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MEDICAK/MEDICAID CERTIFICATION AND TRANSM. . (AL
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY

R MEDICARE & MEDICAID SERVICES

ID: V3CM
Facility ID: LTC0053

1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY ) 4. TYPE OF ACTION: _2(Ly)

(L1) 035099 (L3) SAPPHIRE OF TUCSON NURSING AND REHAB, LL.C

1. Initial 2. Recertification

2.STATE VENDOR OR MEDICAID NO. (14) 2900 EAST MILBER STREET 3. Termination 4. CHOW

(L2) 835118 (L5) TUCSON, AZ (L6) 85714 5. Validation 6. Complaint

7. On-Site Visit 9. Other

5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 02 (L7

(L9) 08/17/2018 01 Hospital 05 HHA 09ESRD 13 PTIP 22 CLIA % Bull Survey Afier-Complaint
6. DATE OF SURVEY 01/10/2019  (L34) 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORT
8. ACCREDITATION STATUS: _ (L10) | 03SNE/NFMDistinet 07 X-Ray U ICFAID 15 ASC FISCAL YEAR ENDING DATE:  (L35)

0 Unaccredited 1 TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 12/31

2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS;

From (a): X A. In Compliance With And/Or Approved Waivers Of The Following Requirements:

To (b): Program Requirements ___ 2. Technical Personnel __ 6. Scope of Services Limit

Compliance Based On: 3. 24 Hour RN __ 7. Medical Director
X 1. Acceptable POC 4. 7-Day RN (Rural SNF) 8. Patient Room Size
12.Total Facility Beds 240 (L18) B —
) — 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 240 (L17) B. Not in Compliance with Program
Requirements and/or Applied Waivers: * Code: Al* (L12)
14, LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF 1D 1861 (e) (1) or 1861 (j) (1): (L15)
240
(L37) (L38) (L39) (L42) (L43)

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

Sapphire of Tucson Nursing and Rehabilitation found to be out of compliance with federal regulations based on annual survey conducted on 1/10/19. This facility is back in
compliance with federal regulations based on allegation of compliance and acceptable plan of correction with evidence of compliance, revisit survey completed on 4/5/19,

State Agency recommended recertification,
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ARIZONA DEPARTMENT
OF HEALTH SERVICES

] LICENSING

Aprit 8, 2019

Important Notice - Please Read Carefully

Sheila Wiggins

Sapphire Of Tucson Nursing And Rehab, Lic
2900 East Milber Street

Tucson, AZ 85714

Re: Provider Number 035099

Dear Ms. Wiggins:

Your facility has just undergone its Federal/State recertification survey, as required by the Federal Title XV
{(Medicare) program and Federal Title XIX {Medicaid/AHCCCS) program. As the result of this survey, the
facility's Medicare Provider Agreement will be continuous, unless you are contacted 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,
. 3
Diane Eckles

Bureau Chief

DE/sf

Douglas A. Ducey | Governor  Cara M. Christ MDD, MS | Director
150 North 18th Avenue, Suite 440, Phoenix, AZ 85007.3247 P 1602-364-2690 F | 602-324-0993
W | azhealth.gov
Health and Wellness for all Avizonans




ARIZONA DEPARTMENT
OF HEALTH SERVICES

[ 1] LICENSING

April 8, 2019

IMPORTANT NOTICE- PLEASE READ CAREFULLY

Sheita Wiggins, Administrator

Sapphire Of Tucson Nursing And Rehab, Lic
2900 East Milber Street

Tucson, AZ 85714

Dear Ms. Wiggins:

On April 5, 2018, an offsite revisit 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
requirements for nursing homes participating in the Medicare and/or Medicaid programs, The enciosed Center
for Medicare and Medicaid Services (CMS) form, entitled “Statement of Peficiencies 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 based on an allegafion of compliance and
acceptable plan of correction.

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 Bureay of Long Term Care at {602) 364-2690.

Sincerely,
WMM

Sandy Fa r

Customer Service Representative IV
\sf

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 Weliness for ail Arizonans




PRINTED: 04/08/2019

DEPARTMENT OF HEALTH AND HI N SERVICES

1 Lo FORM APPROVED
CENTERS FOR MEDICARE & MEDILAID SERVICES ' OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
R
035099 B. WING 04/05/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SAPPHIRE OF TUCSON NURSING AND REHAB, LLC 2900 EAST MILBER STREET
! TUCSON, AZ 85714
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH 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 Federal Recertification and
complaint investigation survey was conducted on
415119, there were no deficiencies 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 instifution may be excused from corresting 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 disclosabie 14
days following the date these documents are made available to the facility, [f deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Gbsolete Event fD:V3CM12 Facifity tD: LTCOD53 If continuation sheet Page 1 of 1



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID S /ICES

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/ |MULTIPLE CONSTRUCTION DATE OF REVISIT
IDENTIFICATION NUMBER A, Bullding

035009 v1 |B. Wing va 41512019 va
NAME OF FACILITY ' STREET ADDRESS, CITY, STATE, ZIP CODE

SAPPHIRE OF TUCSON NURSING AND REHAB, LLGC 2900 EAST MILBER STREET

TUCSON, AZ 85714

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/for Ciinical Laboratory lImprovement 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 corrective 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 to the left of each requirement on
the survey report form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix F0s52 Correction iD Prefix F0578 Correction iD Prefix Fo0584 Correction
483.1 1445 483.1 6)(8 12)(i)- 483.10()D-(7
Reg. # Oe)1N4)E) Completed {Reg. # (v) ONENBYG 121 Completed | Reg. # hE-@ Completed
LSC 04/05/2019 LSC 04/05/2019 LSC L 04/05/2019
iD Prefix Foso0 Correction ID Prefix FGs07 Correction ID Prefix F0609 Correction
483.1 1 483.12(b}(1)-(3 483.12(cH1)4
Reg, # 21 Completed | Reg. # b)) Completed | Reg. # ) Completed
I.SC 04/05/2019 IL.SC 04/05/2019 LSC 04/05/2019
1D Prefix  F0623 Correctlion ID Prefix FO641 : Correction ID Prefix Fos4s Correction
483.15(c)(3)-(6)(8 483, 483.20(K}{ (3
Reg. # (©3)-EX8) Completed [Reg.# 03200 Completed | Reg. # Ok1-3) Completed
LSC 04/05/2019 LSC 04/05/2019 LSC 04/05/2019
ID Prefix FoB57 Correction iD Prefix Fossg Correction iD Prefix F059% Correction
483.21(bX2)(i)-(iii 483.25(d)(1)(2 483.25()
Reg. # 321 b))t Completed {Reg.# 3-25(d)1@) Completed | Reg. # 25(')7 Completed
LSC i 04/05/2019 LLSC 04/05/2019 LSC 04/05/2019
iD Prefix Fosgs Correction ID Prefix Fo725 Correction ID Prefix Fo758 Correction
483.25() 483.35{a){1){2 483.4 3 1)
Reg. # 250) Completed |Reg. # @@ Completed | Reg. # SORNNDE o mpleted
LSC 04/05/2019 LSC 04/05/2019 LSC 04/05/2019
REVIEWED BY REVIEWED BY DATE 8 URBF EYOR DATE
STATE AGENCY 34 | (INITiALS) AB—- Yy /5‘/”? Y /&—//9
REVIEWED BY REVIEWED BY DATE TITLE DATE
CMS RO ]| (INITIALS)

Form CMS - 25678 (09/92) EF (11/06) Page 1 of 2 EVENT ID: Vacmiz2



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

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/ |MULTIPLE CONSTRUCTION DATE OF REVISIT
IDENTIFICATION NUMBER (A, Building

035099 v [B. Wing va | 41512019 va
NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE

SAPPHIRE OF TUCSON NURSING AND REHAB, LLC 2900 EAST MILBER STREET

TUCSON, AZ 85714

This report is completed by a qualified State surveyor for the Medicare, Medicaid andfor Clinical Laboratory iImprovement 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 corrective 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 to the left of each requirement on
the survey report form).

ITEM DATE ITEM DATE - ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix Fos4z C_orrection ID Prefix Fogs7 Correction ID Prefix F0919 Correction
483.20 , 483.70¢)(1)- 483.75{g){2Xii 483.90{g)}(2
Reg. # (5) 0E) B Completed |Reg. # @)@y Completed | Reg. # (0)2) Compieted
[.SC 04/05/2019 LSC 04/05/2019 LSC 04/05/2019

REVIEWED BY REVIEWED BY DATE SIENATURE O EYOR DATE
STATE AGENCY g (INITIALS) A A q [5}’6 [P 6-.// ;

REVIEWED BY REVIEWED BY DATE TITLE DATE

CMS RO (71| (NITIALS)

FOLLOWUP TO SURVEY COMPLETED ON [ CHECK FORANY UNCORRECTED DEFICIENCIES, WAS A SUMMARY OF

11012019 UNCORREGTED DEFICIENCIES (CMS-2667) SENT TOTHE FACILITY?  [—ygs [ No

Form CMS - 26678 (09/92) EF (11/06) Page 2 of 2 EVENT iD: V3acmM12



ARIZONA DEPARTMENT
OF HEALTH SERVICES

LICENSING 7

April 8, 2019

IMPORTANT NOTICE- PLEASE READ CAREFULLY

Sheifa Wiggins, Administrator

Sapphire Of Tucson Nursing And Rehab, Lic
2900 East Milber Street

Tucson, AZ 85714

Dear Ms. Wiggins:

On March 8, 2019, an offsite Life Safety Code/Emergency Preparedness, revisit was conducted at your facility
by the Arizona Department of Public Health, Licensing, and Certification Bureau, to determine if your facility
was in compliance with federal participation requirements 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 based on an allegation of
compliance and acceptable plan of correction.

Enclosed is the Life Safety Code/Emergency Preparedness 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.

7

Sincerely,

Sandy Faémer

Customer Service Representative IV
\sf

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 | azheaith.gov
Health and Wellness for ail Arizonans




DEPARTMENT OF HEALTH AND H"

‘AN SERVICES

CENTERS FOR MEDICARE & MEDiUAID SERVIGES

PRINTED: 04/08/2019
FORM APPROVED
OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
R
035099 B. WING 03/08/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SAPPHIRE OF TUCSON NURSING AND REHARB, LLC 2800 BAST MILBER STREET
! TUCSON, AZ 85714
X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
{K 000} | INITIAL COMMENTS {K 000}
Al noted deficiencies on the survey dated March
05, 2019, have been corrected, This is a NO ON
SITE follow-up based on an approved plan of
correction with allegations of correction and
supporting documentation.
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 fhat
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclpsable 90 days
foliowing 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.

FORM CMS$-2567(02-98) Previous Versions Obsolete Event ID:V3CM22 Facility ID: L'TC0053 If continuation sheet Page 1 of 1




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID

RVICES

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA /
IDENTIFICATION NUMBER

035099

vt |B. Wing

MULTIPLE CONSTRUCTION
A. Building 01 - MAIN BUILDING 01

DATE OF REVISIT

3/8/2019 v

NAME OF FACILITY

SAPPHIRE OF TUCSON NURSING AND REHAB, LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
2900 EAST MILBER STREET
TUCSON, AZ 85714

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
corrected and the date such corrective action was accom
provision number and the identification prefix code previo
the survey report form).

CMS-2567, Statement of Deficiencies and Plan of Correction, that have been
plished. Each deficiency should be fully identified using either the regulation or LSC
usly shown on the CMS-2567 (prefix codes shown to the left of each requirement on

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix Correction ID Prefix Correction ID Prefix Correction
NFPA 101 NFPA 101 NFPA 101
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC K0291 03/05/2019 LSC K0325 03/05/2019 LSC K0353 03/05/2019
ID Prefix Correction ID Prefix Correction 1D Prefix Correction
NFPA 101 NFPA 101 NFPA 101
Reg. # A Completed |Reg.# Completed | Reg.# Completed
LSC K0511 03/05/2019 LSC K0761 03/05/2019 LSC K0914 03/05/2019
ID Prefix Correction ID Prefix Correction ID Prefix Correction
NFPA 101 NFPA 101
Reg. # Completed |Reg.# Completed | Reg.# Completed
LSC K0918 03/05/2019 LSC @920 03/05/2019 LSC o
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC - LSC LSC B
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC - LSC LSC o
REVIEWED BY REVIEWED BY DATE SIGNATYRE OF SURYVI DATE
STATEAGENCY [ | (NITIALS) //er }.’EmR /
REVIEWED BY REVIEWED BY DATE JTmae 7 DATE
CMS RO (INITIALS) L

FOLLOWUP TO SURVEY COMPLETED ON

1/15/2019

[C] CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY?

Jyes [ no

Form CMS - 2567B (09/92) EF (11/06)

Page 1 of 1

EVENT ID:

V3Ccmz22



: o PRINTED: 04/08/20
DEPARTMENT OF HEALTH AND HI* AN SERVICES s

; FORM APPROVED
CENTERS FQR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION ' (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R
035099 B. WING 03/08/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SAPPHIRE OF TUCSON NURSING AND REHAE, LLC 2800 EAST MILBER STREET
! TUCSCN, AZ 85714
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF CORIRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPEZETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{E 000} | Initial Comments {E 000}
All noted deficiencies on the survey dated March
05, 2019, have been corrected. This is a NO ON
SITE follow-up based on an approved plan of
correction with allegations of correction and
supporting documentation.
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 foliowing the date these documents are made available to the facility. If deficiencies are cited, an approved ptan of correction is requisite to continued
pregram participation.

FORM CMES-2567(02-89) Previous Versions Obsolete Event 1D:V3CM22 Facility ID: £TC0053 tf continuation sheet Page 1 of 1




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

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/ |MULTIPLE CONSTRUCTION DATE OF REVISIT
IDENTIFICATION NUMBER A. Building

035099 v1 |B. Wing v |3/8/2019 Y3
NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE

SAPPHIRE OF TUCSON NURSING AND REHAB, LLC 2900 EAST MILBER STREET

TUCSON, AZ 85714

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 corrective 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 to the left of each requirement on
the survey report form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix E0009 Correction ID Prefix E0015 Correction ID Prefix E0023 Correction
483.73(a)(4 483.73(b)(1 483.73(b)(5
Reg. # @ Completed |Reg. # ©)X1) Completed | Reg. # (b)5) Completed
LSC 03/05/2019 LSC 03/05/2019 LSC 03/05/2019
ID Prefix E0024 Correction ID Prefix E0025 Correction ID Prefix E0026 Correction
483.73(b)(6 483.73(b)(7 483.73(b)(8
Reg. # (0)e) Completed |[Reg. # SeARDMTY Completed | Reg. # {B)(5) Completed
LSC 03/05/2019 LSC 03/05/2019 LSC 03/05/2019
ID Prefix E0036 Correction ID Prefix Correction ID Prefix Correction
483.73(d
Reg. # | Completed |Reg. # Completed | Reg. # Completed
LSC 03/05/2019 LSC LSC o
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC - LSC LSC o
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC - LSC _ LSC 3
REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURV, % DATE
STATE AGENCY [ | (INITIALS) Aﬁ/ = / "
: ’//7 .-7 =, ?/‘6' .//
REVIEWED BY REVIEWED BY DATE TI LV g DATE ¥ ¥
CMS RO 1| (INITIALS) s
FOLLOWUP TO SURVEY COMPLETED ON [] CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
1/15/2019 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? |:| YES [] NO

Form CMS - 25678 (09/92) EF (11/06) Page 1 of 1 EVENT ID: V3CM22



ARIZONA DEPARTM.NT
(OF HEALTH SERVICES

1. LICENSING

March 19, 2019

Receipt Of This Notice Is Presumed To Be 03/19/2019
Important Notice - Please Read Carefully

Sheila Wiggins, Administrator

Sapphire Of Tucson Nursing And Rehab, Lic
2900 East Milber Street

Tueson, AZ 85714

Dear . Wiggins:

The State Agency has received, the Statement of Deficiencies 2nd Plan of Correction for the annual survey
investigation conducted on January 10, 2019 which was submitted to the Bureau of Long Term Care on March
5, 2019,

The Plan of Correction is unacceptable for the following reasons:

FOOO: Initial comments: Need to delete in the last sentence the words .."required by the provisions of
the Federal and State law." Replace with wording that the facility is demonstrating compliance for
the deficiencies cited.

