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Based on interviews and record reviews, the facility failed to ensure one of five sampled residents (Resident 
1) reviewed for falls, who was identified at risk for falls, and assessed as dependent for bed mobility with the 
use of a mechanical lift (a sling placed under or around the resident to lift or transfer a resident using a 
mechanical equipment), received adequate assistance to prevent accidents while laying on a low air loss 
mattress (LAL; a special type of mattress) for alternation therapy (also called alternating pressure therapy on 
a LAL mattress that involves a system that inflate [increase in size when filled with air] and deflate [decrease 
in size when filled with air] in cycles, redistributing pressure across the patient's body), by failing to: 1. 
Ensure Certified Nurse Assistant (CNA) 1 implement Resident 1's care plan to utilize the mechanical lift 
during bed mobility when CNA 1 repositioned Resident 1 in bed on 7/21/2025, during the nightshift (11 PM to 
7 AM). 2. Ensure CNA 1 asked for staff assistance to ensure at least two people assisted Resident 1 during 
turning/repositioning and activities of daily living (ADL - self care tasks of everyday life) care in bed on 
7/21/2025, as indicated in Resident 1's transfer assessment titled Resident 1's Lift Transfer Reposition. 3. 
Ensure CNA 1 delay repositioning until the LAL mattress was firm and stable to reposition Resident 1 in bed 
on 7/21/2025, when CNA 1 noticed that the alternation therapy of the resident's LAL continued to inflate and 
deflate, after Licensed Vocational Nurse (LVN) 4 reset the LAL mattress on static mode (In static mode, the 
LAL are fully inflated, creating a firm, stable surface. This is beneficial in situations where a stable surface is 
needed such as for turning and repositioning in bed), in accordance with the physician's order to place the 
resident on an LAL mattress and monitor the settings. As a result of these deficient practices, Resident 1 slid 
off from left side of the LAL mattress during turning and repositioning, causing the resident to fall to the floor 
on the left side of the bed. Resident 1 verbalized being in significant pain with 10/10 (pain level numbers, 
typically on a scale of 0 to 10, represent the subjective intensity of pain a person is experiencing, with 0 
being no pain and 10 being the worst pain imaginable) pain level at the head and both arms. Resident 1 
sustained swelling of the left arm, scrapes on the right side of the face, abrasion on the right elbow, redness, 
swelling on both sides of the abdomen. Resident 1 was transferred to the General Acute Care Hospital 
(GACH 1) on 7/21/2025 and was readmitted back on the same day (7/21/2025) with abrasions (a superficial 
wound caused by rubbing or scraping away the skin's outer layers) to the elbow and contusions (medical 
term for a bruise) on the face. Findings: During a review of Resident 1's admission Record indicated the 
facility originally admitted Resident 1 on 6/18/2021 with a diagnosis which included thrombocytopenia (your 
blood does not clot well due to low levels of cells that help to stop bleeding by clumping together), muscle 
weakness, blindness, cerebral infarction ( blockage in a blood vessel that result in a section of brain tissue 
death). During a review of Resident 1's History and Physical (H&P) dated 6/10/2024, the H&P indicated 
Resident 1 has fluctuating capacity to understand and make decisions. During a review of Resident 1's care 
plan titled The Resident has an ADL Self Care performance Deficit related to his disease process of cerebral 
edema (swelling in the brain) dated 5/9/2025, the care plan indicated interventions to include mechanical lift 
transfer, being dependent with toilet hygiene, bed mobility, and personal hygiene. During a review of 
Resident 1's Order Summary Report dated 6/3/2025, the Report indicated Resident 1 had an order for a low 
air loss mattress [LAL]: monitor settings based on residents' weight and functional level every shift. During a 
review of Resident 1's record titled Lift Transfer Reposition dated 6/11/2025, indicated Resident 1 Required 
total lift, requiring two staff members for repositioning in bed. During a review of Resident 1's Minimum Data 
Set (MDS, standardized care and screening tool), dated 7/3/2025, indicated Resident 1 was assessed to be 
cognitively impaired (a term used when a person has certain limitations in mental functioning and in skills). 
