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ARIZONA DEPARTMENT
(OF HEALTH SERVICES.

LICENSING

February 14, 2019

important Notice - Please Read Carefully

Heather Friebus

Devon Gables Rehabilitation Center
6150 East Grant Road

Tucson, AZ 85712

Re: Provider Number 035145

Dear Ms. Friebus:

Your facility has just undergone its Federal/State recertification survey, as required by the Federal Title XVIl|
(Medicare) program and Federal Title XIX (Medicaid/AHCCCS) program. As the result of this survey, the
facility's Medicare Provider Agreement will he continuous, unless you are cantacted by our Bureau or the

Centers for Medicare/Medicaid Services to the contrary.

Please retain a copy of this notice with your signed provider agreement.

Sincerely,

Diane Eckles
Bureau Chief

DE/sg

Douglas A. Ducey | Governor  Cara M. Christ MD, MS | Director
150 North 18th Avenue, Suite 440, Phoenix, AZ 85007-3247 P | 602-364-26%0  F|602-324-0993
W | azhealth.gov
Health and Wellness for all Arizonans




ARIZONA DEPARTMENT
OF HEALTR SERVICES

LICENSING

February 14, 2019

IMPORTANT NOTICE- PLEASE READ CAREFULLY

Heather Friebus, Administrator
Devon Gables Rehabilitation Center
6150 East Grant Road

Tucson, AZ 85712

Dear Ms. Friebus:

On February 13, 2019, an offsite was conducted for your facility by the Arizona Department of Public Health,
Licensing, and Certification Bureau, to determine if your facility was in compliance with federal participation
reguirements for nursing homes participating in the Medicare and/or Medicaid programs.

The enclosed Center for Medicare and Medicaid Services (CMS) form, entitled “Statement of Deficiencies and
Plan of Correction” {CMS 2567), documents that no deficiencies of participation requirements were identified
during this revisit. The plan of correction was accepted for the Federal citations.

Enclosed is the Federal Post-Certification Revisit Report, please retain a copy for your files. If we can be of
further assistance, please contact the Bureau of Long Term Care at (602) 364-2690.

Sincerely,

@hocdwwv %&Qﬁﬂw‘*w(

Shoalynn Gilliland
Program Project Specialist [l
Bureau of Long Term Care Licensing

Enclosure

Douglas A, Ducey | Governor _ Cara M. Christ MD, MS | Director
150 North 18th Avenue, Suite 440, Phoenix, AZ 85007-3247 P | 602-364-2690  F | 602-324-0993
W | azhealth.gov )
Health and Wellness for all Arizonans




DEPARTMENT OF HEALTH AND HU-—N SERVICES PRINTED: 02/14/2019

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRUCTICN (X2} DATE SURVEY
AND PLAN OF CORRECTION iDENTIFICATION NUMBER: A BUILDING COMPLETED
R
035145 5. WING . 02/13/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
DEVON GABLES REHARILITATION CENTER 6150 EAST GRANT ROAD
i TUCSON, AZ 85712
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES 1) PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 000} | INITIAL COMMENTS {F 000}
The follow up Federat Recertification and
compiaint investigation survey was conducted on
2/13/19, there were no deficiencies cited.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiency statement ending with an 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 hemes, the findings stated above are disciosable 90 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 disclosabie 14
days following the date these documents are made available to the faciiity. If deficiencies are cited, an approved plan of correction is reguisite to continued
program participation.

FORM CMS-25567(02-99) Previous Versions Obsolete Event ID: AKMC12 Facility ID: LTC0G31 If continuation sheet Page 1 of 1



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID §

/ICES i

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/ |MULTIPLE CONSTRUCTION

IDENTIFICATION NUMBER A, Building
035145 ys |B- Wing

Y2

DATE OF REVISIT

2113019

NAME OF FACILITY
DEVON GABLES REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
6150 EAST GRANT ROAD
TUCSON, AZ 85712

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments

program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been
corrected and the date such commective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC
provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown o the lefi of each requirement on

the survey report form).

ITEM [HATE ITERM DATE ITER DATE
Y4 ¥5 Y4 Y5 Y4 Y5
1D Prefix FO600 Correction 1D Prefix  F0686 Correction 1D Prefix FO773 Correction
483.12 1 483 .25(b)1)i)}ii 483.50(a)2){i)ii
Reg. # @) ~Completed |Req. # (o)1) Completed | Reg. # (@X2)iD Completed
LSC 01/23/20189 L.SC 01/23/2019 LSGC 01/23/2019
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Compieted |Reg.# Completed | Reg. # Completed
.SC L.SC e LSC
1D Prefix Correction 1D Prefix Correction 1D Prefix Correction
Reg. # Completed |[Reg. # Completed | Reg. # Completed
L.SC LsC S LSC
D Prefix Correction ID Prefix Correction D Prefix Caorrection
Reg. # Completed [Reg. # Completed | Reg. # Completed
L.SC LSC S LSC
1D Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed {Reg. # Completed | Reg. # Completed
LSC ——— R LSC . e e e . PR F LSC
- P 4
REVIEWED BY REVIEWED BY DATE @TU o VEYOR DATE
STATE AGENCY INITIALS /
NS N g 2/73)09 2l3/19
REVIEWED BY REVIEWED BY DATE TITLE DATE
CHS RO | (NITIALS)
FOLLOWUP TO SURVEY COMPLETED ON |__-i CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
11/1/2018 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY?  [—Jygs [T] NO
Form CMS - 26678 (09/92) EF (11/086) Page 1 of 1 EVENT ID: AKMC12



ARIZONA DEPARTMENT
OF HEALTH SERVICES

LICENSENB

Fehruary 14, 2019

Important Notice - Please Read Carefully

Heather Friebus, Administrator
Devon Gables Rehabilitation Center
6150 East Grant Road

Tucson, AZ 85712

Dear Ms. Friebus:

On November 1, 2018, a survey was conducted at your facility. You have alleged that the deficiencies cited on
that survey have been corrected. We are accepting your allegation of compliance and presume that you have
achieved substantiat compliance.

A revisit may be conducted to verify that substantial compliance has been achieved and maintained. We will
certify your facility in compliance if we find that your facility is in substantial compliance at the time of the
revisit. If we find that your facility has failed to achieve or maintain substantial compliance, the following
remedies {or revised, if appropriate)} will be imposed:

Recommendation to CMS for.Civil money penalty, effective November 1, 2018
Recommendation to CMS for Denial of Payment for New Admission

A civil money penalty, if imposed, will continue until you have achieved substantial compliance or your
provider agreement is terminated.

If you have any guestions concerning the instructions contained in this letter, please call the Bureau of Long
Term Care at {602) 364-2690.

Sincerely,
: -
‘llf,%_\}'\ou AL L.G\A.‘v‘ (é Lo \OG

Shoalynn Gilliland
Program Project Specialist Il
Bureau of Long Term Care Licensing

cc: State Ombudsman (with POC)

Douglas A. Ducey | Governor _ Cara M. Christ MD, MS | Director
150 North 18th Avenue, Suite 440, Phoenix, AZ 85007-3247 P | 602-364-2690 - F | 602-324-0593
W | azhealth.gov

Health and Wellness for oll Arizonans



ARIZONA DEPARTh NT
DF HEALTH SERVICES

LICENSING

December 3, 2018

Receipt Of This Notice Is Presumed To Be 12/03/2018
Important Notice - Please Read Carefully

Heather Friebus, Administrator
Devon Gables Rehabilitation Center
6150 East Grant Road

Tucson, Arizona 85712

Dear Ms Friebus:

Included in this letter are instructions for your Directed Inservice training, effective December 28, 2018 {Code
of Federal Regulations, CFR 488.425).

This inservice training must be done on the following areas of noncompliance which were identified at the
time of the recertification survey conducted on November 1, 2018:

e FED-F-658- Services Provided Meet Professional Standards
FED-F-760- Residents Are Free of Significant Med Errors

The inservice training must be a program developed hy sources with an in-depth knowledge of the area(s)
which require specific training. Facilities may choose to select:

1. Any training program developed by an established center of geriatric health services education, such
as schools in the health sciences, including, but not limited to, medicine, nursing, pharmacy, social
work, recreational therapy, occupational therapy, speech pathology, physical therapy, dietetics, and
environmental health.

2. Atraining program provider who has demonstrated expertise in the relevant area, such as through a
school in the health sciences, and has developed a training program that meets the criteria for
continuing education from the apprepriate accrediting body, e.g., the Arizona Nurses Association.

3. Atraining program provided by an area health education center which has established programs in
geriatrics and geriatric psychiatry, centers for aging such as the Area Agency on Aging, or the
Ombudsman program, for training in appropriate areas.

Douglas A. Ducey | Governor  Cara M. Christ MD, MS | Director
150 North 18th Avenue, Suite 440, Phoenix, AZ 85007-3247 P | 602-364-2690  F | 602-324-0993 -
W | azhealth.gov
Health and Wellness for alf Arizonans




Devon Gables Rehabilitation Center
December 3, 2018
Page Two

Documentation of the completion of the directed inservice training must be submitted to the Long Term Care
Bureau Chief or designee by the effective date identified above.
Payment for the directed inservice training is the responsibility of the facility.

Action Following Training: After the staff has received inservice training, if the facility has not achieved
substantial compliance, the State may impose one or more other remedies specified in CFR 488.406.

If you have any questions concerning this letter, please contact the Bureau of Long Term Care at (602)
364-2690. '

Sincerely,
T 7 | . -m‘\ ; J‘ .J
Diuouias &b
Diane Eckles
Bureau Chief

DE\sg

Enclosure

Douglas A. Ducey | Governor _ Cara M. Christ MD, MS | Director
150 North 18th Avenue, Suite 440, Phoenix, AZ 85007-3247 P | 602-364-2650  F | 602-324-0993
W | azhealth.gov
Health and Wellness for alf Arizonans




ARIZONA DEPARTN. NT
OF HEALTH SERVICES

 LICENSING

December 3, 2018

Receipt Of This Notice Is Presumed To Be -12/03/2018
Important Notice - Please Read Carefully

Heather Friebus, Administrator
Devon Gables Rehabilitation Center
6150 East Grant Road

Tucson, AZ 85712

Dear Ms. Friebus:

On November 1, 2018, a Medicare recerification survey was conducted at your facility by the Department of
Health Services, Bureau of Long Term Care to determine if your facility was in compliance with Federal
participation requirements for nursing homes participating in the Medicare and/or Medicaid programs.

[X] This survey found the most serious deficiency(ies) in your facility to be isolated deficiencies that
constitute actual harm that is not immediate jeopardy as evidenced by the attached CiVIS-2567 whereby

significant corrections are required {G}.

1] This survey found the most serious deficiency(ies) in your facility to be a pattern of deficiencies that
constitute actual harm that is not immediate jeopardy as evidenced by the attached CMS-2567 whereby

significant corrections are required (H).

[1 This survey found the most sericus deficiency(ies) in your facility to be widespread deficiencies that
constitute actual harm that is not immediate jeopardy, as evidenced by the attached CMS-2567 whereby

significant corrections are required {1).

All references to regulatory requirements contained in this letter are found in Title 42, Code of Federal
Regulations.

Plan of Correction (PQC}

A Plan of Correction {PoC) describing what corrective actions Devon Gables Rehabilitation Centerwill take to
remedy the deficiencies identified during the November 1, 2018, survey (and listed on the Statement of
Deficiencies) must be submitted by December 13, 2018.

As receipt of this notice and the enclosed Statement of Deficiencies has been sent to you via email, you must
include all pages of the Statement of Deficiencias when submitting your PoC. Failure to submit an acceptable
PoC by December 13, 2018 may result in the imposition of remedies, including termination of your facility's
Medicare provider agreement. Plans of correction sent by fax will not be accepted.

