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F 000 INITIAL COMMENTS

An abbreviated survey (KY #15743) was
conducled on 03/14/11 through 03/15/11,
Regulatory violations were identified.
281 483 .20(k)(3)(1) SERVICES PROVIDED MEET
§s=p PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

During an abbreviated survey, based on interview
and record reviews, it was determined the facility
failed to provide services that met professional
standards of quality for one resident (#2), In the
selected sample of three. After a confirmed
diagnosis of Scabies for Resident #2, on
08/20/10, the facility staff failed to administer a
repeal dose of Ehmite Cream (scabicide), per the
physician's order,

Findings include:

A review of lhe "Clinical Record Face Shest”,

/ dated 03/15/11, revealed Resident #2 was
admitted on 04/08/04, wilh a readmission dale of
05/01/09. The quarterly Minimum Data Sel
(MDS), dated 12/23/10, revealed the facility
identified Resident #2 to be moderalely
cognilively impaired.

A review of the "Resident Progress Noles", dated

08/30/10, revealed a positive skin scraping for

Scabies. A review of the "Physician’s Telephone

Orders”, dated 08/30/10, revealed Elimite Cream

was ordered with a repeat dose to be

administered in one-week. Further review of the
= -

F 000
s Plan of Correction is the center's eredible
allegation of complianee.

Preparation andfor execution of this plan of correciion
does not constitute admission or agrécment by the

F 281 provider of the truth of the fucts alteged or conclisions
setforth in the statement of deficiencies. The plan af
cerrection is prepared andior execued solely because
itis required by the provisions of federal and state faw

F281 .

A skin assessment completed on Resident #2464+
on 3-18-11 by a hcensed nurse revealed no 4//7 v/
signs or symploms ol scabies. The primary 6 - Cd)
physician was notified on 3-15-11 by a Cm- 0L d
heensed nurse related to the missed dose of ,9://5 9
Elimite Cream.  The licensed nurse @07.-/5/‘0. »
responsible for missed dose of Elimite
Cream s no longer employed at the facility.

=

The March TARS of all residents will be
audited by the DNS, ADNS, SDC and/or
Unit Managers by 4/1/11 to validate all
treatments have been implemented as
. ordered. Corrective action will be taken as
I needed.

All nursing licensed stalT will be inserviced
by the DNS, ADNS, SDC, Unit Managers
and/or Weekend Supervisor on 4-1-11 and
continuing until 4/5/11 on implementing and
documenting treatments as ordered
Inservicing will include the need 1o
document on the 24-Hour Report any
follow-up required by the attending MD,

Mv’ DIRE R'S} PROVIDERISUPELIER REPRESENTATIVE'S SIGNATURE TITLE (XFYDATE
-
’
: Lxevdin Dl g ¢, .r/u
II i

7/
Ay derzWate wﬁwmg willh an aslensk (*) denates a deficiency which the instilution may be excused from carrecling providing it is delermined thal
her safequags pbvile sufficisdf protection to the palients (See instruclions.) Except for nursing homes, the findings stated above are disclosable 90 days

2 als

n‘ﬁfd@ing the d4

usverywhether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days follawing the date these documents are mads avalable lo the faciity. Ifdeficiencies are cited, an approved plan ol correction is requisite 1o conlinued

program parthicipation
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5= SPREAD, LINENS

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
lo help prevent the development and transmission
of disease and infection.

(a) Infection Control Program

The facility musl establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as isolalion,
should be applied lo an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infeclions
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"Treatment Record”, dated 09/10, revealed the Fhis Plun of Correction is the center’s credible
repeat dose of Elimite Cream was due on allegation of compluance
09"0'7".10- with no indication the dose had been Preparation andfor execution of this plan of cérrection
administered. dues not constinte admission or agreement by the
provider of the truth of the facts alteged or conclisions
A review of the "Resident Progress Notes”, daled sel forth in the statement of deficiencies  lhe plan of
09/16/10, revealed the "on call" physician was :{"f"::”{'j}”' ! ‘!';’11 "';’;’”‘;""'u'i’:‘iﬁ(’)”’;\‘:}'}‘“?‘d ‘;-‘-'t'{;‘ ';r’fl"m;:’
. p ¥ e cd by [ne A L ederal and state faw
nolified of the missed dose. The facilily had also . ! )
identified a red rash on the resident's left o ; ; ,
x ; " Any nursing stalf not inserviced by 4/6/1 |
abdomen. The progress note revealed the "on i1l et be-allowsd 6 wirk unil insedie i
call” physician stated to nolify the primary Wi nlo cT aHoWes-10 Work unitl mservices
physician the next morning. There was no Complstey,
evidence in the resident's medical record hat the . i —— .
primary physician was nolified the following Beginning 4/1711 the DNS, AI)NS" SDC ’
morning. UM and’or Weekend Supervisor will audit
all current resident TARs daily to validate
An interview with the Director of Nursing (DON), treatments implemented as ordered for one
on 03/15/11 at 4:05 PM, revealed there was no manth, then weekly for 2 months or until i+
evidence the repeat dose of Elimite Cream had corrected. Results of the audits will be ,«/7 )
been administered, She revealed lhe nurse reported by the DNS (o the Performance e
should have completed a medication error report Improvement Committee (PIC) consisting of /{65/%@
F 441 483 65 INFECTION CONTROL, PREVENT F 441 the Executive Direclor, DNS, ADNS, €m-—-0I1¢

