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DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG
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PREFIX

TAG
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{F 000} INITIAL COMMENTS {F 000}

 An offsite follow-up survey was conducted on 

July 25, 2022. No deficiencies were cited.

 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'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 homes, 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 following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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July 19, 2022

Ryan Valdez, Administrator, Administrator
Sandstone Of Tucson Rehab Centre
2900 East Milber Street
Tucson, AZ  85714

Dear Mr. Valdez:

Enclosed please find the Statement of Deficiencies and Plan of Correction for the Complaint Investigation        
# DOE011 conducted on June 24, 2022 which was submitted to the Bureau of Long Term Care on July 15, 2022.

The Plan of Correction is unacceptable for the following reasons:

Changes needed to the 2567:
‐For all Ftags/Ytags indicate the frequency of the audits that will be conducted
‐Indicate the completion date for the Plan of Correction (POC)    

Supplemental Documentation:
‐For all Ftags/Ytags include evidence that staff have been in‐serviced
‐For all Ftags/Ytags include some completed audits

The requested documents are required to be returned to this office no later than   July 26, 2022, please retain a
copy for your files.  If the requested documents for the Plan of Correction are not received by this office on or
before   July 26, 2022, licensure action and/or civil penalties may be assessed.

Thank you for your cooperation.  If you have any questions, please call the Bureau of Long Term Care at 
(602) 364‐2690.

Sincerely,

Megan Whitby
Interim Long Term Care Bureau Chief

MW/MC:mm

Attachments   

Douglas A. Ducey | Governor        Don Herrington | Interim 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
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CENTERS FOR MEDICARE & MFDICALD SERVICES 

STATl:,MENT OF DEFICIENCIES 1 cx 1) PROVIDER/SUPPLIER/CUA 
AND PLAN OF CORRECTION IDENTIFICATION NUMBER 

035099 

NAME OF PROVIDER OR SUPPLIER 

SANDSTONE OF TUCSON REHAB CENTRE 

(X4) ID 
PREFIX 

TAG 

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

F 000 INITIAL COMMENTS 

The investigation ofcomplaintsAZ00181681, 
AZ00179201,AZ00178373,AZ00178379,and 
AZ00178241 was conducted on June 17, 2022 
and from June 20 through 24, 2022. The following 
deficiencies were ci1ed· 

F 677 AOL Care Provided for Dependent Residents 
SS=E CFR(s): 483.24(a)(2) 

§483.24(a)(2) A resident who is unable to carry
out activities of daily living receives the necessary
services to maintain good nutrition, grooming. and
personal and oral hygiene;
This REQUIREMENT is not met as evidenced
by.
Based on clinical record reviews, staff interviews,

facility documentation, and policy, the facility
failed to provide adequate showers for three
residents (#46, #136, and #140). The sample size
was three residents. The deficient practice could
result in residents with unmet hygiene needs.

Findings include: 

Review of facility documentation revealed a 
shower schedule which included that residents 
are to receive two showers per week 

-Resident #46 was admitted on November 6,
202 with diagnoses that included difficulty in
walking and vertigo of central origin.

The resident's Activities of Daily Living (AOL) care 
plan revealed the resident had a self-care 
performance deficit related to weakness, 
unsteadiness on feet, difficulty walking, and 
activity intolerance from respiratory failure. An 
intervention included to encourage the resident to 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE 
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ID 
IPREFIX 

PROVIDER'S PLAN OF CORRECTIO 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

TAG 

I 

F 000 FOOO 
This Plan of Correction is submitted to meet
the requirements established by Federal law. 
This Plan of Correction constitutes this 
facility's demonstration of compliance for 
the deficiencies ci1ed. Submission of this 
Plan of Correction is not an admission that a 
defici1:mcy existed or that one was correctly

F 677 cited 

F677 

A. Co_rrective actions:

I. Residents #46, # 136, and # 140 were not
found affected by this alleged deficient
practice.

2. Residents #46 and# 136 received showers
and/or following facility survey, per facility
shower schedule. Resident# 140 discharged
from the facility on August 6, 2021.

3. Documentation for showers and/or bed
baths are available on electronic medical
records and/or uploaded into resident charts.

B. ldentifyther residents

I. No other residents were found to be
affected by the alleged deficient practice
noted However, all residents have the
potential to be affected by the alleged
deficient practice.