F552: Send the policy and procedure for the nurse designee to obtain all psychotropic consents and what
happens when that nurse is unavailable.

F578: Send copies of newly signed consents for residents# 121 & 164.
Send copies of material that was taught for the in-service on obtaining consents along with sign-in
sheets for all those that attended

F584: Send copy of policy and procedure for Quality of Life-Homelike Environment.
Send copy of in-service material taught to staff along with the sign-in sheets for those staff members

that attended.

F600: Send copy of in-service material taught for de-escalation techniques training to staff along with the
sign-in sheets for those staff members that attended.
How are you reducing the resident to resident abuse allegations necessary to be put back in compliance?
Send copies of staffing needs for each unit.
Send copies of tracking log of behaviors to date.
Send your policy on monitoring cameras in the facility.
Send policy for observing residents during a CNAs shift; is it every 15, 30 minutes or 1 Hour?
You did not address monitoring every 15 minutes for residents that are elopement risks. How are you
auditing this monitoring by staff?

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




F607: Send copy of newly revised abuse policy and procedure.
When will staff be updated on new abuse policy and procedure in an In-service?

F609: Send copy of updated Policy done on 3/4/2019.

F623; Send updated copy of discharges for December 2018,
Send copy of the monthly discharge notifications to the Ombudsman for January, February 2019.

F645: Send copy of PASARR Level 2 screening for resident #61.
Send copy of tracking log for Level 2 screenings needed and done.

F657: Send copy of updated care plan for resident #74.

F695: Send a copy of the updated oxygen administration policy.
Send copy of audit oxygen tubing change to date.

F698: Send copy of physician order for dialysis for resident #151.
Send copy of dialysis audits for accurate physician orders to date.

F725: Send a copy of the updated call-in policy. F758: Send copy of all audits conducted to date.

Y000: Initial comments: Please delete your initial comments and if you choose you may use the State AG's
office of the approved initial comments or leave blank, "This Plan of Correction is submitted to meet the
requirements established by State law. This Plan of Correction constitutes the 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.”

The requested documents are required to be returned to this office no later than March 26, 2019, please
retaining a copy for your files. If the requested documents for the Plan of Correction are not received by this
office on or before March 26, 2019 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)
364-2650.

Sincerely,

Nowvvon Coldly

Diane Eckies
Bureau Chief

DE\sg
Attachments

Douglas A. Ducey | Governor__ Cara M, Christ MP, 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 Arizenans




PRINTED: 02/20/2019

DEPARTMENT OF HEALTH AND HUW., .\ 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
035099 S ] 01/10/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2900 EAST MILBER STREET

SAPPHIRE OF TUCSON NURSING AND REHAB, LLGC TUCSON, AZ 85714

(*X4) ID SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF CORRECTION (X&)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000 Preparation and/or execution of this Plan
of Correction does not constitute admission
The annual recertification survey was conducted or agreement by the Provider of the truth of
from January 7 through January 10, 2019, in the facts alleged of the convictions set forth
conjunction with the following Complaint in the statement of deficiencies. We have
investigations: AZ00147662, AZ00152817, implemented the Plan of Correction as
AZ00151707, AZ00153440 and AZ00152668. stated below and the facility is
The following deficiencies were cited. demonstrating compliance for the
F 552 | Right to be Informed/Make Treatment Decisions F 552 deficiencies cited.

$8=D | CFR(s): 483.10(c)(1)(4)(5)

§483.10(c) Planning and Implementing Care.
The resident has the right to be informed of, and
participate in, his or her treatment, including:

§483.10(c)(1) The right to be fully informed in
language that he or she can understand of his or
her total health status, including but not limited to,
his or her medical condition.

§483.10(c)(4) The right to be informed, in
advance, of the care to be furnished and the type
of care giver or professional that will furnish care.

§483.10(c)(5) The right to be informed in
advance, by the physician or other practitioner or
professional, of the risks and benefits of proposed
care, of treatment and treatment alternatives or
treatment options and to choose the alternative or
option he or she prefers.

This REQUIREMENT is not met as evidenced

i EGEIVE
Based on closed clinical record review, staff APR ~ 5 2019
interviews and policies and procedures, the

facility failed to ensure that one resident (#1356)

had been informed in advance of the risks and By M

benefits of an antipsychotic medication.

Findings include:

[/ —
LABORAT{R f TOR'S PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
@W//Zﬁ/ﬂ/ Any oty F/27//7

Aﬁy defféiency statement eﬁcﬁﬁg 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 facillty. If deficlencles are cited, an approved plan of correction is requisite to continued
program participation,
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1. Resident had been discharged from the
F 552 | Continued From page 1 F 552 " _
facility on 12/26/18, Going forward a nurse was| 3/3/19

Resident #135 was admitted on November 7, delegated to be the point person to obtain all

2018, with diagnoses that Included Alzheimer's

disease, toxic encephalopathy and major _ .
depressive disorder. 2. All residents who have orders for anti-

the psychotropic consents for all residents.

- psychotropic medications have the potential to
Review of the closed clinical record revealed a

form titled Admission Record dated November 7,
2018, which included the resident was 3. A complete audit was done to identify if therg
self-responsible.

be affected by this deficient practice.

T

were any missing consents on 2/27/19. One

Aform titled, Consent to Admit and Treat dated person will be responsible to obtain all
November 7, 2018 included a statement that the consents. This nurse will review the new
signer of the form was the responsible party for ' o
medical declsion making. The form was signed orders daily o determine if new orders
by resident #1365, require consents. * see attached policy for
A physician's order dated November 7, 2018 the nurse designee to obtain the consents and
included for the resident to recelve Risperdone the staff delegated to perform this task in her
0.5 mg (antipsychotic medication) two times daily absence.
for dementia.

4. The DON/Designee will review weekly to
Awritten care plan initiated on November 10, ensure all consents have been obtained and
2018 for the use of psychotropic medications
related to behavioral management included an present to QAPI for 3 months.

intervention for staff to educate the
resident/family/caregivers about the risks,
benefits and side effects and toxic symptoms of
the medication.

Further review of the clinical record revealed no
svidence that the resident was informed of the
risks, benefits and side effects of Risperdone.

An interview was conducted on January 10, 2019
at 9:17 a.m., with the Director of Nursing
(DON/staff #125). The DON stated that when an
antipsychotic drug is prescribed, the use of the
medication is explained to the resident, and they
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F 652

F 578
58=E

Continued From page 2

have a form which includes the risks and benefits
of the medications. The DON stated that they are
to obtain informed consent. The DON said that
after the risks and benefits are explained, the
resident signs the form.

An interview was conducted on January 10, 2019
at 9:35 a.m. with a RN (Registered Nurse/staff
#165). During the interview, the nurse stated that
there are consent forms for antipsychotic
medications. Staff #165 said if the resident is
unable to sign the consent form, consent is
obtained from the resident's responsibie party.
Staff #1665 stated they are required to obtain
informed consent, prior to providing an
antipsychotic medication to a resldent.

An interview was conducted on January 10, 2019
at 10:04 a.m. with medical records staff (#183),
who stated that there was no informed consent
for the use of Risperdone for resident #135.

A policy regarding resident rights included that
Federal and State laws guarantee certain basic
rights to all residents of the facility. These rights
include the resident's right to choose a treatment
and participate in decisions and care planning.
Request/Refuse/Dscntnue Trmnt;Formite Adv Dir
CFR(s): 483.10(c)(B)8){a@)(12)(D)~{v)

§483.10(c)(6) The right to request, refuse, and/or
discontinue treatment, to participate in or refuse
to participate in experimentai research, and to
formulate an advance directive.

§483.10(c)(8) Nothing in this paragraph should be
construed as the right of the resident to receive
the provision of medical treatment or medical

F 652

F 578
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services deemed medically unnecessary or
inappropriate.

§483.10(g)(12) The facility must comply with the
requirements specified in 42 CFR part 489,
subpart | {(Advance Directives).

{i} These requirements include provisions to
inform and provide wrilten information to all aduit
residents concetning the right to accept or refuse
medical or surgleal treatment and, at the
resident's option, formulate an advance directive.
(i} This includes a written description of the
facility's policies to implement advance directives
and applicable State law,

(iii} Facilities are permitted to contract with other
entities to furnish this information but are still
legally responsible for ensuring that the
requirements of this section are met,

(iv) If an adult individual is incapacitated at the
time of admission and is unable to receive
information or articulate whether or not he or she
has executed an advance directive, the facility
may give advance directive information to the
individual's resident representative in accordance
with State Law.

{v) The facility is not relieved of its obligation to
provide this information to the individual once he
or she is able to receive such information.
Follow-up procedures must be in place to provide
the information to the individual directly at the
appropriate time.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record reviews, staff interviews
and policy review, the facility falled fo ensure that
two residents (#164 and #121) were afforded the
right to formulate advance directives.

Findings include:
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE AGTION SHOULD BE COMPLETION
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-Resident #164 was admifted to the facility on
Dacember 18, 2018, with diagnoses that included
sepsis, end stage renal disease and type 2
diabetes mellitus.

Review of an Admission Minimum Data Set
{MDS) assessment dated 12/25/18, revealed the
resident scored a 9 on the Brief interview for
Mental Status (BIMS), which indicated moderate
coghitive impairment.

Review of the resident's clinical record revealed
no evidence of any advance directives for
resident #164. There was also no documentation
that the resident declined formulating advance
directives.

Further review of the clinical record revealed
there was no code status fisted on the resident's
face sheet or in the available space specific for
code status in the electronic record.

According to the current physician's orders, there
was no order for a code status for this resident.

In an interview with a Licensed Practical Nurse
(LPN/staff #153) on January 10, 2019 at 9:30
a.m., she stated if she needed to find out a
resident's code status, she would look in the
electronic record, as there is a place where the
code status is easily viewable. Further, she stated
the resident's code status is listed on their report
shest. She stated the code status should be
updated, as soon as the resident is admitted.

An interview with medical record staff (staff #184)
was conducted on January 10, 2019 at 9:34 a.m.
Af this time, she reviewed resident #164's
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scanned, however, no advanced directives were
located. She also stated it could be in the
physician's binder waiting to be signed by the
physician, however, no advanced directives were
found in the binder.

[n an interview with the Director of Nursing
(DON/staff #125) on January 10, 2019 at 1:31
p-m., she stated an audit had just been done in
late December, ensuring that all residents had
advanced directive forms filled out.

-Resident #121 was admitted to the facility on
September 13, 2018, with diagnoses that
included chronic osteomyelitis and quadriplegia.

Review of the admission MDS assessment dated
September 20, 2018, revealed the resident was
cognitively intact.

A physician's order dated November 20, 2018
indicated the resident was a full code.

However, review of the clinical record revealed
there were no advance directives which were
signed by the resident. Also, the code status was
not listed on the resident's face shest orin the
available space specific for code status in the
resident's electrenic record.

An interview was conducted with a LPN (staff
#1560} on January 8, 2019 at 1:25 PM. The LPN
stated that upon admission all consent forms are
signed including advance directives, She stated
that a resident's code status could be found on
the face sheet or in the document section of the

status for resident #164 on 1/10/2019. *see
altached document.

For resident #121 the facility located the
signed consent for code status

(dated and signed by the resident on
11/20/2018). *see attached document

The consents are located in PCC
(electronic medical record) under the
documents section and the face sheet
shows cuirent code status.

2. All residents have the potentiai to be
affected this alleged deficiency.

3. An in-service for nurses was conducted
on 2/22/19 that included the instructions on
obtaining mandatory consents upon
admission including signed code status
consents.” see attached in-service sign in
sheet with 14 nurses in attendance.
The in-service material is attached.

The DON has instituted a system

wheraby all nurse managers will be
assigned to review new admissions to
determine that there is a signed consent for
code status. This will be completed within
24 hours of admission.
4. The DON/Designee will monitor for
compliance and be reviewed at monthly
QAPI for 3 months
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F 578 | Continued From page 5 F 578
scanned dr;)curmel?'st;q and was unable to find any The following actions have been taken for
. ) . . those residents note e affected by thi
advance directives. She stated it could be in a i ¢ d deficient dt.t ° P ecled by this
stack of documents that are waiting to be alieged deficient practice:
1. The facility obtained a consent for code | 3/3/19
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electronic mecdical record. Staff #150 was unable
to locate any advanced directives which were
signed by the resident.

An interview was conducted with Medical
Records (staff #183) on January 8, 2019 at 1:46
PM. She stated there was no record of advance
directives on file for resident #1214, She said the
advance directives should be filled out upon
admission or a few days later.

An interview with the DON (staff #126) was
conducted on January 10, 2019 at 11:40 AM. She
stated the floor nurse is responsibie for obtaining
signed consents, including advance directives
when the resident is admitted to the facility. She
said if there is a problem social services should
be notified. The DON stated she could not
answer for what happened in September, as she
was not employed by the Facility at that time.

The facility policy for Interpretation and
Implementation for Advance Directives indicated
that upon admission, the resident will be provided
with written information concerning the right to
refuse ar accept medical or surgical treatment
and to formulate an advance directive, if he or
she chooses to do so. The policy stated that the
information about whether or not the resident has
execlted an advance directive shall be displayed
prominently in the medical record. The Director of
Nursing or designee will notify the attending
physician of advance directives, so that
appropriate orders can be documented in the
resident's medical record and plan of care.

F 584 | Safe/Clean/Comfortable/Homelike Environment F 584
s88=E | CFR(s): 483.10()(1)-(7)
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§483.10(i) Safe Enviraniment.

The resident has a right to a safe, clean,
comfortable and homelike environment, including
but not fimited 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,
(ily The facility shall exercise reasonable care for
the protection of the resident's property from loss
or theft.

§483.10(i)(2) Housekeeping and maintenance
services necessary to maintain a sanitary, orderly,
and comfortable interior;

§483.10(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);

§483.10(i}(5) Adequate and comfortable lighting
levels in all areas;

§483.10(i)(6) Comfortable and safe temperature
levels. Facilities initially certified after October 1,
1980 must maintain a temperature range of 71 to
81°F; and

§483.10(1)(7) For the maintehance of comfortable

Life - Homelike Environment that addresses

cleanliness and institutional odors. (see
attached). The Housekeeping department will

begin using a urine odor neutralizer when 31319

cleaning all mattresses, The shower drain on

the second floor that had an odor is not
regularly used. It was determined that because
of that, the housekeeping department wiit flush
the drain periodically to prevent odors.

