staff #11 on
01/29/15 at 2:19 P, SRNA#1 on 01/29/15 at
350 PM, SRNA£7 on 01/28/15 at 4:25 PM,

, SRNA #8 on 01/28/15 at 4:37 PM, Housekeeping
Supervisor on 01/29/15 at 4-47 PM, BN #1 on
01/30/15 at 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 #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
02/05/14 at 5:00 FPM, SRNA#15 on 02/05H5 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, revealed all had been offerad treatment |

| with Elimite cream for scabies, for symptoms of a

' rashfitching or prophylactically. Al siaff stated |
they were trained on scabies and how io use the
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 nol sampled, were o receive -
scabies treatment, including the Elimite cream to
be applied on day 1 and repeated in one {1)

- week, and Stromectal tablets to be administered
onday 1, 2, 8, 8 and 15. In addition, the i

| residents were to be placed on contact isolation i

| precautions. ;
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Review of the MAR for Resident #13 revealed
treatment was Initiated as ordered. [

Interviews with Housekeeping Staff #11 on
10/29/45 at 2:19 AM, SRNA#7 an 01/28/15 at
4:25 PM, SRNA #5 on 01/29/15 at 4,37 PM,
Housekeeping Supervisor on 01/29/15 at 4:47
P, LPN #2 on 01/30/15 at 3:43 PM, and SRNA
#10 on 31730415 at 3.55 PM revealed Resident
#13 and histher roommate were in contact
jsolation, their room had been cleanad and
disinfected and personal clothing, bed linens and
privacy curtains had been bagged for laundering.

17. Reviaw of training records revealed the DON
provided education to all licensed nursing staff
refated to completing a head-to-toe skin
assessment on 01/28/15. Review of the tralning
outline revealed topics covered included how and
when skin assessments were fo be completed,
documentation of findings, and required
notifications to family and Physician. Continued
review revealed 3 question and answer session
was pravided and additional individual training
was offered to all nursing staff. i

| I

 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 #8 on 02/05/14 at
5:00 PM, revealed they had atiended an inservice .
with the DON on 01/28/15 related to accurately
perfarming a resident skin assessment,
Continued interviews revealad the licensed staff
were able to verbalize when skin assessments

. were to be completed, how to document their
findings, and when and to whorn natifications
regarding the skin assessments were to be

. made.

F 157
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Intarview with the DON, on 02/06/15 at 1:50 PM,
revealed she would be monitoring five (5) skin

. assessments on the units weekly for six {6}
weeks, She staled any identified problems

| observed would be addressad by immediate
re-education.

. 18. Review of training records revealed the
Administrator and the DON initiated training for all
staff related {o scabies. Educational handouts
included the "Scabies Fact Sheet” and the
"Guidelines for Scabies". Review of thasa
documents revealed they were comprehensive in
describing symptoms, treatment and monitoring |
for response. In addition, information included
the accepted process for handling laundry and
cleaning and disinfection of rcoms. Emphasis
was on preventing spread of the infestation in an
institutional setting.

" Review of sign-in sheets revealed eighty (80) of
eighty (80) staff received the education by
02/04/15. Three {3) staff were on leave and were
required to complete 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 tracking the staff members on leave to :
ensure they were in-serviced prior to returning to |
worl. Further interview revesled the facility had

| used Agency staff en occasion and notification
was sent fo the Agency of the required
in-servicing prior to any further scheduling of .

i Agency staff. In addition, the DON was tracking |

| to ensure no Agency staff worked prior to being

| trained. She stated no Agency staif had worked
since the education was initiated.
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Continued interview with the DCO revealed the
facility developed written Post-Tests to be

- administerad to ensure staff retention of
knowledge gained during the in-services. She
stated staff were required to score 100% on the
tests. Re-education was to be provided
on-the-spot untit the employee demonstrated
100% knowledge of the questions. Further
interview revealed thifty (30) tests were 10 be
administered weekly for the next six (6) weeks,
and then monthly for six (6) months. The DCO
stated the intent was {o reach every staff member
more than once to ensure continued knowledge
retention.

Review of completed post-tests revealed ten (10)
tests were administered on 02/04/15, seventzen
{17} on 02/05/15 and fourteen (14} on 02/06/15
Continued review revealed all tests wera

1 complated 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 a 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

. 01/29/15 5t 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 01/28/15 at 2.07
PM, Housekeeping Staff #11 on 01/28/15 at 219 .
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 01/29/15 at 4.38 PM,

| Housekeeping Supervisor on 01/28/15 at 4:47
PM, SRNA#12 an 01/30/15 at 3:25 PM, SRNA
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#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 455

. PM, Rehabiiitation 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 P,
and Laundry Waorker #25 on 02/06/15 at 8:20 PM,
revealed all had received training rzlated to
Scabies. All interviewed stated they had received
the “Scables Fact Sheet” and "Scabies '
Guidelines” during the in-services. Al were able
to answer specific questions refated to their role
In managing an outbreak of scabies and their

! specific duties related to the facility's current

- action plan, in addition, specific questions from
the written post-test were included in the
interviews, with afl those interviewed able to
respond correctly.

19. Review of in-service records, gated 01/30/15,
revealed the DCO educated the DON related to
infection contral, with emphasis on maintaining
surveillance logs, tracking the data and trending |
for any passible outbreak. Included in the training |
was a review of two (2) new monitoring togls, the

| "Scabies/Rash Tracking Log" and the "Skin

' Inspection Log". In addition, the facility's policy
titled "Surveiillance for Infections”, dated
December 2012, was reviewed.

| Interview with the DON, on 02/06/15 at 1:50 PM,
revealed she was responsible for infection controt !
surveillance in the facility. She stated the
education, inciuding the new tracking logs, gave
her tocls going forward to correctly identify ]
potential concerns. She explained every resident i

L i the building was currently being tracked i

F 157 |
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residents would not

cuirent issues were
continue to be track

ongoing monitoring.

F 157 Continued From page 30
because all had received trzatment for scabies,
however, in the future all new rashes or other skin
issues could be trackad by using the forms.
Continued interview revealed she also utilized a
facility "map" and color-coded entries lo 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
ensure a senes of rashas among multiple

be missed as a potential

cutbreak in the future. She stated once the

resolved, rashes would
ed in order o identify or

exclude an infaction-control concern.

Review of the "Scabies/Rash Tracking Log" and
the "Skin inspection Log" revealed rashes were
tracked by resident name and room 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

i 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 concems.

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
was on ensuring the Care Plan addressed
specific problems, goals, interventions and

interview with the MDS Coordinator, on 02/05/15
at 6:45 PM, revealed she had received training
fram the DCO refated to required components of |
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the Care Plan, including stating of the problem,
goals and specific inlerventions, including
interventions retaled 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 uftimately every rasident in the facility She |
further stated the Care Plans would continue to
be revised 2s needed to refleci any changes in
status or treatment for each resident. Continued
interview revealed she bagan the Care Pian
revisions on 01/26/15 and continued with each
new rasident as treatment was ordered. The
MDS Coordinator stated she did not need to
make additional changes after receiving training
from the DCO, but was ablz to verify she was
including all necessary components on the Care
Plans after the training.

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 assessmants were entered on
the "Skin Inspection Log" and reviewed daily by
the DON for appropriate response lo the findings,
e.g. notification of the Physician and nitiation of
treatments as ordered,

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

revealed she reviewed the "Skin Inspection Logs" i

daily with the Administrator, to ensure ongoing !

compliance by the nursing staff related to

documenting skin assessment findings and

Physician notification when indicated with

Initiation of treatments as ordered. She stated

any concerns identified upon review of the logs i ;
would result in Immediate re-education of the | i i
staff responsible. ’ i i i o |
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22. Review of the "QAP! Business Action Plan”
revealed a QA meeting was held on 81/31/15 and !
attended by the Administrator, the DON, the
Regional Vice President, the DCO and the
Medical Director. Conlinued review revealed
discussion regarding the Immediate Jeopardy
(14}, with an outline of each federal tag. The
stated goal was to achieve comphance related to
failures which coniributed to the IJ. An oulfine of
all actions already taken by the facility and those
which were ongoing, and who was responsible for
coordinating the activities, was included in the
outline and was reviewed by meeting attendees.

23. Interview with the DCO, on 02/05/15 at 2:45
P, revealed either she or the Regional Vice
President had been present in the building daily
since 01/31/15 aiter the facility was notified of the

 1J on 01/30115. Review of training records, QA

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 facliity's
action plan on a daily basis. |he 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
PiM, revealad the facliity's "Scables Prevention
and Control Plan" was based on impiementation
of the “Scabies Guidelines". She stated the
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 tracking rashes in the future, and met the

F 187
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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 initisted for all residents in
the building, everyone was being tracked for
effectiveness of the treatment. She further stated
, any resident who failed the current treatment
program would be referred to the Dermatologist
| for follow-up.