The MDS also indicated Resident 1 was assessed as being dependent (helper does all of the effort, or the 
assistance of 2 or more helpers is required for the resident to complete the activity) while rolling to left and 
right and when transferring from chair to bed. During a review of Resident 1's Progress Notes titled SBAR 
[Situation, Background, Assessment, Recommendation] Summary documented on 7/21/2025, the SBAR 
indicated Resident 1 was observed laying on the floor at 6:10 AM (7/21/2025) on his left side facing the glass 
door and verbalized having head pain. The SBAR indicated Resident 1 was assisted back to bed with the 
assistance of three nurses and provided with wound treatment. The SBAR indicated 911 Emergency 
Services (EMS - refers to the system of healthcare professionals and resources that provide immediate 
medical care to individuals in emergency situations) was called and transferred Resident to GACH 1 on 
7/21/2025. During a review of Resident 1's Interdisciplinary Care Conference dated 7/21/2025, the record 
indicated Resident 1 had a witnessed fall during ADL care. The record indicated Resident 1 was noted to 
have blood coming off of the right palm and right elbow. The record indicated Resident 1 reported having 
8/10 pain. During a review of Resident 1's Medication Administration Record for July 2025, Resident 1 
started receiving pain medication after the fall on 7/21/2025 and received Hydrocodone - Acetaminophen (a 
drug used to treat moderate to severe pain) oral tablet 5-325 milligrams (mg- unit of measurement) on the 
following dates, after the fall on 7/21/2025: 7/22/2025 at 4:59 PM - for moderate to severe pain 7/22/2025 at 
11:23 PM - for moderate to severe pain 7/23/2025 at 5:57 AM - for moderate to severe pain 7/23/2025 at 
1:59 PM - for moderate to severe pain 7/23/2025 at 9:32 PM - for moderate to severe pain 7/24/2025 at 9:42 
AM - for moderate to severe pain During a review of Resident 1's record titled, Follow- up document dated 
7/22/2025, the record indicated Resident 1 on observation had the following injuries: Swelling of the left arm 
Scrape on the right side of face Abrasion on the right elbow Redness on the right side of the abdomen 
Swelling and tenderness on both sides of the abdomen Pain to touch on the left side of the abdomen During 
a review of Resident 1's Occupation Therapy Treatment Note dated 7/23/2025, the Note indicated Resident 
1 was a fall risk, dependent and required 100% (total dependence) physical assist, two or more helpers with 
transfers. The Note further indicated Resident 1 had impaired safety awareness. During a review of GACH 1 
records dated 7/21/2025, the records indicated Resident 1 was sent back to the facility on the same day 
(7/21/2025) with abrasions (a superficial wound caused by rubbing or scraping away the skin's outer layers) 
to the elbow and contusions (medical term for a bruise) on the face. During a review of a printed document 
titled Med- Aire Edge (brand name for the LAL) Alternating Pressure and Low Air Loss Mattress replacement 
System User Manual, (undated), provided by the facility as Resident 1's manufacturer's manual for the LAL 
mattress used on 7/21/2025, the manual indicated a warning information that indicated when using the 
therapy mattress system to ensure that the patient is positioned properly within the confines of the bed. The 
manual indicated, a static button is available to discontinue alternation therapy for patient transfers, 
caregiving, comfort, or preference. The manual indicated Max firm (maximum firmness - refers to a setting 
that maximizes the inflation of the LAL, providing a firm and stable surface) is available for patient transfers 
or other patient care procedures. During an interview on 7/24/2025 at 10:30AM with Resident 1, Resident 1 
stated he felt like he was thrown out of bed by his CNA (CNA1) that night (7/21/2025). Resident 1 stated he 
landed on the floor on the left side of his body, hitting his head on an unknown object. Resident 1 was unsure 
of the exact time of the fall but believed it occurred during the night or early morning hours. Resident 1 stated 
he recalled three nurses assisted and carried him back to the bed after the fall. Resident 1 stated after the 
fall, he was in significant pain, felt very upset, and believed that he had been pushed out of the bed. During 
an interview on 7/24/2025 at 10:50 AM with CNA 2, CNA 2 stated that she had previously cared for Resident 
1. CNA 2 stated Resident 1 required two - person assistance or a mechanical lift when repositioning in bed 
or transfers. CNA 2 stated that whenever a resident is on a LAL mattress, facility staff always provides a 
two-person assist for safety during turning and repositioning in bed. During an interview on 7/24/2025 at 
10:55 AM with LVN 1, LVN 1 stated she was assigned to Resident 1 on 7/21/25 during the night shift after 
the fall occurred on 7/21/25 at around 6:30 AM. LVN 1 stated Resident 1 was laying on an LAL mattress. 
LVN 1 stated CNA 1 was assisting Resident 1 with changing clothes and briefs in bed by himself at the time 
of the fall on 7/21/2025 (6:30 AM). LVN 1 stated Resident 1 required two-person assistance while in bed 
using the LAL, because of the danger of the LAL mattress shifting during the inflation and deflation 
(alternation therapy). LVN 1 stated We were provided in-service on this (LAL mattress). During a concurrent 
interview and record review on 7/24/2025 at 11:29 AM with the Director of Nursing (DON), Resident 1's 
active care plans were reviewed from 1/2025 to 7/2025. During the review, the DON stated there was no 
care plan developed specifically for Resident 1's use of the LAL mattress and how it required two-person 
assist for safety while in bed. The DON stated it was safer that Resident 1 would have two persons assist 
when turning and repositioning while laying on the LAL mattress. During an interview on 7/24/2025 at 12:05 
PM with LVN 2, LVN 2 stated Resident 1 required a two person assist for transfers and turning/repositioning 
in bed. LVN 2 stated Resident 1 also required a mechanical lift for lifting, transfers, and two person-assist for 
safety at all times. LVN 2 stated when repositioning a resident who is laying on a LAL mattress, the facility 
practice was to use a two-person assist for resident safety. During an interview on 7/24/2025 at 12:30 PM 
with LVN 3, LVN 3 stated a two-person assist is required when repositioning all residents using LAL mattress 
to ensure the resident does not roll out of the bed and for safety. LVN 3 stated all staff were taught to always 
ask for another staff assistance when assisting residents in bed for ADLs while using the LAL mattress. 
During an interview on 7/24/2025 at 1:15 PM with the facility's [NAME] President of Operations (VP), the VP 
stated it is the facility's current standard of practice to teach all facility staff to ask for a two person assist 
when transferring or repositioning residents while LAL mattress is in use. During an interview on 7/24/2025 at 
2:30 PM with CNA 1, CNA 1 stated Resident 1 was on a low air loss (LAL) mattress, which continuously 
alternates air movement as the resident moves in bed. CNA 1 stated that if the LAL mattress is placed on 
firm [static] mode, the mattress will become firm and provide more stability for repositioning Resident 1. 
CNA1 stated that on 7/21/25 during the nightshift, CNA 1 asked an LVN for assistance in changing the 
settings/mode of Resident 1's LAL mattress, prior to repositioning Resident 1 in bed to assist in changing the 
resident's clothes and brief. CNA 1 stated while rendering care in bed, he believed Resident 1's LAL 
mattress continued to fluctuate (inflate and deflate cycles). CNA 1 stated he was unsure if the LVN actually 
changed the settings or mode of the LAL mattress because Resident 1's LAL mattress was still moving as if 
the mattress was still in alternating mode (alternation therapy) while changing Resident 1's clothes and brief 
in bed. CNA 1 stated a two-person assist is usually required when repositioning a resident using an LAL 
mattress. CNA1 stated he needed another staff assistance, but no other staff were available to help during 
that time. CNA 1 stated while repositioning and assisting Resident 1 in bed, he felt worried about performing 
the task alone by himself due to the fact that Resident 1 is heavy and totally dependent to staff for ADL care. 