It was not a urine odor.

2. All residents could be affected by this
alleged deficiency.

3. Staff was in-serviced on 2/8/19 regarding

answering call bells, preventing unnecessary

odors, patient care rounds to ensure residents
are clean and dry. *see attached sign in sheet
with 53 staff in attendance. The Housekeeping

Supervisor will conduct environmental rounds
and report any unusual occurrences of
pervasive odors and report to the unit
managers and address any housekeeping
concerns,

4. The Housekeeping/Laundry Director will
report to the management team on a daily
basis if there are problems detected from the
environmental rounds. The housekeeping
weekend supervisor will conduct rounds and
address with the supervisor concerns noted
from the weekend and report to the Director.

The DON/Designee and the Administrator will

for compliance and report findings the QA

Committee for 3 months,
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sound levels.

This REQUIREMENT is not met as evidenced
by:

Based on observations, and family, resident and
staff Interviews, the facility failed to maintain an
environment that was free of odors.

Findings include:;

During a family interview conducted on January 7,
2018 at 11:07 a.m., the family member of a
resident stated that the hallways on the second
floor always smell like urine,

An interview with a resident who resided on the
second floor was conducted on January 7, 2019
at 11:49 a.m. The resident stated that he keeps
his door to the bathroom shut, because of the
sewage odor,

During an interview conducted on January 7,
2019 at 1:28 p.m. with anocther resident who
resided on the second floor, a strong pervasive
urine odor was detected in this resident's room
and In the bathroom.

During the survey from January 7 through 10,
2018, pervasive urine odors were frequently
smelled in the hallways on the second floor.

An environmental tour was conducted on January
10, 2019 at 12:30 p.m,, with the maintenance
director (staff #180) and the administrator (as of
January 12/staff #222). At this time, there was still
a slight sewage odor in the first resident's
bathroom on the second floor,

An interview was conducted with the maintenance
director (staff #180) on January 10, 2018 at 12:40
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p.m. Staff #180 stated that he would call a
plumber to address the odor in the bathroom,

An interview was conducted with staff #222 on
January 10, 2019 at 12:45 p.m. Staff #222 stated
that she thought she smelled urine yesterday,
when the resident was being changed.

The facility did not have policy regarding the
prevention of odors throughout the facility.

F 600 | Free from Abuse and Neglect F 600
s85=E | CFR{s): 483.12(a)(1)

§483,12 Freedom from Abuse, Neglect, and
Exploitation

The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This
includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chernical restraint not required to
treat the resident's medical symptoms.

§483.12(r) The facility must-

§483,12(a)(1) Not use verbal, mental, sexual, or
physical abuse, corporal punishment, or
involuntary seclusion;

This REQUIREMENT is not met as evidenced
by:

Based on observation, clinical record reviews,
staff and resident interviews, facility documents
and policies and procedures, the facility failed to
ensure that one resident (#225) with dementia
and behaviors was free from neglect, fafled to
ensure that one resident (#61) was free from
abuse by resident (#275), falled to ensure that
one resident (#117) was free from abuse by
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resident (#61), and that one resident (#21) was
free from abuse by resident (#62),

Findings inciude:

-Resident #225 was admitted on July 22, 2015
and readmitted on April 16, 2018, with diagnoses
that included dementia with behavioral
disturbance, mental disorder due to known
physiological condition, delusional disorder and
altered mental status.

Review of the clinical record revealed a written
care plan initiated on July 11, 2016, with a
revision date of April 16, 2018, which identified
that the resident was an slopement
risl/wanderer, related to escapist behavior and
history of attemipts to leave the facility
unattended. A goal included the resident would
not feave the facility unattended. Interventions
included identifying a pattern of wandering and
intervening as appropriate, monitoring the
resident's location every 30 minutes and
documenting wandering behavior,

A quarterly MDS (Minimum Data Set)
assessment dated January 25, 2018 included a
BIMS (Brief Interview for Mental Status) score of
9, which indicated the resident had moderate
cognitive impairment. The MDS also included the
resident was delusional, had physical and verbal
behavioral symptoms directed at others, refused
care, wandered daily and had dementia and
psychotic disorder.

A nurse practitioner assessment dated February
2. 2018, revealed the resident had dementia,
wandering, delirium, anxiety, adjustment disorder
and depression, The assessment included the

The following actions have been taken for
those noted to be affected by this alleged
deficient practice:

Resident # 225 discharged on 4/5/18

Resident # 275 discharged on 12/19/18
Resident #62 discharged on 2/7/19

The above residents did not return to the
facility.

Resident #117 was moved fo another room on
D/30/18 to be further away from Resident #61.
Residents were assigned different dining
ocations, Resident #117 was moved off the
secured unit on 11/29/18 to unit C1, a separate
behavioral unit,

R. Aliresidents have the potential to be
affected by this alleged deficiency.

The Behavioral Health Nursing Director
dentified other residents to be affected through
behavioral tracking. An audit was conducted
for the Elopement Risk assessment to
determine if there were other residents at

isk for elopement and care plans update
accordingly.

3. The facility conducted de-escalating
echnigues fraining to recognize the first signs
bf possible altercations on 4/10/18.

The in services were repeated on 12/21/18,
3/15/19 and 3/22/19. *see attached in-service
sheets,

Activities have been increased on the units.
rsee attached staffing pattern for Activities.
Ihe facility hired a LCSW for Behavioral
raining and to address residents psychological
~ heeds.

Reviewed staffing patterns to determine the
needs of the unit. *see attached staffing
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resident was reslding on the behavioral unit “for
safety" and received psychiafric services. The
assessment also included the resident
"desperately tries to escape if given the chance.”
She speaks Spanish mostly, but understands a
lot of English. Under assessment and plan it
included the following: wandering-provide a safe
and nuturing environment.

A nursing note dated March 17, 2018 at 6:34 am.
included the resident had been exit seeking from
the unit through the main locked door to the unit
and also by a (locked)} back door to the unit.

A nursing note dated March 23, 2018 included the
following: the resident had been exit seeking and
had attempted to leave through the front door,
and had struck a staff member when redirected
back to the unit.

Anursing note dated April 5, 2018 at 10:05 a.m.
revealed the resident was discovered missing at
8:15 a.m, The note included the resident was not
discovered in her room and that 2 "code yellow"
had been initiated.

Continued review of the closed record for resident
#2285 revealed that the resident did not return to
the facility after she eloped.

Review of the facility's investigative report dated
April 5, 2018 revealed that on the morning of April
5, 2018, the resident had not reported for
breakfast and the missing person procedures
were immediately implemented. The investigatlon
included the resident was able to leave the
facility, abtain transportation, cross the border
into Mexico, and after entering Mexico obtained
transportation to a family home in Mexico, arriving

{(X4) ID SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION (X5)
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DEFICIENCY)
patterns that shows the desired staffing per unit.
F 600 | Continued From page 11 E g0g| The facility initiated a Behavioral Health

Tracking log to analyze palterns of behaviors.
that will enable the facility to identify residents
at high risk for behaviors. *see attached copies
of a sample of these logs. This will be reviewed
weekly with the Behavioral Health Team.

The facilily QAP! team discussed ways to
reduce resident to resident abuse allegations
that includes:

a. Facility hired an experienced Behavioral
Health Program Manager who is a LMSW,
This position will oversee and coordinate
services for the residents on the Behavioral
Unit. She also reviews and makes
recommendations for any incidents or
behaviors for other residents not residing on

the secured unit.

b. The facility obtained a contract with a new
psychiatric provider group. Their presence

on the unit is more frequent and they are
available to do increased on-site evaluations
with medication recommendations.

c¢. Hall monitors were hired for the A1 secured
unit for 16 hours per day.

d. Activities were increased to 10 hours per
day.

e. The facility will continue ongoing staff
education regarding de-escalating behaviors,
and other potential issues that could result in
a resident to resident altercation,

f. The IDT is focused on more specific ways to
keep residents less agitated.

g. The LMSW does counseling and listening
sessions

h. Behavioral Nurse Manager and LMSW has
an office on the unit making them accessible.
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unharmed. The report also included that the
resident had been residing on a behavioral health
(secured) unit, and that exit seeking and
wandering behaviors were being monitored.

Continued review of the investigative report
revealed a written staff statement obtained by a
CNA (Certified Nursing Assistant/staff #222)
dated April 5, 2018 at 2:45 p.m. The statement
included that the resident was last seen in the
resident dining room on April 4, 2018 between
8:30 p.m. and 9:00 p.m. The report further
included that facility policies were not followed, as
safety checks were missed.

An interview was conducted with the
Administrator {staff #20) on January 7, 2019 at
10:15 a.m. The Administrator stated that it had
heen determined through the facility investigation
that resident #225 had obtained an identification
badge from a staff member {which the staff
member thought had been misplaced) two weeks
prior to her elopement from the facility, and had
obtained money in small increments over time
from her visitors, which enabled her to purchase
bus fare. The Administrator also stated that the
security camera footage, which had been
examined durlng the investigation showed the
resident had used a staff badge to open the exit
door and then quickly exited the unit.

An interview was conducted on January 8, 2019
at 12:30 p.m. with a CNA (staff #97), who stated
that she had been assigned fo provide cara to
resident #225 on April 5, 2018 oh the night shift
(11:00 p.m. untli 7:00 a.m.). She stated that when
she arrived at 11:00 p.m., the previous CNA
reported to her that all of the residents in her
section were in bed, inciuding resident #225 and

The facility's policy for observing residents
during a C.N.A. shift and residents

at risk for elopement is attached.

4. The resident to resident altercations and
other behavicral issues will be presented to
QAPI for 3 months.
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that she observed the door to the resident's room
was closed. Staff #97 stated that there were other
residents in her section who were very ill and she
was unable to check on resident #225, because
she was busy caring for the residents who were
ill. Staff #97 said the facility protocol was to check
the residents every 15-30 minutes but not less
than hourly, and that she did not check the
resident that night. She stated that she assumed
her co-worker {CNA/staff #48) who was assigned
to another section was checking on all of the
residents and assumed that resident #225 was in
her room, because the door to her room was
closed. She stated that she never actually saw
the resident on her shift. She further stated that at
approximately 2.00 a.m., she observed staff #49
enter the resident's room as he was passing
water, and then exit the resident's room, and
assumed that the resident was in her room. The
CNA stated she was aware that the resident had
a history of elopement attempts, The CNA also
stated later that morning after it was discovered
the resident was missing, staff #49 told her that
although he entered the resident's room to pass
ice water during the night shift, he did not see the
resident in her room and did not know where she
was.

During an interview conducted on January 8,
2019 at 12:35 p.m. with a CNA (staff #49), the
CNA stated that he did not remember resident
#225 and did not remember anything about a
resident eloping from the facility.

An interview was conducted on January 8, 2019
at 1:156 p.m. with a LPN (Licensed Practical
Nurse/staff #201). Staff #201 stated that she
worked on the secured behavioral unit on the
night shift on Aprit 5, 2018. Staff #210 said that
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she did not see the resident on her shift and the
door to the resident's room was closed all night.
The nurse stated that she was aware that the
resldent had made frequent statements that she
was going to leave the facility and go to Mexico
where she owned a home.

The facility was unable to provide a written policy
regarding freguent resident safety checks on the
behavioral unit.

A policy and procedure titled, Recognlzing Signs
and Symptoms of Abuse/Neglect included the
definition of neglect, as the failure to provide
goods and services as necessary to avoid
physical harm, mental anguish, or mental iliness.
The policy also fisted signs of actual physical
neglect that included inadequate provision of care
and leaving someone unattended who needs
supervision.

Review of the Reporting Abuse policy revealed
that all suspected violations or substantiated
incidents of abuse/neglect will be immediately
reported to the State licensing/certification
agency.

-Resident #61 was admitted to the facility on
February 20, 2014, with diagnoses that included
unspecified psychosis not due to a substance or
known physiolagical condition, Parkinson's
disease, and schizoaffective disorder.

Review of a Nursing Note dated February 4, 2018
revealed ... Resident has had a few outbursts
when there is an excessive amount of noise.
Resident had three episodes of yeliing out (using
profanity) and two episodes of attempling to go
down to the room of the resident who was yelling
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out to shut him up. Staff was there to redirect
resident immediately.

A Nursing Note dated May 3, 2018 revealed
“Resident had several verbal outbursts during
shift. Resident primarily has these outbursts when
other residents are having an increase in
behaviors by making loud noises and yelling..."

A Nursing Note dated May 21, 2018 revealed
"Resident has episodes of yelling out when he is
startied with other loud noises like other residents
yelling or doors slamming..."

Aquarterly MDS assessment dated August 6,
2018, reveaied the resident had short-term and
fong-term memory problems and was severely
impaired with daily decision making. The MDS
also included the resident required extensive
assistance with one staff assistance with activities
of daily living.

A Behavior care plan dated August 20, 2018
revealed resident #61 has behavior problems
(agitation, poor safety awareness, verbal
aggression, repetitive statements,
disruptivefintrusive, wandering, mood issues,
pacing, exit seeking, refusal of care, disorganized
thinking and physical aggression), refated to
psychosis, anxiety, meod disorder and status
post traumatic brain injury as evidenced by
physical aggression towards others. The goal
included the resident will have fewer episodes of
behavlors. Interventions were to administer
medications as ordered; assist the resident to
develop more appropriate methods of coping and
interacting with other dementia residents;
encourage the resident to express feelings
appropriately and if reasonable, discuss the
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resident's behavior; explain/reinforce why
behavior is inappropriate and/or unacceptable;
intervene as necessary to protect the rights and
safety of others; approach/speak in a caim
manner; divert attention; remove from situation
and take to altemate locafion as needed; monitor
behavior episodes and attempt to determine
underlying cause; and when resident is sitting
next to other peers, ensure appropriate space to
prevent physical aggression towards peers,

Review of a Nursing Note dated September 30,
2018 revealed "...Resident began having a verbal
altercation with another resident and he went up
fo the other resident and struck her in the face on
the right cheek. The other resident retaliated and
struck this resident on both arms. Both residents
were immediately separated. No vislbie injuries
noted to this resident...”

Review of the annual MDS assessment dated
November 1, 2018 revealed resident#61 had a
BIMS (Brief interview for Mental Status) score of
9, which indicated moderate impaired coghnition.

A Nursing Note dated November 16, 2018
revealed a CNA reported to this writer that
resident #61 and resident #275 were swinging
thetr arms with closed fists. Both residents were
separated. Resident #81 stated that resident
#275 hit him in the face, Reddened area noted to
resident face,

-Resident #275 was admitted to the facility on
June 27, 2017, with diagnoses that included
unspecified dementia with hehavioral
disturbance, schizophrenia, major depressive
disorder and anxiety disorder.
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Raview of a Nursing Note dated May 17, 2018
revealed cailled into room by staff at 5:55 p.m,,
obsetved resident #275 laying in bed, and
another resident was sitting on floor mat with
blood on his face. The other resident was unable
to explain what happened due to cognitive deficit.
Resident #275 stated the resident woke him up
and was messing with his bed and he "hit peer in
the face..."