Review of the "Scabies Guidelines" revealed it
was comprehensive approach to the prevention,
identification and freatment of scabies.
Continued review revealed specific guidelines

| related to cleaning and disinfecting, and
laundering, to prevent re-infestation or spread 1o
other individuals.

25. Review of Deparimental Notes for 02/03/15
revealed the Responsible Parly for each resident
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 those residents who were
self-responsible, 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

| Awing were fo 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 1

| consistent with those for all other residents.

| Review of the MARSs for those remaining A wing

. residents revealed {reatment was initiated
according to the Physician's orders.
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. 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 remove the
first application of Elimite cream. Continued
observations revealed personal clothing, linens
and privacy curtains were laundered, washable
surfaces in the residents’ rooms were disinfected,
and non-washable items were wrapped in plastic
and stored in the outbuikiing, according to the
facility's "Guidelines for Scabies".

. 27. Clinical record review revealed Residents #1
and #10, with confirmed diagnoses of scabies on
01/26/15, had foliow-up appointments scheduled
with the Dermatologist for 02/06/15.

28. Interviews and record reviews validated QA
~monitoring as follows:

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

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

' reveaied 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
weeks would allow identification of re-infestation, ;

' as symptoms take two (2) to six (6) weeks to
manifest.

! Review of the "Skin Inspection Log" revealed
. each resident was added to the iog when their
| bi-weekly skin assessment was completed, or
| any ime a new skin concern was identified and
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~an assessment was parformed. Continued
raview revealed the DON or the Adrministrator
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 Administrator raviewad 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
be responsible for reviewing the log on the
weekends, and the DON and Administrator wouid
review the weekend logs on Mondays. Continued
interview revealed any cancerns identified during
the daily reviews would resuylt in immediate
re-education of the responsible staff.

Review of the "Care Plan Audit Log" revealed the
first weekly audit of Care Plang for residants

 being treated for scabies was completed and
signed by the DON on 02/04/15. Currently, all
resident Care Plans were reviewad as all
residents received treatment,

Interview with the DON, on 02/08/15 at 1:50 PM,

| Weekly for a total of eight (8) weeks to ensure
| ew revisions wera made as indicated by the

identified concerns with her review of all logs
woilld be addressed immediately by re-education.
Continued interview revealed resuls from all
audits wouid be presented at each monthly QA
mesating for discussion.

| Interview with the Administrater, on 02/08/15 at
- 2:45 PM, revealed he had remained closely
involved with the development and

revealed she would be reviewing the Care Plans |

 resident's fesponse to treatment. She stated any

F 157
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~implementation of the facility's action plan related |
to the IJ. He stated, along with the DON and the
i DCO, he had ensured all staff was educated
' refated to the facility's “Scabies Prevention and
Control Plan”, Continued interview revealed his |
role included reviewing audits dafly, ensuring PPE |
and other needed supplies were readily available, |
speaking with families, and making observations
to ensure tha facility's plan was followed
according to Physician orders and the written
guidelines. The Administrator further stated all
| audits resulls would be reviewed at each QA
meeting, with the next scheduled mesting being
02/09/15, and regular monthly meefings ocourring i
on the first Monday of the month, |
483.20(d)(3), 483.10(k)(2} RIGHT TQ i
PARTICIPATE PLANNING CARE-REVISE CP

F 280
58=K

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or _
changes in care and treatment, .

. A comprehensive care plan must be developed
within 7 days after the completion of the !
comprehensive assassment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs, |
and, to the extent practicable, the participation of |
. the resident, the resident's family or the resident's !
i legal representative; and periodically reviewed

and revised by a team of qualified persons after

each assessment. :
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i What corrective action will be
accomplished for those residents

found to have been affected by the

' deficient practice? Residents identified
to have been found affected by the
deficlent practice citing include J
Residents #1, #2, #3, #4, 45, #6, #7, #8, i

#9, #10, #11, #12, #14 and #16in
addition unsampled residents
A,B,C,D,EF.G and H. On 1/27/15, the
MDS Coordinator revised the plan of
care for ail residents receiving
treatments that included each of the
residents identified in the deficient :
: practice citing, along with unsampled

residents, to thoroughly reflect current
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F 280 Continued From page 37 F 280 including isolation precautions, ,

This REQUIREMENT is not met as evidenced

by:

Based on interview, record review and review of |
the facility's policy and procedure, the facility

failed to have an effective system to ensure care
plans were reviewad and revised to raflect the
resident's currant condition for fourteen (14) of
sixteen (16) sampled residents (Resident #1, #2,
#3,#4, #5 #6, #7, 48, #9, 410, #1, #12, #14,

and #16).

Interview and record review revealed s treatment
for Scabies (a very contagious microscopic

huraan iteh mite which causes intense itching and |
skin irritation) was prescribed and initiated from
07/21/14 through 07/23/14, for four (4} residents
{Residents #5, #6, #7 and #9). On 07/27/14,
Residents #1, #2, #3, #4, #8, 10, #11, #12 and
#14 as well as eighl (8) unsampled residents

. (Unsampled Residents A. B, C, D, E, F Gand H) |

were also treated for Scabies. However, on
07727114, there was no documented evidence
Contact Isolation Precautions were added as a

i care plan intervention, and no evidence the care
plan was revised to include implementation of

monitoring for the effectiveness of the treatment
or monitoring the appearance of the rash to
ensure eradication of the infestation, par the
facility's policies and guidelines. On 08/20/14,
Resident #7 required re-ireatment with scabies

' topical medications, and on 08/21/14 and

01102/15, Resident #5 required re-treatment with
scabies topical medications. |

The facility's failure to have an effective system in |
place to ensure the care plans were reviewed and

monitoring for side effects and for as
needed medication or intervention to
address itching or other side effects, as
well as effectiveness of interventions.

How will the facility identify other
residents having the potentialto be |
affected by the same deficient |
practice? All residents have the
potential to be affected by the deficient
practice. All residents that had
presented with rash were reviewed for
care plan accuracy and revised if
indicated.

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 educated the MDS
Coordinator on ensuring care plans for
scabies/rash include/address specific |
problem, goal, interventions and on-
going monitoring for potential need in
change of treatment. The nursing 24
hour report and prior day physician

| orders are reviewed each weekday
¢ morning in Clinical Start Up meeting
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F 280 Continued From page 38
revised to reflect each resident's current condition !
has caused or was likely 1o cause serious injury,
harm, impairment, or death to a resident
Immediate Jeopardy was identified on 01/30/15
. and found lo exist on G7/27/14, and the facility
was notified on 01/30/15.

The facility provided an acceptable credible
Allegation of Compliance (AOC) on 02/05/13, wuh
the facility alleging removal of tha immediate
Jeopardy on 02/05/15. The Slate Survey Agency
verifled removal of the Immediate Jeopardy on
(2/05/15 as alleged, prior to exit on 02/06/15, with
remaining non-compliance at Scope and Severity
of an "E", while the facility develops and
'implements a Plan of Correction, and the facilily's
Quality Assurance program monitors lo ensure
comptiance with systemic changes.

The findings include:

Review of the facility's policy titled ]

“Comprehensive Plan of Care", effective !
. 08/01/12, revealed the purpose was to provide an |
individualized Plan of Care for each resident. I
Continued review revealed the Comprehensive |
Care Plan should describe the services that were
to be furnished to attain or maintain the resident’s
- highest practicable physical, mental, and
| psychosocial well-being, with measurable
objectives and timetables to meet the resident's
medical, nursing, mental and psychosoclal needs
that were identified in the Comprehensive
Assessment. Per the facility's policy, the ;
Camprehensive Care Plan was to be updated to |
reflect the resident's current condition at least
"every ninety (30) days, or whenever significant
' changes occurred. Further review revealed

' progress or the tack of progress toward the goal

that is attended by the Administrator,
F 280 pirector of Nursing, MDS, Social

. Services, Business Office Manager, Staff

Development Coordinator and Dietary
| Manager to ensure that the followup |
measures have been implemented to i
include appropriate care plan updates. 3
This meeting is led by the Director of |
Nursing Services or member of the %
nursing leadership team. In the i
|
|

| absence of the MDS Coordinator, one of!
the remaining Clinical Start-Up team
members, either the Director of Nursing
or Staff Development Coordinatar,
would ensure that the plan of care had l
been updated accordingly. The center
implemented the “Scabies/Rash
Tracking Log for residents with rashes
and new admissions that is to be
reviewed daily for 6 weeks by the
¢ Administratar, DNS or the RN
! Supervisor. Also, the ‘Skin Inspection
Log” will be reviewed by the
Administrator, DNS or the RN
| Supervisor daily for 4 weeks, to identify
| an issues and interventions will be
" implemented and the Care Plans of
residents being treated will be reviewed!
5 by the Admlmstrator DNS or RN
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F 280 Continued From page 39
was 1o be documented each time the Care Plan
was reviewed, noting the probable reason far
success or failure.