Douglas A. Ducey | Governor  Cara M. Christ MD, MS | Director
150 North 18th Avenue, Suite 440, Phoenix, AZ 85007-3247 P | 602-364-2690 F | 602-324-0993
W | azhealth.gov
Health and Wellness for all Arizonans




Devan Gables Rehabilitation Cenu..
December 3, 2018

Page Two
Your PoC must contain the following:

e What corrective action(s) will be accomplished for those residents found to have been affected by the
deficient practice;

e How you will identify other residents having the potential to be affected by the same deficient practice
and what corrective action will be taken;

e What measures will be put into place or what systemic changes you will make to ensure that the deficient
practice does not recur;

» How the corrective action(s) will be monitored to ensure the deficient practice will not recur, i.e., what
guality assurance program will be put into place; '

e If the facility is in the process of implementing a PoC as a result of a survey completed by the State Survey
Agency, you should reference this information in your PoC, with the current status of the correction and

any revised correction dates,

e The dates when corrective action will be completed; and

e The signature and date you approve the Plan of Correction on the first page.

Recommended Remedies

Based on the deficiencies cited during this survey, we are recommending to the CMS Regionat Office and/or
State Medicaid Agency that the following remedies be imposed :

Recommending to CMS Civil Money, effective November 1, 2018
Directed In-Service Training for Tag# F658 and F760
Recommending to CMS Denial of Payment for New Admission

Please note that this notice does not constitute formal notice of imposition of alternative remedies or
termination of your provider agreement. Should the Centers for Medicare & Medicaid Services determine
that termination or any other remedy is warranted, we will provide you with a separate formal notification -

of that determination.

The scope and severity of the deficiencies documented during this survey constitutes one or more findings of
actual harm during the current certification period, eliminating the opportunity to correct prior to imposition
of the above remedies.

Your current period of noncompliance began on November 1, 2018. We are also recommending to the CMS
Regional Office and/or State Medicaid Agency that your provider agreement be terminated on May 1, 2019, if
substantiai compliance is not achieved by that time.

Douglas A. Ducey | Governor _ Cara M. Christ MD, MS | Directgr
150 North 18th Avenue, Suite 440, Phoenix, A7 85007-3247 P | 602-364-2650  F| 602-324-0993
W | azhealth.gov
Health and Wellness for all Arizonans




PRINTED: 12/03/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED |
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {(X1) PROVIDER/SUPPLIER/CLIA (X2 MULTIPLE CONSTRUCTION {X3) DATE SURVEY :
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED :
035145 B WING 111012018 |

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CGDE

6150 EAST GRANT ROAD

DEVON GABLES REHABILITATION CENTER TUCSON, AZ 85712

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) ¢
F 686 | Continued From page 20 F 686 :

nurse observed a change in the wound while
providing the treatment, then the floor nurse
would nofify the provider that day and document
the notification and any order obtained. She
stated that the: floor nurse would aiso notify her of
the wound decline. The RN stated that on
September 19, 2017, resident #470 wounds were
assessed to be a mixture of moisture associated
dermatitis with a fungal component. She stated
that at the time of her observation on September
26, 2017, she classified the right ischium wound
as a pressure related deep tissue injury and that
the wound had declined. She also stated that the
saocral coccyx area wounds were difficult to E
measure and that now there were three open
areas, so she documanted the overall size, The
wound nurse stated that she notified the
physician of the wound decline but she was
unable to find any documentation of the
notification.

An interview was conducted with the DON (staff
#241), who is wound care certified, on November
1, 2018 at 11:47 a.m. She stated that her
expectation is that when a resident has a decline
in skin integrity, the provider is natified of the
decline and that staff document the provider
notification by some means i.e. progress notes,
obtaining an new.order, treatment records, etc.
She stated that a wound that changed from
blanchable to non-blanchable to dark purple with
a change in classification from moisture
associated skin damage to a deep tissue injury
and any new open areas would be considered a
decline in the skin integrity. The DON stated that ,
the facility policy of notifying the physician of a i
change in a resident's condition was not followed
for this resident,

FORM CMS-2567(02-89) Previous Versions Obsolele Event 10: AKMC 11 Fagllity ID: LTGOC3 4 If continuation sheet Page 29 of 33



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

PRINTED; 12/03/2018

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERIGLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

0385145

(%2) MULTIPLE CONSTRUCTION
A, BUILDING

B, WING

(X3} DATE SURVEY
COMPLETED

11/01/2018

NAME OF PROVIDER OR S8UPPLIER

DEVON GABLES REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
6150 EAST GRANT ROAD
TUGCSON, AZ 85712

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PREGEDED BY FULL
REGULATORY QR LSC IDENTIFYING INFORMATION)

iD PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH CORRECTIVE AGTION SHOULD

(X5)
BE COMPLETION

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY}

F 686

F 760
88=0G

Continued From page 21

Review of the facility's wound identification
guidetines paolicy revealed that routine rounds are
done by staff and with any new area of concern
staff will follow the procedure for a change of
condition to include notifications to the provider,

The facility's policy regarding a change in a
resident's condition or siatus revealed that the
facility shall promptly notify the attending
physician of changes in the resident's medical
condition.

Residents are Free of Significant Med Errors
CFR(s). 483.45(N(2)

The facility must ensure that its-

§483.45(1)(2} Residents are free of any significant
medication errors,

This REQUIREMENT is nof met as evidenced
by:

Based on clinical record review, staff interviews,
facility documentation and policies and
procedures, the facility failed to ensure one
resident (#370) was free from a significant
medication error, by falling to administer an
anticoaglulant medication per the admission
orders.

Findings include:

Resident #370 was admitied frem a hospital to
the facility on 10/16/2017, with diagnoses that
included chronic systolic congestive heart failure,
prosthetic aortic heart valve, chronic obstructive
pulmonary disease, prior myocardial Infarction,
chronic kidney disease and pacemaker.

Review of the Admission Orders dated 10/16/17
from the hospital included for Warfarin

F 686

F 780

Past noncompliance: no plan of
correction reguired.

FORM CMS-2667(02-98) Previous Versions Obsalete Event 1D AKMC11

Fachity ID; LTC0031 if continuation sheet Page 22 of 33




PRINTED: 12/03/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391 ;
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERIGLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY j
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILOING COMPLETED
035145 B. WING 11101/2018 '
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE i
6150 EAST GRANT ROAD
NC }
DEVON GABLES REHABILITATIO ENTER TUGSON, AZ B6712
(%) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION *6)
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION i
TAG REGULATORY OR 1.SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE !
DEFICIENGY) ¥
F 760 Continued From page 22 F 760

(anticoagulant) 3 mg (milligram) tablet orally
every Monday, Tuesday, Thursday, Friday and
Sunday and Warfarin 5 mg tablet crally every
Wednesday and Sunday. On the Admission
Orders these two medication orders were
ctossed through and it was handwritten in for
Warfarin 3.5 myg daily and for INR (international
Normalized Ratio) lab tests on Mondays and
Thursdays.

However, the recapitulation of physician crders
for October 2017 did not include an order for
Watiarin or for the INR lab tests to be done.

Review of the Medication Administration Record
(MARY) for October 2017 did not reveal any !
documentation that the resident was administered |
Warfarin,

The MAR further showed that 24-hour chart
checks were conducted datly, without recognition
of the missed medication. As a result the resident
did not receive the anticoagulant medication from
the time of admission on 10/16/17 to the time of
the discovered missed medication on 11/20/17
(for a total of 34 days). In addition, no INR lab
tests were obtained.

A physician's order dated 11/20/17 now included
for Warfarin 5 mg orally daily and for INR [ab
tests on Tuesday and Friday for a diagnosis of
prosthetic heart valve.

Review of the MAR for November 2017 revealed
the resident was administered Warfarin on
1142017, 1102117 and 11/22/17.

According to the INR lab test dated 11/21/17, the
INR result was 1.2 (sub-therapeutic level).

FORM CMS-2567 (02-08) Previous Verslions Chsolele Event |0n AKMC11 Facillty 1D: LTCO031 If continuation sheet Page 23 of 33




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

PRINTED: 12/03/2018
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

0356145

{X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

{X3) DATE SURVEY
COMPLETEDR

110172018

NAME OF PROVIDER OR SUPPLIER

DEVON GABLES REHABILITATION CENTER

STREET ADDRESS, GITY, STATE, ZIP CODE
6150 EAST GRANT ROAD
TUCSON, AZ 85712

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

n PROVIDER'S PLAN OF CORRECTION (¥s)
PREFIX (EAGH GORREGTIVE AGTION SHOULD BE COMPLETION
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Further review of the clinical record revealed
there was no documentation that the physician
was notified of the sub-therapeutic level for the
INR.

A nurse progress note dated 11/22/17 revealed
that around 7:30 p.m., the resident appeared to
be confused. The note included the resident's
vital sighs were stable, but her blood sugar was
elevated at 447 and was administerad insulin.
The note also included that a family member
requested the resident be sent to the hospital, so
911 was called and the resident was transported
to the hospital at 8:00 p.m.

Review of the emergency department physician
note dated 11/22/17 revealed the resident
presented with altered mental status, Diagnoses
included confusion, delirium, cerebral vascular
accident, hypoglycemia, intracranial hemorrhage
and metabolic encephalopathy. The resident was
admitted to the Telemetry Unit in stable condition.

A hospital physician's note dated 11/27/17
revealed the chief complaint of the patient was
"new CVA (cerebral vascular accident} with
dysarthria (difficulty speaking).” The History of
Present lliness included, "she has now suffered a
CVA after being sub-therapeutic on her Warfarin.

Review of the hospital colirse summary dated
11/29/17 revealed the resident was on chronlc
anticoagulation, due to mechanical aorlic valve
replacement. The resident presented to the
emergency department due to progressive
worsening of altered mental status, lethargy, and
recent somnolence. in addition to confusion, the
patient was having difficulty talking. The summary

F 760
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included the resident's INR level was 1.6, "which
is sub-therapeutic and given the patient's
mechanical aortic valve, the resident should have
a goal INR of 3." The documentation further
included the patient was found, on repeat
Computerized Tomography (CT) imaging to have
an "acute siroke, and this is thought to be
embolic given her subacute therapeutic INR. Per
neurology recemmendations, we will continue
Warfarin with up-titration still as to gef her INR
back in to range..at a goal of 3.0."

An Interview was conducted on 10/31/18 at 1:48
p.m., with a Licensed Practical Nurse (LPN/staff
#214). Staff #214 stated that when a resident is
admitted from the hospital, the hospital sends
admissions orders, which are reviewed with the
facility's physician, usually by reading them over
the phone, and then entering them into the
electronic chart. Staff #214 stated that after the
orders are entered, the arder recap is printed and
the physician will review and sign the order recap.
He stated that a chart check process Is also
completed every 24 hours by the night nurse
which includes checking for new orders and
verifying that the order recap is correct. Staff
#214 stated that if there are medications that
were on the hospltal admission orders that were
not on the order recap, the nutse should review
the clinical record for documentation as to why
the medications are not on the orders or call the
physician to find out why. He stated that if the
medications were missed when adding them to
the electronic record, it should have been caught
by the 24 hour chart check process. The LPN
szid that he would expect a resident on long term
anticoagulants would continue on the medication
while at the facility. He further stated that if a
resident is on long term anticcagulants that were
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suddenly stopped it could result in coagulation of ;
the blood leading to clots, pulmonary embolism,
deep vein thrombosis and stroke.

During an interview conducted on 11/01/18 at
9:15 a.m. with the Director of Nursing {DON/staff
#244), the DON stated the admitting department
obtains the resident information and orders from
the hospital. She stated that when she became
aware of the missed Warfarin and labs for !
resident #370, she started a Performance
Improvement Plan (PIP} for their Quality ;
Assurance Process Improvement (QAPI)
committee. She said the PIP was designed to
identify how this occurred and to ensure there is a
process in place so that it does not happen again.
The DON stated that in the case of resident #370, :
the hospital admission orders had Warfarin on :
them, it just got missed and fe!l through all of the
safety checks. The DON stated that the 24-hour
chart check missed it, the physician did a History
and Physical the next day and missed it, and the
pharmacy review condticted their review 2 days
later and missed it. :

An interview was conducted on 11/01/18 at 9:41
a.m. with the Administrator (staff #87). The
Administrator stated that the facility has initiated
the following measures:

~Chart audits were conducted on 100% of new
admissions and randomly on other charts and
any discrepancies are repotted to the
Administrator and none were identified

-Staff education was initiated and completed
-Physicians and the Pharmacy now review the
hospital orders for medications and the faciilty
orders when they come in to see a new resident
-All facility physicians and NPs were alerted to
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what occurred and their role in reviewing new
admission orders,

-The medical director and the pharmacy
consultant review and sign off on all medication
arrars,

-The P{P was completed in February 2018 and
the issue was then turned to ongoing GAPI
guality audits.