TITLE 

C 
06/24/2022 

(XS) 
COMPLETION 

DATE 

(X6) CATE 

Any deficiency state ending with an asterisk(•) denotes a deficiency which the institution may be excused from correctmg providing 1I is determined 1ha1 
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disc/osable 90 days 
lollow1ng the date of survey whether or not a plan or correction is provided. For nursing homes. the above findings and plans of correction are d1sclosable 14 
days following the date these documents are made available to the facility. If deficiencies are cilea, an approvea plan of correction 1s requisite to continued 
program participation 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTFRS FOR MEDICARE & MEDIC.AID SERVICES 

STATEMENT OF DEFICIE GIES 
ANO PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

035099 

AME OF PROVIDER OR SUPPLIER 

SANDSTONE OF TUCSON REHAB CENTRE 

(X4) ID 
PREFIX 

TAG 

I 
.

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

F 677 Continued From page 1 

participate in the fullest extent possible with each 
i nteract1on. 

A quarterly Minimum Data Set (MDS) 
assessment dated May 6, 2022 included that the 
resident required supervision with one-person 
physical assistance for personal hygiene and 
extensive assistance for bed mobility. This 
assessment included that bathing 
self-performance and bathing support provided 
did not occur during the 7-day look-back window 
of the assessment. The resident scored a 15 on 
the Brief Interview for Mental Status (SIMS) 
indicating he was cognitively intact 

A review of the clinical record for April through 
June, 2022 included the following information 
regarding showers and/or bed baths: 
-0 showers/bed baths were completed for the
weeks of: April 3 to 9, April 10 to 16, May 29 to
June 4, and June 5 to 11.
-1 shower/bed bath was completed for the weeks
of- April 17 to 23 and May 1 to 7.

-Resident #136 was admitted to the facility on
November 19, 2019 with diagnoses of dementia
and hemiplegia.

The resident's AOL care plan revealed the 
resident had a self-care performance deficit 
related to decreased mobility, weakness, and 
hemiplegia of the right dominant side. An 
intervention included to provide supervision to 
extensive assistance from staff for ADLS as 
needed. 

A quarterly MOS assessment dated June 8, 2022 
included that the resident required physical help 
in part of the bathing process and required setup 
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DEFICIENCY) 

f 677 C. Measures

I.On July I5 1h, 2022, Nurse Unit Manager
in-serviced and implement the staff on the
following topics but not limited to:

a. Facility policies and procedures for ADL
care provided for dependent residents,
including showers and bed baths

b. Requirements for compliance regarding
completion of shower sheets/bed baths and
post shower documentation

c. Administrator initiated a QA tool on July
12, 2022 regarding ADL Care and showers
and bed baths to ensure:

Resident are receiving showers 
and bed baths per the facility 
shower schedule 

Documentation following showers 
and/or bed bath is completed and 
uploaded into patient's chart. 

.J4-,Corrective Acljo_os 

I The adminis1rator or designee will 
continue to conduct random lwice a week 
audits for 6 week.s to ensure that resident 
arc receiving showers per facility schedule 
and thm shower documen1a1ion is available 
on electronic medical rewrds and/or 
uploaded into resident chart. 

2. The results of the audits completed on this
POC will be submitted to the Quality
Assurance and Performance Improvement
committee for review and follow u'p

C 

06/24/2022 

(XS) 
COMPLETIO"I 

OATE 
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PREFIX 
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SUMMARY STATEMENT OF DEFICIENCIES 
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F 677 Continued From page 2 
help with bathing. The resident scored a O on the 
BIMS indicating severe cognitive impairment. 

A review of the clinical record for April through 
June, 2022 included the following information 
regarding showers and/or bed baths 
-0 showers/bed bat s were completed for the
weeks of: April 3 lo 9, April 10 to 16, April 11 to 
16, April 17 lo 23, Apnl 24 to 30, and May 15 to
21. 
-1 shower/bed bath was completed for the weeks
of' May 1 to 7, May 9 to 14, and June 5 lo 11. 

-Resident #140 was admitted to the facility on
February 28, 2021 with diagnoses of dementia 
with behavioral disturbance and muscle
weakness This resident discharged on August 6,
2021. 