Review of the facility's policy titied "Care System
Guidelines - Skin Care", undated, revealed the
Director of Nursing Services (DON) or designee
was responsible for implementing and monitoring
the skin integrity program. Further raview
revealed a key element was for any skin risk
identified to have corresponding interventions in
the pian of care. Per the policy, the plan of care
would address problems, goals, and interventions
; directed towards identified skin integrity concemns.

Review of the facility's policy titled “Isolation -
Catagories of Transmission-Based Precautions”,
revised August 2012, revealed the facility would
ensure each resident's care plan and care
specialist communications system indicated the
type of precautions impiemented for the resident,

interview with Registered Nurse (RN) #1, on
1 01/30/15 at 4:00 PM, revealed the Minimum Data
- Set nurse was responsible for updating the care
plans. Further interview revealed the care plan
shouid cansist of the problem area to be i
addressed, the goal and date of the goal, with the !
interventions listed. RN #1 stated the care plan
for a resident receiving treatment for scabies
should include the treatment received, if the
| resident was placed in isolation, and monitoring
‘of the rash. Further interview revealed she did

not know if the residents' care plans related to

scabies included any of thesa interventions,

i 1. Record review revealed Resident #1 was
. admitted by the facility on 09/12/13, and
: re-admitted 07/03/14, with diagnoses which

! Supervisor weekly for 8 waeks to review
F280 interventions.

How will the facitity monitor

performance to ensure solutions are

sustained? The center Administrator,

DNS or RN Supervisor will review the

“Scabies/Rash Tracking Log” and the

| #Skin Inspection Log” daily for 6 weeks
including new admissions, then weekly

' for 4 weeks, and monthly as part of the i

on-going QA process. The “Scabies/Rash

Tracking Log” is completed by the '

Director of Nursing on weekdays, with

the RN Supervisor being responsible for

completion on weekends. The

Administrator, DNS or RN Supervisor

will review the “Skin Inspection Log”

daily for 6 weeks; then weekly for 4

weeks, then followed monthly as part

of the QA process. The “Skin Inspection

Log” is completed by the Director of

Nursing on weekdays, with the RN

Supetvisar being responsible for

completion on weekends. The care

| plans of those residents affected will be

i reviewed weekly for 8 weeks and then

| also during the monthly QA |

| process. These reviews shall capture |
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included Sepsis, Urinaty Tract Infection,

Diabstes, ron Deficiancy Anemia, Venous
tnsufficiericy, Chronic Kidney Disease and i
Hypertension. Review of the Quarterly MDS |
Assessment, dated 12/01/14, revealed the facility
assessed Resident #1 to have a Brief Inferview |
for Mental Status (BIMS) score of twelve (12) out
of fifteen (15), indicating moderate cognitive
impairment,

Reviaw of the Comprehensive Care Plan for
Resident #1 revealed the facility had care
pianned the resident to be at risk for an
impairment in skin integrity retated to chronic
bilateral lower extremity cellulitis. Further review
of the Care Plan revealed the facility identified
Resident #1 to have a rash between his/her toes
on 04/11/14, at which time treatments were

.implemented. Continued review revealed the

Care Plan was revised to include Permethrin
Cream (treatment for Scabies) to be applied on
07/27/14: however, there was no documented
evidence Contact Isolation Precautions were
added as an intervention, and no evidence the

. Care Plan was revised to include implementation |
[

of monitoring for the effectiveness of the :
treatment or monitoring of the appearance of the |
rash to ensure eradication of the infestation, per |

 the facility's policies and guidelines.

2. Record review revealed Resident #2 was
admitted by the facility on 05/25/14 with
diagnoses which included Pneumonia, Chronic
Airway Obstruction, Congestive Heart Failure and
Anxiety. Review of the Quarterly MDS i
Assessment, dated 11/16/14, revealed the facility .

' assessed Resident #2 to have a BIMS score of

eleven (11) out of fifteen (15), which indicated the |

i resident exhibited moderate cognitive
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any identified issues with care plan
F 280 ' Continued From page 40 F 280

updates and tracking of rash issues that
will be followed monthiy in the Quality
Assurance Process Improvement (QAPI)

- meeting for additional interventions
required. The monthly meeting is
" attended by the Administrator, Director |

' Medical Director to ensura attendance |

of Nursing, MDS Coordinator, Staff
Development Coordinator, Medicai .
Records Director, Activity Director and !
Social Services Director,
Housekeeping/Laundry Supervisor, |
Maintenance Supervisor, Business
Office Manager and Dietary

Manager. The Medical Director and
consulting pharmacist attend the QAPI
meeting quarterly, at @ minimum;
however, monthly QAP meetings have

already been scheduled with the
|

| at each meeting. The members of the

' monitoring and continued compliance.

QAP! Committee will make
recommendations regarding further

3ol
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impairment. .

Review of the Comprehensive Care Pian _
revealed the facility care planned Resident #2 for |
a potential impairment in skin integrity related to a
self-care deficit. Further review of the Care Plan !
revealed the facility identified Resident #2 to have
a rash and ilching on 06/08/14 with an order for |
oral Benadryl for one (1) day. Further review ;
revealed the Care Plan was revised {o include |
Permethrin Cream lo be appliad on 07/27714. I
however, there was no documented evidence '
Contact Isolation Precautions were added as a
care plan intervention, and no evidence the Care
Plan was revised to inciude monitoring of the rash
to ensure effectiveness of the treatment and !
eradication of the infestation, per the facility's
policies and guidelings,

3. Record review revealed Resident #3 was
admitted by the facility on 03/22/13 with

. diagnoses which included Chronic Airway
Obstruction, Diabetes, Chronic Pain Syndrome,

| Drug Dependence, Hypothyroidism,
Hypertension, Depressive Disorder and Anxiety.
Review of the Significant Change MDS ;
Assessment, dated 01/19/15, revealed the facility |
assessed Resident #3 to have a BIMS score of
twelve (12), indicating the resident was
moderately cognilively impaired,

Review of the Comprehensive Care Plan
revealed the facility had care planned Resident

. #3 for the risk of impaired skin integrity related to
recurrent bilateral lower left extremity cellulitis.
Further review of the Care Plan revealed the
facility identified Resident #3 to have a rash or

' itching on 08/30/14, with Hydrocortisone cream
and Benadryl ordered for the symptoms. !
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Continued review revealed the Care Plan was
revised to include Permethrin Cream {o be
applied on 07/27/14,; however, there was no
documented evidence Contact |solation
Precautions was added as a care plan

I intervention, and no evidence the Care Plan was
revised to include the implementation of
monitoring for the effectiveness of the treatment,
or monitoring of the appearance of the rash fo
ensure eradication of the infestation, per the
tacility's policies and guidelines.

4. Record review revealed Resident #4 was
admitted by the facility on 09/13/12 with

' diagnoses which included Chronic Airway
Ohstruction, Encephalopathy, Diabetes,

* Hypothyroidism, Anxiety, Depressiva Disorder
and Dementia with Behavior Disturbances.
Review of the Annual MDS Assessment, dated
02/14/15, revealed the facility assessed Resident
#4 to have a BIMS score of seven (7}, which
indicated the resident was severely cognitively
impaired.

Review of the Comprehensive Care Plan

revealed the facility assessed Resident #4 to be

at risk for skin integnty Impairment related to a

histary of chronic Stage Two (2) diabetic ulcers,

and related to the resident "picking” at self,

Further review revealed the care plan was revised

| to include Permethrin Cream to be applied on
07/27/14; however, there was no documented

" evidence the Care Plan was revised to include
Contact Isolation Precautions, or manitoring of

: the rash far treatment effectiveness and
alleviation of symptoms, to ensure eradication of
the scabies infestation per the facllity's policies

| and guidelines.
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5. Record review revealed, Rasident #5 was
admitted by the facility on 04/16/12 with
diagnoses which included Hypothyroidism,
Osteoarthrosis, Muscle Weakness, Urine
Retention, Tremor and Depression. Review of
the Quarterly MDS Assessment, dated 12/02/14,
revealed the facility assessed Resident #5 lo
have a BIMS score of eight (8}, indicating
moderate cognitive impairment.