A Nursing Note dated July 11, 2018 revealed that
resident #276 "started hitting a resident from
another room with a wire wasle basket in the
hallway. Resident #276 was upset that another
resident was wearing his hoodie. Resident #275
has shown that he is very territorial and
aggressive with male residents that might wander
into his room, let's not forget that this is a unit
where many of the residents suffer from
dementia...”

A Behavior care plan dated August 20, 2018
revealed that resident #275 has a history of
initiating physical aggression. The goal was
resident will not initiate aggression towards other
residents. Resident sholild have a quief area to
stay in after dinner. He is sensitive to noise and
busyness. Inferventions to prevent the behaviors
were to anticipate and prevent new incidents of
violence towards another resident; provide snack,
provide activities that promote non-aggressive
interactions with other residents like one to one
social activity; and provide activity so resident is
not focused on busyness after meal times, as it is
becoming evident he is not able to tolerate noise.

Review of the quarterly MDS assessment dated
November 6, 2018, revealed a BIMS score of 1,
which indicated the resident had severe cognitive
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A Nursing Note dated November 16, 2018
revealed this writer was notified by a CNA that
resident #275 and resident #61 were swinging
their arms with closed fists, Residents were
quickly separated by CNA. Reddened area noted
on resident #61's face.

Further review of resident#275's clinical record
revealed he had two more altercations with other
residents on December 14 and 19, 2018 in which
he was the aggressor. Resident #275 was
discharged from the facility on December 19,
2018.

An interview was conducted with a CNAwho
stated that the facility usually staffed three CNA's
on this unit for 20-24 high acuity behaviorai
residents. The CNA stated that one CNA is
supposed to monitor the hallway at all times to
ensure that resident to resident altercafions do
not occur, but that doesn't always happen when
staff call in.

An interview was conducted with another CNA
who stated that we are supposed to have
someone monitor the hallway at all times, buf that
does not always happen. The CNA stated we do
the best we can but if there is a call in we often
do not have someone to monitor the haliway and
that's when the resldents get in to it. The CNA
stated that resident #275 got into a lot of incidents
with other residents and would laugh afterwards.
The CNA stated that resident #61 does not like
loud noises and doors slamming and that was
ustially when he got into altercations with other
residents, because it upset him. The CNA stated
that when resident #61 got upset he clapped his
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hands and said "shhh" and that irritated a lot of
residents. The CNA further stated that a lot of the
resident to resident altercations usually occurred
when the facility did not have someone to monitor
the haliway.

An interview was conducted with a LPN who
stated that resident #51 runs up and down the
hall and resident #275 is paranold. The LPN
stated that staffing was recently cut on this high
acuity behavioral unit and that they do the best
they can.

An interview was conducted with the
administrator (staff #20) on January 10, 2019 at
9:25 a.m. Staff #20 stated that there should be a
monitor on the hallway at all times on that unit,

-Resident #117 was admitted to the facility on
January 27, 2017, with diagnoses that Included
schizophrenia, anxiety disorder and dementia
with behavioral disturbance.

A care plan revised on June 28, 2018, included
the resident required a secured unit due to
diagnoses of schizophrenia and dementia,
behaviors of being non-compliant with care and
attempts to provoke peers. interventions included
redirecting the resident when having behaviors.

Aquarterly MDS assessment dated September
17, 2018 revealed the resident had short-term
and long-term memory problems and was
moderately impaired with daily decision making.
The assessment also included the resident
required supervision with set up help only for
most activities of daily living and utilized a walker.

Review of the clinical record revealed multiple
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nursing notes for September 2018 describing the
resldent as being verbally aggressive toward staff
and laughing loudly at other residents.

A nursing note dated September 30, 2018
revealed that at approximately 9:53 a.m., resident
#117 began having a verbal altercation with
another resident (#61), and the other resident
struck resident #117 in the face on the right
cheek. Resident #117 then struck resident #61
back, hitting him on the arms. Both residents
were Immediately separated. No visible injuries
noted. Both residents will not be in the same
dining hali as each other.

Review of the facility's investigative
documentation dated September 30, 2018,
revealed that resident #117 was in the haliway by
her room, which was across the hall from resident
#61's room. Resident #117 began cursing in the
hallway, as she has a history of this behavior.
Resident #8581 was sitting in his wheelchair in the
doorway to his room and got up and confronted
resident #117 in the hallway outside their rooms.
‘They began yelling back and forth and before
staff could intervene, resident #61 hit resident
#117 and then resident #117 hit resident #61. The
residents were separated and resident #117 was
moved to another room. No injuries were noted,
When resident #117 was asked about the
incldent, she stated "He hit mel" Per the report, a
housekeeping staff (#135) witnessed the incident.
She reported that resident #117 was cursing at
her and resident #61 told resident #117 to be
quiet. Resident #117 kept cursing, and then
resident #61 got up, went to resident #117 and
they both made contact with each other. A
statement from a licensed practical nurse
(LPN/staff #166) included that she did not withess
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the incident but was af the nurses' station and
heard resident #117 yelling that resident #61 hit
her. She immediately went fo the hallway and
found resident #61 standing in front of resident
#117 with his fists up. The residents were
separated immediately.

in an interview with staff #136 on January 9, 2019
at 8:32 a.m., she stated she had worked at the
facility for over three years and is usually on the
secured behavioral unit. She sald that resident
#117 is constantly being verbally aggressive and
intimidates a lot of people,

fn an interview with a LPN (staff #148) on January
9, 2019 at 9:41 a.m., she stated that resident #61
usually hangs out in the hallway and is not one 1o
instigate things. Staff #148 said he has a
behavior of yelling out, which sometimes sels
other residents off inadvertently, and he is easily
triggered by noises. She stated when resident
#117 used to be on her hall, her loud faughing
and yelling would irritate resident #61. She stated
staff tried to redirect resident #117 by asking her
to stop or taking her to an activity or to a different
area.

In an interview with a LPN (staff #1566} on January
9, 2019 at 9:.49 a.m., he stated resident #117's
behaviors include laughing out ioud at random
and yelling at others. He stated the other
residents sometimes get agitated and they think
resident #117 may be doing it on purpose. He
stated sometimes she yells racial slurs and the
other residents tell her to shut up. Additionally, he
stated resident #117 is easlly redirectable, but
that does not work all the time. The LPN stated
she is followed by the behavioral health team but
for the most part, her behavior does not change.
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An ohservation was conducted on January 9,
2018 at 10:35 a.m., during a resident smoke
break. Resident #117 was observed to be
laughing loudly and sticking her tongue out, which
appeared to be directed at no one in particular,
The staff present redirected the resident who then
sat back down and continued to smoke her
cigarette without further incident.

in an interview with the administrator (staff #20)
on January 10, 2019 at 1117 p.m., he stated when
he receives an allegation of a resident to resident
altercation, he will get more information about
what happened, repoit to appropriate parties and
begin an investigation.

-Resident #21 was admitted to the facility on
January 18, 2018, with diaghoses that included
schizophrenia, depression and Parkinson's
disease.

A quarterly Minimum Data Set (MDS)
assessment dated 10/08/2018 included the
tresident had a BIMS score of 15, Indicating no
cognifive Impairment. The MDS assessment also
included the resident had verbal behavioral
symptoms directed toward others.

Review of the care plan regarding antipsychotic
medication related to schizophrenia included the
following interventions: when the resident
becomes agitated intervene before agitation
escalates; guide the resident away from the
source of distress; engage calmly in
conversation; and if the response is aggressive
remove other residents from the area and
approach later,
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A nursing note dated 11/29/2018 revealed that at
approximately 10:50 a.m., resident #21 was
witnessed sitting towards the end of the hall in
front of another resident's (#62) room, Resident
#21 began to yell and curse in Spanish. Resident
#62 approached the doorway and told resident
#21 to "move." Both residents were yeliing and
swinging their arms at each other. The residents
were immediately separated and redirected into
opposite directions. No injuries noted at this time.

-Resident #62 was admitted on November 06,
2015, with diagnoses that included schizophrenia,
dementia and depression.

Aquarterly MDS assessment dated 11/01/2018
included a BIMS score of 15, which indicated the
resident had no cognitive impairment. The MDS
assessment also included the resident had verbal
behavioral symptoms directed toward others.

Review of the current behavior care plan revealed
the resident had the potential to be physically
aggressive and threatening foward other
residents and staff. Interventtons included for
staff to escort the resident from room to
destination and from destination to room, and
keep him a safe distance from other residents.

A nurse's note dated 11/29/2018 included that at
approximately 10:50 a.m., resident #62 was
witnessed standing in front of resident #21.
Resident #21 was sitting in front of his doorway in
a wheelchair and resident #62 told him to move.
Resident #21 started to yell and curse at him in
Spanish, Resident #62 then ralsed his left hand
and with a closed fist, hit resident #21. Both
residents were swinging their arms at each other.
They were immediately separated and redirected
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into opposite directions. No Injuries were noted.

Review of the facility's investigative report
revealed that on November 29, 2018 at 10:50
a.m., resident #21 was sitting in his wheelchair in
front of the door to resident #62's room. Resident
#62 asked resident #21 to move, and angry
words were exchanged. The residents struck out
at each other and no injuries were noted. The
report also included a withess statement from the
housekeeper (staff #135) that she heard the
residents arguing in front of resident #62's door
who was telling resident #21 to move. The
statement included that resident #21 hit rasident
#62 in the face and that both residents were
hitting each other. The report revealed that
resident #21 was unabie to recall the incident and
resident #62 reported that "He kept cussing at me
and | told him to stop. i told him if he didn't stop |
would hit him, and he didn't stop, so | hit him."

During an inferview conducted with resident #62
on 1/8/19 at 2:29 p.m., the resident stated that
resident #21 was sitting in front of his door and
that he asked him to leave. Resident #62 stated
that the resident called his mother names in
Spanish and that he hit him.

During an interview conducted with resident #21
on 1/8/2019 at 2:43 p.m., the resident stated that
resident #62 yelled at him and he yelled back.
Resident #21 stated that resident #62 hit him and
that he hit him back and that they punched each
other until they were separated.

An interview was conducted with a LPN (staff
#148) on 1/09/19 at 10:01 a.m. The LPN stated
that she heard yelling and saw the housekeeper
separating resident #21 and resident #62. She

FORM CMS-2567(02-98) Frevious Verslons Obsolete Evend ID: VICM11 Faclity 1D LTCO053 If continuation sheet Page 25 of 68




DEPARTMENT OF HEALTH AND HUI. 4 SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVIGES

PRINTED: 02/20/2019
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
035088

(X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
A. BUILDING COMPLETED
B. WING 01/10/2019

NAME OF PROVIDER CR SUPPLIER

SAPPHIRE OF TUCSON NURSING AND REHAB, LLC

STREET ADDRESS, CITY, STATE, ZIP GODE
2000 EAST MILBER STREET
TUGSON, AZ 85714

(X4} ID
PREFIX
TAG

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

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X8
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 600

F 607
88=E

Continued From page 25

stated that she helped separate the residents and
then assessed them for injuries. The LPN stated
that both residents do occasionally yell and "bfow
off steam,” but that resident #62 is often more
verbal and physically threatening.

Review of the facllity's policy regarding Abuse
Prevention Program revealed "Our residents have
the right to be free from abuse, neglect...” Qur
facility is committed to protecting our residents
from abuse by anyone including, but not
necessarily limited to "staff and other residents...”

The facility's policy regarding Unmanageabie
Residents revealed that each resident will be
provided with a safe place of residence, The
policy included that should a resident's behavior
become abusive in any way that would jeopardize
his or her safety or the safety of others, the Nurse
Supervisor/Charge Nurse must immediately
provide for the safety of all concerned. The policy
also included unmanageable residents may not
be retained by the facility.

Review of a facility policy titled,
"Resident-to-Resident Altercations” included that
staff will monitor residents for
aggressivefinappropriate behavior towards other
residents. The policy inciuded that all altercations,
including those that may represent
resident-to-resident abuse, shall be investigated
and reported to the Administrator/Director of
Nursing.

Develop/Implement Abuse/Neglact Policies
CFR(s): 483.12(b)(1)-{3)

§483.12({b) The facility must develop and
implement written policies and procedures that:

F 600

F o607
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§483.12(b){1) Prohibit and prevent abuss,
neglect, and exploitation of residents and
misappropriation of resident property,

§483.12(b)(2) Establish policies and procedures
to investigate any such allegations, and

§483.12(b)(3) Include training as required at
paragraph §483.95,

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, staff interview,
facility documents and policy review, the facility
failed to include in their Abuse policy that all
alleged violations of abuse and neglect, must be
reported to the State Survey Agency within two
hours after the allegation is made, as manifested
by an allegation of neglect for one resident
(#225).

Findings include:

Resident #225 was admitted on July 22, 2015,
with diagnoses that included dementia with
behavioral disturbance, mental disorder due to
known physiological condition, delusional disorder
and altered mental status.

A nursing note dated April 5, 2018 at 10:06 a.m.
revealed the resident was discovered missing at
8:15 a.m. The note included the resident was not
discovered in her room and that a “code yellow"
had been initiated.

Review of the facility's investigative report dated
April 5, 2018 revealed that on the morning of April
5, 2018, it was determined that the resident had
not reported for breakfast, so missing person

for those residents found to have been affecte
by the alleged deficiency.

1. The facility Policy and Procedure for Abuse
reporting has been updated to reflect the
required reporting will be done within the

two hour time frame. *see attached policy that
indicates the required 2 hour reporting time forj
abuse/neglect ailegations.

2. All residents could be affected by this
alleged deficiency.

3. The new adminisirator hired as of 1/11/19
will ensure all required reporting of abuse and
neglect will be done within 2 hours by
submitting the report on line to the Arizona
Department of Health Services. Staff will be
re-inserviced on this policy on 3/29/19

4. The Administrator will review all required
incidents that should be reported at the QAA
Committee on a monthly basis. This will be
ongoing.

|
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reported late to the Stale Agency.

Continued From page 27

procedures were immediately implemented. The
report included the resident "was able fo leave
the facility” obtain transportation, cross the border
into Mexico, and after entering Mexico obtained
transportation to a family home, arriving
unharmed. \

Continued review of the investigative report
revealed that although the resident was
discovered missing on April 5, 2018 at 8:30 a.m.,
the facility did not notify the State Survey Agency
untif 3:30 p.m. on April 5,

An interview was conducted with the
Administrator (staff #20) on January 8, 2019 at
2:46 p,m. The Administrator stated that the facility
had two hours to report all allegations of abuse,
including neglect to the State Agency. The
Administrator also stated that he was unabie to
explain why the elopement of resident #225 was

Review of the facilily's policy and procedure fitled,
Reporting Abuse to State Agencies and other
Entities/individuals revealed that all suspected
violations and all substantiated incidents of abuse
will be immediately reported to appropriate state
agencies and other entities as may be required by
jaw. The policy included that shouid a suspected
violation or substantiated incident of
mistreatment, neglect or abuse be reported, the
facility Administrator or his/her designee, will
promptly notify the State licensing/certification
agency. The verbal/written notice to agencies will
be made within twenty-four hours of the
occurrence (not two hours as required).
Reporting of Alleged Violations

CFR(s). 483.12(c)(1){(4)

F 607

F 609
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1. The facility hired a new administrator as of
F 609 | Continued From page 28 F 609 1/11/19. The Administrator will process

§483.12(c) in response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility
must

§483.12(c)(1) Ensure that all alleged violations
involving abuse, neglect, exploitation or
mistreatment, including injuries of unknown
source and misappropriation of resident property,
are reported immediately, but not later than 2
hours after the allegation is made, if the events
that cause the allegation involve abuse or resuif in
serious bodily injury, or not later than 24 hours if
the events that cause the allegation do not invoive
abuse and do not result In setious bodily injury, to
the administrator of the facility and to other
officials (including to the State Survey Agency and
adult protective services where state law provides
for jurisdiction in long-term care facilities) in
accordance with State law through established
procedures.

