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{P 000} Initial Comments {P 000}
Based upon implementation of the acceptable
plan of correction, an off-site revisit survey was
conducted on 12/10/2024. It was determined the
facility was in substantial compliance as of
12/03/2024 as alleged in the acceptable plan of
correction.
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' of Services
' (1) Basic health and health related services.

{b) For a PCH or SPCH, the administrator or staff
¢ persan designated by the administrator shall,
: relating to the provision of basic health and
. health-related services:

- 1. Be responsible for obtaining medical care

- promptly in response to an accident, injury, or

- acute illness of any resident; and

- 2. Document any accident, injury, illness,
incident, medication error, or drug reaction in the
resident's medical record.

This requirement is not met as evidenced by:

Based on observation, interview, and review of
the facility's policy, it was determined the facility
. failed to ensure basic health and health retated
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1

services for one resident of one-sampled
“resident. The facility failed to ensure prompt
- medical care was obtained in a timely manner for
- acute lice infestation.

The findings include;
Observations of R44 on 11/13/2024 at 2:30PM,
revealed a tall thin lady with disheveled hair
dressed in long sleeve peach top, medium blus
pants, and tennis shoes. No bruises or scabs
were noted on R44's face or hangs. R44 was
observed tc walk up and down the hailway
scratching at her head.
On 11/13/2024 at 5:23PM R44 was observed in
the dining room. R44 was ohserved to frequently
scratch at her head during dinner.
Record review revealed resident{R)44 was
admitted to the facility with an appointed state
guardian on 11/15/2010, with Diagnoses of
Schizophrenic disorder, marnic bipolar, and
- personality disorder cluster b, hypertension, and
hypothyroidism.
Record review revealed the administrator emailed
. the nurse at the doctor's office on 11713/2024,
- with concerns regarding R44 with lice and orders
- were received for Permethin for R44. There was
. no documentation in the resident's medical record
that the resident’s physician was notified when
the resident refused the Permethrin.
Record review revealed on 10/28/2024, R44 was
ordered Permethrin topical 5%, for head lice
which was filled by the pharmacy on 10/28/2024.
During interview on 11/13/2024 at 2:30PM, the
Administrator stated R44 refused her Permethrin
medication for treatment of lice infestation. The
Administrator stated the resident refused to take
showers, and refused medications except the
orange pill the resident R44 thought was a
Vitamin C tablet.
During an interview with the facility nurse
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