CNA 1 stated prior to the Resident 1's fall, he saw the LAL mattress deflate when Resident 1 was rolled 
(repositioned) facing the left side of the bed and then at the same time the LAL mattress began to inflate on 
the right side which resulted in Resident 1 sliding off the bed, falling to the floor. CNA 1 stated he did not 
have the strength to catch Resident 1 by himself when the resident fell to the floor. CNA 1 stated Resident 1 
landed on the left side of his body and there was blood. CNA 1 could not answer why he did not use a 
mechanical lift on 7/21/2025 during Resident 1's turning and repositioning in bed. During an interview on 
7/24/2025 at 4:45 PM with LVN 4, LVN 4 stated he worked at the night of Resident 1's fall incident on 
7/21/2025. LVN 4 stated he recalled CNA 1 asked for assistance in changing the settings/mode of Resident 
1's LAL mattress. LVN 4 stated the licensed nurses encourage the CNAs to ask for two persons assist for 
safety precautions when caring for resident laying on LAL mattress. LVN 4 stated if the LAL mattress 
continued to fluctuate and did not successfully reset on static or firm mode, LVN 4 stated that CNA 1 should 
have notified LVN 4 before continuing to reposition Resident 1 in bed. LVN 4 stated he remembered asking 
CNA 1 how Resident 1 had fallen and further stated CNA 1 informed him that Resident 1 was too heavy and 
positioned too far over to the left side of the bed for him to catch the resident prior to falling. LVN 4 stated 
CNA 1 should have asked for other staff's assistance while repositioning Resident 1. During a concurrent 
interview and record review on 7/24/2025 at 5 PM with the Director of Staff Development (DSD) Resource, 
Resident 1's care plan titled The Resident has ADL self-care performance deficit dated 5/9/2025 and Lift 
Transfer Reposition record, were reviewed. The Care plan indicated Resident 1 needed a mechanical lift 
transfer and requires dependent assistance to reposition and turn in bed. The DSD stated she did not know 
why the care plan did not indicate Resident 1 required two persons for transfers and bed repositioning as 
indicated in the resident's assessment titled Lift Transfer Reposition, and the specific safety settings required 
for the LAL mattress while Resident 1 is using the LAL mattress. During an interview on 7/24/2025 at 7 PM 
with Family Member (FM1), FM1 stated Resident 1 informed FM 1 that while being assisted by CNA 1 in 
bed, Resident 1 felt like CNA 1 pushed him over too roughly in bed and went over the bed. FM 1 stated 
Resident 1 is alert and oriented but is unable to use or hold on to any side rails of the bed. Stating prior to fall 
he could not use his arms. FM1 stated Resident 1 is a heavy person and without being able to assist in care, 
Resident 1 would require two people to reposition Resident 1 in bed. During another interview with Resident 
1 on 7/28/2025 at 2:30 PM, Resident 1 stated he could not see what is going on because of his blindness, he 
felt that the CNA turned him abruptly in bed and when he fell, he yelled, Pick me up, pick me up! Resident 1 
stated at the time of the fall his arms hurt all over and his head. Resident 1 stated the pain was a 10 out 10 
on a pain scale. Resident 1 stated he felt like he was left on floor for a long period of time and did not know 
what was happening. Resident 1 stated he felt angry and fearful while he was on the floor waiting for nurses 
to pick him up. During a review of facility's Policies and Procedure (P&P) titled Repositioning, dated 5/2013 
indicated that the purpose of this policy is to provide guidelines for evaluating a resident's reposition needs. 
The policy instructs staff to review the review the resident's scare plan to identify any special reposition 
requirements. The procedure outlines that staff should check the care plan, assignment sheet, or 
communication system to determine the resident's specific positioning needs, including the use of special 
equipment, the resident's ability to participate in the repositioning process, and the number of staff required 
to safely complete the procedure. During a review of facility's Policies and Procedures (P&P) titled Fall 
Management, dated 5/26/2021 indicated that the purpose of this policy is to reduce the risk of falls and 
minimize the occurrence of falls by addressing potential injuries and providing appropriate care for residents 
who experience a fall. The policy states that residents will be assessed for fall risk as part of the nursing 
assessment process. Residents identified as being at risk for falls will receive appropriate interventions to 
reduce the risk of falls and minimize the potential for injury.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to implement the facility's infection control 
program to prevent, identify, report, investigate an infection outbreak (OB-an unusual increase of disease 
among a specific population in a geographic area during a specific period) for 9 out of 22 sampled residents 
(Resident 6, 7, 8, 9, 10, 11, 12, 13, 14) in accordance with the facility's policy and procedures and standard 
of professional practice. The facility failed to: 1. Identify scabies OB (an increased number of skin infection 
caused by infestation of the human itch mite that burrow under the skin where it lives and lays its eggs that 
can cause intense itching, especially at night, and a pimple-like rashes that spread through prolonged, direct 
skin-to-skin contact with an infected person) when Resident 6 was diagnosed with scabies on 7/23/2025 and 
when (Residents 7, 8, 9 and 10) were suspected and exhibited signs and symptoms consistent of scabies 
such as rashes and were treated with Permethrin 5% cream (a scabicide or a medication used to treat 
scabies) on 7/23/2025. 2. Report on 7/23/2025 the scabies OB to the local health department about the 
presence of a scabies OB in the facility when Resident 6 was clinically diagnosed at the General Acute Care 
Hospital (GACH) with scabies and five residents were suspected of scabies (Resident 7, 8, 9 and 10) on 
7/23/2025. 3. Prevent the spread of infectious disease and rashes by failing to immediately place Residents 