The resident's ADL care plan revealed the 
resident had a self-care performance deficit 
related to confusion and impaired cognition from 
dementia and Alzheimer's. An intervention 
included lo monitor the resident for any changes 
in ability 

A quarterly MOS assessment dated July 23, 2021 
included that this resident required physical help 
in part of the bathing process and required 1 
person physical assistance with bathing. The 
resident scored O on the BIMS indicating severe 
cognitive impairment. 

A review of the clinical record for June through 
July, 2021 included the following information 
regarding showers and/or bed baths: 
-0 showers/bed baths were completed for the
weeks of: June 6 to 12, June 13 to 19, July 4 to
10, July 11 to 17, and July 18 to 24. 
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F 677 J Continued From page 3 
-1 shower/bed bath was completed for the weeks
of: June 27 to July 3 and July 25 to 31. 

An 1nterv1ew was conducted on June 23, 2022 at
2.36 PM with a Certified Nursing Assistant 
(CNNstaff #96) who said that each day she is 
assigned lo complete a certain amount of 
showers. She said that showers are posted on 
the bulletin board and broken down by shift. Bed
one Is done on the day shift and evening does 
bed two. She said that if she cannot complete a 
shower, then normally she will tell the nurse and
hopefully the next shift will be able to complete 
the shower. She said that there are very few days
she cannot get to a shower She said that 
showers are documented on a specific paper and 
that gets turned into the nurse every day. She 
said that showers are also documented in the 
clinical record. She said that the CNA's would not
know that residents had a shower without shower
sheets or computer documentation unless they 
asked the person that worked that day. 

An interview was conducted on June 23, 2022 at
1 55 PM with a Licensed Practical Nurse 
(LPN/staff #72) who said that she signs shower 
sheets alter the CNAs have bathed the resident 
or if they refuse. She said that the nurses can go 
lo the clinical record and look up the resident and
it shows when the resident has had a shower/bed
bath. She said that if she did not know if a 
resident had a shower then she would ask 1he 
CNA and get confirmation. 

An interview was conducted on June 23, 2022 at 
12:46 PM with the interim Director of Nursing 
(DON/staff #30) who said that residents are 
offered bathing twice a week and additional 
baIhing upon the resident's request. She said it 
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F 677 Continued From page 4 

did not meet her expectations that the residents 
missed shower and/or bed baths. She said that 

I
the facility has a shower aid who was assigned to 
do showers. however, they do get pulled to help 
on the floor at times. 

An interview was conducted on June 24, 2022 at 
1 :30 PM with the administrator (staff #26) who 
said that she does not know if the facility has a 
bathing problem or a documentation problem, but 
that there is a problem. 

Review of the facility's bathing policy, revised 
February 2018, revealed a purpose to promote 
cleanliness, provide comfort to the residents, and 
to observe the condition of the residents' skin 
The policy included to document the date and 
time a shower was performed as well as the title 
of the individual(s} who assisted the resident with 
the shower. The policy included that if the 
resident refused the shower, staff will document

the reason(s) why and the intervention taken. The 
person recoding the data should sign the form 
and include their Litle.

F 925 Maintains Effect ive Pest Control Program 
SS=E CFR(s): 483.90(i)(4) 

§483.90(i)(4) Maintain an effective pest control 
program so that the facil

ity Is free of pests and 
rodents 
This REQUIREMENT Is not met as evidenced 

by: 
Based on observations, staff interviews, and 
review of facility documentation and policy, the 
facility failed to maintain an effect ive pest control 
program to ensure the facility was free from 
rodents. The deficient practice could result in 

ongoing rodent problems. 
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A. Corrective actions:

I. No residenls were found to be affected by
the alleged delicient practice
2. Residents #6, #72, #34, #98, #62 had
rooms cleaned at the timi: of survey, and
were all deep cleaned following survey
3. Gap underneath double doors to loading
dock was fixed at time of survey. Vacant
room 213 gap in wall was patchecl and room
was deep cleaned at time of survey.
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Findings include: 

A review of pest control inspections and services 
from an outside exterminator from October 13, 
2021 through June 16, 2022 included: 

2021 
-October 13 - Includes rodent station install
-October 14 - Invoice for 7 week rodent trapping

2022 
-April 12 - Rodent bait stations some activity
-April 14 - Inspection of rodent bait stations some
activity
-May 12 - Inspection of rodent bait stations some
activity
-June 2 - Installed 10 traps units
-June 9 - Inspection of rodent bait stations some
activity

