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 An offsite follow-up survey was conducted on 

February 4, 2022. No deficiencies were cited.
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February 02, 2022 

Sandstone of Tucson Rehab Centre 
2900 E Milber Street 
Tucson, AZ 85714 

Arizona Department of Health Services 
150 North 18th A venue, Suite 440 
Phoenix, AZ 85007-3247 

RE: Sandstone of Tucson Rehab Centre 
Provider #:035099 
Survey Cycle Date: January 20, 2022 
Survey Exit Date: January 20, 2022 
Survey Type: Complaint Survey (Event ID: GSQZll) 

Dear Ms. Diane Eckles, 

Attached to this email, please find the facility's Plan of Correction for F584 from the survey 
stated above along with the Submission of evidence in lieu of an onsite revisit. 

Submission of evidence in lieu of an onsite revisit shows that the facility has put into place 
systemic changes identified in the Plan of Corrections and has initiated a program to monitor the 
continued effectiveness of the POC. 

I am hoping for your kind consideration on this matter. If you should have any further questions 
or need additional information, please do not hesitate to contact me. 

Respectfully submitted, 

Elma Petkovic, Administrator 
Ph. # 520-294-0005 
Mobile: 602-702-4694 
Email: epetkovic@sandstonehc.com 
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The investigation of complaint AZ00179597 was 
conducted on January 20, 2022. The following 
deficiency was cited: 

F 584 Safe/Clean/Comfortable/Homelike Environment 
SS=D CFR(s): 483.10(i)(1 )-(7) 

§483.1 0(i) Safe Environment.
The resident has a right to a safe, clean,
comfortable and homelike environment, including
but not limited to receiving treatment and
supports for daily living safely.

The facility must provide-
§483.10(i)(1) A safe, clean, comfortable, and
homelike environment, allowing the resident to
use his or her personal belongings to the extent
possible.
(i) This includes ensuring that the resident can
receive care and services safely and that the
physical layout of the facility maximizes resident
independence and does not pose a safety risk_
(ii) The facility shall exercise reasonable care for
the protection of the resident's property from loss
or theft.

§483. 1 0(i)(2) Housekeeping and maintenance
services necessary to maintain a sanitary, orderly,
and comfortable interior;

§483.1 0(i)(3) Clean bed and bath linens that are
in good condition;

§483.10(i)(4) Private closet space in each
resident room, as specified in §483.90 (e)(2)(iv);

§483.1 0(i)(5) Adequate and comfortable lighting
levels in all areas;
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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

F 584 

the deficiencies cited. Submission of this
Plan of Correction is not an admission that a
deficiency existed or that one was correctly
cited. 

Elli 
A. Corrective actions:

l .R�sident #5 room was cleaned at the time
of survey

2.Resident #5 room was deep cleaned post
survey

3.Resident was educated the importance of
allowing staff to clean his i-oom.

B. Identify other residents 

I .No 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. 
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§483.10(i)(6) Comfortable and safe temperature
levels. Facilities initially certified after October 1,
1990 must maintain a temperature range of 71 to
81°F;and

§483.1 0(i)(7) For the maintenance of comfortable
sound levels.
This REQUIREMENT is not met as evidenced
by:
Based on an observation, clinical record review,

interviews, and facility documentation and policy,
the facility failed to ensure that housekeeping
services necessary to maintain a sanitary,
orderly, and comfortable interior were provided
for one resident's room (#5). The deficient
practice could result in additional resident rooms
being maintained in an unsanitary manner.

Findings include: 

Resident #5 was admitted to the facility on 
September 15, 2020 with diagnoses that included 
morbid obesity, necrotizing fasciitis, and acute 
and chronic respiratory failure with hypoxia. 

Review of the facility's deep clean schedule for 
January 2022 revealed the resident's room was to 
be deep cleaned on January 13, 2022. The 
schedule included an area for staff to initial to 
indicate it was complete and there was an area 
for a manager to initial as well. Both of these 
areas were left blank for that date. There was 
also an area for comments. This area was left 
blank as well. 

An interview with the resident was conducted on 
January 20, 2022 at 10:20 a.m. He said that 
housekeeping staff don't touch his room on 
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f 584 C. Measures

I .On February 2"d, 2022, Director of Environmental Services in-serviced and ' ') \t \1,; �implement the staff on the following topics : I/\ but not limited to:
a .. Facility policies and procedures forcleaning resident rooms. 
b. Requirements for compliance regardingcompletion of cleaning logs
c. Housekeeping Director initiated a QA tool :" \ \\�on February 1 •t, 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 Actions

1. !he ho�sekeeping director or designee will continue to conduct audits for 6 weeksto ensure that resident rooms are appropriately cleaned and that cleaning logsare completed by facility staff.
, 2. The results of the audits completed on thisPOC will be submitted to the Quality Assurance and Performance Improvementcommittee for review and follow up.
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weekends, and that there are mice in the building 
that have a field day in his room at night. He said 

that the mice climb around on the TV cords and 

around the floor and that he sees them go behind 

his dresser. 

An observation of the resident's room was 

conducted immediately after this interview. 

Behind the dresser there were multiple small dark 

brown objects which had the appearance of 

rodent droppings and 2 crusty yellow-brown areas 

with some moisture that had the appearance of 

urine puddles. 

Immediately after the observation, the 

housekeeping manager ( staff #6} came into the 

room. He looked at what was behind the dresser 

and said that he thought they were mouse 

droppings and that he would not doubt it because 

the facility has had an issue with mice for a while. 

He said that he would have someone clean it up 

immediately. 

An interview was conducted on January 20, 2022 
at 1 :09 p.m. with a housekeeper ( staff #1) who 

said that regular cleaning of a room includes 

sweeping and mopping. He said that they mop 

with disinfectant and that the staff have to move 

things when they are cleaning. He said that he 

mops under the bed and behind dressers and 

cleans the walls if they are dirty. He said that he 

has not seen mice but he has seen mice 

droppings in the facility. He said that he has to 
move everything from the walls to ensure 

droppings are cleaned up as they should not 

remain on the floor. 

An interview was conducted on January 20, 2022 
at 1:22 p.m. with the housekeeping manager 
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(staff #6) who said that resident rooms are 

cleaned daily and a deep clean of each occupied 

room is done monthly. He said that the deep 

cleans consist of pulling furniture away from the 

walls, bleaching bed frames and beds, wiping the 

walls, and mopping the bathrooms using bleach. 
He said that this resident's room was due for a 

deep cleaning on January, 13, 2022, but the 

resident did not allow his room to be deep 

cleaned on that date. He said that the presence 

of the mouse droppings and urine did not meet 

his expectations. He said that the housekeeping 

staff should move furniture when they see 

something that needs to be cleaned up behind 

the furniture. 

An interview was conducted on January 20, 2022 

at 1 :30 p.m. with the administrator ( staff #2) who 

said that the resident refuses everything, uses 

bad language, and will only allow staff to clean his 

room sometimes. She said that they have already 

started on a correction for the housekeeping 

issues. She said that they will implement a form 

that housekeeping will have to sign and they will 

have to communicate what they cleaned to the 

nurse. She said the nurse would document any 

housekeeping refusals in the care plan. 

The facility's room cleaning policy revealed the 

purpose was to show the proper cleaning method 

to sanitize a resident's room or any area in the 

facility. The procedure included that the entire 

floor must be dust mopped especially behind 

dressers and beds. Also, staff should damp mop 

by starting in the far corner of the room, moving 

all furniture as necessary. The policy included 

that the most important area to disinfect in the 

resident's room is the floor and it needs to be 

sanitized daily. 
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