Medical Director, Social Services Directors ¢ ‘//""7/’/
and Registered Dietician.

I 441

Residents #4, 6, 7 no longer reside in the
facility.

All current residents, including residents #1,
2,5, 9, 10 and were assessed by a licensed
nurse between 3/25/11 and 3/31/11 wath no
residents exhibiting signs or symptoms of
scabies.
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(b) Preventing Spread of Infection

(1) When the Infection Control Program
delermines that a resident needs 1solation lo
prevent the spread of infection, the facility must
isolale the resident.

(2) The facihty must prohibil employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident conlact for which
hand washing is indicated by accepted
professional practice.

(c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection

This REQUIREMENT is not met as evidenced
by:
During an abbreviated survey, based on

/ interviews and record reviews, il was delermined
the facility failed to implement an Infection Control
Program which assured investigation, control, and
prevention of the spread of infestation of Scabies
in the facility for two residents (#1 & #2), in the
selecled sample of three, and for six residents
(4, #5, #6, #7, #9 and #10) nol in the selected
sample. The facility identified Residents #1 and
#2 as having a confirmed diagnosis of Scabies,
and Residents #4, #5, #6, #7. 9 and #10 with
symploms consistent with Scabies. After a
confirmed diagnosis of Scabies was identified on
08/30/10 and again on 09/14/10, the facility failed
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This Plan of Correciion is the center credible
altegation of complumnce

Preparation andor execution ef this plen of correction
does not constitte admission or agreement by the
provider of the truth of the fucrs affeged or conclusions
set forth in the statement of deficiencics. The plan af
carrection is prepared andior executed solely because
sis reguared by the provisions of federal and siare lany

The Infection Control Nurse (ICN) was

inserviced by the ADNS on 3-31-] | on the

10731706 “Scabies” Procedure, 10/31/06

“Disease Specific Information — Scabies™

tool and 10/31/09 R “Infection Control and

Prevention Program” policy., When a

resident is determined to have signs or

symptoms ol scabies the atlending physician e
will be notified and treatment implemented 5//‘7///
as ordered. Condition change forms and /{/é .Y
physician orders will be audited daily by the y
DNS, ADNS, SDC, UM and/or Weekend
Supervisor to itiate the “Scabies o '7/0///{
Procedure” as needed. When a suspected or € o“»ir
conlirmed case of scabies is reported a

licensed nurse will complete a skin

assessment on all current residents on that /
hall on which the resident resides. Any

residents or staff at risk will be

simultancously treated as ordered within the

same 24 hour period. All nursing employees

on that unit and all other employees with

close resident contact will be interviewed

and/or assessed to determine the need tor

treatment as dirceted by the Advanced

Practice RN or Medical Director, preferably

within the same 24 hour time span. Stall

Cm-0Z14

~

|
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to investigate, control, and prevent the further
spread of Scabies. Three facilily staff were
provided treatment for symptoms of Scabies, and
were permitted 10 return to work prior to
treatment

Findings include:

A review of the policy “Infection Control and
Prevention Program”, dated 10/31/09, revealed
the program was designed to idenlify and reduce
the risk of acquinng and spreading infaction, and
maintained to provide a safe, sanilary and
comfortable environment. The policy revealed
records of incidents and corrective actions,
relaled lo infeclions, were included as a
component of the infection conlrol program

A review of the policy "Scabies”, dated 10/31/06,
revealed early detection of Scabies would
minimize the risk of resident infestation.
Treatment included an evaluation of resident
contacls, which included all residents on the
involved wing, all nursing employees, and all
olher empioyees with close resident contact,