Review of the Comprehensive Care Plan
revealed the facility assessed Resident #5 {o be
at risk for impairad skin integrity, related to frailty
and weakness, and the need for assistance with
all care. Further review of the Care Plan revealed
the facility identified Resident #5 to have a rash
on 06/11/14, when an oral steroid was initiated
related to the rash. Further review revealed the
Care Plan was revised o include Permethrin
Cream to be applied on 07/27/14; however, there
was no documented evidence Contact isolation
Precautions were added as an inlervention, and

! no evidence the Care Plan was revised fo include

| implementation of monitoring for the

| effectiveness of the treatment, or monitoring of
the appearance of the rash to ensure eradication
of the infestalion, per the facility's policies and i
quidelines. ,

| 6. Record review revealed Resident #6 was

" admittad by the facility on 12/17/13 with | ,
diagnoses which included General ;
Osteoarthrosis, Chronic Airway Obstruction,
Hypertension, and Failure to Thrive-Aduit
Review of the Annual MDS Assessment, dated
0111115, revealed the facility assessed Resident
#6 to have a BIMS score of six (8}, which
indicated severe coghitive impairment.
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Review of the Comprehensive Care Plan
revealed the facility assessed Resident #6 to be
at risk for impaired skin integrity related to low
body weight and end-stage Chranic Obstructive

. Putmonary Disease. Further review of the Care
Plan revealed on 06/09/14 the facilily identified
Resident #6 to have a rash on his/her chest and
axillary area, with Hydrocortisone Cream ordered.
Further review ravealed the care plan was revised |
to include Permethrin Cream fo be applied on
07121114, 08121114, 08M10/14 and 12/15/14;
however, there was no documented evidence the
Care'Plan was revised at any time to inciude i
Contact Isolation Precautions interventions, and !
no evidence the Care Plan was ever revised to
include the implementation of monitoring for the
effectiveness of the treatment, or monitoring the |
appearance of the rash to ensure eradication of
the infestation, per the facility’s policies and |
guidelines. i

7. Record review revealed Resident #7 was
admitted by the facility on 05/17/14 with |
diagnoses which included Urinary Tract Infection,
Gastrointestinal Hemorrhage, Esophageal Reflux,
Alzheimer's Disease and Dementia. Review of
the Quarterly MDS Assessment, dated 12/15/14,
revealad the facility assessed Resident #7 to

! have a BIMS of eight (8), indicating moderate
cognitive impairment.

' Review of the Comprehensive Care Plan
revealed the facility assessed Resideni #7 to be
at risk for skin integrity impairment related to a
| self-care deficit and the need for extensive staff
assist. Further review revealed the Care Plan
was revised to include Permethrin Cream (o be
| applied on 07/27/14; however, there was no ]
" documented evidence Contact Isolation

STATEMENT OF DEFICIENGIES (X1} PRGVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER . COMPLETED
A. BUILDING
C
185220 B WING . 02/06/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COUE
100 SPARKS AVENUE
VERSICARE OF NICHOLASVILL
e Sl S NICHOLASVILLE, KY 40356
%4y 1D SUMMARY STATEMENT OF DEFICIENCIES 5] FROVIDER'S PLAN OF CORREGCTION (X5
FREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORIMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
F 280 Continued From page 44 F 280

FORM CMS-2567(02-86} Previcus Versicns Obaoiete Evant 0. 72K4a11

Faclity i 100442

If centinuation sheet Page 45 of 274




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED. 02/24/2015
FORMAPPROVED
OMB NO. 0938-0391

Precautions were added as an intervention, and
no evidence the Care Plan was revised to include |
monitaring for the effectiveness of the treatment
or monitoring of the rash to ensura the scabies
were eradicated, per the facility's policies and

- guidelines.

8. Record review revealed Resident #8 was
admitted by tha facility on 01/28/14 with
diagnoses which includad Depressive Disorder,
Anxiety, lrritable Bowel Syndrome, and Lupus
Erythematosus. Review of the Quarterly MDS
Assessment, daled 01/14/15, revealed the faciiity
assessed Resident #8 to have a BIMS of six {8),
indicating the resident was severely cognitively
impaired,

Review of the Comprehensive Care plan revealed
the facility care planned Resident #8 for a
potential of impaired skin integrity related to
frequent bowel and bladder incontinence. anda |
self-care deficit. Further review of the Care Plan |
revealed the facility identified Resident #8 to have !
a rash or itching on 06/30/14, with Hydrocortisone !
cream and oral Benadryl ordered. Continued
review revaaled the Care Plan was revised to .

i include Permethrin Cream io be applied on
07/27/14; however, there was no documented
evidence Contact |solation Pracautions were

| added as an intervention, and no evidence the

. Care Plan was revised fo include the
implementation of monitoring for the
effectiveness of the treatment or monitoring of the
appearance of the rash to ensure eradication of
the infestation, per the facility's policies and
guidelines.

9. Record review revealed Resident #9 was
| admitted by the facility on 01/02/14 with

STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
185220 B WING . 02/06/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS CITY, STATE, ZIP CODE
100 SPARKS AVENUE
DIVERSICARE OF NICHOLASVILLE
i A NICHOLASVILLE, KY 40356
(x4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION x5
PREFXX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTICN SHOULD BE ConpLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE paTE
DEFICIENCY)
. L]
F 280 Continued From page 45 ' F280

§

FORM CMS-2567{02-99) Pravious Versions Obsolete Event 10 72K411

Facility 1D: 100442

If continuation sheet Page 46 of 274




PRINTED: 02/24/2015

B

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA [X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTICH IBENTIFICATION NUMBER A BUILDING COMPLETED
C
185220 3 WING 02/06/2015
NAME OF PROVIGER OR SUPPLIER STREET ADDBRESS, CITY. STATE, ZIP CODE
100 SPARKS AVENUE
DIVERSICARE OF NICHOLASVILLE NICHOLASVILLE, KY 40356
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAM OF CORRECTION X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDEHTIFYING INFORMATION} TAG | CROSS-REFERENCED TO THE APPROPRIATE BATE
[ DEFIGIENCY)
F 280 Continued From page 46 F 280°

diagnases which included Pneumonia, Acute
Kidney Failure, Muscle Weakness, and Cognitive
Communication Deficit. Review of the Annual
MDS Assessment, dated 12/30/14, revealed the
facility assessed Resident #9 to have a BIMS
score of three (3), indicating severe cognitive
impairmant.

Review of the Comprehensive Care plan revealed
the facility care planned Resident #9 for potential
skin integrity impairment relatad to frequent
bladder incontinence, Further review of the Care
Plan revealed, on 06/09A4, the faciiity identified
Resident #9 fo have a rash on hisfher back with
Hydrocortisone cream ordered. Conlinued review
revealed the care plan was revised to include
Permethrin Cream to be applied on 07/27/14,
however, there was no documented evidence
Contact |solation Precautions were added as &n
intervention, and no evidence the Care Plan was
ravised to include implementation of monitoring
for the effectiveness of the treatment or
monitoring of the appearance of the rash to
ensure the scabies were eradicaled, per the
- facitity's policies and guidelines. Additional
| review revealed Resident #9 was admitted to an
' acute care hospital on 01/03/15, where hefshe

was identified to have scabies and the resident

was administered treatment al the hospital.

10. Record review revealed Resident #10 was
adrnitted by the facility on 08/05/10 with
diagnoses which included Peripheral Vascular
Disease, Depressive Disorder, Esophageal
Reflux, Dysphagia, and Joint Contractures.

; Review of the Quarterly MDS Assessment, dated

#10 to have a BIMS score of three (3), which
| Indicated severe cognitive impairment.

| 11/13/14, revealed the facility assessed Resident

T e T
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Reaview of Resident #10's Comprehensive Care
Plan revealed the resident was assessed by the
facility to be at risk for skin integrity impairment
related to a self-care deficit, bowel incontinence
and the presance of pressure uicers. Further
review revealed the Care Plan was revised to
include Permethrin Cream fo be applied on
07/27/14, however, there was no documented
evidence Contact Isolation Precautions were
added as 3 care plan intarvention, and no
evidence the care plan was revised o include
monitaring for the effectiveness of the treatment
or monitoring of the appearance of the rash to
ensure eradication of the infestation, per the
facility's policies and guidelines,

11. Record review revealed Resident #11 was

admitied by the faciiity on 09/03/85 with

diagnoses which included Hypertension,

Convuisions, Esophageal Reflux and intefleciual i

Disability. Review of the Quarterly MDS ' !

Assessment, dated 01/16/15, revealed the facility !

assessed Resident #10 to have a BIMS score of | i

twelve (12}, which indicated moderate cognitive .
+ impairment.

| Review of the Comprehensive Care Plan
ravealed the facility assessed Resident #11 {0 be
at risk for impaired skin integrity related to
impaired mobility, non-ambulatory status and
decreased range of motion. Further review of the
care plan revealed on 06/28/14, the facility
identified Resident #11 to have redness on
his/her sacrum with "Magic Butt" cream ordered.

| Continued review revealed the Care Plan was

. revised to include Parmethrin Cream to be

! applied on 07/27/14, however, there was no

| dacumented evidence Contact Isolation
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Precautions were added as a care plan ;
intervention, and no evidence the Care Plan was
revised to include the implementation of .
moniloring the appearance of the rash and lhe
sffecliveness treatment to ensure the scabies
were eradicaled, per the facility's policies and
procedures,

12, Record review revealed Resident #12 was
admitled by the facility on 03/12/14 with
diagnoses which included Bronchitis, Muscle
Weakness, Symbolic Dysfunction, Congestive
Heart Failure and Damentia. Review of the
Quarterly MDS Assessment, dated 11/20/14,
revealed the facility assessed Resident #12 to
have a BIMS of three (3). which indicated savere
cognitive impairment,

Review of the Comprehensive Care Plan
revealed the facility assessed Resident 212 to be
at risk for skin integrity impairment related to a
requirement for staff assistance for activities of
daily living. Further review revealed the facility
identified Resident #12 to have a rash to his/her
axilla and perineal area on 06/12/14, and an oral _
steroid was ordered. Continued review revesled i
the Care Plan was revised to include Permethrin
Cream to be applied on 07/27114; however, there
was no documented evidence the Care Plan was |

.revised o Include Contact Isolation Pracautions
or interventions related to monitoring the
resident's rash and effectiveness of the
treatment, to ensure the scabies were eradicated,
per the facility's policies and procedures.