7, 8, 9 and 10 on 7/23/2025 who were suspected and exhibited signs and symptoms of scabies and Resident 
11 who was exposed Resident 6 or on contact isolation or transmission-based precaution (contact 
precautions, an infection control measures used in healthcare settings to prevent the spread of germs that 
can be transmitted through direct or indirect contact with a patient or their environment). 4. Prevent the 
spread of infection by limiting the movement of Residents 13 and 14 within the facility who are on 
transmission-based precaution on 8/8/2025. 5. Prevent the spread of infectious disease by ensuring 
Resident 12 was placed on transmission-based precaution when suspected with scabies infection on 
8/3/2025 and when the resident complained of rashes and itching was not resolved. 6. Conduct a 
surveillance and thorough investigation of residents with rashes and include in the Line Listing to tract and 
identify the root cause of residents with rashes and staff by identifying individual cases and trends. Residents 
12, 13, 14, 15, 16, 17 , 18 and 19 were not included in the line listings the facility provided 7/28/2025 as 
having rashes and suspected with scabies. 7. Ensure the Infection Prevention Nurse (IPN) or designee 
inform and educate all the facility staff, residents and visitors in direct contact with the residents about the 
scabies OB from 7/23/2025 to present (8/9/2025) to control further spread of infection. 8. Ensure the IPN 
educate the Restorative Nurse Assistant, Certified Nursing Assistant and Social Service Assistant and 
Receptionist) about transmission-based precautions who were in close contact with Residents 13 and 14 
with rashes and suspected of scabies infection on 8/8/2025. 9. Ensure the Director of Nursing (DON), 
Administrator (ADM), Infection Prevention Nurse (IPN) and designee perform daily surveillance, monitor and 
evaluate the compliance of the staff, residents and visitors regarding infection control practices. 10. Conduct 
an oversight or surveillance of the staff when reporting to residents identified with rashes and verify the 
accuracy of the scabies OB line listings (a tool used to track and manage scabies outbreaks consisting of or 
suspected of infection or had closed contact with residents with infection) provided. 11. Ensure the Infection 
Prevention Nurse (IPN) and/or designee consistently conduct surveillance, track and monitor residents and 
staff with signs and symptoms of scabies infection during the scabies OB. 12. Establish a surveillance 
system that allows the facility to track, analyze and interpret the data, and identify a concern related to 
infection control. These deficient practices contributed to the ongoing transmission of scabies within the 
facility that resulted in a facility wide scabies OB that increased the residents' cases of 21 suspected scabies 
and one confirmed resident with scabies from 7/23/2025 to 8/9/2025 which placed the remaining 116 
residents at risk for contracting scabies. Findings: A review of the facility's policy and procedure for Infection 
Control and Prevention indicates a resident(s) who is presented with a suspected or confirmed infection, 
illness or condition that is reportable, and that the administrator (or designee) is to notify the local health 
department. A suspected or confirmed outbreak within the facility is promptly identified and managed by 
ensuring the infection prevention control nurse and/or designee is to educate facility staff, visitors, residents, 
conduct surveillance, tracking and ensure transmission-based precautions are implemented. 1. During a 
review of Resident 6's Change in Condition (CoC) evaluation report, dated 1/13/2025, indicated Resident 6 
had scattered erythematous papules (small, red, raised bumps on the skin) and self-inflicted excoriation to 
left knee. During a review of Resident 6's Medication Administration Record (MAR) indicated on 1/30/2025 
Resident 6 received Ivermectin (medication used to treat scabies) 3 milligrams (mg unit of measurement) 
four tablets by mouth for scabies. During a review of Resident 6's CoC evaluation, dated 2/10/2025, 
indicated Resident 6 complained of itching and rashes to the bilateral lower extremities. During a review of 
the Dermatologist Consultation Note dated 2/12/2025 indicated Resident 6 was suspected with scabies after 
treatment with Ivermectin (medication used to treat scabies) with improvement. During a review of Resident 
6's Nursing progress notes, dated 2/14/2025 timed at 6:43 PM, indicated Resident 6 was placed on 
transmission-based precaution for suspected scabies. During a review of Resident 6's MAR, dated March 
2025, the MAR indicated Resident 6 received Ivermectin on 3/22/2025 and on 3/30/2025 by mouth for 
itchiness and rash. During a review of Resident 6's Nursing progress notes, dated 5/24/2025 timed at 12:48 
PM, the progress notes indicated MD 1 ordered Hydrocortisone cream (medication used to relieve itching 
and inflammation) for rash and itching four times a day and PRN (as needed). During a review of the 
Dermatologist (MD 1) report dated 5/30/2025 indicated Resident 6 was observed with mild dermatitis. The 
physician ordered for Resident 6 to receive Triamcinolone 0.1% cream daily to affected area and will 
reassess as needed. During a review of Resident 6's Interdisciplinary Care Conference (IDT) note, dated 
6/3/2025 timed at 9:47 AM, the IDT noted indicated for Resident 6's to apply to generalized body topically 
two times a day for generalized itching/rashes for 30 days, apply to generalized body for itching/rashes BID 
(twice a day) and PRN (as needed) and apply to generalized body topically every 8 hours as needed for 
generalized itching/rashes for 30 days, apply to generalized body for itching/rashes BID and PRN. During a 
review of Resident 6's MAR note, dated 6/6/2025 timed at 9:00 AM, the note indicated Resident 6's 
Hydrocortisone cream was discontinued. The MAR note indicated Resident 6 will be started on 
Triamcinolone 0.1% everyday shift for 30 days until finished. During a review of the Weekly Summary 
Documentation dated 6/8/2025 indicated Resident 6 have a general body rash with treatments as ordered. 