Areview of the "Disease Specific
Information-Scabies”, dated 10/31/06, revealed
successful treatment of Scabies required
simullaneous lreatmenl of others at risk. Scabies
+ could be transmitted 1o a healthcare worker, most
frequently to those who provided care for
residents undiagnosed with Scabies. Effeclive
trealment must be carefully coordinated, and
everyone should be treated within the same
24-hour period to prevent a "ping pong"
infestation. Residents with symptoms of Scabies
should be treated. The specific information
revealed, as with all communicable disease,
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Ihis Plan of Correction is the center's eredible
allegation of compliunce

Preparation and/or execution of this plan of correction
daes not constine admission or agreement by the
provider of the truth of the facts alleged or conclusions
sef furdh i the statement of deficiencies The plan of
corvecton t5 prepuared andior executed solely because
itis required by the provisions of federal and state faw

members needing treatment will be relieved
of duty and not be allowed to return to work
until the day following treatment with
scabicide.  Fanuly members with affected
resident contact will be informed to notify
their physician or local public health
department as neceded.

e
All nursing stall will be inserviced by the '#/7///
AC-~ U

DNS, ADNS, UM and/or Weekend
Supervisor beginning on 4/1/1 1 and

continuing through 4/5/11 on infection Cm- 0Z G
control practices including scabies and o f/ﬁ"]///
disposal of contaminated or dirty gloves. Pr_;/",-,(}'

Any nursing staff not inserviced by 4-6-1 |
will not be allowed to work until inservice is
completed. The Housekeeping Department,
including laundry, will be inserviced by the
Housekeeping Supervisor, Therapy
Department will be inserviced by the Rehab
Manager by 4/5/11. Activities Department
will be inserviced by the SDC by 4/5/11

The UM and WS will conduct direct
observations of staff utilizing gloves three
times per week per unit to validate that
contaminated or dirty gloves are not used.

]

¥
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surveillance was an important element in the
control of Scabies. Early detection amoeng
residents and healthcare workers was the key to
rapid control. Healthcare workers infesled or
exposed to Scabies need to be lreated, wilh
return to work as directed after treatment.

1. A review of the "Clinical Record Face Sheet"
revealed Resident #10 was admitled (o the facility
on 05/01/09, with a readmission date of 10/05/09.
Treatment for Scabies was ordered on three
separale cccasions.

A review of the "Physician Telephone Orders",
dated 01/31/10, and "Treatment Record", dated
01710, revealed an order to prophylactically treat
the resident with a scabicide due to a polential
exposure to Scabies. There was no
documentation on the treatment record that
indicated the medication was administered

A review of lhe "Resident Progress Notes" and
"Physician Telephone Orders”, dated 05/10/10,
and the "Treatment Record”, dated 05/10,
revealed the resident was treated with Elimite
Cream (scabicide) as ordered, on 05/10/10, for
symploms consistent with Scabies. The order
specified to repeat the treatment In one week.
Scabies Precautions were ordered with isolation
to occur for one week. There was no
documentation on the treatment record that
indicated the treatment was repeated on
05/17/10, per the order

A review of the "Physician's Orders"”, dated
08/30/10, and the "Treatment Record”, dated
08/10 and 09/10, revealed Scabies Precautions
were ordered with recurrent treatment, as
directed. Elimite Cream was administered on

thes Plan of Correction 1 the center's credible
allegation of compliance

Preparation andior execution of this plan of correction
does not constitute admis ston or agreement by the
provider of the truth of the fucts alleged or conclusions
setforth in the statement of deficienctes. [he plan of
CORTECHon Is prepared andior executed selely becawse
itas required by the provisions of federal and state Ly

The Infection Control Nurse will report
suspected or conlirmed cases of scabies to
the PIC consisting of the Executive Director,
DNS, ADNS, Medical Director, Social
Services Direclors and Registered Dietician
ona montlily basis. The suspected or +6H-
conflirmed cases will be tracked and trended, ,«//,7///
according to policy, to dentily risk of - Oy
infection and potential spread ol infection. /) 7

sults voi o thrae CA1— O
Results will be monitored monthly for three

o4/

months and as needed therafter, / "”’V//
€ R: /50077
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08/30710, with a repeat dose on 69/07/10, per the
physician's order.

2. A review of the "Clinical Record Face Sheet”
revealed Resident #3 was admitled to the facility
on 03/15/07, with a readmission dale of 12/26/07.

A review of the "Physician's Progress Notes",
dated 06/17/10, revealsed Resident #9 exhibited
excorialed areas on his/her chest and upper
extremities that were not clinically incicative of
Scabies, but symploms were "much more
suggestive of Scabies”, on 07/06/10.