. 13. Record review revealed Resident #14 was
admitted by the facility on 06/05/14, and
re-admitted on 08/11/14, with diagnoses which

included Urinary Tract Infection, Chronic Alrway
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Obstruction, Muscle Weakness, and Alzheimer's
Disease. Review of the Quarterly MDS
Assessment, dated 11/22/14, revealed the faciiity
assessed Resident #14 to have a BIMS score of
six {6), indicating severa cognitive impairment,

Review of Residant #14's Comprehensive Care
Plan ravesled the facility assessed Resident #14
to be af risk for impaired skin integrity related to a
self-care deficit and incontinence of bowel and
bladder. Continued review revealed the Cara

Plan was revised to include Permethrin Cream to
be appled on 07/27/14; however, there was no
docurnented evidenca Contact Isolation ;
Precautions were added as an intervention, and
no evidence the Care Plan was revised to include
monitoring for the effectiveness of the treatment
or the appearance of the ragh to ensure i
eradication of the infestation, per the facility's
policies and guideiines. l

14 During the Partial Extended Survey, Resident '
#16 was identified by the State Survey Agency to |
have a rash and itching. !

Interview with Resident #16, on 02/04/15 at 8.05
AM, revealed the resident reported itching on
histher back for about two (2) weeks. Continued
interview revealed the resident did report the
itching to staff, but was not aware of any new
treatment orders. The resident stated the nurse
put some lofion on the itch but # only helped for a
short time

Observation of a skin assessment conducted by
LPN #2, on 02/04/15 at 9:58 AM, revealed
| Resident #16 had red linear abrasions on the left
lower back. |n addition, the resident exhibited a
 raised red rash in clusters on the upper back,

F 280
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| neck and both shoulders, Continued observation |
revealed a scabbed area behind the right ear, At
the time of the skin assessment, Resident #16
stated hef/she had scabies many years ago, and
this feit exactly the same.

Chnical record review revezled Resident #16 was
admitted by the facility on 01/16/15 for
rehabilitation afier a fall at home, and was
receiving occupational therapy, speech therapy
and physical therapy five (3) times per week.
Review of the Brief Intervisw for Mental Status
(BIMS), dated 01/23/15, revealed the facility
assessed Resident #16 to have a score of fifteen
(15} which indicated the resident was cognitively
intact and interviewable,

Review of the Comprehensive Care Plan for
Resident #16, dated 01/16/15, revealed the ;
resident was assessed by the facility to be at risk d
for impaired skin integrity. However, the Care ' '
Plan was not revised fo address the specific |

: problem of the resident’s itching and scratching,

i and it did not include a treatment goal or
interventions for managing the symptoms.

Interview with the MDS Cooerdinalor, on 01/30/15

. at 420 PM, revealed she was responsible for
updating the Comprehensive Care Plan. Further )

“interview revealed the care plans should iist the |
problem area, goals to be achieved with adate to |
achieve the goal and Interventions that would be *
used to address the problem and achieve the |

{ goal. Confinued interview revealed the facility's

| process was to update the cara plan daily based

; on naw physician orders, and at least quarteriy in
conjunction with the MDS assessments. She

| stated for residents with confirmed or suspectad ‘

- scabies and ordered treatment, the care plans
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should include contact isolation, decontamination
of resident rooms and community areag, and
monitoring for effectiveness of treatment as
interventions.

| Interview with the Director of Nursing (DON}), on
01/30/15 at 5:07 PM, revealed the MDS

[ Coordinator was responsible for updating the
care plans. She stated care plan updates were
compleled daily based on physician orders. |
Continued intetview revealed if a rash were |

| identified, interventions should include monitoring |
of the rash for effectivenass of treatments i
orderad. In addition, if a resident were treated for .
scabies, the Care Plan should refiect
interventions consistent with the facility's policies
and procedures for managing & scabies
infestation, such as Contact Isolation
Precautions. She further stated the Care Plan
should include the stated problem and treatment
goals, as well as interventions to be implemented.

“The facility provided an acceptable Credible
Allegation of Compliance {AQC) on 02/05/15
: which alleged removal of the |J effective
02/05/15. Review of the AOC revealed the tacility |
implementad the following: |
i ]
1. On 01/26/15, tha Medical Director and the i
- Director of Nursing (DON) assessed ten {10) i [
residents identified to have current treatment - .
orders for a change in skin condition. ! :

|-2. On 01/26115, body audits were compteted on

| allin-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 I
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| same day. Two (2) of the three (3) residents
(Residents #1 and #10) were confirmed to have
scabies,

3. On 01/26/15, the Medical Director was notified
of the pasitive for results and orders were given

for scabies. The orders included the following for
all of the residents: contact precautions; Elimite
cream to be applied beginning 01/27/15 and

' repeated In seven (7) days: and Stromectal
tabiets to be administered on day 1, 2, 8, 9, and
15 of the treatment process. The Responsible
Party for all residents on the B wing was notified
of the treatment orders by the Assistant DON
{(ADON) or the Activities Director.

on contact isolation per the facility's guidelines,
The DON, Director of Clinical Operations (DCO),
Administrator and the Housekeeping/Laundry
supervisor placed signs on all resident doors and
on entrance doors. Personal Protective
Equipment (PPE) was distributed and each

- departrnent was nolified of the precautions in
place.

''5, On 01/26/15, the DCO educated the DON and
the Administrator related to scabies in long term
care facilities, including prevention and contral.
The training Included a review of the "Scabies
Fact Sheet”. The DON and the Administrator
were educated by the DCO prior to proceeding to
train all facility staif.

6. On 01/26/15, the Administrator and the DON

initiatad education for all staff related to contact
"isolation procedures, including the appropriate
" application and removal of PPE. Staff was

to treat all thirty-one {31) residents on the B-wing ;

4. On 01/26/15, all B wing residents were placed |

F 280

B I Vol i —

FORM CMS-2567{02-98) Previous Versions Obsalete Event ID:72K&1Y

Facility iDx 100442

If continuation sheat Page 53 of 274




PRINTED: 02/24/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF LEFICIENCIES (X1} PROVIDER/SUPPUER/CLIA (X2) MULTIPLE CONSTRUCTION iX3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
c
185220 8 WING 02/0612015

NAME OF PROVIDER OR SUPPLIER

DIVERSICARE OF NICHOLASVILLE

STREET ADDRESS, CITY, STATE, ZIP CODE
100 SPARKS AVEMUE
NICHOLASVILLE, KY 40356

required to complete the education prior to
returning to work, with validation of efiactive
learning through observation of staff adherenca to
isolation procedures and proper use of PPE.

7. On 01/26/15, an emergency Qualily Assurance
{QA) meeting was held and attended by the
Administrator, DON, DCO,

Housekeeping/Laundry Supervisor, Staff
Development Coordinator {SDC) and the Medical
director. The purpose of the meeting was o
review the aclions taken by the facility beginning
0142615, |

8. On 01/27H5, all B wing residents were treated
with Elimite cream, with application of the
treatment by licensed nursing staff. The cream
was left on for eight (8) to fourteen (14) hours
before residents were bathed and dressed in !

| clean clothes. The baths/showers were provided
by the Staie Registered Nursing Assistanls

- (SRNAs) and the LPN on duty, and the entire

. process was overseen by two (2} RNs.

9. On 01/27/15, all B wing residents received ti'n:airs
first dose of Stromectal dose, as ordered by the
' Physician, administered by the LPN.

- 10. On 01/27/15, the Housekeeping/Laundry
Supervisor provided training for all iaundry and
housekeeping staff related to cleaning of
contaminated isolation rooms, per facility .
guidelines. I

11. On 01/27/15, all finen items, including ]
personal clothing, bed linens and privacy curiains |
| were removed from each resident room on the B
| wing by laundry staff. The linens were washed
| separately from other residents in the facility
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' using hot water and hot dryer cycles. The iaundry |
machines wete disinfected with bleach germicidal
cleaner. All non-washable personal belongings
were placed in sealed bags or wrapped in plastic
wrap and guarantined outside the center, where
* they are to remain for fourteen (14) days per
facility guidelines. The entire process was
overseen by the Housekeeping/Laundry
Supervisor.

