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Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations, interviews, and record reviews, the facility failed to implement and maintain an
effective infection prevention and control program to prevent the transmission of communicable
disease. The facility failed to ensure staff used appropriate personal protective equipment (PPE)
when entering residents' contact isolation room, failed to properly handle and store contaminated
linen and clothing, failed to follow facility protocol for laundering linens belonging to a resident
diagnosed with crusted scabies, and failed to maintain required contact isolation by allowing the
resident to leave the isolation room. These deficient practices affected two (R1, R3) out of five
residents reviewed for infection prevention and had the potential to affect all 101 residents residing in
the facility. Findings Include: R1's clinical records show an initial admission date of 4/25/25 with
included diagnoses but not limited to Parkinson's Disease and Anxiety Disorder. R1's Minimum Data
Set (MDS) assessment dated [DATE] shows R1 has cognitive impairment and is total dependent on
staff's assistance with her Activities of Daily Living (ADL).R1's progress notes dated 7/14/26 at 6:23
PM documented by V20 (Licensed Practical Nurse/LPN) reads in part: [R1] returned from
Dermatologist appointment with Dx [diagnosis] of scabies. [R1] to start Ivermectin 3mg tab, 3 tabs
for two days then 1 week later 3 tabs x 2 day, and 1week after those, 3 tabs x 1 day for a total of 15
3mg tabs. Triamcinolone 0.1% bid [twice a day] x 2 weeks, then every other day. [(V40 (R1's
Physician)] informed and said to treat [R1]. [V6 (R1's Family Member/Power of Attorney)] aware.
[R1] on contact isolation.R1's progress notes dated 7/21/26 at 10:52 PM documented by V40 reads
in part: [R1] seen and examined full note to follow diagnosis of scabies in hand. Seen by dermatology
on 7/14/2026. Contact isolation due to rash/scabies.R1's physician orders read in part: Contact
isolation due to rash/scabies ordered on 7/14/26. Triamcinolone Acetonide External Cream 0.1 %
(Triamcinolone Acetonide (Topical)) Apply to rash on body topically every day and evening shift for
rashes for 14 Days (Ordered on 7/14/26).R1's comprehensive care plan reads in part: R1 is on
Isolation related to scabies. Wear gowns and masks when changing contaminated linens. Place soiled
linens in bags marked biohazard. Bag linens and close bag tightly before taking to laundry. (Date
Initiated 7/21/26)R1's Dermatology visit note dated 7/14/26 reads in part: R1 is a new patient who is
being seen for a chief complaint of rash, located on the arms and trunk. The rash is itchy and red and
moderate on severity. An examination was performed including the head (including face), face,
inspection of conjunctivae and lids, lips (but not teeth and gums), nose, right ear, left ear, neck, chest,
abdomen, back, right forearm, left forearm, right hand, and left hand. Impression/Plan: Crusted
Scabies. Erythematous eczematous patches distributed on the third web space left hand, inferior
thoracic spine, left proximal dorsal forearm, right proximal; radial dorsal forearm, and left medial
superior chest. Skin care: Permethrin cream applied neck down to feet x 8 hours and repeated in 1
week. Scabies is an infestation of mites that is very contagious. Household contacts should be
(continued on next page)
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treated. Contaminated clothing should be isolated x 72 hours and washed and dried on high heat.On
7/21/26 at 9:44 AM, V7 (Registered Nurse/RN) stated that R1 has scabies, is currently receiving
treatment, and is on contact isolation. V7 reported that R1 stays out of her room and is placed by the
nurses' station every day because V6 prefers her to be there. V7 stated that R3 (R1's roommate) has
no scabies and was treated prophylactically and is also on contact isolation with R1. V7 stated R3
also goes out of her room.On 7/21/26 at 9:46 AM, R1 was observed sitting in her wheelchair near the
nurses' station and was not interviewable.On 7/21/26 at 9:47 AM, R3 was observed sitting in her
wheelchair in the dining room.On 7/21/26 at 10:00 AM, a contact precaution signage was noted
posted on R1's door that reads in part: Everyone must clean their hands, including before entering and
when leaving the room. Providers and staff must also put on gloves before room entry. Discard gloves
before room exit. Put on gown before room entry. Discard gown before room exit. Do not wear the
same gown and gloves for the care of more than one person. Use dedicated or disposable equipment.
Clean and disinfect reusable equipment before use on another person. At approximately the same
time, during R1's full body skin check conducted by V7 (RN) and V8 (Certified Nursing
Assistant/CNA), R1 was observed with scattered red spots on her abdomen, back, hands, and legs.