§483.12(c)}{4) Report the resuits of all
investigations to the administrator or his or her
designated representative and to other officials in
accordance with State law, including fo the State
Survey Agency, within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.
This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, staff interview,
facility documents and polictes and procedures,
the facility failed to ensure that an allegation of
neglect for one resident (#225) was reported to
the State Survey Agency within two hours after
the allegation.

Findings inchude:

required reports with in the two hour time
frame by submitting the report through the
AZDHS portal. Policy will updated on 3/4/19
to reflect the correct reporting time

2. All residents have the potential to be
affected by this alleged deficiency.

3. New Administrator hired effective
01/11/2019. The administrator will report
all allegations of abuse or neglect in
accordance with state and federal regulations
to required agencies. The online portal with
the Arizona Department of Health Services
will be utilized for the day one report.

*see attached policy*

4. Al incidents that are required to be
reported to state and local agencies will be
reviewed at the monihly QAP| meeting for
three months.

3/319
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Resident #2265 was admitted on July 22, 2015,
with diagnoses that included dementia with
behavioral disturbance, mental disorder due to
known physiological condition, delusional disorder
and altered mental status.

A nursing note dated April §, 2018 at 10:056 am.
revealed the resident was discovered missing at
8:15 a.m. The note included the resident was not
discovered in her room and that a “code yellow"
had been initiated.

Review of the facility's investigative report dated
April 5, 2018 revealed that on the morning of April
5, 2018, it was determined that the resident had
not reported for breakfast, so missing person
procedures were immed|ately implemented. The
report included the resident "was able to leave
the facility" obtain transportation, cross the border
into Mexico, and after entering Mexico obtained
transportation to a family home, arriving
unharmed. The report also included that the
resident had been residing on a behavioral heaith
(secured) unit, and that exit seeking and
wandering behaviors were being monitored.

Continued review of the facility investigative
report revealed that although the resident was
discovered missing on April 6, 2018 at 8:30 a.m,,
| the facllity did not notify the State Survey Agency
untif 3:30 p.m. on Aprit 5.

;, An interview was conducted with the

| Administrator (staff #20) on January 8, 2019 at
2:46 p.m. The Administrator stated that the facility
had two hours to report all allegations of abuse,
including neglect fo the State Agency. The
Administrator also stated that he was unable to
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explain why the elopement of resident #225 was
reported late to the State Agency.

A facility's policy and procedure titled Recognizing
Signs and Symptoms of Abuse/Neglect included
a definition of neglect as the failure to provide
goods and services as necessary to avoid
physical harm, mental anguish, or mental illness.
The policy also listed sighs of actual physical
neglect that included inadequate provision of care
and leaving someone unattended who heeds
supervision.

Review of the facility's policy and procedure titled,
Reporting Abuse to State Agencies and other
Entitiesfindividuals revealed that all suspected
violations and all substantiated incidents of abuse
will be immediately reported to appropriate state
agencies and other entities as may be required by
faw. The policy included that should a suspected
violation or substantiated incident of
mistreatment, neglect or abuse be reported, the
facility Administrator or his/her designeas, will
promptly notify the State licensing/certification
agency. The verbaliwritten notice to agencies will
be made within twenty-four hours of the
occurrence (not two hours as required).

F 623 | Notice Requirements Before Transfer/Discharge Fe23
58=D | CFR(s): 483.15(c)(3)-(6)(8)

§483.15(c)(3) Notice hefore transfer.

Before a facility fransfers or discharges a
resident, the facility must-

(i} Notify the resident and the resident's
representative(s) of the transfer or discharge and
the reasons for the move in writing and in a
language and manner they understand. The
facility must send a copy of the notice to a
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representative of the Office of the State
Long-Term Care Ombudsman.,

(i) Record the reasons for the transfer or
discharge in the resident's medical record in
accordance with paragraph (c){2) of this section;
and

(i) Include in the notice the items described in
paragraph (c)(5) of this section.

§483.15(c){4) Timing of the notice.

(i) Except as specified in paragraphs {c){4){il) and
{©)(8) of this section, the notice of transfer or
discharge required under this sectlon must be
made by the facility at least 30 days before the
resident is transferred or discharged.

(1) Notice must he made as soon as practicable
before transfer or discharge when-

(A} The safety of individuals in the facility would
be endangered under paragraph {¢}{1)(i)(C) of
this section;

{B) The health of individuals in the facility would
be endangered, under paragraph {c}{1){i}D} of
this section;

{C) The resident’s health improves sufficiently to
allow a more immediate transfer or discharge,
under paragraph (¢){(1)i)}(B) of this section,;

(D) An immediate transfer or discharge is
required by the resident's urgent medical needs,
under paragraph (¢)(1)(i{A) of this section; or
(E) A resident has not resided in the facility for 30
days.

§483.15(c)(5) Contents of the notice, The written
notice specified in paragraph (c)(3) of this section
must include the following:

(i} The reason for transfer or discharge;

(i} The effective date of transfer or discharge;

(iii) The location to which the resident is

for those residents found to be affective by
the deficient practice.

1 On 1/10/19, an updated discharged list
was sent to the lecal Ombudsman for the
month of December. *See attached
December discharge list that was sent fo
the Ombudsman.,

2. All residents discharged from the facility
have the potential to be affected by this
alleged deficiency.

3. The Business Office Manager will

send a Monthly Admissions/Discharge
report to the local Ombudsman by the

5th business day of the month via email.
*See altached verification email that

the discharges for January and February
were sent to the Ombudsman.

4. The Business Office Manager will report
the QAA Committee monthly for three
months. The Administrator will monitor for
compliance

3/3/19
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transferred or discharged;

(iv) A statement of the resident's appeal rights,
including the name, address (mailing and email),
and telephone number of the entity which
receives such raquests; and information on how
to obtain an appeal form and assistance in
completing the form and submitting the appeal
hearing request;

{v) The name, address (mailing and email) and
telephone number of the Office of the State
Long-Term Care Ombudsman;

(vi) For nursing facility residents with intellectual
and developmental disabilities or related
disabilities, the mailing and email address and
telephone humber of the agency responsible for
the protection and advocacy of individuals with
developmental disabilities established under Part
C of the Developmental Disabilities Assistance
and Bill of Rights Act of 2000 (Pub. L. 106-402,
codified at 42 U.8.C. 15001 et seq.); and

(vii For nursing facility residents with a mental
disorder or related disabilities, the mailing and
email address and telephone number of the
agency responsible for the protection and
advocacy of individuals with a mental disorder
established under the Protection and Advocacy
for Mentally Iif Individuals Act.

§483.15(c)(6) Changes to the notice.

If the information in the notice changes prior to
effecting the transfer or discharge, the facility
must update the recipients of the notice as soon
as practicable once the updated information
becomes available,

§483.15(c)(8) Notice in advance of facility closure
In the case of facility closure, the individual who is
the administrator of the facility must provide
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written notification prior to the impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facility, and the resident representatives, as
well as the plan for the transfer and adequate
relocation of the residents, as required at §
483.70()).

This REQUIREMENT s not met as evidenced
by:

Based on clinical record reviews, staff interviews
and review of policies and procedures, the facility
failed fo nofify the State Long Term Care
Ombudsman when one resident (#50) was
transferred/discharged to the hospital on two
separate occasions, and when one resident
{#175) was discharged to home.

Findings include:

-Resident #50 was readmitted to the facility on
October 26, 2018, with diagnoses that included
acute respiratoty failure with hypoxia, adult failure
to thrive and a pressure ulcer in sacral region.

A progress note dated July 26, 2018 revealed the
resident was sent to the emergency room, due fo
difficulty breathing. A progress note dated July 29,
2018 revealed the resident was readmitted o the
facility.

Review of a quarterly MDS (Minimum Data Set)
assessment dated October 31, 2018, revealed a
Brief Interview for Mental Status (BIMS) score of
15, which indicated the restdent was cognitively
intact.

A progress note dated October 23, 2018 revealed
that the resident was admitted to Banner South
Hospital Intensive Care Unit. Another progress
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note dated October 26, 2018 revealed that the
resident was readmitted to the facility.

However, there was no documentation that the
State Long Term Care Ombudsman was sent a
copy of the notice of discharges for each
hospitalization,

An interview was conducted with a licensed
practical nurse (LPN/staff #150) on January 8,
2019 at 1:08 p.m., who stated that when she gets
a patient ready to be transfetred, she does not
notify the Ombudsman and said the case
manager (#190) completes the paperwork when
a patient is being discharged.

An interview was conducted on January 8, 2019
at 1:19 p.m. with case manager (staff #190), who
stated that she completes the paperwork wheh a
resident is being discharged and staff #193
notifies the Ombudsman about the discharge.

Staff #193 was interviewed on January 8, 2018 at
2:42 p.m. He stated that the facility had a meeting
last fall to tali about a better way to make sure
the Ombudsman Is notifled. He sald that he
called the Ombudsman and asked if he could
notify her by email, when a resident is
discharged. He said that she told him that she
doesn't want to be notified, because they don't
need the information and they are being
inundated with notifications. He said that Social
Services was handiing the notifications at that
time.

An Interview was conducted on January 8, 2019
at 3:06 p.m. with the Director of Social Services
(staff #204), who stated that there was a meeting
with the Ombudsman on August 8, 2018,
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because she wanted to verify the process for
notifying the Ombudsman when a resident is
discharged. She said the Ombudsman didn*t want
fo ba notified when a resident is discharged. She
acknowledged that the facility has not been
notifying the Ombudsman when a resident is
discharged and stated that she will be notifying
the Ombudsman in writing on a monthly basis
from this point forward.

-Resident #175 was admitted to the facility on
October 1, 2018, with a diaghosis of shortness of
breath.

Review of the discharge care plan initiated on
October 4, 2018 revealed resident #175 was to
discharge to her previous residence an assisted
living facility, after skilled nursing services were
completed.

A physician's order dated October 8, 2018
indicated the resident may be discharged on
October 13, 2018, with physical therapy home
health.

A review of the Minimum Data Set (MDS)
assessment discharge/return not anticipated
dated October 13, 2018, revealed the resident
was discharged to the community.

Review of the clinical record revealed there was
no documentation that the State fong term care
ombudsman had been sent a copy of the notice
of discharge.

An interview was conducted with the Director of
Social Services (staff #204) on January 9, 2018
at 9:21 AM. She stated the facility has not been
notifying the ombudsman when a resident is
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discharged. She stated that she is aware that the
facility is responsible for nofifications, but the
ombudsman did not want to be notified of
discharges.

An interview with the Director of Nursing
{DON/staff #125) was conducted on January 10,
2018 at 11:04 AM. The DON stated that she had
been told the ombudsman did not want to be
notified of discharges, but that the facility must
notify her anyway. She stated the facility will be
sending a fist of discharges to the ombudsman at
the end of every month,

Review of a facility policy regarding Transfer or
Discharge Notice revealed the resident anfor
representative will be notified of an impending
transfer or discharge from the facility as soon as
it is practicable but before the transfer or
discharge, when the transfer is necessary for the
resident's welfare and the resident's needs
cannot be met in the facility or when an
immediate transfer or discharge is required by the
resident's urgent medical needs. The policy also
stated fhat a copy of the discharge notice will be
sent to the Office of the State Long-Term Care
Ombudsman.

F 641 Accuracy of Assessments F 641
53=D | CFR(s): 483.20(g)

§483.20(g) Accuracy of Assessments.

The assessment must accurately reflect the
resident’s status.

This REQUIREMENT is not met as evidenced
by
Based on clinical record review, staff interviews,
and the Resident Assessment Instrument (RAI)
manual, the facility failed to ensure a Minimum
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Data Set (MDS) assessment was accurate What correclive action will be accomplished fof
regarding antibiotic use and refusai of care for ) .
one resident ({#62). those residents found to be affected by this

deficient practice:
1. Resident #62 medical records and MDS 3/3/19
Resident #62 was admitted on November 06, were reassessed. A modification was

2015, with diaghoses that included schizophrenia,
hypertension, dementia, and depression.

Findings include:

submitted to CMS with correct information by
2/24/19.

Review of the physician's orders revealed the 2. An audit of 25% of all residents on
foliowing: antibiotics will have their MDS reevaluated for

-Bactrim 400-80 miltigrams (mg) by mouth once a accuracy and coding.

day by mouth for prophylaxis for chronic UT) ) e
dated October 16, 2018 3. The MDS Direcfor in-serviced the

<lpratropium Bromide HFA aerosol solution 17 Coordinator on accurately completing the
micrograms (mcg) one puff orally every 6 hours MDS on 2/25/19. The MDS Director will audit
for COPD (chronic obstructive pulmonary o
disease) dated August 24, 2018 a random sample of MDS for antibictics cn a
-Metoprolal 25 mg by mouth once a day for monthly basis for three months.

hypertension dated August 25, 2018
-Levothyroxine 75 mcg by mouth once a day for
hypothyroidism dated August 25, 2018. and report to QA for three months.

The MDS Direclor will monitor for compliance

A review of the MAR for October 2018 revealed
that the resident was administered Bactrim from
October 16-31. The MAR also revealed the
resident refused lpratropium Bromide from
October 27- 31 multiple times, refused Metoprolol
on October 27, 28, and 29, and refused
Levothyroxine on October 27 and 30.

However, review of the quarterly MDS
assessment dated November 1, 2018, revealed
the resident did not receive an antibiotic and
displayed no refusal of care during the 7 day
look-back period. The MDS assessment also
included a Brief interview for Mental Status score
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of 15 which indicated the resident had no
cognitive impairment and that the resident
displayed verbal behaviors directed towards
others,

An interview was conducted with a MDS
Coordinator (staff #182) on 01/09/18 at 11:31 AM.
Staff #182 stated that information obtained from
the nurses' notes and the medication records are
used to code a MDS assessment. She also
stated that information is obtained from speaking
with the residents and the staff. She
acknowledged that the quarterly MDS
assessment dated November 1, 2018 was an
efror in documentation regarding refusal of care.

During an interview conducted with the Director of
Nursing (DON/staff #125) on 01/09/19 at 11:44
AM., the DON stated that her expectation is that
the MDS assessments are accurate, and that
incorrect information on the MDS assessment is
not acceptable.

An interview was condticted with a MDS
Coordinator (staff #181) on 01/10/19 at 01:18 PM.
She stated that her hand written notes for
November included the resident was on
antibiotics through the end of October 2018, She
agreed that the MDS assessment was marked
incorrectly and stated that it was an oversight.