Review of the facility’s PIP and ongoing QAPI
audits revealed the following:

-QAP] Action Plan initiated on 11/28/17 with the
root cause, tasks, and reporting process for
findings

-Notes of ongoing review identified no new
concerns on 12/15/17, 12/29/17, 1/11/18, 1/25/18,
2/8/18, and 2/22/18

-Action Plan did not note any concerns since the
staff education and the plan then transitioned to
monthly updates at the QAP| Committee meeting
-Staff education materlals and education sign-in
sheets

~Admission audit sheet results

Review of the facility's policy titled, Admission
Orders; Reconcillation Procedures revealed the
facility will take measures to obtain accurate
admission orders. The policy included that the
nurse receiving the resident shall review the
orders and make recommendations to the
provider after observation of the resident. All
admitting orders are to be reviewed by a licensed
nurse, The nurse will document that the
admission orders were reconciled for accuracy
and will notify the provider of any discrepancies.
The nurse will then fax the admission orders and
transcribed orders to the pharmacy. The policy
also included the 24-hour chart check nurse will
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review transfer orders against admission orders
and against the MAR for accuracy.

Review of the facility's policy titled,
Anticoagulation - Clinical Protocal revealed that
as parl of the initial assessment, the physician will
help identify individuals who are currently
anticoagulated and assess for any signs or
symptoms of adverse drug reactions and
evidence of effects related to the sub-therapeutic
or greater than therapeutic drug level. The policy
included the nurse shall assess and
document/report current drug and dosage of
anticoagulation therapy, lab results and
monitoring, active diagnoses, and other current
medications. The physician will verify underlying
causes of conditions requiring anticoagulation
therapy and will prescribe the therapy in
accordance with recognized guidelines and will
order appropriate lab testing to monitor the
therapy.

The facility's policy titled, 24-Hour Chart Checks
stated that the 24-hour chart checks will be
completed by the night shift. The policy included
that each chart is checked for new orders and if
any error is noted it is reported to the unit
manager and corrected immediately. The policy
included that If clarification of orders are needed, |
it must be followed-up promptly and reported. i
Staff will initlal on the 24-hour chart check sheet
located in the front of the physician's orders in the f
clinical record, after the chart check is completed, }
F 773! Lab Srves Physician Order/Notify of Resuits F773
ss=D | CFR(s): 483.50{a)(2)(i)(ii)

§483.50(a){2) The facllity must-
(i} Provide or obtain laboratory services only when
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ordered by a physician; physician assistant; nurse
practitioner or clinical hurse specialist in
accordance with State law, including scope of
practice laws.

(i) Promptly notify the ordering physician,
physician assistant, nurse practitioner, or clinical
nurse specialist of laboratory results that fall
outside of clinical reference ranges in accordance
with facility policies and procedures for
notification of a practitioner or per the ordering
physician's orders,

This REQUIREMENT is not met as evidenced
by;

Based on clinical record review, staff and
resident interviews, and policy review, the facility
failed to promptly notify the provider of abnormal
laboratory results for one resident (#61).

Findings include:

Resident #51 was admitted to the facility on May
21, 2018, with diagnoses that included congestive
heart failure, repeated falls, and urinary tract
infection.

Review of a quarterly Minimum Data Set (MDS)
assessment dated August 23, 2018, revealed a
Brief Interview for Mental Status (BIMS) score of
15, which indicated the resident was cognitively
intact. The assessment also included the resident
had a urinary tract infection (UT1) within the last
30 days.

Anursing progress note dated October 22, 2018,
revealed the resident complained of pain when
voiding and had a history of frequent UTls. The
note included the provider was notified and that
an order was obtained for a urinalysis (UA) with &
culture and sensitivity (¢&s}. The note also
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Correct to Individual:

Resident #61's Provider was notified
of the results of her UA C&S and it
was documented in the Medical
Record.

Correct to all others:

Has the potential to affect all
Residents that have lab orders.
Licensed Nurses will receive re-
education on procedure for
notifying the Provider of abnormal
lab results and document the results
in the medical record accordingly.

System Correction:

Audits of abnormal lab results
reported to the Provider and
documented in the medical record
will be completed 2 times weekly for
90 days and then weekly thereafter,

Monitoring System:

The analysis of the audits will be
taken to QAPI meeting for review
and follow-up as needed.

Correction Date: 12/16/18

Responsible Person:
DON or Designee
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included that the sample was collected and sent
to the laboratory (lab).

Review of the physician's order dated October 22,
2018, revealed an order for a urinalysis with
culture and sensitivity if indicated.

The results of the UA, c&s dated October 24,
2018 revealed the following abnormal results:
-hitrite positive

-3+ leukocyte esterase

-glight cloudy

-white blood cell >50

-White blood cell clumps

~many bacteria

-sgquamous epithelial

-mucous threads

However, no documentation was found that the
results of this abnormal lab test were
communicated to the provider,

The final report of the urine lab dated October 27,
2018 revealed:

->100,000 gram negative rods/ escheria coli
Again, no documentation was found that this final
report of the urine lab was communicated to the
provider.

Anursing progress note dated November 1, 2018
at 2:37 p.m. revealed the UA results read positive
for an UTI and that the provider was hotified.

Review of the physician's orders dated November
1, 2018, revealed an order for Keflex (antibiotic)
500 milligrams capsule by mouth every 12 hours
for an UTL.

An Interview was conducted with the resident
(#61) on October 29, 2048 at 11:16 a.m. She

F773
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stated that she thinks she has an UT! and stated
that her urine was sent to the iab "last week”. She
stated that she does not think the results are
back yet because no one has told her the results
or started her on a treatment. The resident stated
that she has severe pressure and pain when she
urinates and that it has made her cry. She also
stated that she has a spastic urethra.

An interview was conducted with a Licensed
Practical Nurse (LPN/staff #44) on November 1,
2018 at 1:35 p.m. She stated that it is the nurse's
responsibility {o be on the lookout the laboratory
results. She stated that she had not seen the
laboratory report. The LPN stated that as soon as
she reviews a lab report, she will calt the provider
If the laboratory results were abnormal or ordered
STAT. She stated that a delayed notification of an
abnormal UA to the provider could put the
resident at risk of discomfort or sepsis. The LPN
stated that their procedure was not followed in
this instance because the provider was nof
netified of the labk results when the facliity
received the report.

During an interview conducted with the unit
manager (LPN/staff #187) on November 1, 2018
at 1:38 p.m., she stated that the iab results are
faxed to the fax machine on "south" and that they
are sorted and put in the individual folder for each
unit. She stated that as far as she knows, her unit
did not receive the lab report of the urine results
for resident #61.

An interview was conducted with the Family
Nurse Practitioner (FNP/#326) for this resident on
November 1, 2018 at 1:39 p.m. She stated that
nornally the provider is notified of laboratory
reports as soon as the facility receives them. The
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FNP stated that she would review the resident's
symptoms and the culture results and then decide
on what interventions to implement. She stated g
that she was not notified of the UA or c&s results |
for resident #81, She also stated that if the
physician had been notified of the results; the
physician would have asked her to follow up. The
FNP stated that it was concerning to her that if
was over 48 hours before the provider was
notified. She further stated that this delay in
notification and treatment puts the resident at risk
for sepsis or a kidney infection.

During an interview conducted with a laboratory
cuistomer service representative (#325) on
November 1, 2018 at 2:00 p.m., she stated that
the initial report of the UA was faxed fo the facility
on October 24, 2018 at 2:30 p.m. and that the
final c&s was faxed to the facility on Qctober 27,
2018 at 9:30 am.

;
i
!
H
i

During an interview conducted with the
receptionist (staff #130) on November 1, 2018 at
2:10 p.m., she confirmed that the fax number the
lab customer service representative stated was
used o fax the lab reports was the correct fax
number.

An interview was conducted with the Director of
Nursing {DON/staff #241) on November 1, 2018
at 2:13 p.m. She stated that when an order is
received for a lab, a slip is filled out and sent to
the laboratory. She stated that the laboratory will
fax the results to the facility and that if the labs
results are abnormal, the provider is notified on
the shift that the lab results were received. She
stated that if the provider gives an order, it will ba
reflected in the orders and a progress note. After !
reviewing the UA and c&s results for resident
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#61, the DON stated that the provider should
have been notified of the results within the
receiving nurse's shiff, She stated that delaying to
notify the provider of the lab results puts the
resident at risk for sepsis.

The facility's policy regarding laboratory ordering
and monitoring revealed that each day the carbon
copy of the previous day's Iab log will be retrieved
from each unit, the resuits obtained, and returmed
to the nursing staff. The policy included that the
provider will be notified of results as needed, and
that when the provider is nofified verbally, the
nurse is to date and sign/initial the lah slip, and
include the name of the provider contacted.

F773
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\RIZONA DEPARTN. NT
OF HEALTH SERVICES

December 3, 2018

Receipt of This Notice is Presumed To Be 12/03/2018
Important Notice - Please Read

Heather Friebus, Administrator
Devon Gables Rehabilitation Center
6150 East Grani Road

Tucson, Arizona 85712

Dear Ms. Friebus:
On November 6, 2018, a recertification survey was conducted at your facility by the Department of Health
Services, Bureau of Long Term Care to detarmine if your facility was in compliance with Federal/State

participation requirements for nursing homes participating in the Medicare and/or Medicaid programs. During
this survey, complaint investigations may have also been conducted.

The enclosed Life Safety Code deficiency form which indicates that no deficiencies were found at the time of
the recertification inspection. This form will become a part of your public file; please sign and return the
original and retain a copy for your files.

If we may be of any further assistance please contact the Bureau of Long Term Care at (602) 364-2690.

Sincerely,

DO Eadlley -

Diane Eckles
Bureau Chief

DE\sg

Attachments

Douglas A, Ducey | Governor  Cara M, Christ MD, MS | Director
150 Morth 18th Avenue, Suite 440, Phoenix, AZ 85007-3247 P | 602-364-2690  F | 602-324-0993
W | azhealth.gov
Health and Wellness for all Arizonans
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rlzons Department of Healt
42 CFR 483.41(a) Nursing Home niiviston of f‘»’mmaaa Health

Pyt [

The facility must meet the applicable provisions of o
the 2012 Edition of the Life Safety Code of the ‘ el
National Fire Protection Assoctation.

PR b w5

This is a Recertification survey for Medicare L0, 18h Ay BAl
under LSC 2012, Chapter 19 Existing Nursing igmnﬁv Fi? QEaNT
Horme. The entire building was surveyed. HEE ‘

The facility meets the standards, based upon
comphiance with all the provisions of the
standards.

No apparent deflclencies were found durlng the
survay.

LABORATORY DIRE TOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ‘ TITLE {X6) DATE
AL Y ey 57"'74:‘?}{?7 WAV /s

other safeguards provide sufficient protectlon to ihe patients. {Ses instructions.) Except for pursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not & plan of correction |s provided, For nursing homes, the above findings and plans of comrection are disclosable 14
days following the date these documents are made avallable to the facility. If deficlencies are cited, an approved plan of corraction Is requisite to continued
program participation,

FORM GM$-2587(02-99) Pravious Versions Obsolele Bvenl ID:AKMC21 Facility ID: LTC00M If continuation sheet Page 1 of 1
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ARIZONA DEPARTN NT
OF HEALTH SERVIGES

LICENSING

December 3, 2018

Receipt of This Notice is Presumed To Be 12/03/2018
Important Notice - Please Read

Heather Friebus, Administrator
Devon Gables Rehabilitation Center
6150 LEast Grant Road

Tucson, Arizona 85712

Dear Ms. Friebus:

On November 6, 2018, a recertification survey was conducted at your facility by the Department of Health
Services, Bureau of Long Term Care to determine if your facility was in compliance with Federal/State
participation requirements for nursing homes participating in the Medicare and/or Medicaid programs. During

this survey, complaint investigations may have also been conducted.

The enclosed Emergency Preparedness deficiency form which indicates that no deficiencies were found at the
time of the recertification inspection. This form will become a part of your public file; please sign and return
the original and retain a copy for your files.