A review of the “Physician Tetephone Orders®,
dated 07/06/10, and the "Trealmen! Record”,
daled 07/10, revealed an order for Scables
Precautions with Ellmite Cream to be
administered, as direcled. A repeat dose was
ordered in one week, The resident received
treatment on 07/07/0, with a repeal dose on
07414110,

3. A review of the "Clinical Record Face Sheet"
revealed Resident #2 was admitted 1o the facility
on 04/08/04, with a readimission date of 05/01/09.
The quarterly MDS, dated 12/23/10, revealdd the
resident to be soverely cognitively impaired.

A review of the "Resident Progress Notes” and
the "Physician Telephone Orders”, dated
08/3010. revealed a confirmed diagnosis of
Scabies for Resident #2. Orders were written for
Elimite Cream as directed, with a repeal dose in
oneg week.

A review of the "Trealment Record”, dated 08/10
and 09M0. revealed the resident was treated on
08/31/10; however, the repeat dose was not

F 441
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docurnented,

4. A review of the "Clinical Record Face Sheet”
revealed Resident #1 was admitted {o the factlity
or: 05/10/10, with a readmission dale of 07/23/10.
A review of the annual MDS, dated 03/09/11,
revealed the resident to be mederately cognitively
impaired. The resident was treated for Scabigs on
two occasions.

A review of the “Physician's Progress Noles®,
dated 09/14/10, revealed Resident #1 exhibited
symptoms consistent with Scabies.

A review of the "Physician Telephone Orders”,
dated 09/14/10, and the "Treatment Record",
dated 09/10. revealed orders for Scabies
precautions were recejved for Resident w1,
Treatment included Efimite Cream as directed,
with a repeat dose in one week, The fesident
receved the lreatment on 09/15/10, with a repeat
dose on 09/2210,

A review of the "Physician Telephone Orders”,
dated 01/18/11, and “Physician's Progress
Notes”, dated 01/19/11, revealad Resident #1
exhibiled a recurrence of symploms consistani
with Scabies. Permethrin five percent (5%)
Cream {to lreat Scabies) was orderad, with a
repeat dose in one week.

A review of the "Treatment Record”, dated 01/11,
revealed the treatmen] was administered on
01/18/11, with a repeat dose on 01/25M11.

An interview with the Director of Nursing {DON3,
on 03/14/11, revealed Resident 1 had a
confirmed diagnosis of Scabies on 09714410,
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5. A review of the “Clinical Record Face Sheet"
revealed Resident #4 was admitted 1o the {acility

The resident was treated for Scabies on two
accasions.

A review of the "Resident Progress Notes”, dated
9127110, revealed Resident #4 exhibiled
symptoms consisten! with Scabies.

A review of the "Treatment Record”, dated 09/10,
reveated the resident received treatment on
09/28/10 with Elimite Cream, as directed

A review of the "Resident Progress Notes", dated
12/25/10, reveated the resident exhibited
symploms consistent with Scabies.

A review of the "Physician Telephone Orders”,
dated 12/29/10, revealed orders for Scables
Precaulions and Elimile Cream, as directed.

6 Areview of the "Glinical Record Face Sheel”
revealed Resident #5 was admilted to the facility
on Q4/09/10.

A review of the "Physician's Prog/ess Notes” and
the "Physician Telephone Orders”, daled
10128110, reveated the resident exhibited
symploms consislent with Scables. Qrders were
written for Scabies precautions and Elimite
Cream, as directed.

A review of the "Trealment Record”, dated 10410,
revealed the lreatment was completed on
130410

7. Areview of the "Clinical Record Face Sheet”
revealed Resident #7 was admitted to the faclity

on 07/06/09, with a readmission date of 10/13/08.

£ 441

FORM CMS-2367{02-98) Plevicus Versions Chsolely Event i3 FYDOQ11

Faaidity 1) 160410

¥ centinuation sheet Page 8§ of 12




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

PRINTED: 03/29/2011

FORM APPROVED

OMB NO, 0938-6351

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER COMPLETED
A BUILDING
- C
B WING e s
185089 03/15/2011
NAME OF PROVIDER OR SUPPLIER STREET ADORESS. CITY, STATE, ZIP CODE
550 HIGH 8T.
ROSEWOOD HEALTH CARE CENTER
BOWLING GREEN, KY 42104
(%4} 1D SUMMARY STATEMENT OF DEFICIENGIES n PROVIDER'S PLAN OF CORRECTION x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG REGULATCRY OR LSC IDENTIFYING INFORMATION} TAG : CROSS-REFERENCED YO THE APPROPRIATE DATE
GEFICIENCY)
F 441 Continued From page 8 Fa41

on 06/29/10, with a readmission date of 83/15/1 1.

A review of the "Physician's Progress Noles”,
dated 10/28/10, revealed the resident exhibited
symptoms consistent with Scabies.