The RAI manual for the MDS assessment states
that the Importance of accurately completing and
submitling the MDS assessment cannot be over
emphasized. The manual also included that the
MDS assessment is the basis for the
development of an individualized care plan. The
RAI manual instructs to review the clinical record
§ for documentation regarding any antibiotics that

FORM CMS-2667(02-89) Previous Varsions Obsolate Event ID:VACM11 Facllity tD: LTCO083 If continuation sheet Page 39 of 68




oy PRINTED: 02/20/2018
DEPARTMENT OF HEALTH AND HUN. 7 SERVICES Cd FORM APE!‘R(I)VED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

035099 B. WING 04/10/2018

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE

2900 EAST MiILBER STREET

SAPPHIRE OF TUCSON NURSING AND REHAB, L1.C TUCSON, AZ 85714

(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION ()
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL ‘| PREFIX (EAGH CORREGTIVE ACTION SHOULD BE GCOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 641 Continued From page 39 F 641

were received by the resident during the 7 day
look-back period and record the number of days it
was received. The RAl manual also instructs to
review the clinical record and interview staff for
any refusal of care (e.g. taking medications)
during the 7 day look-back period and code the
behavior if it occurred.

F 645 | PASARR Screening for MD & ID Fe45
s8=E | CFR(s}: 483.20(k)(1)-{3)

§483.20(k) Preadmission Screening for
individuals with a mental disorder and individuals
with intellectual disability.

§483.20{k)(1) A nursing facility must not admit, on
or after January 1, 1988, any new residents with:
{i) Mental disorder as defined in paragraph (k)(3)
(i) of this section, unless the State mental health
authority has determined, based on an
independent physical and mental evaluation
performed by a person or entity other than the
State mental health authority, prior to admission,
(A) That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility,
and

(B) If the individual requires such level of
services, whether the individual requires
specialized services; or

(ii} Intellectual disability, as defined in paragraph
(K)(3)(ii) of this section, unless the State
intellectual disability or developmental disability
authority has determined prior to admission-

(A) That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility;
and

{B) If the individual reguires such levei of
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services, whether the individual requires
specialized services for intellectual disability.

§483.20(k)(2) Exceptions. For purposes of this
section-

(YThe preadmission screening program under
paragraph{k})(1) of this section need not provide
for determinations in the case of the readmission
to a nursing facility of an individual who, after
being admitted to the nursing facility, was
transferred for care in a hospital.

(ii} The State may choose not to apply the
preadmission screening program under
paragraph (k){1) of this section to the admission
to a nursing facility of an individual-

{A) Who is admitted to the facility directly from a
hospital after receiving acute inpatient care at the
hospital,

(B) Who requires nursing facility services for the
condition for which the individual received care in
the hospital, and

(C) Whose attending physician has certified,
before admission to the facility that the individual
is likely to require less than 30 days of nursing
facility services,

§483.20(k)(3) Definition. For purposes of this
section-

(i) An individual is considered to have a mental
disorder if the individual has a serious mental
disorder deflned in 483.102{b)(1).

(i) An individual is considered to have an
intellectual disability if the individual has an
intellectual disability as defined in §483.102(b)(3)
or is a person with a related condition as
described in 435.1010 of this chapter.

This REQUIREMENT is not met as evidenced
by:
Based on clinical record review, staff interviews,
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and review of facllity policies and procedures, the
facility failed to ensure one resident (#61) was
refarred to the appropriate state-designated
authorily for Level Il PASARR (pre-admission
screening and resident review) evaluation and
determination.

Findings include.

Resident #61 was admitted to the facility on
February 20, 2014 with diagnoses that included
unspecified psychosis not due to a substance or
known physiological condition, Parkinson's
disease, and schizoaffective disorder.

Review of the resident's clihical record revealed a
Level | PASARR dated June 4, 2015 which
revealed the resident had a primary diagnosis of
& serious mental illness (SMI) and required a
referral for a Level || determination for mental
iliness.

Further review of the clinical record revealed no
evidence that the facility referred the resident to
the appropriate state-desighated authority for a
Level Il PASARR.

An interview was conducted with a social worker
(staff #203) on January 9, 2019 at 9:00 a.m. Staff
#203 stated that if a resident had a primary
diagnoses of a SMI that a referral for a Level ||
PASARR should be done. Staff #203 stated that
she was unsure If a referral for a Level |l
PASARR was completed for this resident.

An interview was conducted with another social
worker (staff #204) on January 9, 2019 at 10:26
a.m. Staff #204 stated that the facility did an audit
about a month ago and the resident qualified for a
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F 645 | Continued From page 41 F 645 1. For Resident #61 a Level Il screening

was obtained on 1/10/19, see attached
copy of the PASARR

2. Al residents who need a Level ||
screening could be affected by this alleged

deficiency.

3. The facility conducted an in-service on

2/4/19 regarding the process for Level i
PASAAR for all Social Services staff,

This in-service will repeat on 2/28/19 and
include the nurse managers, Admission
Department,Medical Records and the
MDS Director. The Social Services Director

will review all new admissions {o determine

if a Level ! screening is needed.

The Behavioral Health Program Director will

review the PASAAR during the admission

process o ensure the appropriate

Level |l referral.

4, A fracking log was developed o ensure

that if a Level |l is needed it has been

submitted. *See attached log for

Level H tracking.

This will monitored by the Behavioral Health
Program Director and the Administrator.
Results submitted monthly to the

QAA Committee.

31318
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Continued From page 42

referral for a Level 1l PASARR, Staff #204 stated
that the referral was not completed yet.

Review of the facllity's policy Admission Criteria
revealed “...Nursing and medical needs of
individuals with menta! disorders of intellectual
disabilities will be determined by coordination with
the Medicaid Pre-Admission Screening and
Resident Review program (PASARR) to the
extent possible..."

Care Plan Timing and Revigion

CFR(s). 483.21(b)(2)())-(iit)

§483.21(b) Comprehensive Care Plans
§483.21(b)(2) A comprehensive care plan must
be-

(iy Developed within 7 days after completion of
the comprehensive assessment.

(ii} Prepared by an interdisciplinary team, that
includes but is not limited to--

(A) The attending physician,

(B) A registered nurse with responsibility for the
resident.

{C) A nurse aide with responsibility for the
resident.

(D) A member of food and nutrition services staff.
(E) To the extent practicable, the participation of
the resident and the resident's representative(s).
An explanation must be included in a resident's
medical record if the participation of the resident
and their resident representative is determined
not practicable for the development of the
resident's care plan.

(F) Other appropriate staff or professionals in
disciplines as determined by the resident's needs
or as requested by the resident.

(ii)Reviewed and revised by the interdisciplinary
team after each assessment, including both the

F 645

F 657
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comprehensive and quarterly review
assessments,

This REQUIREMENT is not met as evidenced
by.
Based on clinical record review, staff interview,
and policy and procedure, the facility failed to
ensure a care plan was revised for one resident
{#74).

Findings include:

Resident #74 was admitted to the facility on
December 7, 2017 with diagnoses that Included
muitiple sclerosis and quadriplegia.

A physician's order dated July 23, 2018, revealed
the order to apply splints to both arms at night at
bedtime and take off in the morning to prevent
contractures was discontinued.

The quarterly Minimum Data Set (MDS)
assessment dated November 8, 2018 revealed
the resident was cognitively intact and required
extensive/total assist with activities of daily living
(ADLS).

Review of the care plan for mobility dated
November 24,-2018 revealed the resident had
limited physical mobility related to current
co-morbidities including multiple sclerosis (MS).
Interventions included applying splints to both
arms at night and removing in the morning,

Further review of the care plan revealed it was
not revised to reflect the splints had been
discontinued.

An interview was conducted with the Assistant
Director of Nursing (ADON/staff #21) on January
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F 657 | Continued From page 44 F 657 1. The Care Plan for Resident #74 has been
9 2010 at 3:46 PM. Staff #21 stated the updated to reflect the discontinuance of the 3319
resident's splints had been discontinued. She splints on 2/24/19. The resident care plan s
stated that she did not know why the care plan scheduled for review on 2/28/19. *Please
had not been updated. The ADON stated all see attached update care plan.
departments are responsible for updating the 2. Residents with adaptive equipment have
care plan, including nursing. She said the nursing the potential to be affected by this praclice.
management meets every morning to discuss 3. The IDT team will review new orders from
residents’ care plans, change of condition, efc. the previous 24 hours and on Monday from
) . . the weekends and update care plans when
An interview was conducted with the Director of change of condition occur. Education will be
g GOVt [ 08| | e b o
plan related to nursing is updated daily, She sald understanding and compiiance.
they have an interdisciplinary team (IDT) meeting 4. The DON/Designee will monitor for
every morning. She stated they are good at compliance and report to the QAA Committeg
adding to the care plan but need to get better at for three months.
discontinuing things. The DON said the splints
shouid have been resoclved in the care plan.
Review of the facility's policy titled "Care Plans -
Comprehensive" revealed assessments of
residents are ongoing and care plans are revised
as information about the resident and the
resident's condition change.
F 689 Fres of Accident Hazards/Supervision/Devices F 680
s8=p | CFR(s): 483.25(d)}(1)}(2)
§483.25(d} Accidents,
The facility must ensure that -
§483.25(d){1) The resident environment remains
as free of accident hazards as is possible, and
§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidenis.
This REQUIREMENT is not met as evidenced
by
Based on observations, staff interviews, and
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review of policies and procedures, the facility
falied to ensure that a public restroom accessible
to residents was free from accident hazards.

Findings include:
1. On January 10, 2019 the door closure for

During an observation conducted on January 7, Restroom #1 was repaired fo prevent the
2019 at 10:30 a.m., two unlocked restrooms were door from slamming shut. The locks to both 3/3/19
When the door to restroom #1 was opened and from the receptionist in order to enter the

released, the door rapidly slammed shut causing
a potential accident hazard to residents who may
use the restroom. Muitiple residents passed by
this area to go to the front lobby and to go outside

restroom.
This was effective 1/10/2019,
2. All residents who enter the lobby area and

of the fagility. request a restroom could he affected.

3. The Maintenance Director will ensure
An interview was conducted with a receptionist the doors to the restroom are in working, safe
(staff #191) on January 8, 2019 at 9:25 a.m. Staff condition. The receptionist will report any
#191 stated that they asked the residents not to concerns to the Maintenance Director.
use the public restrooms but that some of them 4. The Maintenance Director will include
go in there anyway. Staff #191 stated that the door operations as part of his preventive

residents probably use the public restrooms at
night when no one is at the receptionist desk.
Staff #191 further stated the public bathroom
doors used to be locked.

maintenance program. The Administrator
shall monitor for compliance and report to
QAP for three months.

Additional observations conducted on January 8,

9, and 10, 2019 revealed the area near the public
restraoms and front lobby confinued to be a high

traffic area with residents going to the front lobby

or aut of the facility.

An interview was conducted with another
receptionist (staff #194) on January 10, 2019 at
11:00 a.m, Staff #194 stated that the residents
were asked to not use the public restrooms, Staff
#194 further stated the doors used to be locked.

An interview was conducted with the managing
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F 689 | Continued From page 46 F 689
partner of the facility (staff #220) on January 10,
2019 at 12:35 p.m. Staff #220 stated that the
facillty will be repalring the door today so that it
does not slam shut.
Review of the facility's policy Safety and
Supervision of Residents revealad "Our facility
strives to make the environment as free from
accident hazards as possible”. The policy
included resident safety and supervision and
assistance to prevent accidents are facility-wide
prioritias.
F 695 | Respiratory/Tracheostomy Care and Suctioning F 695

1. The Policy and Procedure for Oxygen
Administration was updated on 2/26/19 to
include weekly tube change and date. *See

ss=D | CFR(g): 483.25() 3/3/19

§ 483.25(i} Respiratory care, inciuding

tracheostomy care and tracheal suctioning. attached updated policy and procedure.
The facility must ensure that a resident who 2. Residents who receive oxygen could be
needs respiratory care, including tracheostomy affected by this alleged deficiency. The
care and tracheal suctioning, is provided such facility will audit all residents with oxygen
care, consistent with professional standards of orders to ensure that the orders reflect
practice, the comprehensive person-centered the policy change with the correct oxygen
ca;eggné ;h; :ﬁssdergs' gr;toa!s and preferences, order and tubing change order.
and avo. S stbpart, . . 3. Admission orders will be updated to
“tl)‘!i;ls REQUIREMENT is not met as evidenced include tube change and date. Nurse
Based on clinical record review, staff interviews management a_udlft of afl new admlss'.:ons
and policy and procedures, the facllity failed to will include reviewing all residents with
ensure one resident (#50) was provided oxygen orders to ensure accuracy. Attached is
respiratory care consistent with the physician's the audit of the oxygen tubing for February
order. and as of March 21st.

4. The DON/Designee will monitor for
Findings include: compliance and report to QAA for three

months.

Resident #50 was readmitted to the facllity on
October 28, 2018, with diagnoses that inciuded
acute respiratory failure with hypoxia, adult failure
to thrive and paraplegia.
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Review of the current summary of physiciai’s
orders revealed an order for oxygen continuously
at 2 liters per minute via nasal cannuia dated
October 26, 2018 and an order to change the
oxygen tuhing every Wednesday on the night shift
dated January 10, 2018,

Review of the quarterly MDS (Minimum Data Set}
assessment dated October 31, 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
was receiving oxygen therapy.

The current care plan revealed the resident had
altered respiratory status related to respiratory
failure with hypoxia. The interventions included
administering medication/puffers as ordered and
monitoring for effectiveness and side effects and
monitoring/documenting/reporting abnormal
breathing patterns to the physician.

During an interview conducted with the resident
on January 7, 2019 at 3:23 p.m., the oxygen
concentrator was observed to be setat 2.5 liters,
however, the resident did not have on the nasal
cannula, as it was lying on the resident's fray.
Observation of the tubing revealed no date when
the tubing had been changed.

On January 9, 2019 at 12:28 p.m., the resident
was observed sleeping in his wheelchair with the
oxygen tubing on and the concentrator was set at
2.5 liters. The tubing was not observed to have a
date to reflect when the tubing had been last
changed.

An interview was conducted with a certified
FORM CM$-2667(02-89) Previous Versfons Qbsolete Event 1D: V3CM! Facllity ID; LTC0053 If continuation sheet Page 48 of 68




DEPARTMENT OF HEALTH AND HUM. }"SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/20/2019
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (A1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

035099

{X2) MULTIPLE CONSTRUCTION
A. BULDING

B. WING

{X3) DATE SURVEY
COMPLETED

01/10/2019

RAME OF PROVIDER OR SUPPLIER

SAPPHIRE OF TUCSON NURSING AND REHAB, LLC

2900 EAST MILBER STREET
TUCSON, AZ 85714

STREET ADDRESS, CITY, STATE, 2IP CODE

(a) 1D
PREFIX
TAG

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

D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH CORRECTIWE ACTION SHOULD BE GOMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 695

Continued From page 48

nursing assistant (CNA/staff #58) on January 10,
2019 at 9:14 a.m., who stated that the CNA's on
the overnight shift change the tubing on the
oxygen concentrators every Sunday, and tape the
date on the tubing to show when the tubing was
changed. She stated that if there is no date on
the tubing or if the date indicates that it is
overdue, she changes the {ubing. After observing
the oxygen tubing, she confirmed that there was
no date on the resident's tubing or anywhere on
the oxygen machine, She also confirmed that the
level of oxygen was set at 2.5 liters per minute.