If we may be of any further assistance please contact the Bureau of Long Term Care at (602) 364-2650.

Sincerely,

\MO/\_\‘ TANE QQ/\\NQ«%/

Diane Eckles
Bureau Chief

DE\sg

Attachments

Douglas A. Ducey | Governor  Cara M. Christ MD, MS | Director
150 North 18th Avenue, Suite 440, Phoenix, AZ 85007-3247 P | 602-364-2690  F | 602-324-0993
W | azhealth.gov
Health and Wellness for all Arizonans




PRINTED: 11/08/2018
DEPARTMENT OF HEALTH AND HlhwAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDRICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECT(ON IDENTIFICATION NUMBER: COMPLETED

A, BUILDING
035145 B. WING 11108/2018
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
6160 EAST GRANT ROAD
DEVON GABLES REHABILITATION CENTER TUCSON, AZ 85712
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES (i PROVIDER'S PLAN OF CORRECTION (X6}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GCOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

. - ek ot Haan
rizona Deparimen

Division of Dptic Henit

A faimrs i

£ 000 Initial Comments E 000

42 CFR 483.73 Long Term Care Facillties.

! The facility must meet all applicable Federal,
State and local emergsncy preparadness

requirements as outlined in the Medicare and pelspome T
Medicaid Programs; Emergency Preparedness 150 8, 18th Ave 840
Requirements of Medicare and Medicaid whpanbe A7 AR

Participating Providers and Suppliers Final Rule
(81 FR 63860) September 16, 2016.

No apparent deficiences noted at the time of the
survey.

LABORATORY DIRECTOR'S OR PROVIFER/SUPELIER REPRESENTATIVE'S BIGNATURE TITLE {X6) DATE

L2 TL P 02 A nvprstadm 13/ fff/;’ X

Any deficiency Statement ending with an asterisk (*) denotes a deficlency which the Institution may be excused from correcting providing it is determiined tfat
other safaguards provide sufficient protection to the palients. (See instructions.) Except for nursing homas, the findings stated above are disclosable 90 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 foliowing the date these documents are made avaituble to the facilily. If deficiencles are clted, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567{02-99) Previcus Versions Obsolete Event D AKMC21 Facility ID: LTCOD31 I continuation sheet Page 1 of 1




DEPARTMENT OF HEALTH AND HUMAN SERVHCES

CENTERS FOR MEDICARE & MEDICAID SERY

COMB Exempt

LONG-TERM CARE FACILITY APPLICATION FOR MEDICARE AND MEDICAID

Standard Survey:

;fcﬁ °'Z?£;/ /j / V

From '71 (mmiddiyyyy)

Extended Survey:
From: F3 {mm/iddiyyyy)

To: B4 (mmiddiyyyy)

Narfe of Fadilityl/

Provider Number

Fiscal Year Ending: F5 (mm/ddfyyyy)

Devon Gables Rehabilitation Center (35145 12/31/2018
Street Address
6150 E. Grant Rd.
City County State Zip Code
Tucson Pima Az 85712
Telephone Number: F& State/County Code: F7 State/Region Code: F8
(520) 296-6181
£9 Is this facility hospital based? F10..viinieines O Yes No

R

0t Skilted Nursing Facility (SNF) - Medicare Participation
02 Nursing Facility (NF} - Medicaid Participation

If yes, indicate Hospital Provider Nurnber: F11

03 SNF/NF - Medicare/Medicaid | ' l
Ownership: F12 For-Profit Non-Profit Government
113 01 Individual 04 Church Related 07 State 10 City/County
02 Parthership 05 Nonprofit Corporation 08 County 11 Hospital District
03 Corporation 06 Other Nonprofit 09 City 12 Federal
13 Limited Liability Corporaticn
Owned or leased by Multi-Faciiity Organization: F13 e setssnesssessssss s ssssss e sresessssssessessmssssssesssassssssnresenieneerees @ Y88 O No
Name of Multi-Facility Organization: F14
Altifude Health Services
Dedicated Special Care Units: (show number of beds for all that apply)
F15 AIDS F16 Alzheimer's Diseasa F17 Dialysis
0 214 9
F18 Disabled Children/Young Adults F19 Head Trauma F20 Hospice
0 0 177
F21 Huntington’s Disease F22 Ventilator/Respiratory Care F23 Other Spedalized Rehabilitation
o] o 3k
Does the facility currently have an organized residents’ group? F24. .. st s e ®Yes O No
Does the facility currently have an crganized group of family members of residents? .....civeieiiireeseeessscenens s csssseessenseseeeeens () YES No
Does the facility conduct experimental reSEarth? F2B .. s vrorirrmmnsarissssvrmsssreiwesismsssesssnssuasissersesserannssssssmnermeoneeerserans () Y85 @ NO
Is the facility part of a continuing care retirement community (CCRC)? F27 SO OO TVOTRTTTNTTN 4 B4 -1+ No

If the facility currently has a staffing waiver, indicate the type(s} of waiver(s) by writing in the date(s) of last approval. Indicate the number of
hours waived for each type of walver granted. If the facility does not have a waiver, write NA in the blanks.

Waiver of seven day RN requirement:
Date: F28 {mm/ddiyyyy}

Hours waived per week: F29

Waiver of 24 hr licensed nursing requirement:

Date; F30 (mmiddiyyyy)

Houirs waived per week: F31

Does the facility currently have an approved Nurse Alde Training and Competency Evaluation Program? F32 ... (J Yes - @ No
Name of Persen Coempleting Ferm Time
Heather Friebus 15:00
Date
) 10/29/2019




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

RESIDENT CENSUS AND CONDITIONS OF RESIDENTS

Provider Mo. Medicare . Medicaid

Orther Total Residents

o W Bl

QARSI S 3 SEER

Assist of Gne or Two Staff Dependent

ADL trdepandent

Bathing F73 % ' Fen

11 w10l

Dressing F82 & % Fa3

1490 S )

Transferring | 85 CV; g : Fas

135 v 36

Toifet Use [3:5:0 ' @-»E F8s

151 =53

Exting | P91 i@@ ez

7= _Ia

A. Bowel/Bladder Status
3
Fo4 | B with indwelling or external catheter

'F95 Of total number of résidents with catheters,
i 3 were present on admission.

Fog _I_ @Occ@ionally or frequently incontineat of
bladder

Fo7 ES:B Occastonally or frequently incontinent of
bowel

‘598! 9 ’ On individually written bladder {raining
. program

FQQIUDQ’OH individually writlen bowel tralning
program

B. Mobility
FIOO_% Bedfast aif or most of ime

Flo1 ! %P]n chair all or mogt of time
Fi02 I ! Independently ambulsiory

F103 &?O Ambulation with assistance or assistive
device

Fi04 O Physically restrained

F105 Gf total number of residents restrained, O
were admitted with orders for restraints,

F106 13j With cortractures

F107 Of totsi nmnber of residents with
contractures, lﬂ }S had contractures on admission.

C. Mental Status
Fi08 Q- With mental retardation

F I{}Qq? With documented signs and symptoms of
depression

F11 G' gl 1 With documented psychistric diagnosis
{exclude dementias and depression)

L
Fl1 1] 5 {Demenﬁa: multi-infarct, senile, Alzheimer’s
type, or other than Alzhelmer’s type

F112. 89 with behavioral symptoms

FI113 Of the total number of residents with
behavioral sympiomos, the tofal mumber recelving 2
behavior management program

F114 O Receiving health rehzbilitative services
for MIMR

D, skin Integrity

F1L5 ]3 With pressure sores (exclude Stage 1)
F116 Of the total number of residents with
pressure sores excluding Stage I, how many
restdents had pressure sores oz admission? 2

Fi1 7, 9 0 Recetving preventive skin care

F11% ('9 With rashes

Form CGV5-67Z {02/12)



RESIDENT CENSUS AND CONDITIONS OF RESIDENTS'

E. Spedial Care

Fil8 i‘?; Receiving hospice cere bepefit
FL‘ZOQ_ Receiving radistion therapy
Fi2 IQ Rc-c«:iving chemotherapy
F'J'Zili Receiving dialysis

7

Fi23 ] Receiving intravenons therapy, parenteral

F127 O Receiving suctioning

FlZS[C"f Receiving injections {exelude vitamin B12
injections)

F128 3 Receiving tube feedings

Ty £ .
F130 0 ?6 Receiving mechanically altered dicts
: incloding purzed and &ll chopped food

—e———trition; amlfor biood trursfdon

Pf{.’lﬁiS O Receiving respiratory freatment
- F125 O Receiving tracheosiomy care

F126. 5 Teceiving ostomy care

{nol only meat}

FlSig‘ Receiving specialized rehabiiitaﬁve services
(Physical therapy, speech-language therapy,

~ oceupational therapy)
F13” 3 / Assistive devices while eah.ng

F. Medications
F1335 7;) Receiving any psychoactive medication

F134 '~ ?3 Receiving antipsychotic medications

F]BS@ Receiving aptianxiety medications

F 136@ Receiving antidepressant medicat%ons

E137 ﬂ_ Receiving hypnotic medications
F138_3 Receiving antibiotics

-
F139L>L{ On pain management program

G. Othar ,
140 ﬁ With unplanned significant weight loss/gain

Fi41 ; Who do ot commanicate in the dominant
languzge of the facility (include those who

use sign languape)
F142 Who use not-oral commuzication devices
F1439)0( With advance directives

F1 Mm Received influenza imnumization

F143 %’*Rcceived pRewmococeal vaceine

1 certify that this Information is aceurate fo the best of my kmovwledge.

2?2 of Person Completing th 3, T
o &L&ﬁtm @BW/)P

Titke »

Donl

10/a9/20) ¥

TO BE COMPLETED BY SURVEY TEAM

146 Was ombudsman office notified prior to survey?

()

_{;/_/Yes

F147 Was ombudsman present d f g any porlion of the survey? Yes No

F148 Medication etror rate Yo%

Form CMS-672 (02/12)
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ARIZONA DEPARTMENT
OF HEALTH SERVICES

LICENSING

December 3, 2018

brnportant Notice - Please Read Carefully

Heather Friebus, Administrator
Devon Gables Rehabilitation Center
6150 East Grant Road

Tucson, AZ 85712

Re: Complaint Intake #AZ200144571
Investigation # AKMC11

Dear Ms. Friebus:

Surveyors of the Arizona Department of Health Services (Long Term Care) have thoroughly investigated
the above referenced complaint. Prior to being investigated, this complaint was broken down into
allegations that correspond to the Department's rules for the facility.

The overall finding of this investigation is that the allegations were unable to be substantiated.

You are in receipt of a Statement of Deficiencies for this survey that confirms the complaint was
unsubstantiated.

If we may be of further assistance, please contact the Bureau of Long Term Care at {602) 364-2690.

Sincerely,

A :

Shoalynn Gilliland-McCleery
Program Project Specialist |
Bureau of Long Term Care Licensing

Douglas A. Ducey | Governor  Cara M. Christ MD, MS | Director
150 North 18th Avenue, Suite 440, Phoenix, AZ 85007-3247 P | 602-364-2690  F | 602-324-0983
W | azhealth.gov ‘
Health and Wellness for all Arizonans




ARIZONA DEPARTHENT
OF HEALTH SERVICES

LICENSING

December 3, 2018

Important Notice - Please Read Carefully

Heather Friebus, Administrator
Devon Gables Rehabilitation Center
6150 East Grant Road

Tucson, AZ 85712

Re: Complaint Intake #4200150091
Investigation # AKMC11

Dear Ms. Friebus:

Surveyors of the Arizona Department of Health Services (Long Term Care) have thoroughly investigated
the above referenced complaint. Prior to being investigated, this complaint was broken down into
aliegations that correspond to the Department's rules for the facility.

The overall finding of this investigation is that the allegations were unable 1o be substantiated.

You are in receipt of a Statement of Deficiencies for this survey that confirms the complaint was
unsubstantiated.

If we may be of further assistance, please contact the Bureau of Long Term Care at (602) 364-2690.