During the assessment, V9 (Housekeeping/Laundry) entered R1's contact isolation room without
wearing an isolation gown or gloves and hung clean clothing in R1 and R3's closets. When the
surveyor asked V9 if she was aware that she had entered a contact isolation room, V9 apologized and
exited the room.On 7/22/26 at 9:02 AM, V13 (CNA) was observed dressing R1 in bed. Dirty nightgown
and linens were observed on the floor, not bagged.On 7/22/26 at 9:19 AM and 2:30 PM, R1 was
observed sitting in her wheelchair in the hallway in front of the nurses' station.On 7/23/26 at 12:15
PM and on 7/24/26 at 9:17 AM, R1 was again observed seated in the hallway in front of the nurses'
station.On 7/21/26 at 2:57 Pm, V20 (Licensed Practical Nurse/LPN) stated that R1 was seen by
dermatology last week, returning to the facility the evening of 7/14/26. V20 stated that V6 exited the
elevator and handed her the dermatology paperwork, stating that R1 had been diagnosed with scabies.
V20 reviewed the paperwork and noted that testing of R1's hand confirmed scabies. Dermatology
prescribed triamcinolone cream and ivermectin. V20 notified the physician (V40), who agreed with the
dermatologist's recommendations. R1 and R3 (R1's roommate) were then placed on contact isolation.
V20 reported that R1 will remain on contact isolation until treatment is complete. R3 was treated
prophylactically. V20 stated that although residents with scabies should remain in their rooms, V6
instructed staff not to isolate R1 in her room. As a result, staff seat R1 in her wheelchair near the
nurses' station.On 7/21/26 at 11:26 AM, V10 (Infection Preventionist/Wound Care Nurse) stated that
residents diagnosed with scabies are required to be placed on contact precautions, and staff must
wear proper PPE that includes gowns and gloves before entering the room. V10 stated that the goal of
isolation is to prevent the spread of infection, stating that staff and other residents could become
infected if precautions are not followed. V10 explained that once a resident is identified with scabies,
they must be placed on contact precautions and treated as ordered. V10 stated that residents with
scabies on current treatment should remain secluded in their rooms and should not go out. V10 stated
that she was informed that R1 had been seen by dermatology last week and that dermatology
confirmed a scabies diagnosis. V10 stated she has not seen any reports of this appointment. V10
stated that because scabies is highly contagious, she emphasized that it is important for the
condition to be properly contained. V10 stated they have not had any outbreak of scabies since R1
and no resident has been diagnosed with scabies since then. On 7/23/26 8:52 AM, a phone interview
was conducted with V2 (Interim Director of Nursing). V2 explained that when a resident is on contact
isolation, signage is posted on the resident's door indicating that individuals must check with the
(continued on next page)
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nurse before entering to ensure proper protocol is followed. Staff or visitors entering a contact
isolation room are not required to wear full PPE per CDC (Centers for Disease Control and Prevention)
guidelines if they will not have direct contact with the resident. V2 stated that it is not appropriate to
place dirty linens or clothing on the resident's floor, regardless of isolation status. Resident rooms
should have a designated bin for dirty clothing and linens. V2 stated that these items should be placed
in a plastic bag and removed promptly to prevent the spread of infection from resident to resident or
employee to employee. V2 stated that she is not aware of anyone currently diagnosed with scabies in
the facility. If a diagnosis is confirmed, the resident must be treated and placed on contact isolation.