An interview was conducted on January 10, 2019
at 9:22 a.m. with a licensed practical nurse
(LPN/staff #159), who stated that the CNA's on
the night shift change and date the oxygen tubing
every Sunday and document the tubing was
changed in the computer in the task section. She
stated that if she did not see a date on the tubing,
she would change the tubing. She also stated that
it s the nurse's responsibility to monitor the
amount of oxygen received per a minute. After
reviewing the orders, she stated the order is for
oxygen at 2 liters,

Review of the resident's electronic record
including in the task section, revealed there was
no documentation that the tubing was changed in
November and December 2018.

During an interview conducted with the Director of
Nursing (DON/staff #125) on January 10, 2019 at
11:056 a.m., she stated the expectation is that the
oxygen tubing is to be changed by the CNA's on
the night shift every Sunday.

The facility's policy regarding "Oxygen
Administration” included the following:

F 695
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-The purpose of this procedure is to provide
guidelines for safe oxygen administration.
Verlfy that there is a physician's order for this
procedure.

-Review the physician's order or facility protocol
for oxygen administration.

The policy did not address a process for
monitoring when oxygen equipment is to be
changed.

Dialysis

CFR(s): 483.25()

§483.25()) Dialysis.

The facility must ensure that residents who
require dialysis receive such services, consistent
with professional standards of practice, the
comprehensive person-centered care plan, and
the residents' goals and preferences.

This REQUIREMENT is not met as evidenced
by:
Based on clinical record review, staff interviews,
and policy review, the facility failed to ensure
physician orders wete in place for one resident
(#151) regarding dialysis.

Findings include:

Resident #151 was admitted to the facility on
November 16, 2018 with diagnoses that included
end stage renal disease, sepsis, and bacteremia.

An admission Minimum Data Set (MDS)
assessment dated November 23, 2018 included
the resident had short-term and long-term
memory problems and had severe impairment
with daily decision making. The MDS assessment

F 695

F 608

1. Physician order for dialysis was obtained
on 1/10/19. See atlached copy of this 31319
order.

2. All residents who receive dialysis could
be affected by this alleged deficiency.

An audit was conducled on 2/2719 for all
residents receiving dialysis to ensure orders
are in place.100% audited had the correct
orders.

3. The admission audit process will identify
residents needing dialysis to ensure there
are current physician orders. *See attached
audits for February and as of March 21st. for
dialysis orders.

4. The DON/Designee will monitor for
compliance and report to the QAA Commitlee
for three months.
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also included the resident was receiving dialysis.

A nursing note dated November 23, 2018
ravealed the resident had a right sided vascular
catheter,

Review of the clinical record revealed the resident
went out to dialysis appointments on several
occasions in November and December 2018 and
January 2019,

Acare plan dated December 21, 2018 included
the resident needs dialysis related to end stage
renal disease. Interventions included checking
and changing the dressing dally at access site
and document.

However, review of the clinical record revealed no
avidence that there was a physician's order for
dialysis treatments, to monitor the dialysis site, or
to check and change the access site dressing
daily.

In an interview with a licensed practical nurse
(LPN/staff #1688} on January 10, 2019 at 10:31
a.m., he stated that for a resident receiving
dialysis, there should be an order for the dialysis
treatment to include the days for dialysis and an
order fo monitor the dialysis site. He stated that if
the resident has a port site then it should be
monitored every day for bleeding. The nurse
reviewed resident #151's electronic record and
was unable to locate an order for the resident's
dialysls treatment.

During an interview conducted with the LPN (staff
#153) caring for this resldent on January 10, 2019
at 10:38 a.m., she stated the resident was
currently at the dialysis center. She stated she
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knows when the resident is scheduled for dialysis
based on an appointment log that is reviewed
every day and her report sheet that has the
dialysis days and time, The LPN also stated that
when the resldent returns from dialysis an
assessment is done which includes checking the
site. She stated the site shouid be assessed and
documented every shift, and that there should be
an order to monitor the site.

In an interview with the Director of Nursing
(DON/staff #125) on January 10, 2019 at 10:43
a.m., she stated there should be a physician's
order in place for dialysis treatments which
includes the location, day and time. She also
stated there should be an order to monitor the
resident's dialysis site, whether it is a fistula or a
port.

Review of the facility’s policy titled "Hemodialysis
Access Care” did not include physician's orders
regarding a resident receiving dialysis treatment.
Per the DON, there was ho other policy specific
to dialysis.

F 725 | Sufficient Nursing Staff F 725
s5=E | CFR(s): 483.35(a)(1){2)

§483.35(a) Sufficient Staff.

The faciiity must have sufficient nursing staff with
the appropriate competencies and skills sets to
provide nursing and related services to assure
resident safety and attain or maintain the highest
practicable physical, mental, and psychosoclal
well-being of each resident, as determined by
resident assessments and individual plans of care
and considering the number, acuity and
diagnoses of the facility's resident popuiation in
accordance with the facility assessment required

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:VICM11 Facility i0; LYCO053 If continuation shesl Page 52 of 68



DEPARTMENT OF HEALTH AND HUN.  SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

035099

PRINTED: 02/20/2019
FORM APPROVED
OMB NO. 0938-0391
{X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A BUILDING COMPLETED
B. WiNG 01/10/2019

NAME OF PROVIDER OR SUPPLIER

SAPPHIRE OF TUCSON NURSING AND REHAB, LLC

STREET ADDRESS, CITY, STATE, ZIF CODE
2800 EAST MILBER STREET
TUCSON, AZ 85714

types of personnel on a 24-hour basis to provide
nursing care to all residents in accordance with
resident care plans:

(i) Except when waived under paragraph (e) of
this section, licensed nurses; and

(ii) Other nursing personnel, including but not
limited to nurse aides.

§483,35(a)(2) Except when walved under
paragraph (e) of this section, the facility must
designate a licensed nurse to serve as a charge
nurse on aach tour of duty.

This REQUIREMENT is not met as evidenced
by:

gased oh resident and staff interviews, facility
documentation and policies and procedures, the
facility failed to have sufficient nursing staff to
provide nursing and related services to assure
resident safety and attain or maintain the highest
practicable physical, mental and psychosocial
well-being of each resident.

Findings Include:

Multiple resident interviews were conducted on
January 7, 2018 regarding facility staffing. Ten
random residents stated that there was not
enough staff and that they have fo wait too long
for staff assistance and for their call lights o be
answered.

An interview was conducted with a CNA {(certified
nursing assistant). The CNA stated that the A-1
unit for high acuity behavioral residents was
usually staffed with 3 CNA's to care for 20-24

There has been an increase in the hiring of
C.N.A's and nurses to fill open positions.
This will reduce the number of outside
agency usage resulting in better and
consistent patient care. The staffing
patierns were reviewed to reflect a need for
increased staffing on the Behavioral Unit.
2. All residents could be affected by this
alleged deficiency.

3. The Resident Council Minufes are
reviewed by the Administrator and
monitored to ensure a response and action
plan will be addressed for all concerns.

An additional Guest Services Coordinator
has been hired as of 3/1/19 to also address
resident concerns and assist with any
grievances.

4. The Administrator will monitor for
compliance and report to the

QAA Committee for three months,
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F 725 | Continued From page 52 E725] 1. The facility updated the call-in policy to
at §483.70(e) reflect a more structured procedure for those
| | who call in resulting in staff shortages. This
§483.35(a)(1) The facility must provide services policy was presented to staff on 2/22/19.*See
by sufficient numbers of each of the following attached policy regarding call-in's, 331
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residents. The CNA stated that one CNAis
supposed to be in the hall at all times to monitor
to prevent resident to resident altercations, but
that does not always happen because of call ins.

An interview was conducted with another CNA,
who stated that someone is always supposed to
be monitoring the hallway on the A-1 unit, but that
does not always happen and it's kind of irritating.
The CNA stated we do the best we can, but if
there is a call in there is no one to monitor the
hallway and the residents get in to altercations.

An interview was conducted with another CNA
who stated that it is challenging to care for the
residents when there are call ins.

An interview was conducted with a fourth CNA,
who stated that sometimes It is hard to care for
the residents when there are call ins.

An interview was conducted with another CNA,
who stated that care and showers do not get
done when there is not enough staff. The CNA
further explained that care gets done but not like
it should and showers get missed.

An interview was conducted with another GNA,
who stated that the facility attempts to staff
adequately, but some days they are short.

An interview was conducted with a seventh CNA,
who stated that they used to have four CNA's for
this hallway and now they have three. The CNA
stated that it was hard to monitor the hallway,
because most of the residents on this hallway
require two staff to provide care.

An interview was conducted with another CNA,
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who stated that she thought the afternoon shift
could use more staff especially on the weekends.
The CNA stated that they used to have a hall
monitor, but do not anymore,

An interview was conducted with a CNA, who
stated that sometimes they only have two CNA's
oh 2nd shift for this hallway and if's hard because
most of the residents on this hallway require two
staff to provide care. The CNA stated that the
facility is trying to staff adequately because they
are now using agency staff,

An interview was conducted with a LPN (licensed
practical nurse). The LPN stated they could use
more staff. The LPN stated that when they are
short, | do not focus on my medications or
paperwork and help the CNAs,

An interview was conducted with another LPN,
who stated that they used to have enough staff,
but when the new management company took
over they cut staff. The LPN stated we do the
best we can, The LPN further stated that there
are more CNAs scheduled today, because the
surveyors are here for the annual survey.

Review of the Resident Council Minutes from
February 2018 through December 2018 revealed
the following concerns from residents:

-February 26. "Not enough staff all shifts.”

-May 8: "The residents are concerned with ratio of
staff and residents. The lights are not being
answered promptly."

-July 9: "Many say there's not enough staff
(pending concern aiready)."

-August 30: "Residents are concemed with lights
not being answered promptly. Concerns with 7:00
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a.m. - 3:00 p.m. B2 {long term care unit)."
-September 13: "Residents fee! fike they lack
staff."

~QOctober 12: "Call lights are not answered quick
and residents and family are waiting more than
15 minutes on B2."

-November 8: "Overworked and understaffed was
stated by one resident. B2 (all shifts). CNA'sdo a
vety good job but most are exhausted.”
-December 6: "B2 resident stated there have
been 2 CNA's to 30 patients and needs are not
being met. Residents stated staffing issues for
the dining room have happened three times this
week. Residents need help with feeding and
passing food."

According to the resident council meeting
documentation, a meeting was held on January 9,
2019 at 2:10 p.m., with six residents. Per the
documentation, four of the six residents stated
that there was not enough staff and that they had
to wait extended periods of time for staff
assistance.

On the last page of the Resident Council Minutes
for the above months was a section titled,
“Interventions to be implemented” however, each
motth this section was blank,

An interview was conducted with the activity
director (staff #2) on January 9, 2019 at 2:45 p.m.
Staff #2 stated that she has been the activity
director since April 2018, and that she took the
minutes for the resident councll meeting. Staff #2
stated that she gave the staffing concerns to
nursing and they are supposed to respond to the
residents' concerns so that we could let the
resident council know. Staff #2 stated that she
had not received responses from nursing yet
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regarding staffing.

An interview was conducted with the
administrator (staff #20) on January 10, 2019 at
9:25 a.m. Staff #20 stated that there should be a
monitor in the haliways of the A1 and B1 units.
Staff #20 stated that the facility is aware of the
residents concerns regarding staffing.

An interview was conducted with the managing
partner of the facility {staff #220) on January 10,
2018 at 10:40 a.m. Staff #220 stated that different
units have different staffing nesds. Staff #220
stated the facility has never had a resident to
resident altercation that resulted in a serious
injury, because of staffing. Staff #220 stated that
ratio wise, there was enough staff and the
concern could be the accountability of the staff.
Staff #220 stated that he was not aware of the
residents and staff concerns regarding staffing.

Review of the facility's policy regarding Staffing
revealed, "Our facility provides sufficient numbers
of staff with the skili and competency necessary
to provide care and setvices for all residents in
accordance with resident care plans and the
facility assessment...inquiries or concerns relative
to our facility's staffing should be directed to the
Administrator or his/her designee.”

F 758 | Free from Unnec Psychotropic Meds/PRN Use F 758
ss=n | CFR(g): 483.45(c)(3)}(e)(1)~(5)

§483.45(e) Psychotropic Drugs.

§483.45(c)(3) A psychotropic.drug is any drug that
affects braln activities associated with mental
processes and behavior. These drugs include,
but are not limited to, drugs in the following
categories:
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(1) Anti-psychotic, those residents noted to be affected by this

(i) Anti-depressant;

(i) Anti-anxiety; and alleged deficient practice.

(Iv) Hypnotic 1. Resident #135 was discharged on

; 12/26/18.
Based on a comprehensive assessment of a ) ) 3/3/19
resident, the facifity must ensure that--- 2. All residents could be affected by this

alleged deficiency. The Behavioral Health
§483.45({e)(1) Residents who have not used
psychotropic drugs are not given these drugs
unless the medication is necessary to treat a 1/28/19-2/1/19 to determine correct
specific condition as diagnosed and documented
in the clinical record;

nurse manager conducted an audit between

diagnosis for use of psychotropic drugs.

3. The Behavicral Health nurse manager will

§483.45(e)(2) Residents who use psychotropic conduct ongoing random audits on orders for!
drugs receive gradual dose reductions, and ) o

behavioral interventions, unless clinically psychotropic medications for the
contraindicated, in an effort to discontinue these correct diagnosis. *see attached audit of
drugs;

correct diagnosis for psychotropic medications.

§483.45(e)(3) Residents do not receive For all new admissions the orders will be
psychotropic drugs pursuant to a PRN order

L reviewed by nurse managers to check f
unless that medication is necessary to treat a viewed by nurse managers or

diagnosed specific condition that is documented appropriate diagnosis. All other orders for
in the clinical record; and in-house residents will be reviewed at daily
§483.45(e)(4) PRN orders for psychotropic drugs clinical meeting.

are limited to 14 days, Except as provided in 4. The DON/Designee will monitor for

§483.45(e)(5), if the attending physician or
prescribing practitioner believes that it is
appropriate for the PRN order to be extended Committee for three months,
heyond 14 days, he or she should document their
rationale in the resident's medical record and
indlcate the duration for the PRN order.

compliance and report any issues to the QAA

§483.45(e)(5) PRN orders for anti-psychotic
drugs are limited to 14 days and cannot be
renewed unless the attending physician or
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prascribing practitioner evaluates the resident for
the appropriateness of that medication.

This REQUIREMENT is not met as evidenced
by:

Based on closed clinical record review, staff
interviews, and policies and procedures, the
facility failed to ensure that one resident (#135)
who was prescribed an antipsychotic medication
upon admission, had indications for its use.

Findings include:

Resident #135 was admitted on November 7,
2018 with diagnoses that included Alzheimer's
disease, toxic encephalopathy, and major
depressive disorder. The resident was discharged
December 28, 2018.

Review of hospital records prior to the resident's
admission, revealed a H&P (History and Physical)
report dated November 5, 2018 that the resident
had a significant history of Alzheimer's dementia
and traumatic brain injury and was cooperative
with normal mood and cognition. The hospital
H&P included a list of medications that the
resident was receiving In the hospital, The list did
not include the Risperidone (antipsychotic) or any
other antipsychotic medication.