Sincerely,

",

Shoalynn Gillitand-McCleery
Program Project Specialist Il
Bureau of Long Term Care Licensing

Douglas A. Ducev | Governor  Cara M. Christ MD, MS | Director
150 North 18th Avenue, Suite 440, Phoenix, AZ 85007-3247 P! 602-364-2690  F| 602-324-0993
W | azhealth.gov
Health and Wellness for alf Arizonans




ARIZONA DEPARTMENT
OF HEALTH SERVICES

LICENSING

12/03/2018

Important Notice - Please Read Carefully

Heather Friebus, Administrator
Devon Gables Rehahilitation Center
6150 Fast Grant Road

Tucson, AZ 85712

Re: Complaint Intake #AZ00152452
Investigation # AKMC11

Dear Ms. Friebus:

Surveyors of the Arizona Department of Health Services {Department) have thoroughly investigated the
above referenced complaint. Pricr to being investigated, this complaint was broken down into
allegations that correspond to the Department's rules for the facility.

The overall finding of this investigation is that at least one of the allegations was found to be
substantiated.

You are in receipt of a Statement of Deficiencies that reflect the finding of this survey.

If we may be of further assistance, please contact the Bureau of Long Term Care at (602) 364-2690.

Sincerely,

St por iG]

Shoalynn Gilliland-McCleery
Program Project Specialist I}
Bureau of Long Term Care Licensing

Douglas A. Ducey | Governor__ Cara M. Christ MD, MS | Director
150 North 18th Avenue, Suite 440, Phoenix, AZ 85007-3247 P | 602-364-2690  F | 602-324-0993
W | azhealth.gov
Health and Wellness for alf Arizonans




ARIZONA DEPARTMENT
OF HEALTH SERVICES.
 LICENSING

12/03/2018

important Notice - Piease Read Carefully

Heather Friebus, Administraior
Devon Gables Rehabilitation Center
6150 East Grant Road

Tucson, AZ 85712

Re: Complaint Intake #AZ00148231
Investigation # AKIVIC11

Dear Ms, Friebus:

Surveyors of the Arizona Department of Health Services {Department) have thoroughly investigated the
above referenced complaint. Prior to being investigated, this complaint was broken down into
allegations that correspond to the Department's rules for the facility.

The overall finding of this investigation is that at least one of the allegations was found to be
substantiated.

You are in receipt of a Statement of Deficiencies that reflect the finding of this survey.

If we may be of further assistance, please contact the Bureau of Long Term Care at {602) 364-2690.

Sincerely,

Sheetepi Guobicdal

Shoalynn Gilliland-McCleery
Program Project Speciaiist il
Bureau of Long Term Care Licensing

Doyglas A. Ducey | Governor ___Cara M. Christ MD, M5 | Director
150 North 18th Avenue, Sujte 440, Phoenix, AZ 85007-3247 P | 602-364-2690  F | 602-324-0593
W | azhealth.gov
Heolth and Weliness for aoll Arizonans




ARIZONA DEPARThENT
OF HEALTH SERVICES

ING

LICENS
12/03/2018

important Notice - Piease Read Carefully

Heather Friebus, Administrator

Devon Gables Rehahilitation Center
" 5150 East Grant Road

Tucson, AZ 85712

Re: Complaint Intake #A200148231
Investigation # AKMC11

Dear Ms. Friebus:

Surveyors of the Arizona Department of Health Services (Department) have thoroughly investigated the
above referenced complaint. Prior to being investigated, this complaint was broken down into
allegations that correspond to the Department's rules for the facility.

The overall finding of this investigation is that at least one of the allegations was found to be
substantiated.

You are in receipt of a Statement of Deficiencies that reflect the finding of this survey.

If we may be of further assistance, please contact the Bureau of Lang Term Care at (602) 364-2690.

Sincerely;
Shoalynn Gilliland-McCleery

Program Project Specialist [|
Bureau of Long Term Care Licensing

Douglas A. Ducey | Governor __Cara M. Christ MD, MS | Director
150 North 18th Avenue, Suite 440, Phoenix, AZ 85007-3247 P | 602-364-2690  F | 602-324-0953
W | azhealth.gov
Health and Wellness for aff Arizonans




ARIZONA DEPARTR.NT
(OF HEALTH SERVICES

LICENSING

12/03/2018

Important Notice - Please Read Carefully

Heather Friebus, Administrator
Devon Gables Rehabilitatien Center
6150 East Grant Road

Tucson, AZ 85712

Re: Complaint Intake #AZ00149315
Investigation # AKMC11

Dear Ms. Friebus:

Surveyors of the Arizona Department of Health Services (Department} have thoroughly investigated the
above referenced complaint. Prior to being investigated, this complaint was broken down into
allegations that correspond to the Department's rules for the facility.

The overall finding of this investigation is that at least one of the allegations was found to be
substantiated.

You are in receipt of a Statement of Deficiencies that reflect the finding of this survey.

If we may be of further assistance, please contact the Bureau of Long Term Care at (602) 364-2690.

Sincerely,
Shoalynn Gilliland-McCleery

Program Project Specialist Il
Bureau of Leng Term Care Licensing

Douglas A. Ducey | Governor _ Cara M. Christ MD, MS | Director
150 North 18th Avenue, Suite 440, Phoenix, AZ 85007-3247 P | 602-364-265C F | 602-324-0993
W | azhealth.gov
Health and Weilness for all Arizonans




DEVON GABLES

REHABILITATION CENTER

Dear Shoalynn Gilliland,

Attached is our plan of correction for the state tags.
Please let me know if you need anything further.

“LNHA

Administrator

Devon Gables Rehabilitation Center
6150 E. Grant Rd. Tucson, Az 85712
(520) 296-6181 x 5011

(520} 298-0997 fax
hfriebus@devongables.com

6150 E. Grant Rd,, Tucson, Arizona 85712 o P: 520-296-6181 o F:520-298.0997 ‘e wwdevongables.com




ARIZONA DEPARTMENT OF HEALTH SERVICES
PUBLIC HEALTH LICENSING SERVICES
BUREAU OF LONG TERM CARE FACILITIES LICENSING

ENFORCEMENT MEETING NOTIFICATION OF RIGHTS

Facility Name: Devon Gables Rehabilitation Center License # NCI-2652 Fac ID LTCO0031

Please initial after each section.
1. 1 understand that I have the right to reject the proposed resolution and may refuse to sign this Agreement.
2. This Agreement has been reviewed and approved by the Assistant Director. If this agreement is changed, it will
be returned to the Assistant Director for approval.
3. Tunderstand that if I do not enter into an Agreement at this time, the Program will refer this matter to Public

Health Licensing Services (“Licensing”) Enforcement Team and a legal order may be prepared and sent to me.

4. [understand that I have due process rights and can request a hearing before the Office of Administrative Hearings
regarding any legal order issued by the Department's Director.

I hereby acknowledge that T have discussed the above statements with the Department and understand my rights with

regard thereto.
Licensee/Director/Provider: Date:
Licensee/Director/Provider: Date:

Revised 08/18/17 - LFOF/BLTC



ENFORCEMENT MEETING AGREEMENT FORM

Facility Name:Devon Gables Rehabilitation Center License # Nei-2652 Fac ID: LTC0031
A meeting was held on

A survey was conducted on November 1, 2018

The following Department concerns were
discussed:

|Agreement:
{initials) Licensee agrees to pay civil fines in the amount of $500.00.

(initials) Licensee understands to not be in substantial complance could result in further
enforcement action up to and including denial of the repewal application.

{initials) Licensee will return the original Statement of Deficiencies with the signed and dated
acceptable Plan of Correction to the Department within 10 working days of receipt of this agreement.

Meeting held in person
X _ Meeting held by teleconference
Enforcement agreement mailed

PLEASE PRINT
NAME ‘ ‘ SIGNATURE TITLE DATE
Licensee/Director/
Provider; X
Licensee/Director/
Provider: X
Bureau Chief (or Diane Eckles Bureau Chief
designee):
Assistant
Director; Colby Bower Agsistant Director
Program & Project Shoalynn Program & Project
Specialist Gilliland-McCleery Specialist I
Team Leader: Team Leader
Surveyor: Surveyor
Surveyor: Surveyor
Surveyor: Surveyor
Attendee:
Attendee:
Attendee:
Attendee:

Revised 08/18/17 - LFOF/BLTC



ARIZONA DEPARTMENT OF HEALTH SERVICES

PUBLIC HEALTH LICENSING SERVICES

BUREAU OF LONG TERM CARE FACILITIES LICENSING

[Full Facility Address (Name, Address, City, St, Zip)(}]
License # Nci-2652

CIVIL FINES

Statunte/Rule Viclations Penaity Assessment Penalty Amount
Y0339 Based on clinical record Date of survey 11/01/2018 $250.00
IRH-10-403.C.2.b. An review, staff interviews,
administrator shall ensure facility documentation and
that: policy and procedures, the
C.2. Policies and facility failed ensure
procedures for physical services provided met
health services and professional standards of
behavioral health services quality, by failing to ensure
arc established, that one resident (#370)
documented, and received anticoagulant
implemented to protect the | medication per the
health and safety of a admission orders
resident that:
C.2.b. Cover the provision
of physical health services
and behavioral health
services
Y2109 Based on clinical record Date of survey 11/01/2018 $250.00
R9-10-421.A.Lb.i. An review, staff interviews,
administrator shall ensure facility documentation and
fhat pOh.CleS, and prc?cedures policies and procedures, the
for medication services: . ) ,
A 1 Tnclude: facility failed to implement
A 1.b. Procedures for their policy to ensure one
prevenﬁng, respondh’lg to, resident (#370) was free
and reporting: from a significant
A.1.bi. A medication error, | medication error, by failing

to administer an

anticoaglulant medication

per the admission orders.
Total $500.00

Revised 08/18/17 - LFOF/BLTC




Licensee agrees to pay the Department civil fines, pursuant to A.R.S. § 36-431.01, in the total amount of five hundred
dollars ($500.00) without interest for all violations set forth on this Civil Fines Form.

Please remit a credit card or e-check payable to the Arizona Department of Health Services. Payment needs to be made
via the Division of Licensing Services Online Website: https://licensing.azdhs.gov/LicensingOnline/Account/
Login.

If the Entity is sold on or after the execution date of this Agreement, Licensee shall pay the civil fines.

Revised 08/18/17 - LFOF/BLTC




Devon Gahles Rehabilitation Cenl
December 3, 2018

Page Three

Notice for Statutory Denial of Payment for New Admissions (DPNA)

Based on deficiencies cited during this survey and as autharized by CMS San Francisco Regional Office, we are
giving formal notice of imposition of statutory Denial of Payment for New Admissions effective February 1,
2019. This remedy will be effectuated on the stated date uniess you demonstrate substantial compliance with
an acceptable plan of correction and subsequent revisit. This notice in no way limits the prerogative of CMS to
impose discretionary DPNA at any appropriate time.

CMS Regional Office will notify your intermediary and the Medicaid Agency. If effectuated, denial of payment
will continue until your facility achieves substantial compliance or your provider agreement is terminated.
[Facilities are prohibited from billing those Medicare/Medicaid residents or their respansible parties during the
denial period for services normally billed to Medicare or Medicaid} The Medicare and Medicaid programs will
make no payment for residents whose plans of care begin on or after the DPNA effective date February 1,

2019,

FILING AN APPEAL

If you disagree with the determination of noncampliance {and/or substandard quality of care resulting in the
Joss of your Nurse Aide Training and Competency Evaluation Program (NATCEP), if applicable}, you or your
legal representative may request a hearing before an administrative law judge of the U.S. Department of
Health and Human Services, Departmental Appeals Board. Procedures governing this process are set out in 42
CFR §498.40, et. seq. You may appeal the finding of noncompliance that led to an enforcement action, but not
the enforcement action or remedy itself. A request for a hearing should identify the specific issues, and the
findings of fact and conclusions of law with which you disagree. It should also specify the basis for contending
that the findings and conclusions are incorrect. You may have counsel represent you at a hearing {at your own
expense). Requests for a hearing submitted by U.S. mail or commercial carrier are no fonger accepted unless
vou do not have access to a computer or internet service. You must file your hearing request electronically
by using the Departmental Appeals Board’s Electronic Filing System {DAB E-File) at hitps://dab.efile.hhs.gov
no later than 60 days from the date of receipt of this letter.