1 12. On 91277185, furniture and equipmant

. 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 contacted the
local health Department by telephone and via

- e-mall to report the diagnosed scabies, rashes

- and treatment.

i 14. On 01/27115, the Minimum Data Set (MDS)
Coordinator revised the Care Plan for each |

, resident receiving treatment. The revisions
included the current problem related to scabies
treatment, isolation precautions, traatment of
tiching, and monitoring for treatment side effects. !

15. On 01/27/15, the option for treatment was
provided to each employee of the facility. The
DON began distributing Efimite 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 distributad a
- questionnaire to stalf to determine if the
~lreatment was effective and if staff continued to
have symptoms and required additional
treatment.

F 280
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18. On 01/28/15, two (2) residents on the A wing
began treatment for a rash identified on review of

i the skin audits by the DON. Treatment included
contact isolation, application of Elimite cream with

| repeat application in one (1) week, and i

| Stromectal tablets to be administered on day 1, 2,
8, 9 and 15. Resident rooms, clothing, personal
items and equipment were cleaned per facifity
protocol,

17. On 01/28/15, the DON educated al! icensed
staff on accurately completing a skin assessment,
The DON will oversee five (5) skin inspections
waekly for six (6) weeks 1o ensure accuracy of
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 education for ali staff to be
completaed by 02/04/15. Beginning 02/04/15,
written post-tests were initiated for all
departments to ensure staff retention of
knowledge related to the training. Thirty (30)
post-tests will be administared weekly for six (6)
weeks and then monthly for six {(8) months to
ensure continued compliance. Any siaff unable
to complete the post-test with 100% accuracy will

' receive immediate re-education by the DON,
Administrator or RN supervisor. Aiso beginning,
02/04/15, the "Scables Fact Sheef" will ba
included in new empioyee crientation and annual
infection contral 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.
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19. On 01/30/15, the DCO in-serviced the DON
on infection control surveillance logs, tracking and
' trending for scabies or ather rashes, and the
need for ongoing monitoring. The proper use of
. the "Scabies/Rash Tracking Log" and the "Skin
inspection Log" was included in the training.

+20. On 01/30/15, the DCO educated the MDS

. Coordinator refated to ensuring the Care Plans

| related to scables/rashes included the spegific
problem, goal, and interventions for ongoing

I moniloring.

1

21. Evaluation and monitoring of each resident |
receiving treatment will included skin inspections ;

- for resolution of rashes, and observation for new
skin eruptions in two (2) to six (6) weeks per
Centers for Disease Control (CDC) guidelines.
Skin inspections will be compieted by licensed
staff on all residents in the facility twice weekly
beginning 01/31/15 for seven (7) weeks and
weelly 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

| Presence of any freatment side effects.

e —— ey e et e

122, On 01/31415, a QA meeting was held with the |
Administrator, DON, Regional Vice President I ; '
. (RVP), DCO and the Medical Director to : !
re-evaluate all measures implemented since
01/26/13, and to outline action items moving
forward,

—— e e s

! 23. As of 01/31/15, daily corporate oversight will
- oceur untit removal of abatement of the
| Immediate Jeopardy, then weekly for at least

seven (7) weeks fo ensure continued compliance | , 1
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of Administration

24. On 01/31/15, the facillty established a ! I
"Scabies Prevention and Control Plan" which i
included the following: impiementation of the
"Scabies Guidelines” based on CDC guidelines; .
promotion of a high index of suspicion for scabies |
- 25 & possible cause of undiagnosed skin rash; |

and referral to a Dermatologist after a failed initial

course of treatment,

25. On 02/03/15, the Responsible Parly for each
Awing resident was notified by phane by the
ADON or the Activities Director of a scabies
outbreak, with messages left for those parties
who did not answer,

26. On 02/04/15, the Medical Director gave |
orders to initiate treatment on all remaining
residents on the Awing. Treatment 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 i |

, to facility guidelines | _

| |
27. Residents #1 and #10, with confirmed scabies | i ;
dlagnoses, will have a follow-up appointment with | : !
. the Dermatologist on 02/06/15. The DON or the
RN will accornpany the residents to the
physician's office.

28. The facility's QA process will monitor
implemented inferventions as follows:

The Administrator, DON or RN Supervisor will . i
review the "Scabies/Rash Tracking Log" daily for | :
- six (6) weeks, then weekly for four (4) weeks, ;
| then monthly in the Quality Assurance/Process

FORM CMS-2567(C2-29) Provious Viarsions Obsolets Event I 72K411 Factlity ID: 100442 If continuation sheet Page 58 of 274




PRINTED: 02/24/2015
DEPARTMENT OF HEALTH AND HUMAN SERVICES S
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X3) PROVIDERISUPPLIERIGLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AHND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
C

186220 B. WING 02/06/2015
! STREET ADDRESS, CITY, STATE, ZIP CODE
100 SPARKS AVENUE
DIVERSICARE OF NICHOLASVILLE NICHOLASVILLE, KY 40356

{%4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1] i FROVIDER'S PLAN OF CORRECTION [X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 3Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) : TAG CROSS-REFERENCED TO THE APPROFRIATE 1 Lere
DEFICIENCY)

NAME OF PROVIDER OR SUPPLIER

F 280  Continued From page 58 F 280
tmpravement (QAPI) meeting. 5

The Administrator, DON or RN Supervisor will ; ;
review the "Skin lnspection Log" daily for six (€) ]
weeks, then weekly for four (4) weeks, then |
monthly in the QAPI meeting. ; -

The Administrator. DON or RN Supervisor will
review the Care Plans of residents being trealed
for scabies waekly for eight (8) weeks, then
monthiy in the QAPI meeting.

e e e e et

- The Administrator and/or the DON will ensure gll |
staff has successfully completed the training and | i

post-test related to the facility's "Scabies | |

Prevention and Contro! Pian®, i i
The State Survey Agency validated the
implementation of the facility's AOC as follows: |
1. Review of the Physician Extended Care Notes, |

' dated 01/26/15 and signed by the Medical :
Director, revealed the ten {10) residents with i
treatment orders for a change in skin condition on |
that date were seen by the Physician for a :
complete physical examination and evaluation of |
their skin concerns. Continued review revealed

' each examination was comprehensive and i
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 facility

received a head-to-toe skin assessment on that i

date. Continued review revealed each resident ;

was assessed for eleven (11) specific skin

conditions as follows:;

redness/discoloration/bruises; open areas; ; .
| 8dema; rash, dry/flakey; excoriation; ecchymosis; |
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| skin tears; abrasions; surgical wounds of
incisions; and psoriasis. Findings ware
. documented by type and location,

Raview of the Dermatologist'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
{Residenis #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
contirmed diagnosis was treated prophylactically
due to the resident's possible exposure o
scabies.

3. Review of the Physician Orders, dated
01/26/15, revealed the Medical Director gave
orders for scabies treatment to be initiated on
01/27715 for all residents on the B wing. i
Continued review revealed the orders were
consistent with those given by the Dermatologist |
for the confirmed cases, with treatment to be
administered as follows. apply Permethrin i
(Elimite) 5% cream to body from neck down, |
leave on 8-14 hours then wash off; repeat in one i i
{1) week; after cream applied, administer i
Stromectal, 3 milligram (mg) tablets on day i
1,2,8,9, and 15. in addition, Physician Orders : i
included direction for contact isotation, dry skin
fotion, and Benadryl PRN (as needed) 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 Activities Director or the ADON,

e etk e i o

N Interview with the ADON, on 02/04/15 at 2:02 PM, | _
FORM CMS.2567(02.99) Previous Varsions Obsolete Event IC: 7§K411 Fagility t0° 100442

If continuation sheet Page 60 of 274




PRINTED: 02/24/2015
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1y PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMSER: A DUILDING COMPLETED
c
185220 B WING 02/06/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
100 SPARKS AVENUE
DIVERSICARE OF NICHOLASVILLE NICHOLASVILLE, KY 40356

(X4} D SUMMARY STATEMENT OF DEFICIENCIES i} PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EACH CEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

HAME OF PROVIDER OR SUPPLIER

F 280 Continued From page 60 | F280
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 g
guestions and she answered as they arose. i

interview 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
wing, including Resident J.