During a review of the Progress Notes dated 7/11/2025 timed at 1:39 AM indicated Resident 6 was seen by 
the Dermatologist (MD 1) and IPN during rounds and observed Resident 6 with scattered papulosis with 
erythema and MD 1 ordered Triamcinolone 0.1% daily for two weeks. During a review of Resident 6' s 
Progress Notes, dated 7/22/2025, indicated Resident 6 arrived back to facility from the GACH with diagnoses 
of scabies. During a review of Resident 6's Order Summary, the physician ordered Resident 6 to receive 
Permethrin External Cream 5% (a medication used to treat scabies) and apply to skin, head and feet 
topically (on top of the skin) for scabies with a start date of 7/23/2025. During a review of Resident 6's Order 
Summary Reported, dated 7/23/2025, indicated the resident was transferred out to the hospital due to 
extreme itching on 7/22/25 and to place the resident on Contact Precautions (an infection control measures 
used in healthcare settings to prevent the spread of germs that can be transmitted through direct or indirect 
contact with a patient or their environment) practice for Scabies. During a review of Resident 6's 
Dermatology assessment dated [DATE], indicated the staff had reported Resident 6 to have pruritic rash (a 
medical term for itching, and presence of rash suggests a visible skin scratches) affecting multiple areas of 
body. The distribution of pattern and history suggest possible contagious etiology (disease that can be 
transferred from one person to another) with suspicion for possible scabietic exposure. During a review of 
Resident 6's Medication Administration Record (MAR) for July, indicated Resident 6 received Permethrin 
External Cream 5% 7/23/2025 at 5:05 AM. During an interview on 7/26/25 at 6:32 PM with ADM, the ADM 
stated Resident 6 was transferred to the GACH on 7/22/25 and returned to the facility less than 24 hours on 
7/23/25 for complaint of severe itching with rashes and was diagnosed in the GACH with scabies without 
skin scrapings (a procedure where the skin samples are collected and viewed under a microscope, a device 
that lets the user view very small objects). The ADM stated Resident 6 received Permethrin cream 5 % 
topical to treat scabies in the facility on 7/23/25. The ADM stated that the facility's Dermatologist verified no 
scabies OB in the facility but recommended treating the residents who agreed to be treated with Permethrin 
were treated prophylactically (preventative measure). The ADM stated Resident 6 was placed on 
transmission-based precaution upon returning to the facility. The ADM stated the facility was identified as not 
having a scabies OB. During a review and concurrent interview of the Line Listing conducted with ADM on 
7/28/25 at 2PM, the ADM stated according to the line listing Resident 6 was observed with rashes on 
7/11/2025 and was confirmed positive with scabies on 7/23/25, Permethrin treatment was provided and 
placed on contact precaution. During a follow up interview with the ADM on 7/28/2025 at 2:04 PM, the ADM 
stated the Line Listing was initiated on 7/23/25 and not on 7/11/2025 when Resident 6 was observed with 
rashes and complained of itching. The ADM stated, due to the facility's history of scabies, she consulted with 
the facility's dermatologist and recommended prophylactic treatment of Permethrin 5% to be administered to 
all residents in Station 2 and Station 4 and no skin scrapings or diagnostic tests were performed at the 
facility. During a concurrent observation in Resident 6's room and interview on 8/7/2025 at 11:01 AM with 
LVN 5, Resident 6 was observed lying on her back while in bed, scratching her arms and chest. Resident 6 
stated she has been suffering from itchiness since April 2025. Resident 6 stated the itchiness was very 
disturbing that she begged the nurses to send her to the hospital. During the same concurrent observation 
and interview on 8/7/2025 at 11:01 AM with LVN 5, Resident 6's body was observed with rashes on the 
upper arm had small red circular lesions, right forearm had scratches, and the entire back was covered with 
dark red circular spots that were slightly raised. Resident 6's abdomen had clusters of red circular spots that 
were slightly raised. Resident 6 stated sometimes she would scratch that her skin would open and bleeding. 
During a concurrent observation and interview on 8/8/2025 at 9:20 AM in Resident 6's room, Resident 6 was 
lying in bed scratching both of her exposed arms. Resident 6 stated, at night, there was no way I can sleep. 