When using DAB E-File for the first time, you will need to create an account by a) clicking Register on the DAB
F-File home page; b) entering the requested information on the Register New Account form; and c) clicking
Register Account at the bottom of the form. Each representative authorized to represent you must register
separately to use the DAB E-File on your behalf.

The e-mail address and password given during registration must be entered on the login screen at:
https://dab.efile.hhs.qov/user sessions/new to access DAB E-File. A registered user’s access to DAB E-File is
restricted to the appeals for which he/she is a party or an authorized representative. You can file a new
appeal by a) clicking the File New Appeal link on the Manage Existing Appeals screen; then b) clicking Civif
Remedies Division on the File New Appeal screen; and c) entering and uploading the requested information
and documents on the File New Appeal-Civil Remedies Division form.

The Civil Remedies Division {CRD) requires all hearing requests to be signed and accompanied by the notice
letter from CMS that addresses the action taken and your appeal rights. All submitted documents must be in
Portable Document Format {PDF). Documents uploaded to DAB E-File on any day on or before 11:59p.m. £T

Douglas A, Bucey | Governor  Cara M. Christ MD, MS | Director
150 North 18th Avenug, Suite 440, Phoenix, AZ 85007-3247 P | 602-364-2690 F | 602-324-0993
W | azhealth.gov
Health and Wellness for all Arizonans




Devon Gables Rehabilitation Cemi.
December 3, 2018

Page Four ;

will be considered to have been received on that day. You will be expected to accept electronic service of any
appeal-related documents filed by CMS or that the CRD issues on behalf of the Administrative Law ludge (ALJ)
via DAB E-File. Further instructions are located at: https://dab.efile. hhs.qov/appeals/to_crd_instructions.
Please contact the Civil Remedies Division at {202) 565-8467 if you have questions regarding the DAB E-Filing
System. If you experience technical issues with the DAB E-Filing System, please confact E-File System Support
at OSDABImmediateOffice@hhs.gov or call (202) 565-0146 before £:00p.m. ET.

[f you do not have access to a computer or internet service, you may call the Civil Remedies Division at (202)
565-9462 to request a waiver from e-filing and provide an explanation as to why you cannot file electronically
or you may mail a written request for a waiver along with your written request for a hearing. A written
request for a hearing must be filed no later than 60 days from the date of receipt of this letter by mailing to

the following address:

Department of Health & Human Services
Departmental Appeals Board, VS 6132
Director, Civil Remedies Division
330 Independence Avenue, S.\W.
Cohen Building — Room G-644
Washington, D.C. 20201

In addition, please email a copy of your request to Western Division of Survey and Certification-San Francisco
at ROSFEnforcements@cms.hhs.gov.

Allegation of Compliance

Your properly signed Plan of Correction constitutes your credible allegation of compliance. We may accept the
Plan of Correction and presume compliance untii substantiated by a revisit or other means. If, upen the
subsequent revisit, your facility has not achieved substantial compliance, a civil money penalty may be
impased by the CMS Regional Office or State Medicaid Agency beginning on November 1, 2018 and continuing
until substantial compliance is achieved. The CMS Regional Office or State Medicaid Agency may also impose

additional remedies at that time if approprizate.

informal Dispute Resolution

In accordance with §488.331, you have one opportunity to question cited deficiencies through an informal
dispute resolution process,

To be given such an opportunity, you are required to send your written request, along with the specific
deficiencies being disputed, an explanation of why you are disputing those deficiencies along with supporting
information that shows that the facility was in compliance at the time of the survey to Diane Eckles, Bureau
Chief, Bureau of Long Term Care, 150 North 18th Avenue, Suite 440, Phoenix, Arizona 85007. Please note:
facilities requesting an Informal Dispute Resolution must submit separate requests, one for State
deficiencies cited and one for Federal deficiencies cited, if applicable.

Douglas A, Ducey | Governor  Cara M, Christ MD, MS | Director
150 North 18th Avenue, Suite 440, Phoenix, AZ 85007-3247 P | 602-364-2690 F | 602-324-0993
W | azhealth.gov
Health and Weliness for ail Arizonans




Devon Gables Rehabilitation Cer,
December 3, 2018

Page Five

This request must be sent during the same 10 days you have for submitting a PoC for the cited deficiencies. An
informal dispute resolution process will not delay the effective date of any enforcement action.

Retain a copy of the PoC for your files. If the PoC is not received by this Office by December 13, 2018,
licensure and/or recertification may be denied. Plans of carrection sent by fax will not be accepted. If you
have any guestions concerning the instructions contained in this letter, please contact the Bureau of Long
Term Care at {602} 364-2690.

Sincerely,

“

"a:-)j“""{_}'\ i 5\«,:!\&.“,,»-) Cw‘ﬂ‘»e«—/ %‘v ,‘JUM"‘”‘W”.

Diane Eckles
Bureau Chief

DE\sg
Attachments

Douglas A. Ducey | Governcer __ Cara M. Christ MD, MS | Director
150 North 18th Avenue, Suite 440, Phoenix, AZ 85007-3247 P | 602-364-2690  F | 602-324-0593
W | azhealth.gov
Health and Wellness for all Arizonans
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F 000 | INITIAL COMMENTS F 000

The recertification survey was conducted on
October 29 through Novemnber 1, 2018, in

conjunction with the following Complaint PRI Lo,

investigations: AZ00144571, AZ00148231, TRt y
AZC0148315, AZ00150091, and AZ00152452. ié%ﬁ @gﬁﬁ%@ﬁgg?c
The following deficiencies were cited. Past non ey, RZ 85007
compliance was also identified and cited.
F 600 Free from Abuse and Neglect Feoo| F600
s§s=ni CFR(s): 483.12(a)(1)

Correct to the individual:

§483.12 Freedom from Abuse, Neglect, and immediately following the incident g
Exploitation i
The resident has the right to be free from abuse, on 10/29!20,1 8. Regldgnt #91 was ;
neglect, misappropriation of resident property, plac:F‘.’d. on 1:1 monitoring and ?he i
and exploitation as defined in this subpart. This Physician ordered to send resident

includes but is not limited to freedom from to emergency room for

corporal punishment, involuntary seclusion and ; i

any physical or chemical restraint not required to stabiilzgtion. Resident #91 h,?s

treat the resident's medical symptoms. been discharged from the facility.

§483.12(a) The facility must- Resident #1562 was immediately

§483.12{a}{1) Not use verbal, mental, sexual, or separated frqm resadept #47 and

physical abuse, corporal punishment, or upon evaluation of resident #47

involuntary seclusion; there were no identifled injuries

This REQUIREMENT s not met as evidenced and she felt safe.

by:

Based on clinical record reviews, staff and

resident interviews, facility documentation, and There were no adverse outcomes

review of policies and procedures, the facility to the residents involved in either

failed to ensure resident #35 was free from abuse of the events cited.

by resident#91, and failed to ensure that resident
#47 was free from abuse by resldent #1562,

Findings include;

-Resident #35 was admitted to the facility on 1

LABOTATORY DIFEETOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE o, TE ) B e

Astindeficiency statement efiding Wwith an asterisk (*) denotes a deficiency which the institution may be excused from correcling providing it is determified that’ ;
othet safeguards provide sufficlent protection to the patients, (See instructions.) Except for nursing hames, the findings stated above are disclosable 90 days
foliowing the date of survey whether or not a plan of comection is provided. For nursing homes, the above findings and plans of correction are disclosable 14 |
days following the date these documents are made available to the facility. If deficlencies are cited, an approved plan of correction is requisite to continued i
program participation,

FORM CMS-25687{02-89) Previous Versions Obsolels Evant I AKMG11 Facliity [D: 1700031 If continuation sheet Page 1 of 33



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

PRINTED: 12/03/2018
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

{X1} PROVIDER/SUPPLIER/CLIA
{DENTIFICATION NUMBER:

035145

(X2) MULTIPLE CONSTRUCTION
A, BUILDING

B, WING

(X3) DATE SURVEY
COMPLETED

1110172018

NAME OF PROVIDER OR SUPPLIER

DEVON GABLES REHABILITATION CENTER

STREET ADDRESS, GITY, STATE, ZiP CODE
6150 EAST GRANT ROAD
TUCSON, AZ 88712

August 1, 2018 with diagnoses that included
vascular dementia with behavioral disturbance,
major depressive disorder, aphasia, cerebral
infarction, and post-traumatic stress disarder.

Review of a nursing note dated August 7, 2018
revealed "Admission MDS {Minimum Data Set)
interview attempted. (Name of resident) has clear
speech with aphasia, fluctuating inattention and
was Unable to answer BIMS (Brief Interview for
Mental Status) assessment questions
appropriately. He said multiple times that he
wants to go hame..."

A behavioral symptoms care plan dated August
14, 2018 revealed "(Name of resident) has
soclally/inappropriate/disruptive behaviors reiated
to dementia. He has target behavior for
mohitoring for physical aggression, verbal
aggression, and restiessness/fagitation...” An
approach included was "...Avoid over-stimulation
with noise, crowding, and other verbally/physically
aggressive residents..."

-Resident #91 was admitted to the facility on
August 17, 2018 with a diagnosis of unspecified
dementia with behavioral disturbance.

A nursing note dated August 17, 2018 revealed
"...Reslident has a history of homicidal ideation,
combative with family..."

An admission MDS assessment dated August 24,
2018 revealed a BIMS (Brief interview for Mental
Status) score of 3 which indicated the resident
had severely impaired cognition.

A behavioral symptoms care plan dated August
29, 2018 revealed "(Name of resident) has

All residents have the potential to
be affected. Direct Care staff will
receive re-education on de-
escalating techniques and ways to
help prevent resident to resident
altercations from occurring.

System Correction:

Visual audits of resident to resident
interactions will be made weekly to
help ensure that residents are safe.

Monitoring of System:

The analysis of the audits will be
taken to QAPI meeting for review
and follow-up as needed.

Correction Date:

Responsible Person:
DON or Designee

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES 1} PROVIDER'S PLAN OF GORRECTION (%5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
BEFICIENCY)
F 600 | Continued From page 1 F 600 Correct to all others:

12/16/18

FORM CMS-2567{02-99) Previous Varsions Obsalete

Event ID; AKMC11

Faedlity 1D 1.7C0031

If continuation sheet Page 2 of 33




: PRINTED: 12/03/2018 f
DEFARTMENT OF HEALTH AND HUMAN SERVICES MIETRC I VA

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENGIES X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CCNSTRUCTION {X3) DATE SURVEY ;
AND PLAN OF CORRECTION INENTIFICATION NUMBER; A. BUILDING COMPLETED E

035145 B. WING 11/01/2018

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE ;

6160 EAST GRANT ROAD
DEVON GABLES REHABILITATION GENTER :
N TUCSON, AZ 85712
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES I»] PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUELATCRY CR LSC IDENTIFYING INFORIMATION) TAG CROSS-REFERENGED TG THE APPROPRIATE DATE
DEFICIENCY)
F 600 | Continued From page 2 F 600

undesirable behaviors related to dementia,.." An

approach included was "...Assess whether (name
of resident) behaviors endanger himself or i
others, intervene as needed...”

A nursing note dated September 25, 2018
revealed "BHT (behavioral health team) Review;
Resident presented for new psychiatric consult
for mental health managerments. Resident has
been pacing up and down the hall,
non-redirectable. Target Behaviors menitored:
hallucinations, wandering in unit..."”

Anursing note dated October 14, 2018 revealed
"Resident in and out of other resident room,
Yelling he needs to go pick up his wife. This nurse
notified NP (nurse practitioner) and order
obtained to reinstate IM (intramuscular) and PO
(by mouth) Ativan."

Another nursing note dated October 27, 2018
revealed "Resident observed on the floor with
another resident. Appears to have wandered info
another resident's room. This resident escorted
him out, during this they both fell to the floor...no
apparent injury..."

|
|

Anursing note dated October 29, 2018 at 6:25
a.m. revealed ", resident medicated during the
night with Ativan for increased behaviors.
Resident trying fo go out back door and in and out
of residents room. Resident not easily redirecied. !
Will continue fo provide calm quiet envirenment.”