If the resident has a roommate, the roommate must be tested or moved, and both should be treated if
exposure occurred. Anyone who has had close contact with the resident should also receive
treatment. V2 stated scabies diagnoses are confirmed by dermatology. V2 recalled that residents with
confirmed scabies should not leave their rooms for at least 24 hours after treatment. V2 stated that
there is a full protocol that must be followed according to CDC guidelines, including laundering
clothing and linens at specific temperatures. V2 stated the same protocol is followed for both regular
and crusted scabies.On 7/23/26 at 10:05 AM, V36 (Director of Housekeeping and Laundry) stated that
for contact isolation rooms, V36 stated she expects staff to wear a gown, gloves, mask, and
sometimes hair covering and shoe covers. V36 stated laundry staff deliver clean linens and place
them inside the resident's closet. V36 stated laundry staff must wear full PPE (gown and gloves)
because they touch environmental surfaces such as door handles, hangers, and closet doors. V36
stated that this is important to prevent the spread of illness and avoid contaminating items that could
expose other residents or staff. V36 explained that residents' clothing and linens, when dealing with
scabies, must be washed separately from other residents' items. CNAs pick up dirty linens, place
them in a bag, and label the resident's name. Nurses communicate with [V36] if any resident is
diagnosed with scabies, and she then communicates with the laundry and housekeeping teams. V36
stated she believes there is one resident on the second floor with scabies. V36 stated that the water
temperature for laundering should be at least 85 degrees using hot water. Items are washed twice and
dried on medium heat for a total of one hour. V36 stated that they began separating R1's dirty linens
on Tuesday (7/21/26), which is when she was informed that R1 had scabies not on 7/14/26.On
7/23/26 at 10:22 AM, a follow up interview was conducted with V10 (Infection Preventionist/Wound
Care Nurse). V10 stated that it is not appropriate to place a resident's dirty gown or linens on the
floor. There should be a designated bin inside the resident's room for collecting dirty linens and
gowns. V10 stated that placing dirty items on the floor can contribute to the spread of infection, and
proper handling is essential to prevent contamination throughout the facility.The facility's Scabies
Identification, Treatment and Environmental Cleaning policy and procedure (8/2016) reads in part: The
purpose of this procedure is to treat residents infected with and sensitized to Sarcoptes scabiei and
to prevent the spread of scabies to other residents and staff. Environmental Control: Crusted/Atypical
Scabies: Maintain contact precautions until treatment is complete and/or resident is determined (by
dermatologist or primary care provider) to be scabies free. Assign resident to a private room, if
possible. Restrict visitors until treatment regimen is complete; alternatively, require visitors to gown
and glove as required for contact isolation precautions. Employees must wear gloves and a
long-sleeved gown with the wrist area covered to attend to resident needs, for housekeeping duties,
and handling of laundry. Remove gown and wash hands before leaving the room. Bed linens, towels
and clothing used by the affected persons during the 4 days prior to initiation of treatment should be
placed in plastic bags inside the resident's room, handled by gloved and gowned laundry staff without
sorting, and laundered in hot water for at least 10 minutes. The hot cycle of the dryer should be used
(continued on next page)
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50 degrees Celsius (122 degrees Fahrenheit) for at least 10-20 minutes. Non-washable blankets and
articles can be placed in a plastic bag for 7 days, dry cleaned or tumbled in a hot dryer for 20
minutes.The facility's Isolation - Categories of Transmission-Based Precautions (October 2018) reads
in part: Staff and visitors will wear gloves (clean, non-sterile) when entering the room.While caring for
a resident, staff will change gloves after having contact with infective material (for example, fecal
material and wound drainage). Gloves will be removed and hand hygiene performed before leaving the
room. Staff will avoid touching potentially contaminated environmental surfaces or items in the
resident's room after gloves are removed. Staff and visitors will wear a disposable gown upon
entering the room and remove before leaving the room and avoid touching potentially contaminated
surfaces with clothing after gown is removed.The CDC's Public Health Strategies for Crusted Scabies
Outbreaks in Institutional Settings that can be found on this website:
https://www.cdc.gov/scabies/php/public-health-strategy-crusted/index.html reads in part: Isolate
patients with crusted scabies from other patients/residents who do not have crusted scabies.
Maintain contact precautions until skin scrapings from a patient with crusted scabies are negative.
Limit visitors for patients with crusted scabies; visitors should use the same contact precautions and
protective clothing as staff.The CDC's Transmission-Based Precautions that can be found on this
website: https://www.cdc.gov/infection-control/hcp/basics/transmission-based-precautions.html
reads in part: Use personal protective equipment (PPE) appropriately, including gloves and gown.
Wear a gown and gloves for all interactions that may involve contact with the patient or the patient's
environment. Donning PPE upon room entry and properly discarding before exiting the patient room is
done to contain pathogens.The facility's residents' roster dated 7/21/26 shows a total of 101
residents residing in the facility.
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Let each resident or the resident's legal representative access or purchase copies of all the
resident's records.