Resident 6 stated, her rash started at the beginning of April and needed to go to the hospital because I was 
so itchy it was unbearable. Resident 6 stated, she was itchy all over her body. Resident 6 stated, after she 
came back to the facility from the hospital, the facility told her she was not allowed to go to the same room 
and have to go to a different room, and I do not know why.� � During an interview on 8/8/2025 at 9:23 AM 
in Resident 6's room, Resident 6 stated, the itchiness was on her back, arms, and at night. Resident 6 
stated, she received Benadryl (medication to help relieve itching) but it does not help. Resident 6 stated, I get 
anxiety because I cannot relieve the itchiness. I want to scratch so badly. Resident 6 stated, she felt 
depressed and defeated because I cannot do anything to stop the itch.�� � During an interview on 
8/8/2025 at 9:25 AM in Resident 6's room, Resident 6 stated, she received a cream, but it has not relieved 
anything. Resident 6 stated, she feels frustrated. Resident 6 stated, she wore a sweater because she felt 
embarrassed of the rash when she went to the therapy room in June 2025.� � During an interview on 
8/8/2025 at 9:25 AM with Certified Nurse Assistant (CNA) 8, CNA 8 stated, she was unaware of what type of 
rash Resident 6 had. CNA 8 stated, she saw Resident 6's skin this morning and she had a rash and red 
bumps on her arms and back. CNA 8 stated, Resident 6 told her Resident 6 could not sleep last night 
because she was so itchy, and she was tired this morning.� � During an interview on 8/9/2025 at 10:20 AM 
in Resident 6's room, Resident 6 stated, she was not able to sleep well last night because the itching was 
really intense. Resident 6 stated, she called the nurses at 11:30 PM last night (8/8/2025) and asked for 
Benadryl. Resident 6 stated, the nurses told her she cannot have anything until 1 AM. Resident 6 stated, she 
called the nurses at 1 AM, but no one responded. Resident 6 stated, she prayed O Lord, just let me get 
through the night. � � During an interview on 8/9/2025 at 10:23 AM in Resident 6's room, Resident 6 
stated, she did not fall asleep until 3:30 AM and woke up when the nurses brought her breakfast tray at 8:30 
AM. Resident 6 stated, her back was really itchy last night. � � 2. During a review of Resident 7's AR, The 
AR indicated that Resident 7 was admitted on [DATE], with a diagnosis that included metabolic 
encephalopathy (brain is not working properly because of a chemical imbalance). During a review of 
Resident 7's Progress Notes SBAR (Situation, Background, Assessment, Recommendation used to create a 
reliable consistent process and focused communication between the team) dated 7/23/2025, indicated 
Resident 7 had a skin condition to order for the resident to receive Permethrin Cream. During a review of 
Resident 7's care plan titled Rash - Pinpoint dated 7/23/2025, indicated a goal for resident to be free from 
itchiness x 2 weeks and intervention for enhanced barrier precautions as needed for resident. During a 
review of Resident 7's Treatment Administration Record for month of July 2025, indicated Permethrin 
External Cream 5 % Apply to Body topically for Rash with a start date of 7/23/2025 administered on 
7/24/2025 at 9:53 PM. During a review of Resident 7's Dermatology assessment dated [DATE], indicated the 
resident had generalized rash with itching, worse at night, with erythematous papules and excoriations noted 
diffusely on trunk, limbs, and abdomen. The distribution suggests possible infestation related dermatitis likely 
scabietic exposure. 3. During a review of Resident 8's AR, The AR indicated that Resident 8 was admitted 
on [DATE]. During a review of Resident 8's Progress Notes Follow up Documentation - Exposure to 
roommate with skin rash dated 7/25/2025, indicated Resident 8 have pinpoint lesions and provided treatment 
as ordered. During a review of Resident 8's Treatment Administration Record for the month of July 2025, 
indicated Permethrin External Cream 5% (permethrin) was administered to the resident on 7/24/2025 at 
9:52PM. During a review of Resident 8's Dermatology assessment dated [DATE], indicated the resident had 
rash over trunk with associated itching, scattered erythematous papules and linear excoriations of trunk and 
generalized dermatitis with concern for possible exposure to scabies. 4. During a review of Resident 9's 
admission Record (AR), The AR indicated that Resident 9 was admitted on [DATE]. During a review of 
Resident 9's Nursing progress note SBAR Summary dated 7/23/2025, indicated a change in skin condition 
with positive for skin rash. During a review of Resident 9's Dermatology assessment dated [DATE] indicated 
Resident 9 complained of diffuse itching over body with diffuse erythematous macules and excoriations 
noted over trunk, limbs, and abdomen indicating generalized dermatitis with concern for possible exposure to 
scabies. During a review of Resident 9's Treatment Administration Record for the month of July 2025, 
indicated Permethrin External Cream 5% was applied on 7/23/2025 at 9:52PM. During a concurrent 
observation in Resident 9's room and interview on 8/7/2025 at 10:16 AM with LVN 5, Resident 9 was 
observed lying on her back while in bed, scratching her arms and shifting her body to the left and right. 
Resident 9 stated she is moving left and right because her entire back is itchy. Resident 9 stated she 
informed staff about the itchiness about 2 weeks ago. Resident 9 added she is feeling tired of the itchiness 
because it doesn't allow her to sleep at night. During the same concurrent observation and interview on 
8/7/2025 at 10:16 AM with LVN 5, Resident 9's body was observed. Resident 9's entire back was observed 
with red circular spots. Resident's arms were observed with scratches on both arms. Resident 9's left hip 
was observed with scratches. Resident 9 stated the scratches were caused by scratches due to the 
itchiness. During another observation and interview on 8/8/2025 at 9:36 AM with Resident 9, Resident 9 was 
observed lying in bed, scratching her arms and moving to the body from left to right. Resident 9 stated that 
she kept waking up at night because of the itchiness. Resident 9 stated that she is feeling really bad due to 
the lack of sleep. Resident 9 emphasized that the itching is everywhere. 5. During a review of Resident 10's 
AR, The AR indicated that Resident 10 was admitted on [DATE]. During a review of Resident 10's 
Dermatology assessment dated [DATE], indicated Resident 10 complained of generalized itching with 
scattered erythematous papules and dermatitis with suspicion for scabies exposure. The Dermatologist 
recommended to apply Ivermectin cream from neck to toe overnight weekly for two weeks. 6. During a 
review of Resident 11's AR, the facility admitted Resident 11 on 3/11/2019 and readmitted Resident 11 on 
4/15/2025. During a review of Resident 11's care plan, dated 7/23/2025, the care plan indicated Resident 11 
had possible exposure to roommate with pinpoint lesions. The care plan indicated to place Resident 11 on 
contact isolation precautions for any signs and symptoms and for exposure to a resident with scabies. During 
a review of Resident 11's Medication Administration Record (MAR), dated for July 2023, the MAR indicated 
Resident 11 received Permethrin external cream 5% topically for scabies prophylaxis treatment for 1 day on 
7/23/2025. During a review of Resident 11's care plan, dated 7/24/2025, the care plan indicated Resident 11 
refused the permethrin cream application. During a review of Resident 11's Order Summary report, dated 
8/8/2025, the order indicated Resident 11 was placed on contact isolation for exposure to scabies. 7. During 
a review of Resident 12's AR, the AR indicated that Resident 12 was admitted on [DATE] with diagnoses that 
included diabetes mellitus and muscle weakness. During a review of Resident 12's H&P, dated 7/7/2025 
indicated that the resident has the capacity to understand and make decisions. During a review of Resident 
12's Change of Condition (CoC) notes, dated 8/3/2025, timed at 9:28 PM, indicated the resident complained 
of extreme itching all over the upper body and the arms. The CIC also indicated the resident was observed 
and rash and bumps can be seen and scratch marks were present [due to] excessive scratching. The CIC 
also indicated the locations of the rash with bumps were located on the resident's chest, right front shoulder, 
and left front shoulder. The CIC did not include any instructions for staff to follow regarding Resident 12's 
condition. During an observation and interview on 8/7/2025 at 12:50 PM in front of Resident 12's room, CNA 
8 was observed carrying a meal tray while entering Resident 12's room without wearing a gown and gloves. 
