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A facility must immediately inform the resident;
consult with the resident's physician; and if
known, 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
intervention; 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 to alter treatment
significantly {i.e., a need fo discontinue an
existing form of treatment dus fo adverse
consequenceas, or to commence a new form of
treatment); or a decision to fransfer or discharge
the resident from the facility as specifiad in
§483.12(a).

The facility must alse 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
resident rights under Federal or State law or
regulations 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
legal representative or interested family member.

This REQUIREMENT s not met as evidenced
by.

Based on record review and staff Interviews the
facility failed to nofify the resident ' s Responsible
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Any deficlency statement anding wi‘tgu!n asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See Instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the dale these documents are made avallable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program patticipation.
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Party/legal Representative of the diagnosis of
scabies and a need to begin a new treatment for
the confirmed case of scabies. This was evident
for 2 of 3 residents (Res. #2 & Res. #3) whose
records were reviewed. Findings include:
1. Resident #2 had Physician ' s orders dated
91712 and 10/3/12 for Permethrin 5% Cream,
apply per manufacturers instructions for . .
treatment of scabies. The resident also had The Responsible Parties for
Physician ' s orders dated 10/25/12 for lvermectin residents #2 and 3 have been
an oral medication, 0.2 miligrams per kilogram of notified of the change of
body weight times 1 and repeat in 10 days. . &

condition and new orders
Review of the September and October related their out breaks of
Medication Administration Records indicated the bi
resident received the Permetihrin 5% Cream on scabies.
9/17/12. The Ivermectin was given on 10/28/12.

Current residents are at risk
A staff interview with the Assistant Director of for this deficient practice.
Nurses (ADON) was conducted on 11/19/12 at )
10:40 AM. When asked if the facility could show Current resident charts have
verification that the resident ’ s Responsible been reviewed with a look
Party/Legal Representative was contacted about
the treatments, the Nurse stated, " | know we back of one month to ensure
had a call list, but we cannot find it, and ! cannot that all residents’ responsible
find it in the nurses notes. * parties have been notified of
The Nurses notes were reviewed from any changes of condition
9171 2(the initial date of the outbreak and first and/or new orders.
freatment with Permethrin 5% Cream) through
10/28/12 (the date Ivermectin fthe oral medication
was started). There was no documentation found
in the Nurses notes or the resident ' s medieal
record for Resident #2 to indicate the
Responsible Party/lLegal Representative was
notified of the scabies outbreak, and the new
treatments for the condition.
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A family interview was conducted with the
resident ' s Responsible Party/Legal
Representative on 11/19/12 at 3:15 PM regarding
whether the facility notified the family member
about the scabies diagnosis and treatments for
the resident * s condition. The family member
indicated, " | wasn't told anything. No one called
and no one tofd me my mother had it."

2. Resident #3 had Physician * s orders dated
9M7M2 and 10/3/12 for treatment of scabies with
Pemethrin 5% cream - apply per manufacturers
instruction. The resident also had Physician's
orders dated 10/25/12 for Ivermectin (an oral
medication) 0.2 milligrams per kilogram of body
weight times 1 and repeat in 10 days.

Review of the Medication Administration Record
for September and October 2012 indicated the
resident received Permethrin 5% Cream as
ordered on §/17/12, and 10/3/12,

The documentation also indicated the resident
received fvermectin 0.2 milligrams per kilogram
of hody weight on 10/29/12.

The Nurses notes wers reviewed from
9/17/12(the initial date of the outbreak) through
10/29/12 (the date Ilvermectin was given). There
was no documentation found in the Nurses notes
or the resident ' s medical record to indicate the
Responsible Party/Legal Representative was
notified of the scahies ocutbreak and the new
treatment for the resident's condition.

A family Interview with the resident ' s
Responsible Party/Legal Representative was
conducted on 11/19/12 at 3:30 PM regarding
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Current licensed nurses have
heen re educated as to the
policy and procedure for
resident change of condition
and requirement to notify
responsible party. The
Director of Clinical Services
or designee will review the
new incidents and new
orders, and the 24 hour
report during morning
meetings and document on a
monitering tool that the
documentation of the
notification of the residents’
responsible party is present
daily x 4 weeks, 3x a weekx 2
months, and then monthly x
9 months.
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whether the facility notified the family member
about the scables diagnosis and treatment for the
resident ' s condition, The family member
indicated, " No one told me she had scabies.”

A staff interview with the facility Administrator, the
Director of Nurses, and the Nurse Consultant
was conducted on 11/19/12 at 4;00 PM. When
asked what the expectation was for notifying the
Responsible Pary/Legal Representative of the
residents ' condifion and treatments, the staff
indicated they knew it was important to call the
Responsible Parly/Legal Representative, but
could not verify whether this had been done due
to lack of documentation for Resident #2 and
Resident #3.

The Director of Clinical
Services will report the
findings of the monitoring to
the Quality
Assessment/Performance
Improvement committee
monthly x12 months. The
committee will review the
findings to identify trending
that indicates the need for
further re education.

————

Allegation of Compliance
date will be set at
12/12/2012
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