Another nursing note dated October 29, 2018 at
11:42 a.m. revealed "Resident involved in
resident to resident altercation. Resident agitated
and combative this morning. Multiple attempts at !
redirection unsuccessful, Resident medicated

FORM CMS-2567(02-89) Pravious Viersions Cosclete Event [D: AKMC11 Facility D LTCO031 if continuation sheel Page 3 of 33
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X4 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTICN [%5) 3
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTICN SHOULD BE COMPLETION ;
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DEFICIENCY) F

F 600 | Continued From page 3 F 800

with PRN (as heeded) Ativan with no helpful
results. Resident wandered into peet's {resident
#35) room, when approached by male peer,
resident became aggressive striking peer with
rolled up magazine to the face. Staff immediately
intervened and redirected away from each other.
Resident placed on 1:1. Provider contacted and
new order received to send resident to
emergency room for stabilization. Family
hotified..."

The resident's clinical record revealed the
resident (#91) was transferred to the emergency
room at 12:27 p.m. on Cctober 29, 2018,

Review of resident #35's ¢linical record revealed
the resident sustained slight redness to the right
side of his cheek.

A Witness Statement Form dated October 28,
2018 revealed "l was on the hallway by my cart
and [ heard yelling so | looked over to my left and
| saw (resident #91) had a rolled up magazine in
his hand and hit {resident #35) in the face. And
then (resident #35) grabbed (resident #91) by the
arms and | told him not to de anything to him as a
CNA (certified nursing assistant) came to
separate them since she was closer. (Resident
#91) looked very upset even after being
separated.”

An interview was conducted with a CNA (staff
#272) on October 31, 2018 at 11:00 a.m, Staff |
#272 stated that she heard in report that resident
#91 hit resident #35 with 2 magazine. Staff #272
further stated resident #91 is very busy and is
everywhere.

An interview was conducted with resident #35 on
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October 31, 2018 at 11:20 a.m. The resident had
difficulty expressing himself. When asked about
the incident which occurred on October 29, 2018
with resident #91, resident #35 clearly stated "I
don't like that guy, he is an a--hole." Resident #35
further stated "l was sitting right here (as he
pointed to his chalr by his bed) and Bam (made a
gesture that resident #91 hit him on the side of
the face)." When asked what resident #91 hit him
with, resident #35 stated "He is an a--hole.” When
asked if resident #91 use a magazine to hit him in
the face, resident #35 stated "yes."

During an interview conducted with an
environmental services assistant (staff #300) on
Ociober 31, 2018 at 1:54 p.m. Staff #300 stated
that she was cieaning the bathroom when she
heard a noise and that it was a fight. Staff #300
stated that she did not see resident #91 hit
resident #35.

An interview was conducted with an LPN
(licensed practical nursefstaff #29) on October
31, 2018 at 3.03 p.m. Staff #29 stated a CNA had
attempted to redirect resident #81 closer to
activities but that the resident would not follow
along. Staff #29 stated that resident #91 "was on
a roll" that day in and out of rooms so she ended
up administering Ativan prior to the incident. Staft
#29 further stated that she did not witness the
incident but heard that resident #91 was
"messing” with resident #35's wet floor sign in his
room and that he (resident #91) "whacked"
resident #35 with a rolled up magazine.

During an interview conducted with the
administrator (staff #87) on October 31, 2018 at
3:16 p.m. Staff #87 stated that staff receive
training in GPI {crisis prevention intervention} and

F 60C
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de-escalation of behaviors.

An interview was conducted with a housekeeper
(staff #45) on November 1, 2018 at 9:15 a.m. !
Staff #46 stated that she was in another |
resident's room when she heard residents #'s 35
and 91 talking loudly. Staff #45 stated that she
turned around and saw resident #91 hit resident
#35's face with a magazine. Staff #45 stated that
resident #35 did not hit resident #91 back but
tried to get him out of his room,

-Resident #47 was admitted to the facility on

February 6, 2009, with diagnoses that included
obstructive hydrocephalus, diabetes type Il, and )
Schizophrenia.

A guarterly MDS assessment dated May 17, :
2018, revealed a BIMS score of 4, which [
indicated the resident had severely impaired !
cognition. |

-Resident #152 was admitted to the facility on
April 4, 2016 with diagnoses thal included
cellulitis, major depressive disorder, pain, and
schizoaffective disorder.

Review of the annual MDS assessment dated
June 21, 2018, revealed a BIMS score of 15,
which indicated the resident was cognitively
intact,

Review of the facility's investigation report
revealed a resident to resident altercation
occurred on June 23, 2018 befween roommates
resident #152 and resident #47. Staff overheard
resident #152 vell at resident #47. When staff
started walking toward the room a slapping sound
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was heard. Resident #152 verbalized that
resident #47 was In the way and was repeatedly
asking her guesticns. The report included
resident #152 admitted she stapped her
raommate and that no injurles were noted,

The facility's investigation report included a
written witness statement from a CNA (staff
#205). Staff #205 stated that while on break in the
dining room, she heard resident #152 yell at
resident #47 and that before she could find out
what was going, she heard a slap. The CNA
stated that resident #47 was asking why did
resident #152 hurt her. The CNA stated that she
told resident #152 that she cannot do that, but
that resident #152 said that she can slap resident
#47.

Another CNA (#273) written witness statement
was included in the report. CNA#273 stated that
she heard resident #152 yell at resident #47
because she was exiting the roorn while resident
#152 was trying to enter. She stated as she was
feaving the room that she was in, she heard
resident #1562 slap resident #47, The CNA stated
that CNA#205 ran from the break area and
asked resident #152 if she had slapped resident
#47 and that resident #152 admitted she that hit
resident #47.

Durlng an interview conducted with CNA #205 on
Qctober 31, 2018 at 8:47 a.m,, she stated that
she remembered the incident hetween the
residents. The CNA stated that she heard a
slapping sound coming from the doorway of the
residents' room. She stated that she asked
resident #152 if she had hit resident #47 and that
resident #152 stated that she did hit resident #47.
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An interview was conducted with CNA#273 on
October 31, 2018 10:34 a.m. She stated that she
heard a loud slapping coming from the residents”
room. The CNA stated that the residents were
separated and another staff member asked
resident #152 if she had slapped resident #47
and that the resldent stated that she did stap
resident #47.

During an interview conducted on November 1,
2018 at 12:42 p.m. with the Director of Nursing

(DON #241), she staled that she was familiar with

the resident to resident altercation and that
neither resident was injured.

The facility's policy regarding Behavior
Changes/Combative/Aggressive Behavior
(Resident) revealed “...Every effort is made to
have all staff trained in CPI (nonviolent ctisis
intervention program}. The program educates
and trains staff in identification of escalating
behaviors and strategies in deceleration using
supportive and/or directive approaches..”

Review of another facility's policy regarding
Preventing, Reporting and Investigating Abuse
included "Our residents have the right to be free
from abuse..."

Services Provided Meet Professional Standards
CFR(s): 483.21(b)(3)(D)

§483.21(b)(3) Comprehensive Care Plans

The services provided or arranged by the facility,
as outlined by the comprehensive care plan,
must-

(i) Meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by

i 600

F 658
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Based on clinical record review, staff interviews, Past noncompliance: no plan of ‘

facllity documentation and policy and procedures, correction required. 3

the facility falled ensure setvices provided met
professional standards of quality, by failing to

ensure that one resident (#370) received ;
anticoagulant medicaticn per the admission ,
orders.

Findings include:

Resident #370 was admitted to the facility on
10/16/2017 and readmitted on 11/28/17, with
diagnoses that included chronic systolic
cangestive heart faifure, prosthetic aortic heart
valve, chronic obstructive pulmonary disease,
prior myocardial infarction (Mi), chronic kidney
disease and pacemaker.

Review of the Admission Orders received from
the referring hospital dated 10/16/17 revealed for
Warfarin (anticoagulant) 3 mg (milligram} tablet ;
orally every Monday, Tuesday, Thursday, Friday
and Sunday and Warfarin 5 mg tablet orally every
Wednesday and Saturday. On the Admission
Orders, these two medicationh orders were
crossed through and it was handwritten in for
Warfarin 3.5 mg daity and for INR (International
Normalized Ratio) lab tests on Mondays and
Thursdays.

However, the recapitulation of physician orders
(recap) for October 2017 did not include an order
for Warfarin or for the INR lab tests to be done.

Review of the Medication Administration Record
{(MAR) for October 2017 did not reveal any
documentation that the resident was administered
Warfarin.
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The MAR for QOctober 2017 revealed
documentation that a 24 hour chart check was
completed for accuracy of daily new orders on
10/16/47, however, there was no documentation
that the Warfarin and INR orders were identified
as being missed from the recap and the MAR.

Review of the Nurse Practitioner (NP} Initial
Comprehensive Evaluation (H&P) dated
10/17117, revealed the resident had HCVD
(hypertensive cardiovascular disease) with
CHF/CAD/AVR (congestive heart failurefcoronary
artery disease/aortic valve replacement).

A baseline cardiovascular care plan dated
10/17/17 included under Cardio-output that the
resident had a history of Ml and Aortic Valve, The
section ta include the potential for bleeding
related to anticoagulants was not selected and
there were no interventions related to the use of
anticoagulants.

An Interim Medication Reglmen Review was
canducted on 10/18/17, which included
documentation that no medication related issues
were found.

An admission Minimum Data Set {(MDS)
assessment dated 10/23/17 included the resident
had a Brief Interview for Mental Status (BIMS)
score of 14, which indicated the resident was
cognitively intact.

Additional physician and NP notes dated
10/26/17, 10/2717, 10131117, 11/01/17 contained
documentation that the resident had a history of
Ml and AVR, however, there was no mention

of any anticoagulant therapy.
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Review of recap for 10/16/17 through 11/16/17
revealed no orders for Warfarin or iINR lab tests,
however the orders were signed by a staff
member and a Registered Nurse (RN) who noted
the orders on 10/17/17. The recap was also
signed by the physician.

A review of the MARs from 10/16/17 through
11/20M7 revealed the resident's chart was
checked on the night shift every 24 hours for
accuracy of daily new orders.

A physician's order was obtained on 11/20/16 for
Watrfarin 5 mg orally once each day and for INR's
to be done on Tuesday and Friday, for a
diagnosis of prosthetic aortic heart valve.

An INR Iab test was complsted on 11/21/17 and
the lab result was 1.2 which was a
sub-therapeutic level. (Therapeutic INR levels for
secondary prevention after a myocardial
infarction or for patients with high-risk mechanical
prosthetic heart valves is 2.5 to 3.5.

There was no clinical record documentation that
the physician was notified of the sub-therapeutic
INR result.

A nurse progress note dated 11/22/17 revealed
that around 7:30 p.m., the resident appeared to
be confused. The resident's vitai signs were
stable, but her blood sugar was elevated at 447
and was administered insulin. The note also
included that a family member requested the
resident be sent to the hospital, so 911 was called
and the resident was transported to the hospital
at 9:.00 p.m.

Review of the emergency department physician

F 658

FORM CMS-2567(02-99) Previous Versions Obsclete Event ID; AKMC11

Facility ID: LTGOD3M If cortinuatlon sheet Page 11 of 33

e ek A e 4o




' : PRINTED: 12/03/2018
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED :

' i
035145 B. WING 11/01/2018
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP GODE ,

6160 EAST GRANT ROAD

DEVON GABLES REHABILITATION CENTER TUGSON, AZ 85742

(X4) ID SUMMARY STATEMENT QF DEFICIENCIES j[n PROVIDER'S PLAM OF GORRECTION {5
FREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULL BE COMPLETION
TAG REGULATORY QR LEC IDENTIFYING INFORMATION) TAG CROSS-RFFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 858 ; Continued From page 11 F 658

note dated 11/22/17 revealed the resident
presented with altered mentat status. Diagnoses
included confusion, delirium, cerebral vascular ;
accident, hypoglycemia, intracranial hemorrhage i
and metabolic encephalopathy. The resident was
admitted to the Telemetry Unit in stable condition.