Review of the facility's pest log from October 23, 
2021 through June 16, 2022 included: 

2021 
-November 20 - Nightshift reported mouse in a
resident room

2022 
-January 20 - Droppings in three resident rooms
-January 26 - Mice in two resident rooms
-February 4 - Mice feces in a resident room
-March 1 - Mouse in one resident room, mouse
caught in another resident room
-May 9 - Mice in one resident room
-May 26 - Mice caught in several resident rooms
-April 1 - Mice droppings in one resident room
-May 27 - Mouse caught in one resident room
-June 14 - Rodents heard from up above in front
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I. No other residents were found to be
affected by the alleged deficient practice
noted. However, all residents have the
potential Lo be affected by the alleged
deficient practice.

C. Measures
I On June 23, 2022, Director of 
Maintenance in-serviced and implement the 
staff on the following topics but not limited 
to: 
a. Facility policies and procedures for
cleaning resident rooms
b. Requirements for compliance regarding
completion of cleaning logs
c. Importance of utilizing the pest control
log
d. Admini�lrator or designee initiated a QA
tool on June 23, 2022 regarding resident
room cleanings to ensure:
Resident rooms are cleaned appropriately
per facility policy
Cleaning logs are appropriately completed
by housekeeping staff

D. Corrective Action

I. The housekeeping director or de ignee
will continue to conduct daily random audits
for 6 weeks to ensure that resident rooms are
appropriately cleaned and thal cleaning logs
are completed by facility staff
2 The maintenance director or designee will
continue to conduct random twice a week
audils for 6 weeks on door seals that lead to
the outside
3. l"he results of the audits completed on this
POC will be submined to the Quality
Assurance and Performance Improvement
cornmiltee for review and follow up
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office and lobby 

An interview was conducted on June 17, 2022 at 
2:10 PM with a resident (#6) who said that he has 
seen mice in his room and that one was caught 
last nig t in a trap. He said that the mlce are in 
the bathroom as well. 

An observation was conducted of resident #6's 
bathroom immediately after the interview. Behind 
the toilet brush and trash can, there were small, 
dark brown objects that had the appearance of 
rodent droppings. 

An interview was conducted on June 17, 2022 at 
2:20 PM with a resident (#72) who said little mice 
were running around and that he had seen one 
two days ago. This resident's roommate (#34) 
said that there was a little rat and a couple of little 
tiny ones 

An observation was conducted on June 17, 2022 
at 2:24 PM in resident #98's room. The resident's 
bed was moved out and there were small, dark 
brown obJects that had the appearance of rodent 
droppings against the wall where the head of the 
bed would be. The room also contained a metal 
rodent trap under the sink 

An observation was conducted on June 17, 2022 
at 3:00 PM of a vacant resident room (room 
213)which had a hole approximately 5 inches by
10 inches in the corner of the bathroom in the
wall near the sink. This room had multiple small,
dark brown objects with the appearance of rodent
feces behind the nightstand.

An observation was conducted on June 20, 2022 
of a gap under and between double doors to the 
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outside loading dock and waste disposal area. 

An observation was conducted on June 21, 2022 
at 7·23 AM of resident #98 and #62's room. On 
the floor there were small, dark brown objects 
that had the appearance of rodent feces at the 
corner of the dresser closest to the sink. 

An interview was conducted on June 21, 2022 at 
10:55 AM with the director of maintenance (staff 
#8) who said that he started in this position in 
February 2022. He said that he renewed the 
contract with the pest control company that was 
being used. He said he used them because he 
wanted lo fix the issue with the rodents. He said 
the company started putting traps in the building 
and if they see activity they keep using them He 
said that they put weather stripping across the 
doors and that seems to have helped. He said 
that he does not know why the facility is still 
having trouble with mice. 

During an interview with a pest control staff 
(contract staff #34) on June 21, 2022 at 12:30 
PM, he stated that the company has had a 
contract with the facility for the last 8 months to a 
year He said that they have traps in place and 
bait stations He said that the rodents were gone 
for months and that t ey have been back again 
for maybe 2-3 months. He said that he works with 
the director of maintenance who does follow the 
suggestions that he makes. He said that the 
rodents come from outside and that if they seal 
the areas, sometimes they get sealed inside. He 
said.that they come inside looking for water and 
food and because 1t 1s comfortable. 