Based on interview and record review, the facility failed to follow its policy to provide medical
records within 30 days of the request for one resident (R2) out of four residents reviewed for resident
rights. Findings Include: R2's health record shows admission date on 1/26/26 and discharge date on
2/5/26 with diagnoses not limited to Pneumonia, Respiratory syncytial virus as the cause of diseases
classified elsewhere, Non-ST elevation (NSTMI) myocardial infarction, Atherosclerotic heart disease
of native coronary artery, Chronic kidney disease stage 3A, Hyperlipidemia, Sepsis, Heart failure,
Hypertensive heart and chronic kidney disease, Unspecified atrial fibrillation, Presence of coronary
angioplasty implant and graft, Anemia, Personal history of other venous thrombosis and embolism,
Disorder of adrenal gland, Benign neoplasm of right adrenal gland, Cognitive communication deficit,
Unspecified fall, Laceration with foreign body of scalp.On 7/21/26 at 2:04 PM, V4 (Medical Record
Retrieval Specialist for a law firm) stated she requested R2's medical records on 4/6/26 but did not
receive a response from the facility. She reported that on 04/13/26, she contacted the facility again
and was transferred to the voicemail of V5 (former Administrator). She stated she left a voicemail
requesting a status update but did not receive a return call. V4 stated that on 4/18/26 she called the
facility again and was advised to submit the medical record request via email to V5, which she did;
however, she did not receive a response. She reported that additional followˆup calls were made on
4/21/26 and 4/27/26, but she did not receive any updates. V4 stated that on 5/4/26 she attempted to
contact V5 again, but there was no answer. She left another voicemail but did not receive a return
call. She contacted the facility's main line, spoke with the front desk, and was told her message
would be forwarded to V5. V4 stated that on 5/11/26 she called the facility again and was informed
that V26 (former DON) could assist with medical record requests. The call was forwarded to
voicemail, and she left a message. V4 stated that on 5/12/26 she spoke with V25 (Receptionist), who
advised her that only V5 handled medical record requests. She then sent another followˆup email,
including V26. V4 reported multiple followˆup calls and emails regarding R2's medical record request
on 5/19/26, 6/1/26, 6/4/26, 6/16/26, 6/18/26, and 6/25/26, but she never received any response or
call back from the facility regarding the status of the request. She stated she has still not received
R2's medical records and has not received any communication from the facility. V4 reported that the
medical record request is for litigation purposes and that litigation is ongoing.On 7/22/26 at 9:22 AM,
V25 (Receptionist) stated she recalled receiving a medical record request for R2 a couple of months
ago, but she could not remember who made the request. V25 stated she forwarded the call and
believed she verbally informed V5 (former Administrator). She stated she notified V5 because he was
responsible for handling medical record requests. V25 stated that when a medical record request is
received, she typically reports it to the Administrator.On 7/22/26 At 2:42 PM V26 (Former DON /
Director of Nursing) stated she had worked in the facility for approximately 4.5 months and left
employment in June 2026. She reported receiving a phone call requesting medical records for R2 a
couple of months ago and stated she forwarded the call to the front desk because she was not
responsible for handling medical record requests. V26 stated she transferred the call so it could be
addressed or directed to the appropriate person, as she did not know how to obtain the requested
information. She stated that if she receives a medical record request, she always transfers it to the
front desk.On 7/23/26 at 1:44 PM, V37 (Former Medical Records Staff) stated she was laid off in
December 2025 and had worked in the facility for eight years. She reported that when a medical
record request was received, she would gather the requested information and provide it to the CEO
(continued on next page)
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(Chief Executive Officer) of the company, who would complete the required forms and release the
records. V37 stated the timeline for releasing records depending on the number of documents
requested, but records were typically released within 30 days from the date the request was
received.On 7/24/26 at 9:56AM V1 (Administrator) stated he started working in the facility in June
2026. He reported the facility does not currently have a designated staff person specifically assigned
to handle medical record requests. He stated he is not aware of past processes used for medical
record requests. V1 stated that if a request is received from a law firm or other legal entity, he would
reach out to corporate to handle the release of records. He stated he does not know the turnaround
time for record requests but believes records are released as soon as possible, typically within 30
days from the date the request is received. He acknowledged that obtaining / accessing medical
records is a resident right. V1 stated he reached out to corporate regarding R2's medical record
request to follow up, but he has not received an update yet. He stated that no medical records for R2
have been released or sent to the requestor at this time. He confirmed that the request was received
via email. He stated the processing time can range from 24 hours to 30 days depending on the nature
of the request.Reviewed multiple email correspondences between the facility and the law firm dated
4/21/26, 4/27/26, 5/4/26, 5/12/26, 5/27/26, and 6/1/26 indicate, in part, discussions regarding R2's
medical record request, which was initially submitted on 4/6/26.Facility's access to personal and
medical records policy (undated) shows in part: each resident has the right to access and / or obtain
copies of his or her personal and medical records upon request. Access to the resident's personal and
medical records will be provided to the resident within 30 days (excluding weekends and holidays) of
his request. The resident may obtain a copy of his or her personal or medical record within two
business days of an oral or written request. The resident, or his / her legal representative, may grant
others the right to access the resident's records if such request is made in writing and identifies the
information that is to be released and to whom the information is to be released. Facility's resident
rights policy dated 2/2021 shows in part: federal and state laws guarantee certain basic rights to all
the residents of this facility. These rights include the resident's right to access personal and medical
records pertaining to him or herself.
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