4. Observation upon entering the facility, on
01/26/15 at 4:01 PM, revealed signs directing
visitors to see the nurse prior to visifing with g
residents were posted on the front enirance doors
and on the door of each resident room on the B
wing. In addition, the signs on resident room i ;
doors indicated Contact [solation was in eifect.
Continued observation revealed PPE, including
gowns, masks, gloves and shoe covers, was

. stacked in bins in the hall outside resident rooms

| on the B wing. During survey activities i
throughout the day on 01/26/15, staff from ali ;

| departments was observed to utilize the PPE |

. prior to entering resldent rooms. Also, staff was |
cbserved to dispose of PPE appropriately, in i
bichazard containers inside resident rooms, upon

: exit from the room. '

i 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
* titled "Scabies In Long Term Care" and utilized i
the "Scabies Fact Sheet”, for education related to
. the prevention and control of scabies in the long 1
| term care setting. interview with the DCO, on
02/05/15 at 2:45 PM, revealed she educated the !
- Administrator and DON to ensure they were | f
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| knowledgeable about managing a scabies
outbreak, prior to their training of the rest of the

. staff, in order for all education to be consistent

- and according to facility guidelines. |

Interview with the DON on 02/05/15 at 12:50 P,
' and the Administrator on 02/06/15 at 2:45 PM,

revealed both received training from the

Corporate DCO related to scabies infastation. !

Continued interview revealed the training by the |

DCO occurred prior to the Administrator and the
DON educating the staff. ;
6. Review of training records revealed, 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 tha education included the proper use of
PPE. Further review of in-service sign-in shests
revealad eighty (80) of eighty (80) staff had
received 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 |
+01/29/15 al 1.58 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 01/29/15 at 2:19 i
i 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 01/25/15 at 4:38 PM,
Housekeeping Supervisor on 01/29/15 at 447
PM, SRNA#12 on 01/30/15 at 3:25 PM, SRNA
| #11 0n 01/30/15 at 3:35 PM, SRNA #24 an
1 01/30/15 at 3:55 PM, LPN #2 on 01/30/15 at 3:43
PM, SRNA#8 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

{
|
l{
|

j
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PM. Rehabilitation Staff #18 on 02/06/15 at 1.45
PM, Dietary Worker #26 on 02/06/15 at 2:00 PM,
Rehabilitation Stafi #17 on 02/06/15 at 3:05 PM,

- and Laundry Worker #25 on 02/06/15 at 6:20 P, i
revealed all had received training related to
isolation precautions. During the interviews, all

' were able to express the appropriate PPE
required for contact isolation.

Intervlew with the DON on 02/05/15 & 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 fracking

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 nofification was sent ta 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
statad 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,
the DON and the Housekeeping Supervisor were |
on the resident units, observing staff and
monitoring availability and proper use of PPE.

7. Review of QA records revealed an :
"Emergency” meeting was held on 01/26/15at |
- 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 ' |
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of scabies, and recommendations from the 1
Medical Director to treat all residents on the B .
wing, and to offer and encourage treatment to

stafl. Other items discussed included the

initiation of Contact Precautions, body audits of alt

residents, cleaning and disinfection of resident

roors 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 involved in developing and
implementing the facility's action plan {0 remove
the Immediate Jeopardy. He statad although it
was not in the QA minutes, he had a conversatior;
with tha Madical Director whose stated intent was
to complets a2 re-assessment of every resident in !
the facility once the freatment was completed, [

8. Review of the Medication Administration
Records for the B wing residents revealed all

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 02/05/15 at |
1 4:38 PM, and SRNA #15 on 02/05/15 at 6:04 PM, |
revealed they had been involved in application of |
the Eiimite cream and removal by bath or shower | |
eight (8) to fourteen (14) hours later. The :
| interviewees described the process whereby the ! |
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| cream was applied on one shiit, and washed off
" on the next shift, foliowing the same order of
residents, according to the schedule. RN #1 and
RN #2 reported they were responsible for
applylng the cream, and ensuring it was bathed
off by the SRNAs, providing assistance if needed.
The SRNAs stated they assisled the nurse with
positioning during application of the cream, but
their primary job was to bathe or shower the
residents after at least eight (8) hours had

"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 an the shift when
removed, was responsible for overseeing the
process. Confinued interview revealed the DON
took ultimate responsibility for ensuring each
resident was frealed appropriately, according to
the Physician's orders, She stated she monitored -
the process by raviewing the MARSs, interviewing
staff and residents, and making observalions of
the application and removal of the cream.

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

Interview with the DON, on 02/08/15 at 1:50 PM,
revealed her oversight of the treatment process
included a review for timely administration of the

10. Review of training records revealed the
Housekeeping Supervisor provided education to
 eight (8) of eight (8) housekeeping and laundry
- staff on 01/27/15. Continued review revealed the
' education included the proper handling of trash

F 280
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and linens, cleaning and disinfecting of horizontal |
surfaces, walls, furniture and bathrooms, dust

mopping and damp mopping, and proper disposal
of trash and transport of inens to be laundered. ;

Interviews with Housekeeping Staff #13 on
01129115 at 1:34 PM, Housekeeping Staff #14 on
02/19/15 at 1:56 PM, Housekeeping Stafi #12 on |
01/29/15 at 2:07 PM, and Housekeeping Staff
#11 on 01/29/15 at 2:19 PM, revealed all received ;
training related to "deap cleaning” of
' contaminated isolation rooms. Al interviewses ‘
were able to answer specific questions related to l
topics covered in the in-service, including the i
types of disinfectants to be used, as well as the
i process to be followed.

Interview with the Housekeeping Supervisor, on

01/28/15 at 4:47 PM, revesled he had in-serviced

his staff on 01/27/14 related to the procedure for
i cleaning and disinfecting the isolation rooms after -
| an outbreak of scabies. He stated the process ;
! required & team effort and his role was to ensure |
+ his staff was educated, and to oversee the i
| cleaning to ensure all steps were followed

,' property. ' ;
* 11. Observation, on 01/28/15 at 11:30 PM _

| revealed staff was in the process of _ |
| decontaminating all resident linens, Including

l personal clothing bed linens and privacy curtains
on the B wing. Linens had been transported to

| the laundry area on 01/27/15 for laundering using
i hot washer and dryer settings. Continued

| observation revealed resident room were cleaned
and disinfected while the residents were out of : i
the rooms for their baths or showers, All : .
fwashable surfaces were disinfected with a bleach I | !
| product, according to the facilities "Scabies ; |
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Guidelines”. No non-washable items, including
cloth furniture, were observed anywhere in the
facility, Inciuding resident rooms and common

. areas. The Housekeeping Supervisor was :
observed to be actively participating and
overseeing the process. In addition,
housekeeping staff wera observed to be utilizing
PPE during the cleaning.

Interview with Laundry Worker ¥25, on 02/05/15
at 5:30 PM, revealed she was responsible for
lzaundering contaminated linens during her shift
She stated the 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 laundearing in hot water,
fallowed by drying on the hot cycle for at least
fwelve (12) minutes. Continued interview
revealed the process was followed for residents'
personal clothing, bed finens, privacy curtains, |
"anything washable". Further interview revealed
the washers and dryers were disinfected with a
bieach disinfectant between uses.

12. Interview with the Housekeeping Supervisor, |
on 01/28/15 at 11:30 AM, revealed ail furniture
and equipment in common araas throughout the
building 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
explained alf 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 |
all cloth furniture and any items which could not
be disinfected had bean wrapped In plastic,
removed from the building, and were stored inan |
outbuilding for the next fourteen (14} days, per |
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the facility's “Scabies Guidelines",

13. Review of e-mail correspondence, dated
012715 at ;40 AM, revealed the Administrator
contacled the local Health Department and
reported two (2) confirmed cases of scabies and
the facility's decision to treat all residents on that
unit. Continued review revealad the e-mail
referenced an earier voice mail left with the
Health Depariment related to the same report.

Review of Health Department documents
revaaied the facility received general information
related to scabies and the "Scabies Fact Sheet”
in response to their report.

14. Review of the Care Plans for fifteen (15)

. sefected residants 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

| problemn of risk for scabies exposure; stated

| goatls 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. Interventions included specific
treatment orders, contact isoiation, clganing of
resident rooms and belongings, monitoring of

 skin, monitoring for side effects of the medication,
comfort measures including PRN (as neeaded)
medications for itching and dry skin, and i

' notification of the Physician as indicated by

| fesident assessments and response to treatment. |

15. Interview with the DCO, on 02/05/15 at 2:45 |
PM, revealed ali staff were offered the option to
' receive treatment for scabies. She stated the _
| DON was tracking those employees who did i
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F 280 Continued From page 68
accept treaiment. Continued interview with the
DCO revealed questionnaires ware distributed to
all staff on 02/03/15 to determing if staf with
symptoms had been ireated and if treatment was
effective,

'Review of the log maintained by the DON
revealed fifty-one (51) employees accepted
freatment.