An interview was conducted at 8:08 AM on June 
22, 2022 with the Director of Maintenance ( Staff 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: DO[011 

I 

r 
(X2) MULTIPLE CONSTRUCTION 

A. BUILDING _______ _ 

B. WING _________ _ 

STREET ADDRESS CITY, STATE. ZIP CODE 

2900 EAST MIL BER STREET 

TUCSON, AZ 85714 

PRINTED: 07/07/2022 
FORM APPROVED 

0MB NO 0938-0391 
(X3) DATE SURVEY 

COMPLETED 

C 

06/24/2022 

ID 

I
PROVIDER'S PL.AN OF CORRECTION 

I
(XS) 

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION 

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE 

I 
DEFICIENCY) 

I 

F 925 

Fac1111y ID LTC0053 If continuation sheet Page 8 of 9 



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

I STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIO 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER. 

035099 

NAME OF PROVIDER OR SUPPUCR 

SANDSTONE OF TUCSON REHAB CENTRE 

(X4) ID 
PREFIX 

TAG 

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

F 925 Continued From page 8 

I 

#8) 
who acknowledged the gap in the door to the 
outside trash area and said it was about 0 5 
inches at the base of the door. He said there 
were more gaps at waist and chest high and that 
these were likely caused by delivery people hitting 
the door. He said there were bait stations outside 
the door. He said that he would fix the gaps In the 
door. 

An interview was conducted on June 24, 2022 at 
1 :32 PM with the administrator ( staff #26) who 
said that the facility has spent a lot of money on 
this problem and that they are trying to fix it She 
said thal they do have a pest control program in 
place. 

The facility's pest control policy, dated November 
1, 2021, revealed a purpose to prevent or control 
insects and rodents from spreading disease. This 
policy included that all building openings shall be 
tight fitting and free of breaks, and that the facility 
shall be kept in such condition and cleaning 
procedures used to prevent the harborage or 
feeding of insects and rodents. 
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F 000 INITIAL COMMENTS 

The investigation of complaints AZ00181681, 
AZ00179201,AZ00178373,AZ00178379,and 
AZ00178241 was conducted on June 17, 2022 
and from June 20 through 24, 2022. The following 
deficiencies were cited: 

F 677 ADL Care Provided for Dependent Residents 
SS=E CFR(s): 483.24(a)(2) 

§483.24(a)(2) A resident who is unable to carry
out activities of daily living receives the necessary
services to maintain good nutrition, grooming, and
personal and oral hygiene;
This REQUIREMENT is not met as evidenced
by:
Based on clinical record reviews, staff interviews,

facility documentation, and policy, the facility
failed to provide adequate showers for three
residents (#46, #136, and #140). The sample size
was three residents. The deficient practice could
result in residents with unmet hygiene needs.

Findings include: 

Review of facility documentation revealed a 
shower schedule which included that residents 
are to receive two showers per week. 

-Resident #46 was admitted on November 6,
2021 with diagnoses that included difficulty in
walking and vertigo of central origin.

The resident's Activities of Daily Living (ADL) care 
plan revealed the resident had a self-care 
performance deficit related to weakness, 
unsteadiness on feet, difficulty walking, and 
activity intolerance from respiratory failure. An 
intervention included to encourage the resident to 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE 

PRINTED: 07/07/2022 

FORM APPROVED 

0MB NO 0938-0391 
()(2) MULTIPLE CONSTRUCTION 

A BUILDING ____ ___ _ 

()(3) DATE SURVEY 
COMPLETED 

B. WNG _________ _ 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

2900 EAST MILBER STREET 

TUCSON, AZ 85714 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 
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F 677 

This Plan of Correction is submitted to meet 
the requirements established by Federal law. 
This Plan of Correction constitutes this 
facility's demonstration of compliance for 
the deficiencies cited. Submission of this 
Plan of Correction is not an admission that a 
deficiency existed or that one was correctly 
cited. 

ffZ1. 
A. Corrective actions:

I. Residents #46, # 136, and# 140 were not
found affected by this alleged deficient
practice.

2. Residents #46 and# 136 received showers
and/or following facility survey, per facility
shower schedule. Resident# 140 discharged
from the facility on August 6, 2021.

3. Documentation for showers and/or bed
baths are available on electronic medical
records and/or uploaded into resident charts.