A hospital physician's note dated 11/27/17
revealed the chief complaint of the patient was
"new CVA (cerebral vascular accident) with
dysarthria (difficulty speaking).” The History of
Present lliness included, "she has now suffered a
CVA after being sub-therapeutic on her Warfarin.” ‘\

Review of the hospital course summary dated
11/28/17 revealed the resident was on chronic
anticoagulation, due to mechanical aortic valve
replacement. The resident presented to the
emergency department due to progressive
worsening of altered mental status, lethargy, and
recent somnolence. in addition to confusion, the
patient was having difficuity talking. The summary
included the resident's INR level was 1.6, "which
is sub-therapeutic and given the patient's
mechanical aortic valve, the resident should have
a goal INR of 3." The documentation further
included the patient was found, on repeat
Computerized Tomography (CT) imaging to have
an "acute stroke, and this is thought to be
embolic given her subacute therapeutic INR. Per
neurology recommendations, we will continue
Warfarin with up-titration still as to get her INR
back in to range..at a goal of 3.0."

in an interview conducted on 10/31/18 af 1:48
p.m. with a Licensed Practical Nurse (LPN/staff
#214), who stated that the medication orders are
supplied by the hospital and signed by the
hospital physician or NP, Staff #214 said that on
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admission, the orders are reviewed with the
physician, usually by reading them over the
phone, and then the orders are entered into the
electronic chart. He stated that after the orders
are entered, the order recap is printed, reviewed
and signed by the physician at the facility. He sald
they also have a chart check process which is
completed every 24 hours by the night nurse and
includes a check of the new orders and
verification that the order recap Is correct. Staff
#214 stated if there are medications that were on
the hospital orders and not on the order recap,
the nurse should look for a note as to why or call
the physician. Staff #214 stated he would expect
a resident with clinical indications for long term
anticoagulants would continue on that medication
while at the facility, He also stated that if the
medications were missed when adding them to
the electronic record, he would expect them to be
caught during the chart check process. He said if
a resident is oh long term anticeagulants and they
were suddenly stopped, it could result in
coagulation of the bilood leading to clots,
pulmonary embolism, deep vein thrombosis and
stroke.

i
;
i
|
i
|
|
i

An interview was conducted on 11/01/18 at 9:15
a.m. with the Director of Nursing (DON/staff
#241), who stated that the admitting department
works on getting the resident information and
orders from the hospital, The DON stated when
she hecame aware of the missed Warfarin and
labs for resident #370, she started a Performance
Improvement Plan (PIP) for our Quality
Assurance Process Improvemeant (QAP!)
committee, which was designed to identify how
this ocourred and ensure there is a process in
place so it does not happen again. The DON
stated there was some confusion on the new
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admission arders regarding which list would be
used to reconcile the orders and transcribe them
inta the electronic record. The DON said that now
staff make a note as to which order list was used
for reconciliation and they continue to do random
audits on orders and 100% audits on all
admission charts, The DON stated all staff were
re-educated on the process. She said in the case
of resident #370, all of the hospital orders had
Warfarin on them, and that it just got missed, and
fell through all of their safety checks. She said the
24-hour chart checks missed it, the physician did
a History and Physical the next day and missed it, i
and the pharmacy review did a review 2 days :
tater and it was missed. The DON stated the Unit
Manager brought it to her attention that the
Warfarin was missed since admission and the
physician was contacted and orders were
obtained for the medication and lab tests on ;
11/20/18. The DON stated the INR was drawn on §
1112117 and the result was 1.2, and the i
physician should have been notified, because it
was at a sub-therapeutic level. The DON stated
that as part of the FIP, a section was added to
the MAR where the nurses document the result
and that the provider was notified.

An interview was conducted on 11/01/18 at 9:41
a.m. with the Administrator (staff #87), who stated
the facility has initiated the following measures:

~The nurse managers and weekend supervisors |
are completing chart audits and netify the
Administrator if any discrepancies are identified
-Staff education was initiated when this event was
identified

~Chart audits were completed on 160% of new :
admissions and randomly on other charts and no
medication reconciliation issues were identified
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-Physicians are now asked to review the hospital i
orders for medications and the facility transcriced '
orders when they come in to see a new resident
~The facility sends the hospital orders and the
facility transcribed orders to the pharmacy for
review

-The pharmacy consultant reviews all {
medications errors and assists with identifying ;
any process concerns and remedies

-The medical director and the pharmacy
consultant sign off on all medication errors,
-The PIP was completed in February 2018 and
the issue was then turned {o ongoing QAPI
quality audis.

Review of the facility PIP and ongoing QAPI
documentation revealed the following:

QAP! Action Plan was initiated on 11/28/17 with
the root cause identified as multiple medication
lists received from the hospital, causing confusion
and changes to physician verified orders, which
caused confusion with the chart checks. The
tasks included education for licensed nurses on
admission order franscription and 24-hour chart
check process, updates to the admission audit ?
process to ensure hospital orders and facility
orders are reconalled and noted by the admission
nurse, DON and Unit Managers will review all
admission audits. All reports on activity for QAP|
Action Plan will be reviewed every 2 wesks.

The QAP Action Pian also included the
following:

Notes of ongoing review identified no new
concerns on 12/15/17, 12129117, 1/11/18, 1/25/18,
2/8/18 and 2/22/18

-Action Plan did not note any concerns since staff
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education and the plan then transifiohed to
monthly updates at the QAPI Committee meeting
-Staff education materials Included 24-hour chart
check steps and responsibilities, how to check
arders for ali admissions, and the procedure for
admission order transcription and verification
-Sign in sheets for 65 staff members between
11/28/17 and 1/2/18

-Admission audit sheets

-Audits completed since beginning of PIP with no
identified concerns

Review of the facility's Investigation and actions in
response to the event included:

-QQAPI plan

-Medication error report for the nurse that
admitted resident #370 and reconciled the initial
orders which were signed by the staff member,
supervisor, DON, Medical Director, Administrator
and Pharmacy Consultant.

-Components of the clinical record that included
the admission order sheet with handwritten notes,
the transcribed orders appearing on the order
recap, Interim Medication Regimen Review, H&P,
and all documents from the QAPI plan
-Chronolegical summary of events that included
how the medication was missed at multiple check
points during the first few days of admission to
the facility, the description of events on the
11/20/17 when it was discovered that the
medication was not administered, the events on
11/22/17 when the resident's condition changed
and was transported to the hospital, and the
resident's return to the facllity following a stroke
on 11/29/17.

Review of the facility's policy titled, Admission
Orders; Reconciliation Procedures revealed the

F 658
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tacility will take measures to obtain accurate
admission orders. The policy included that the
nurse receiving the resident shall review the
orders and make recommendations to the
provider after observation of the resident. Al
admitting orders are to be reviewed by a licensed
nurse, The nurse will document that the
admission orders were reconclled for accuracy
and will notify the provider of any discrepancies.
The nurse will then fax the admission orders and
transcribed orders to the pharmacy. The policy
also included the 24-hour chart check nurse will
review transfer orders against admission ordars
and against the MAR for accuracy,

Review of the facility's policy titled,
Anticoagulation - Clinical Protocol revealed that
as part of the initial assessment, the physician will
help identify individuals who are currently
anficoagulated and assess for any signs or
symptoms of adverse drug reactions and
evidence of effects related to the sub-therapeutic
or greater than therapsutic drug level. The policy
included the nurse shall assess and
document/report current drug and dosage of
anticoagulation therapy, lab results and
monitoring, active diagnoses, and other current
medications. The physician will verify undetrlying
causes of conditions requiring anticoagulation
therapy and will prescribe the therapy in
accordance with recognized guidelines and will
order appropriate fab testing to monitor the
therapy.

The facility's policy titled, 24-Hour Chart Checks
stated that the 24-hour chart checks wilt be
completed by the night shift. The policy included
that each chart is checked for new orders and if
any error is noted it is reparted 1o the unit

F 658
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manager and corrected immediately. If o
clarification of orders are needed, it must be Correct to individuak:
followed-up promptly and reported. Staff will initial Resident #470 was discharged from the
on the 24-hour chart check sheet located in the facility on 9/28/17,
frant of the physician's orders in the clinical
record, after the chart check is completed. Correct to all others:
F 686 E‘?Stm‘?ztég‘gg éo l;rr.?VﬁntlHeal Pressure Ulcer F 685 Has the potential to affect any residents ’
§5=D (s): 25() (1A with existing alterations in skin integrity.
§483.25(b) Skin integrity Licensed Nurses will be re- educated on
§483.25(b){1) Pressure ulcers. the requirement to document that a
Based on the comprehensive assessment of a Provider is notified of a decline in wound
resident, the facility must ensure that- status.
(i) A resident receives care, consistent with
professional standards of practice, to prevent System Correction:
pressure ulcers and does not develop pressure Audi i1l b teted f
ulcers unless the individual's clinical condition udits will be completed for any w:aunds .i
demonstrates that they were unavoidable; and weekly to ensure that the Provider is
(i) A resident with pressure ulcers receives notified of a declining wound.
necessary treatment and services, consistent
with professional standards of practice, to Monitoring of System:
promote healing, prevent infection and prevent The analysis of the audits will be taken to
new uicers from developing. API . hlv and foll
This REQUIREMENT s not met as evidenced QAPI for review monthly and follow up
by: as needed.
Based on clinical record review, staff interviews, ;
and policies and procedures, the facility failed to Correction Date: 12/16/18
ensure that the physician was notified of changes
i?: E% condition of two wounds for one resident Responsible Person:
( ) DON or designee
Findings include:
Resident #470 was admitted on May 11, 2017,
with diagnoses that included encounter for other
orthopedic aftercare, muscle weakness,
incomplete quadriplegia, and spinal stenosis of
the cervical region.

FORM CMS.2567(02-99) Previous Versions Obsoleta

Event ID: AKMC11

Facility t&: LTC0034

if continuation sheet Page 18 of 33




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

PRINTED; 12/03/2018

FORM APPROVED

OMB NO. 4938-0381

The care plan inltiated June 1, 2017, revealed the
resident was at risk for pressure ulcers.
Interventlons included reporting any signs of skin
hreakdown.

Review of a significant change in status Minimum
Data Assessment (MDS) assessment dated
August 17, 2017, revealed a Brief [nterview for
Mental Status (BIMS) score of 15 which indicated
the resident was cognitively intact. The MDS
assessment further included the resident had no
pressure Ulcers.

A nursing progress note dated September 19,
2017, revealed that the resident was assessed
during a shower and was observed to have open
areas to the right ischium and coccyx that were
pink/red in color.

A skin integrity event form dated September 19,
2017 revealed that the injury to the right ischium
measured 6.5 centimeters (cm)x 7.6 cm x 0.2
cm and that the skin Impairment to the coccyx
measured 1 cm x 0.8 cm x 0,1 cm. and that they
were open, pink/red, and blanchable. The
documentation also included that the physiclan
was notified on September 19, 2017 at 2:00 p.m.

Review of the care plan initiated September 19,
2017, revealed the resident had open areas to
the right ischium and coccyx reiated to moisture
associated skin damage.

Review of a nursing progress noete dated
September 26, 2017, revealed the area to the
right ischium had darkened in color to a dark
purple and was no longer blanchable and
measured 4.5 cm x 5.5 cm x 0.1 cm. and that
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. However, further review of the clinical record did

Continued From page 19

there a small amount of drainage. The note also
revealsd the peri wound was intact and blanched
well and that the treatment continued as ordered.

The note further included the wound bed to the
coceyx region was pinkfred in color and had
increased in size to 1.4 cm x 3.7 cm x 0.1 and
now consisted of three small areas with attached
edges with & scant amouni of drainage. The note
also included that the areas and the peri wound
continued to blanche and that the treatment
continued as ordered.

not reveal documentation that the physician was
notified of the changes In the wounds' condition.
The resident was discharged on September 28,
2017,

During an interview conducted with a Licensed
Practical Nurse {LPN/staff #44) on November 1,
2018 at 9:35 a.m., she stated that the floor nurse,
the wound team, the Director of Nursing {DON),
and the unit manager follow a resident with an
existing wound. The LFN stated that If a wound
worsens, the nurse would notify the physician and
the wound team and document the notification in
the nursing pregress notes,

An interview was conducted with the Wound Care
Certified {(WCC) Registered Nurse (RN/staff
#253) on November 1, 2018 at 9:58 a.m. She
stated that the wound care team, sometimes with
the Nurse Practitioner, rounds on existing wounds
once a week, The RN stated that if there was a
change In the wound she weuld notify the
provider and document the provider hotification in
her notes, pragress notes, or by presence of a
new physician order. She stated that if the floor

F 686
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