Review of the completed questionnaires revealed

 fifty-one (51) had been returned as of 02/03/15.
Three (3} additionat 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 pasi sixty
{60) days, whether traatment had been acceptad
and if it was effective, whether staff required

, repeat treatment or now desired to aceapt
treatment for the first time, and whether staff
needed additional education related to scabizs,

Interview with the DON, on 02/06/15 at 1:50 PM,
revealed she had provided the Elimite cream to

every staff member who requested it. She stated i
' staff were educated on the symptoms of scabiss |
and offered treatment during the training process. |
Continued interview revealed the questionnaires |
were designed to ensure the treatment was :
effective for those staff who acceptedit, andto |
determine if there were other staff experiencing |
symptoms or desiring treatment. t
i
!
i
i
|

Interviews with Housekeeping Staff #13 on
01/29/15 at 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 an
D1/29/15 at 2:19 PM, SRNA #1 on 01/29/15 at
3:50 PM, SRNA #7 on 01/29/15 at 4:25 PM,
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SRNA#8 on 01/29/15 at 4:37 PM, Housekeeping |
Supervisor on 01/29/15 at 447 PM, RN #1 on
G1/30/15 at 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 #9 on 01/31/15
at4:00 PM, LPN #1 on 02/04/15 at 2:10 PM,
SRNA #4 on 02/05/15 at 4:38 PM, LPN #6 on
02/05/14 at 5:00 PM, SRNA#15 on 02105115 at
6.04 PM, Rehabilitation Staff #18 on 02/06/15 at
1:45 P, Dietary Staff #26 on 02/06/15 st 2:60
PM and Rehabilitation Staff #17 on 02/05/15 at
3:05 PM, revealed all had been offered treatment

. with Elimite cream for scabies, for symptoms of a
rashfilching or prophylactically. All 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 his/her
roommate who was not sampled, were to receive
scabies treatment, including the Elimite cream to
' be applied an day 1 and repeated in one (&b
i week, and Stromectal tablets to be administerad
onday 1, 2, 8, 9 and 15. In additon, the
 residents were to be placed on contact isofation
| precautions.

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

Interviews with Housekeeping Staff #11 on
1C/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 ont 01/30115 at 3:55 PM revealed Resident
#13 and his/her roommate wera in contact
isolation, their room had been cleaned and
 disinfected and personal clothing, bed finens and
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privacy curtains had been bagged for laundering

17. Review of training records revealed the DON
provided education to all licensed nursing staff f
related {o completing a head-to-foe skin |
assessment on 01/28/15. Review of the training

| outline revealed topics covered included how and
when skin assessments ware to be completed,
documentation of findings, and required
notifications to famity and Physician. Continued
review revesled a question and answer session
was provided and additional individual training
was offered fo alf nursing staff.

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 #6 on 02/05/14 at
5:00 PM, revealed they had atiended an inservice
with the DON on 01/28/15 related to gccurately
performing a resident skin assessment.
Continued interviews revealed the licensed staff
were eble to verbalize when skin assessments
were to be completed, how to document their
findings, and when and io whom notifications
regarding the skin assessments were o be
made.

Interview with the DON, on 02/06/15 at 1:50 PM, |
revealed 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
re-aducation. i

18. Review of training records revealed the :
Administrator and the DON initiated training for all
staff related to scables. Educational handouis
included the "Scabies Fact Sheet” and the
‘Guidelines for Scabies”. Review of these
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documents revealed they were comprehengive in
describing symptoms, treatment and monitoring
for response, in addition, information mncluded
the acczpted process for handling laundry and
cleaning and disinfection of rooms. Emphasis
was on preventing spread of tha infestation in an
institutional setting.

Review of sign-in sheets ravealed eighty (80) of
eighty (80) staff received the educafion by
02/04/15. Three (3) staff were on lsave and warg
required to complete 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 tracking the staff members on leave to
ensure they were in-serviced prior o returning to
work. Further interview revealed the facility had
used Agency staff on occasion and notification
was sent lo 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 staif worked prior to being
frained. She stated no Agency staff had worked
since the education was initiated.

Continued interview with the DCO revealed the
facility developed written Post-Tests to be
administered to ensure staff retention of
knowledge gained during the in-services. She
stated staff were required to score 100% on the
tests, Re-education was to be provided
on-the-spot until the employee demonstrated
100% knowledge of the questions, Furiher
Interview revealed thirty (30} tests were to be
administered weekly for the next six (6) weeks, |
and then monthly for six (6) months. The DCO

| stated the intent was to reach every staff member |
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more than orce fo ensure continued knowladga
relention.

Review of compieted post-lests ravealed ten (10)
tests were administered on 02/04/15, seventeen
{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 staif that began the

Agency survey completed the written post-tests
with a score of 100%.

Review of the "Pre-Hire Paperwork - Doctment
Guide" revealed scabies education was Included
in the list of required documents,

Interviews with Housekeeping Staff #13 on
01/29/15 at 1:34 PM, Housekeeping Staif #14 on
01/29/15 at 1:56 PM, SRNA#23 on 01/29/15 at
2:04 PM, Laundry Staif #12 on 01/29/15 at 2:07
PM, Housekeeping Staff #11 on 01/29/15 at 2;19
PM, SRNA#1 on G1/28/15 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 01/28/15 at 4:35 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 3:55 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 D2/04/15 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
PM, Dietary Worker #26 on 02/06/15 at 2:00 PM,
Rehabilitation Staff #17 on 02/06/15 at 3:05 PM,

revealed all had received training related to
scabies. Allinterviewed stated they had received
the "Scabies Fact Sheel” and "Scabies

ofientation process during the course of the State

and Laundry Worker #25 on 02/06/15 at 6:20 PM,
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Guidelines” during the in-services. Al wera able
to answer specific questions related to their role i
in managing an outbreak of scabies and their |
specific duties refated to the facility's current !
action pian. In addition, specific questions from
the written post-test were included in the
interviews, with all those interviewed abie to
respond correcily.

revealed the DCO educated the DON related to
infaction contrel, with emphasis an maintaining
surveillance logs, tracking the data and trending
for any possible outbreak. Included in the training
was a review of two {2) new monitoring tools, the
"Scabies/Rash Tracking Log” and the "Skin
Inspection Log". In addition, the facility's policy
titled "Surveillance for Infections”, dated
Decamber 2012, was reviewed.

|
19. Review of in-service records, dated 01/30/15, ,
]
|
!
i
i
}

Interview with the DON, on 02/06/45 at 1:50 PM,
revealed she was respansibie for infection contro! |
surveilfance in the facility. She stated the :
education, including the new tracking logs, gave
her tools going forward to carrectly identify
potential concerns. She explained every resident
in the building was currently being tracked |
because all had received treatment for scabies: ;
however, in the future all new rashes or other skin -
Issues could be Iracked by using the forms.
Continued interview revealed she also utifized a
facility "map” and color-coded entries to identify
any clusters of concemn.

Interview 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 multipie
residents wouid not be missed as a potential i
outbreak in the future. She stated once the !
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current issues were resolved, rashes would ‘
continue o be fracked in order to identify or
exclude an infection-control concern.

Review of the "Scabies/Rash Tracking Log" and
the "Skin Inspection Log" revealed rashes were
tracked by resident name and room number, dats
rash identifiad, treatment initiation and completion
date and resolution of the rash. Review of the
"Skin Inspection Log" reveaied each resident was
tracked, based cn 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 compiiant in foltowing through
on identified skin concerns.

20. Review of in-service records revealad the
DCO provided education to the MDS coordinator
on (1730715 related to the Care Plan. Emphasis
was on ensuring the Care Pian addressed

specific problems, goals, interventions and :
ongoing monitoring. !

Interview with the MDS Coordinator, on 02/05/15 '
i at 6:45 PM, revealed she had received training |
from the DCO related to required components of '
the Care Plan, including stating of the problem, |
goals and specific interventions, including ;
i

i

i

t

interventions related to continued monitoring.

. She stated she developed a Care Plan for avery

 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
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

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

Plans after the training.

21. Revisw of documented skin assessments
revezled all residents were assessed twice
waakly for any skin issues, including new or
ongoing rashes, beginning 01/31/15. The
findings of these assessments were entered on
' the "Skin Inspection Log" and reviewad daily by

e.g. notification of the Physician and initiation of
' treatments as ordered,

' daily with the Administrator, to ensure ongoing
compliance by the nursing staff related to
docurmenting skin assessment findings and
Physician notification when indicated with

. initiation of treatments as ordered. She stated
any cancerns identified upon review of the logs

| would result in immediate re-education of the

| staff responsible.

22. Review of the "“QAP! Business Action Plan"

attanded by the Administrator, the DON, the
Regionz| Vice President, the DCO and the
Medical Director. Continued review revealed
discussion regarding the Immediate Jeopardy
(1), with an outline of each faderal tag. The

all actions already taken by the facility and those

including all necessary companents on the Care |

the DON for appropriata response to the findings, |

Interview with the DON, on 02/06/15 at 1:50 PM_
revealed she reviewed the "Skin Inspection Logs" |

revealed a QA meeting was held on 01/31/15 and

stated goal was to achieve compliance related to
failures which contributed to the 1J. An outline of

which were ongoing, and who was responsible for ;
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