B. Identify other residents

I.No other residents were found to be 
affected by the alleged deficient practice 
noted. However, all residents have the 
potential to be affected by the alleged 
deficient practice. 

C 

06/24/2022 

(XS) 

COMPLETION 
DATE 

(X6) DATE 

Any deficiency statem I 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 homes, 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 foUowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation. 
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participate in the fullest extent possible with each 
interaction. 

A quarterly Minimum Data Set (MOS) 
assessment dated May 6, 2022 included that the 
resident required supervision with one-person 
physical assistance for personal hygiene and 
extensive assistance for bed mobility. This 
assessment included that bathing 
self-performance and bathing support provided 
did not occur during the 7-day look-back window 
of the assessment. The resident scored a 15 on 
the Brief Interview for Mental Status (SIMS) 
indicating he was cognitively intact. 

A review of the clinical record for April through 
June, 2022 included the following information 
regarding showers and/or bed baths: 
-0 showers/bed baths were completed for the
weeks of: April 3 to 9, April 10 to 16, May 29 to
June 4, and June 5 to 11.
-1 shower/bed bath was completed for the weeks
of: April 17 to 23 and May 1 to 7.

-Resident #136 was admitted to the facility on
November 19, 2019 with diagnoses of dementia
and hemiplegia.

The resident's AOL care plan revealed the 
resident had a self-care performance deficit 
related to decreased mobility, weakness, and 
hemiplegia of the right dominant side. An 
intervention included to provide supervision to 
extensive assistance from staff for ADLS as 
needed. 

A quarterly MOS assessment dated June 8, 2022 
included that the resident required physical help 
in part of the bathing process and required setup 
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F 677 C. Measures

I .On July I51h, 2022, Nurse Unit Manager 
in-serviced and implement the staff on the 
following topics but not limited to: 

a. Facility policies and procedures for ADL
care provided for dependent residents,
including showers and bed baths

b. Requirements for compliance regarding
completion of shower sheets/bed baths and
post shower documentation

c. Administrator initiated a QA tool on July
12, 2022 regarding ADL Care and showers
and bed baths to ensure:

Resident are receiving showers 
and bed baths per the facility 
shower schedule 

Documentation following showers 
and/or bed bath is completed and 
uploaded into patient's chart. 

D. Corrective Actions

1. The administrator or designee will 
continue to conduct random audits for 6 
weeks to ensure that residents are receiving 
showers per facility schedule and that 
shower documentation is available on 
electronic medical records and/or uploaded 
into resident chart. 

2.The results of the audits completed on this
POC will be submitted to the Quality
Assurance and Performance Improvement
committee for review and follow up.
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help with bathing. The resident scored a 0 on the 

BIMS indicating severe cognitive impairment. 

A review of the clinical record for April through 

June, 2022 included the following information 

regarding showers and/or bed baths: 

-0 showers/bed baths were completed for the

weeks of: April 3 to 9, April 10 to 16, April 11 to

16, April 17 to 23, April 24 to 30, and May 15 to

21.

-1 shower/bed bath was completed for the weeks

of: May 1 to 7, May 9 to 14, and June 5 to 11.

-Resident #140 was admitted to the facility on

February 28, 2021 with diagnoses of dementia

with behavioral disturbance and muscle

weakness. This resident discharged on August 6 ,

2021.

The resident's AOL care plan revealed the 

resident had a self-care performance deficit 

related to confusion and impaired cognition from 

dementia and Alzheimer's. An intervention 

included to monitor the resident for any changes 

in ability. 

A quarterly MOS assessment dated July 23, 2021 

included that this resident required physical help 

in part of the bathing process and required 1 

person physical assistance with bathing. The 

resident scored 0 on the BIMS indicating severe 

cognitive impairment. 

A review of the clinical record for June through 

July, 2021 included the following information 

regarding showers and/or bed baths: 

-0 showers/bed baths were completed for the

weeks of: June 6 to 12, June 13  to 19, July 4 to

10, July 11 to 17, and July 18 to 24.
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-1 shower/bed bath was completed for the weeks
of: June 27 to July 3 and July 25 to 31.