CNA 8 stated Resident 12's room was not a contact isolation room and she doesn't have to wear a gown and 
gloves when passing trays. No signage for contact isolation was observed around the doorway to Resident 
12's room. During a concurrent interview and record review on 8/7/2025 at 12:54 PM, the facility's Scabies 
OB Line List for Healthcare Facilities, dated 8/7/2025, was reviewed with the IPN. The IPN stated the record 
indicated most updated list of residents that are on contact isolation for scabies. A review of the record 
indicated Resident 12 was not included as a resident that should be on contact isolation. During a concurrent 
observation and interview on 8/7/2025 at 1:07 PM with LVN 5, Resident 12 was observed lying in bed, 
scratching her right shoulder while watching the TV. LVN 5 stated Resident 12 has not been placed on 
contact isolation. Resident 12 stated she has had rashes and has been itching since February 2025. 
Resident 12 stated a facility staff informed her over the weekend that she may have scabies, but she did not 
hear back from the staff again. Resident 12 stated staff do not wear gowns or gloves whenever they attend 
to her. During the same concurrent observation in Resident 12's room and interview on 8/7/2025 at 1:07 PM 
with LVN 5, Resident 12's body was observed. with left underarm had patches of red spots that cover most 
of the underarm, left breast had clusters of multiple red spots, abdomen had multiple scratches, the right 
upper chest had scratches with some covered with scabs and right shoulder with multiple long scratches with 
some covered with dry blood. Resident 12's bilateral hands' fingernails were approximately 4 mm 
(millimeters, a unit of measuring length) and were observed with pink substance underneath the nails. 
Resident 12 stated she would wake up with some blood in her fingers because of scratching her body due to 
the itching. During a concurrent interview and record review on 8/7/2025 at 2:22 PM with IPN, Resident 12's 
CoC, dated 8/3/2025, was reviewed. The CoC indicated the resident complained of itching and was 
assessed to have rashes. IPN stated the nurses should have placed the resident on contact isolation 
because the resident's symptoms were suspicious of scabies. IPN stated that not placing the resident on 
contact isolation placed the entire facility at risk of contracting scabies infection. During a phone interview on 
8/8/2025 at 5:17 PM with Family Member (FM) 1, FM 1 stated Resident 12's itching and rashes started at the 
beginning of 2/2025. FM 1 stated the resident started about 3 weeks ago that had worsened. FM 1 the stated 
the resident could no longer bear the itchiness. FM 1 stated she and Resident 12 have been telling the 
facility staff about the itchiness and rashes for months that the ointment used to treat the rashes for Resident 
12 since 2/2025 does not work and Resident 12 had told her that she was feeling helpless. FM 1 stated on 
8/3/2025, she notified facility staff again about the resident's itchiness and rashes. 8. A review of Resident 
13's AR, the AR indicated the resident was admitted to the facility on [DATE] and readmitted on [DATE] with 
diagnosis that included Chronic Obstructive Pulmonary Disease (COPD- a progressive lung disease that 
results in difficulty breathing). During a concurrent observation and interview on 8/7/2025 at 9:55 AM with 
Minimum Data Set Nurse (MDSN), outside Resident 13's room, Resident 13's door was observed closed and 
no signage was present to indicate that the resident was placed on a contact isolation. MDSN stated 
Resident 13 is a resident that is suspected of having a scabies infection. MDSN stated there should be a 
sign to indicate that the resident is on contact isolation precautions, as well as a cart that contains the 
necessary personal protective equipment (PPE) that facility staff should wear prior to entering the resident's 
room. MDSN stated the signage and cart of PPE's should have been set up on 8/5/2025, when the resident 
was suspected of being infected with scabies. During an interview on 8/7/2025 at 10:01 AM with the IPN, the 
IPN stated there was no cart with PPE's and no signage to indicate Resident 13 was in contact isolation 
room because it has been hectic in the past few days. IPN stated the signage should have been posted and 
the PPE cart set up when the Resident 13 was suspected of having scabies on 8/5/2025. IPN stated she 
missed on asking the physician for an order for contact isolation. IPN added that without the signage, facility 
staff would not know that they need to wear PPE's before taking care of Resident 13. IPN further added that 
not wearing PPE's places the staff at risk of getting infected and spreading the infection to other residents. 
During a concurrent observation and interview on 8/7/2025 at 10:26 AM with LVN 5 inside Resident 13's 
room, Resident 13 was observed scratching his hands and arms. Resident 13 stated that his abdomen, 
arms, and the area between his toes and fingers are itchy. Resident 13 stated he notified staff that his body 
was itchy in the past few weeks and that the cream that he was receiving was not helping relieve the itchy. 