A review of the "Treatment Record”, dated 10/10
and 1310, revealed lhe resident was lrealed with
Elimite Cream, as directed on 10/26110, with a
repeat dose on 1102/10).

: 8. A raview of the "Clinical Record Face Sheet”

revealed Resident #5 was admitied 1o the facility
on 06/17/10.

A review of the "Residenl Progress Notes” and
“FPhysician Telephone Orders”, dated 03/07/1 1,
revealed the resident exhibited symptoms
consistent with Scabies. Scabies precautions
were ordered. Treatment included Elimite Gream,
as directed with a repeal dose in one week.

A review of the "Treatment Record”, dated 03/11,
revealed trealment was completed on 03/09/11.
A repeal treatment was due on 03/16/11.

An interview with the Infection Controt Nurse, on
03/15/11 al 1:25 PM, revealed there was no
documentation of an investigation related io
Scables m the facility. After a confirmed diagnosis
of Scabies. on 08/30M0, residents and staff were
nol assessed for symptoms of Scabies. The
aides were to report symploms noticed, during
resident care, {o the nurse on the unit. Staff
members were lo reporl any symptoms they have
to the Nurse Praclitoner. She reveated there was
no way to determine the source of Scabies, other
than interviewing; however, she could not provids
evidence of any interviews with staff or residents,
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Further interview revealed she was in the facility

oulside the facility. Staff could call her if she was
: not in the facility. She revealed Ihe Nurse
" Practitioner should inform staff to go home when
. symplems of Scables were preseni.

An inlerview with the Dermatologist, on 0311514
at 1:50 PM, revealed a negative skin scraping
meahs a "mile" was not scraped. A person can
have a negative scraping, but stifl have Scabies,
He ravealed the residents were treated by clinical
indication of Scabies.

An interview with State Registered Nurse Aide
(SRNA) #4, on 03/14/11 at 12:20 PM, revealed
the Nurse Practitioner ordered Scabies treatment

- for her in 02/11, as a precaution due 1o “bumps”
on her shoulder and on the back of her knees,
She did not have a skin scraping to confirm the
diagnosis. She revealed the facility allowed her to
continue to work in direct resident care pricr to
reatment.

An interview with Certified Nurse Aide (CNA) #1,
on 03/14/11 al 1:10 PM, revealed she went 1o the
Nurse Praclitioner _becfﬂuse of "marks on her
stomach, feel, hands, and chest. The "marks®
were iiching. Trealment was ordered for Scabies
She did not have a skin scraping to confirm the
diagnosis, but stated “My husband did.” She
revealed the faciity infermed her to complete the
treatment belore she returned to work, but was
allowed to compete her current shift of direct
resident care prior to treatment,

An fnlerview with SRNA #5, on 03/14/11 at 3.50

his knees, legs, wrsts, and elbows that itched

every other week due to providing staff orientation

PM, revealed, in 10/10, he had "red spots" behind
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"worse at night," He did not receive 4 skin
scraping to confirm the diagnosis, but Scabies
treatment was ordered from the Nurse
Practtioner. He revealed the facility allowed him
to stay and complete tis shift

An interview with Lhe Nurse Practitioner, on
03/15/11 at 1:05 PM, revealed the facitity

provided treatment to staff which exhibited ,
symptoms of Scabies as a couresy. She

revealed there was no documentation of the

findings. The staff she examined had isolated

"bumps”, and she was not able io determine if it

was 3cabies. She revealed the slaff should have

reported to the Infection Contro! Murse to let her

know they received a prescription, as the

Infestion Control Nurse was responsible to send

staff home.

Additionally, an observation, prior 1o a skin
assessment of Resident #1, on 03/15/11 al 9:50

AM. revealed State Registered Nurse Awde

{SRNA) #10 reached into a box of latex gloves in

the rasident's room and dropped a few gloves on

the floor. She picked the gloves up from the floor

and placed them back in the box. ’ /‘

An interview with SRNA #10, on 03715/1 1 at
10:20 AM, reveated she did not mean to put the
contaminated gloves back 1n the box, She stated
Y don't know what happened.”

Ant interview with the Director of Nursing {DON),
on 03/15/11 at 4:05 PM, revealed she considered
the positive skin SCrapings as an indicator, and
the results were placed on the monthly controt
sheels. There were only two positive tests in the
faciiity, and she trusled the diagnostic tesling.
She reveaied there was no reason lo "frack” the
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residerts with symptoms of Scabies, because
there was no confirmed diagnosis. Further
interview revealed any staff should ba sent home
when ordered treatment for symploms of

Scabies. Additionally, she stated gloves should be
thrown away if they were dropped on the floor.
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