An interview was conducted on June 23, 2022 at 
2:36 PM with a Certified Nursing Assistant 
(CNA/staff #96) who said that each day she is 
assigned to complete a certain amount of 
showers. She said that showers are posted on 
the bulletin board and broken down by shift. Bed 
one is done on the day shift and evening does 
bed two. She said that if she cannot complete a 
shower, then normally she will tell the nurse and 
hopefully the next shift will be able to complete 
the shower. She said that there are very few days 
she cannot get to a shower. She said that 
showers are documented on a specific paper and 
that gets turned into the nurse every day. She 
said that showers are also documented in the 
clinical record. She said that the CNA's would not 
know that residents had a shower without shower 
sheets or computer documentation unless they 
asked the person that worked that day. 

An interview was conducted on June 23, 2022 at 
1 :55 PM with a Licensed Practical Nurse 
(LPN/staff #72) who said that she signs shower 
sheets after the CNAs have bathed the resident 
or if they refuse. She said that the nurses can go 
to the clinical record and look up the resident and 
it shows when the resident has had a shower/bed 
bath. She said that if she did not know if a 
resident had a shower then she would ask the 
CNA and get confirmation. 

An interview was conducted on June 23, 2022 at 
12:46 PM with the interim Director of Nursing 
(DON/staff #30) who said that residents are 

I offered bathing twice a week and additional 
bathing upon the resident's request. She said it 
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did not meet her expectations that the residents 
missed shower and/or bed baths. She said that 

the facility has a shower aid who was assigned to 

do showers, however, they do get pulled to help 
on the floor at times. 

An interview was conducted on June 24, 2022 at 
1:30 PM with the administrator (staff #26) who 
said that she does not know if the facility has a 

bathing problem or a documentation problem, but 
that there is a problem. 

Review of the facility's bathing policy, revised 

February 2018, revealed a purpose to promote 
cleanliness, provide comfort to the residents, and 
to observe the condition of the residents' skin. 

The policy included to document the date and 
time a shower was performed as well as the title 
of the individual(s) who assisted the resident with 

the shower. The policy included that if the 

resident refused the shower, staff will document 
the reason(s) why and the intervention taken. The 

person recoding the data should sign the form 
and include their title. 

F 925 Maintains Effective Pest Control Program 

SS=E CFR(s): 483.90(i)(4) 

§483.90(i)(4) Maintain an effective pest control

program so that the facility is free of pests and
rodents.

This REQUIREMENT is not met as evidenced

by:
Based on observations, staff interviews, and

review of facility documentation and policy, the

facility failed to maintain an effective pest control
program to ensure the facility was free from

rodents. The deficient practice could result in

ongoing rodent problems.
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A. Corrective actions:

I. No residents were found to be affected by
the alleged deficient practice.
2. Residents #6, #72, #34, #98, #62 had
rooms cleaned at the time of survey, and
were all deep cleaned following survey
3. Gap underneath double doors to loading
dock was fixed at time of survey. Vacant
room 213 gap in wall was patchee and room
was deep cleaned at time of survey.
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F 925 Continued From page 5 

Findings include: 

A review of pest control inspections and services 
from an outside exterminator from October 13, 
2021 through June 16, 2022 included: 

2021 
-October 13 - Includes rodent station install
-October 14 - Invoice for 7 week rodent trapping

2022 
-April 12 - Rodent bait stations some activity
-April 14 - Inspection of rodent bait stations some
activity
-May 12 - Inspection of rodent bait stations some
activity
-June 2 - Installed 1 O traps units
-June 9 - Inspection of rodent bait stations some
activity

Review of the facility's pest log from October 23, 
2021 through June 16, 2022 included: 

2021 
-November 20 - Nightshift reported mouse in a
resident room

2022 
-January 20 - Droppings in three resident rooms
-January 26 - Mice in two resident rooms
-February 4 - Mice feces in a resident room
-March 1 - Mouse in one resident room, mouse
caught in another resident room
-May 9 - Mice in one resident room
-May 26 - Mice caught in several resident rooms
-April 11 - Mice droppings in one resident room
-May 27 - Mouse caught in one resident room
-June 14 - Rodents heard from up above in front
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F 925 B. Identify other residents

1. No other residents were found to be
affected by the alleged deficient practice
noted. However, all residents have the
potential to be affected by the alleged
deficient practice.