Resident 13 stated he is still feeling itchy, and it has not changed. During the same concurrent observation 
and interview on 8/7/2025 at 10:26 AM with LVN 5 inside Resident 13's room, Resident 13's body was 
observed. Resident 13's abdomen and chest were observed to have multiple small round pinpoint lesions 
that are colored pink to red. The Resident 13's hands showed pink-colored lines. Resident 13 stated the lines 
are from when he scratched his arms. During an observation and interview on 8/9/2025 at 11:22 AM with 
Resident 13, Resident 13 was observed sitting on a chair in the activity room and the resident was scratching 
is hands and arms. Resident 13 stated the itchiness is still present. Resident 13 stated the experience of 
itchiness is terrible and it does not allow him to sleep. Resident 13 stated he was getting depressed because 
the facility allowed an OB to happen in the facility. Resident 13 stated he felt neglected when his itchiness 
could have been addressed earlier but his plea for help was ignored. Resident 13 added he feels 
embarrassed for contracting the infection and fears that the IPN will be scarred from the scratches caused by 
the itching. 9. During a review of Resident 14's AR, the facility admitted Resident 14 on 4/22/2008 and 
readmitted Resident 14 on 5/17/2025. During a review of Resident 14's MAR, dated July 2025, the MAR 
indicated Resident 14 received Permethrin External Cream 5% on 7/24/2025 with instructions to apply to the 
body topically one time for prophylaxis for 1 day. During an interview on 7/29/2025 at 12:48 PM with License 
Vocational Nurse (LVN)1, LVN 1 stated Residents 7, 8 and 9 were placed on enhanced precaution because 
they do not have rashes and Resident 10 was not placed on contact isolation even though she has pinpoint 
rashes. During a concurrent observation and interview on 7/29/2025 at 1:06 PM with Certified Nursing 
Assistant (CNA) 3, in Resident 7, 8 and 9's room, Resident 7 had dark red pinpoint rash on the back and 
legs, Resident 8 had pinpoint red rash on the upper torso and scabs on the thighs and Resident 9 observed 
with pinpoint rash with scabs and scratch marks on the legs, back, and hip area. CNA 3 stated that she had 
observed Resident 7, 8 and 9 scratching their skin until it bled. During an interview on 8/7/2025 at 5:03 PM 
with the Director of Nursing (DON), DON stated skin scraping should be conducted to residents diagnose 
with scabies. The DON stated none of the residents underwent skin scraping. The DON stated only a 
physician can decide if a skin scraping can be done. The DON stated the facility conducts skin rashes 
assessment through skin sweep (process in which the resident's skin is assessed) and the Stop and Watch 
(a process in which the staff stop to assess and report any significant change in resident's condition to the 
licensed staffs) procedure. The DON stated there were no new cases of residents with rashes as of 
8/7/2025. A new Line Listings of the residents and staff with rashes, confirmed or suspected of having 
scabies was requested from the DON. During an interview on 8/8/2025 at 8:30 AM with the ADM and DON 
stated the root cause analysis of the cause of the scabies outbreak has not been determined. During an 
interview on 8/8/2025 at 8:39 AM with IPN, IPN stated that a skin sweep was conducted on 8/7/2025 of all 
138 residents inside the facility. IPN stated that after the skin sweep was conducted the facility identified 7 
additional residents (12, 13, 14,15, 16, 17 and 19) with rashes that must be placed on contact isolation due 
to suspicion of scabies infection. The IPN stated also added that the skin sweep conducted on 8/7/2025 was 
the first skin sweep the facility conducted on all 138 residents. IPN stated she is not sure how the scabies 
OB. IPN also started she and the facility did not investigate how the scabies infection initially started. The 
IPN also stated she cannot provide an investigation on how the initial case turned into an OB. During an 
interview on 8/8/2025 at 9:30 AM, the DON stated the facility conducted a Stop and Watch to identify any 
new cases of rashes. The DON the 7 added residents identified with rashes was missed and should have 
been identified sooner on 7/23/2025 to 8/8/2025 The DON stated the facility did not have a specific person 
that routinely conducts surveillance and oversight of the reports to ensure accuracy and the staff's 
compliance with the infection control protocols. The DON also stated there was no specific log that the facility 
used to tract when the residents' rashes were identified, what part of body was affected, what treatment was 
provided and evaluated if the treatment was effective or not. During an observation on 8/8/2025 at 11:21 AM 
in the facility's front lobby, Resident 14 was observed sitting in her wheelchair in front of the receptionist's 
desk. Resident 14 was observed grabbing multiple bags of groceries and putting her hands inside of each 
bag. Resident 14 lifted a box of yogurt from one of the bags and placed it back inside of the bag. Resident 14 
then handed 2 bags, including the bag with the yogurt, to Receptionist 1. Receptionist 1 then walked away 
from Resident 14 with the bags in his hands without wearing gloves. During an interview on 8/8/2025 at 
11:26 AM with Resident 14 in the front lobby, Resident 14 stated the bags on the floor near the receptionist's 
desk are her groceries. Resident 14 stated that she looked through each bag to make sure she received all 
of her items and that they were all correct. Resident 14 stated that she handed the bag to Receptionist 1 to 
put in her room and into the refrigerator which is in the activity room of the facility. During an interview on 
8/8/2025 at 11:27 AM with Receptionist 1 in the hallway, Receptionist 1 was observed without grocery bags 
in his hands. Receptionist 1 stated he was instructed by Resident 14 to put the grocery bags inside Resident 
14's room and inside of the facility's refrigerator for residents. Receptionist 1 stated the refrigerator was 
inside of the activity room and any resident in the facility may put food in it. Receptionist 1 [TRUNCATED]
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