C. Measures

I. On June 23, 2022, Director of
Maintenance in-serviced and implement the
staff on the following topics but not limited
to:
a. Facility policies and procedures for
cleaning resident rooms 
b. Requirements for compliance regarding
completion of cleaning logs
c. Importance of utilizing the pest control
log
d. Administrator or designee initiated a QA
tool on June 23, 2022 regarding resident
room cleanings to ensure:
Resident rooms are cleaned appropriately
per facility policy
Cleaning logs are appropriately completed
by housekeeping staff

D. Corrective Action

I. The housekeeping director or designee
will continue to conduct random audits for 6
weeks to ensure that resident rooms are
appropriately cleaned and that cleaning logs
are completed by facility staff
2. The maintenance director or designee will
continue to conduct random audits for 6
weeks on door seals that lead to the outside
3.The results of the audits completed on this
POC will be submitted to the Quality
Assurance and Performance Impfovement 
committee for review and follow up 
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I 
office and lobby 

An interview was conducted on June 17, 2022 at 
2: 10 PM with a resident (#6) who said that he has 
seen mice in his room and that one was caught 
last night in a trap. He said that the m1ce are in 
the bathroom as well. 

An observation was conducted of resident #6's 
bathroom immediately after the interview. Behind 
the toilet brush and trash can, there were small, 
dark brown objects that had the appearance of 
rodent droppings. 

An interview was conducted on June 17, 2022 at 
2:20 PM with a resident (#72) who said little mice 
were running around and that he had seen one 
two days ago. This resident's roommate (#34) 
said that there was a little rat and a couple of little 
tiny ones. 

An observation was conducted on June 17, 2022 
at 2:24 PM in resident #98's room. The resident's 
bed was moved out and there were small, dark 
brown objects that had the appearance of rodent 
droppings against the wall where the head of the 
bed would be. The room also contained a metal 
rodent trap under the sink. 

An observation was conducted on June 17, 2022 
at 3:00 PM of a vacant resident room (room 
213)which had a hole approximately 5 inches by 
10 inches in the corner of the bathroom in the
wall near the sink. This room had multiple small,
dark brown objects with the appearance of rodent
feces behind the nightstand.

An observation was conducted on June 20, 2022 
of a gap under and between double doors to the 
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I 
outside loading dock and waste disposal area. 

An observation was conducted on June 21, 2022 
at 7:23 AM of resident #98 and #62's room. On 
the floor there were small, dark brown objects 
that had the appearance of rodent feces at the 
corner of the dresser closest to the sink. 

An interview was conducted on June 21, 2022 at 
10:55 AM with the director of maintenance (staff 
#8) who said that he started in this position in 
February 2022. He said that he renewed the 
contract with the pest control company that was 
being used. He said he used them because he 
wanted to fix the issue with the rodents. He said 
the company started putting traps in the building 
and if they see activity they keep using them. He 
said that they put weather stripping across the 
doors and that seems to have helped. He said 
that he does not know why the facility is still 
having trouble with mice. 

During an interview with a pest control staff 
(contract staff #34) on June 21, 2022 at 12:30 
PM, he stated that the company has had a 
contract with the facility for the last 8 months to a 
year. He said that they have traps in place and 
bait stations. He said that the rodents were gone 
for months and that they have been back again 
for maybe 2-3 months. He said that he works with 
the director of maintenance who does follow the 
suggestions that he makes. He said that the 
rodents come from outside and that if they seal 
the areas, sometimes they get sealed inside. He 
said_that they come inside looking for water and 
food and because it is comfortable. 

An interview was conducted at 8:08 AM on June 
I 22, 2022 with the Director of Maintenance ( Staff 
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#8) 
who acknowledged the gap in the door to the 
outside trash area and said it was about 0.5 
inches at the base of the door. He said there 
were more gaps at waist and chest high and that 
these were likely caused by delivery people hitting 
the door. He said there were bait stations outside 
the door. He said that he would fix the gaps in the 
door. 

An interview was conducted on June 24, 2022 at 
1 :32 PM with the administrator ( staff #26) who 
said that the facility has spent a lot of money on 
this problem and that they are trying to fix it. She 
said that they do have a pest control program in 
place. 

The facility's pest control policy, dated November 
1, 2021, revealed a purpose to prevent or control 
insects and rodents from spreading disease. This 
policy included that all building openings shall be 
tight fitting and free of breaks, and that the facility 
shall be kept in such condition and cleaning 
procedures used to prevent the harborage or 
feeding of insects and rodents. 
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