Continued review of the hospital records revealed
a discharge summary dated November 7, 2018
that included an order for the resident fo receive
Risperidone 0.5 mg (milligram) tablet every 12
hours upon transfer fo the facility. The discharge
summary included the diagnoses dementia and
depression but did not include a diagnosis of
psychosis.

Review of the closed clinical record revealed a
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physician's order dated November 7, 2018 for
Risperidone 0.5 mg tablet two times daily for
dementia,

The Medication Administration Record for
November 2018 revealed the resident was
administered Risperidone as ordered.

Adischarge MDS (Minimum Data Set)
assessment dated December 26, 2018 included a
BIMS (Brief Interview for Mental Status) score of
11 which indicated the resident had moderately
impaired cognition. The assessment included the
resident felf tired, depressed, had difficuily
sleeping, and verbal hehaviors directed at others.
The asssassment also included the resident
recelved antipsychotic medications. However, the
assessment did not include the resident had a
psychiatric mood disorder.

Further review of the closed record did not reveal
any additional documented evidence that the
diagnosis of dementia for the use of the
antipsychotic medication Risperidone had been
clarified.

An interview was conducted on January 10, 2019
at 9:17 a.m. with the Director of Nursing
(DON/staff #125). The Director stated that a
diagnosis Is needed to support the use of specific
medications and that if the physician prescribes a
medication for which the resident does not have a
diagnosis, the nurse is to question the doctor
about the diagnosis. The DON stated that when a
resident is admitted from the hospital, the
medications that are prescribed must verify with
the physliclan by the nurse. The DON stated that
an antipsychotic drug cannot be prescribed for
dementia unless there is a diagnosis to support
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the use of the antipsychotic drug. The DON
further stated that the use of the antipsychotic
drug for resident #135 should have been clarifled
with the physician.

During an interview conducted on January 10,
2019 at 9:35 a.m. with a RN (Registered
Nurse/staff #165), the nurse stated that ifa
diagnosis is inappropriate for an ordered
medication, the nurse would bring it to the
physician's attention.

The facility's policy and procedure titled
Antipsychetic Medication Use included a policy
statement that antipsychotic medications may be
considered for residents with dementia but only
after medical, physical, functional, psychological,
emotional psychlatric, social and environmental
causes of behavioral symptoms have been
identified and addressed. The policy included
residents will only receive antipsychotic
medications when necessary to treat specific
conditions for which they are indicated and
effective.

Resident Records - Identifiable Information
CFR(s): 483.20(f)(5), 483.70(i)(1)~(5)

§483.20(f)(5) Resident-identifiable information.

(i} Afacility may not release information that is
resident-identifiable to the public.

(i} The facility may release information that is
resident-identifiable to an agent only in
accordance with a contract under which the agent
agrees not to use or disclose the Information
except to the extent the facility itself is permitted
to do so.

£483.70(i) Medical records,

F 758

F 842
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must maintain medical records on each resident
that are-

(i} Complete;

(i} Accurately documented;

(i) Readily accessible; and

(iv) Systematically organized

§483.70(1){(2) The facility must keep confidential
all information contained in the resident's records,
regardless of the form or storage method of the
records, except when release is-

(i) To the individual, or their resident
representative where permitted by applicable law,
(if) Reguired by Law,

(iil} For treatment, payment, or health care
operations, as permitted by and in compliance
with 45 CFR 164.506;

(iv) For public health activities, reporting of abuse,
neglect, or domestic violence, health oversight
activities, judicial and administrative proceedings,
law enforcement purposes, organ donation
purposes, research purposes, or to coroners,
medical examiners, funeral directors, and to avert
a serious threat to health or safety as permitted
by and in compliance with 45 CFR 164.512.

§483.70(i}(3) The facility must safeguard medical
record information against loss, destruction, or
unauthorized use.

§483.70(i)(4) Medical records must be retained
for-

(i) The period of time required by State law; or
() Five years from the date of discharge when
there is no requirement in State law; or

{iily For a minor, 3 years after a resident reaches

August 2018. During the certification survey
conducted 1/7-1/10 the facility made
muitiple attempts to obtain the electronic
medical records for Resident #225 from the
previous owners. The previous owners
{(Avalon) would not send electronically to
PCC (Point Click Care) but did send
through email therefore allowing

Sapphire of Tucson to print the medical
record for the survey team.

2. The residents who are affected by this
alleged deficiency would be discharged
residents that were under the control of the
previous owners.

3. If there are future request for medical
records under the control of the previcus
owners, this facility will make every effort
to obtain the records for all entities and
agencies that request them.

4. The Administrator will monitor and be
the peint person for this issue
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. Th iti i
F 842 | Continued From page 61 F 849 e facility does hav'e a polvlcy that allows
. . access to all electronic medical records.
§483.70(i)(1) In accordance with accepted The current owners of this facility took over
professional standards and practices, the faciity y 33119
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legal age under State law,

§483.70(i}{5) The medical record must contain-
(1) Sufficient information to identify the resident;
(ii) A record of the resident's assessments;

(i) The comprehensive plan of care and services
provided;

{iv} The resulis of any preadmission screening
and resident review evaluations and
determinations conducted by the State;

(v} Physician's, nurse’s, and other licensed
professlonal's progress hotes; and

{vi) Laboratory, radiology and other diagnostic
services reports as required under §483.50,
This REQUIREMENT is not met as evidenced
by:

Based on record review, staff interviews and
policies and procedures, the facilily failed to
ensure that electronic and paper health records
for one resident (#225) were readily accessible to
the State Survey Team.

Findihgs include;

Resident #225 was admitted on July 22, 20158
with diagnoses that included dementia with
behavioral disturbance, mental disorder due to
known physiological condition, delusional
disorder, and altered mental status. Resident
#225 was discharged on April 5, 2018.

During random reviews of the facility electronic
records conducted on January 7, 2019 it was
ravealed the electronic health records for resident
#225 were not accessible in the data base
provided by the facility.

An intetview was conducted with the
administrator (staff #20) on January 7, 2019 at
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10:156 a.m. The administrator stated that the
facility did not have access to slectronic records
for resident #225, and that access to those
records had been removed by the previous owner
of the facility when the facility was purchased by
the current owner fh August 2018. The
Administrator stated that he would notify the
previous owner that access to the records was
needed, and that the facility staff were aware that
they were supposed to have access to all
electronic health records for resident #225.

An interview was conducted with a corporate staff
member {staff #220) on January 7, 2019 at 1:45
p.m. Staff #220 stated that he was aware of the
requirement that access to medical records was
to be maintained for 7 years. Staff #220 also
stated that staff were in communication with the
previous owners of the facllity to obtain access to
the health records for resident #225,

An interview was conducted on January 8, 2019
at 8:30 a.m. with medical records (staff #184).
Staff #184 stated that the paper records and
electronic health records for resident #225 were
not accessible, because the records had been
removed by the previous owner of the facility.
Staff #184 stated that the previous owner was
scanning records to the facility. She stated that
the process of uploading the documents would
take hours and that the documents would be
printed after the upload. Staff #184 stated that
she did not know whether or not the records for
resident #225 were being pre-screened by the
previous owner prior to being uploaded.

During an interview conducted with the
administrator on January 8, 2019 at 9:24 a.m,,
the administrator stated that they were unable to
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§483.756(g) Quality agsessment and assurance.

§483.75(g)(2) The quality assessment and
assurance committee must:

{ii} Develop and implement appropriate plans of
action to correct identified quality deficiencies;
This REQUIREMENT s not met as evidenced
by:

Based on concerns ideniified during the survey,
staff inferview and policy review, the quaiity
assessment and assurance (QAA) commitiee
failed to identify quality concerns and implement
appropriate plans of action to correct the quality
deficiencles,

Findings include:
During the facility's annual recertification survey,

multiple concerns were (dentified in the following
areas:
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obtain access to electronic health records from
the previous owner of the facllity.
In a follow-up interview with staff #184 conducted
on January B, 2019 at 2:08 p.m., the staff #1584
provided a stack of printed paper records for
resident #225 and stated that there would be no
access to electronic health records for resident
#225.
Review of the facility's policy and procedure titled
Eleciranic Medical Records included a statement
that authorized Federal and State survey agents
as outlined in current regulations may be granted
access to electronic medical records,
F 867 | QAPHQAA Improvement Activities F 867 o
ss=E | CFR(s): 483.75(g)(2)(ii) 1. A new administrator was hired effective

11119,

2. All residents could be affected by this
aiteged deficiency.

3. The QAA Committee will ensure quality
concemns are identified and implement
appropriate plans of actions to

correct the quality deficiencies. An inservice
was conducted on 2/27/19 with the QAA
Commitiee reviewing the requirements for
systems to address care and management
practices.

4. The Administrator will monitor to ensure
quality concerns are being addressed and
that the monthly QAA meetings are held as
scheduled. This will be an ongoing process.

3/3/19
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-Pervasive odors throughout the facility,
-Regident to resident abuse involving 8§ residents.
«QOne resident eloped from the facility.
~lmplement faciilty policy regarding reporting an
allegation of neglect.

-Report an allegation of neglect within two hours,
-A physician's order was not obtained for dialysis,
-Failed to maintain adequate staffing.

-Failed to provide access to electronic records
timely.

An interview was conducted with the
administrator (staff #20) on January 10, 2019 at
2:26 p.m. Staff #20 stated that when staff identiy
a quality concern they bring their concerns to the
QAA committee. Staff #20 stated that if a
perdarmance improvement plan is developed the
QAA committee monitors the progress. The
administrator further acknowledged there were no
action plans regarding the quality concerns
identified during the survey and that the QAA
process had not identified the above issues.

Review of the facility's policy regarding Quality
Assurance and Performance Improvement
(QAP!) Committee revealed "...The primary goals
of the QAPI Committee are to...Help identify
actual and potential negative outcomes relative to
resident care and resolve them appropriately...”

F 919 Resident Call System F 919
ss=D | CFR(s): 483.90(u)(2)

§483.90(g) Resident Call System

The facility must be adequately equipped to allow
residents to call for staff assistance through a
communication system which relays the call
directly to a staff member or {0 a centralized staff
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Continued From page 66
work area.

§483.90(g)(2) Toilet and bathing facillties.

This REQUIREMENT Is not met as evidenced
by

Based on observations and staff interviews, the
facility failed to ensure that two public restrooms,
which were unlocked, were equipped to allow
residents to call for staff assistance.

Findings inciude:

During an observation conducted on January 7,
2019 at 10:30 a.m., two unlocked restrooms were
observed near the front entrance of the facility.
Neither restroom was equipped with a
communication system to alert staff should a
resident require assistance while in the restroom.
Once inside of each restroom a deadbolt lock
was observed on the doors. The deadbolt lock
was unable to be unlocked from the outside of
the door in the event of an emergency. Signs
were posted on both of the restroom doors which
stated "Lobby restrooms are for visitors and staff
only. Residents, please utilize resident restrooms.
Thank you for your cooperation. Kind regards,
Sapphire Management." Multiple residents
passed hy this area to go to the front lobby or to
go outside of the facility.

An interview was conducted with a receptionist
(staff #191) on January 8, 2019 at 8:25 a.m, Staff
#191 stated that they ask the residents not to use
the public restrooms but that some of the
residents go in there anyway. Staff #1981 stated
that the residents probably use the public
restrooms at hight when no one is at the
recepfionist desk. Staff #191 further stated that
the public bathroom doors used to be locked.

Fe18
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. those residents noted to be affected by this
Observations conducted on January 8, 9, and 10, 3/3119

2019 revealed the area near the public restrooms
and front lobby continued to be a high traffic area
with residents going to the front lobby or out of
the facility.

An interview was conducted with another
receptionist (staff #124) on January 10, 2019 at
11:00 a.m, Staff #194 stated that the residents
were asked to not use the public restrooms. Staff
#194 stated that the facility put the signs on the
doors of the public restrooms due to the fact that
residents could go in there and fall and they
would not know that they were in there because
there is no cali light. Staff #1904 further stated the
doors used to be locked.

An interview was conducted with the managing
partner of the facility (staff #220) on January 10,
2019 at 12:35 p.m. Staff #220 stated that the
unlocked bathroom doors were his fault, Staff
#220 stated that when he first came to the facility
he thought it was & dignity issue to be in the
restroom and have people knocking on the door
when you were in there, Staff #220 stated that he
felt installing the occupiedfunoccupied deadbolts
on the deor would resolve the dignity issue,

The facility did not have a policy regarding
resident call systems,

alleged deficient practice.

1. The locks to both public restrooms were
changed to require a key from the
receptionist in order to enter

the restroom. The residents will not be allowed
to use the public restroom as there is not a
call system in place. This was effective
1/10/19,

2. Al residents who enter the lobby area
and request a restroom could be affected by
this alleged deficiency.

3. The manging partner for the facility has
confirmed that the restrooms will remain
locked with accessibility only through the
controlled method of obtaining

a key from the receptionist.

4, The Administrator will monitor for
compliance and report any issues to the
QAA Committee for 3 months.
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F 000 | INITIAL COMMENTS F 000 Preparation and/or execution of this Plan
of Correction does not constitute admission
The annual recertification survey was conducted ol-agiechiattbythe ProvidersHhisAruthol
from January 7 through January 10, 2019, in the facts alleged of the convictions set forth
conjunction with the following Complaint in the statement of deficiencies. We have
investigations: AZ00147662, AZ00162817, implemented the Plan of Correction as
AZ00151707, AZ00153440 and AZ001562668. stated below and the facility is demonstrating
The following deficiencies were cited. compliance for the deficiencies cited.
FF 652 | Right to be Informed/Make Treatment Decisions F 552 ) L S
5= | CFR(s): 483.10(c)(1)(4)(5) Arizona Department of Heait
Division of Public Healtb
§483.10(c) Planning and Implementing Care. | iraneineg Camilene
The resident has the right to be informed of, and
participate in, his or her treatment, including: MAR 2 6 2019
l§483.1 0(0)'(11 2‘ “rl;he rigtf]\t to be fully informed in Ketepuun vean
anguage that he or she can understand of his or 0
her total health status, including but not limited to, 150 N..‘ESth A\; g{lﬁ
his or her medical condition. ‘ Pheoenix. A7 85007

§483.10(c)(4) The right to be informed, in
advance, of the care to be furnished and the type
of care giver or professional that will furnish care.

§483,10(c)(5) The right to be informed in
advance, by the physician or other practitioner or
professional, of the risks and benefits of proposed
care, of treatment and treatment alternatives or
treatment options and to choose the alternative or
option he or she prefers.

This REQUIREMENT is not met as evidenced
by:

Based on closed clinical record review, staff
interviews and policies and procedures, the
facility failed to ensure that one resident (#135)
had been informed in advance of the risks and
benefits of an antipsychotic medication.

EGEIVE

MAR 2 6 UM

Findings include:
Ay

LABORATORY/DIRECT R'O/PK VIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TIVLE / o) pATE
/ /y/z ///oﬁ Zi ' %47//%7/.] At A— cg AL f //G

déficlency statémént endfng@llh an aslerisk (*) denotes a deficiency which the Instiluftonpmay be excused from correcting providing it is determined that

uwier 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 deficlencles are cited, an approved plan of correction is requisite to continued
program participation,
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SAPPHIRE OF TUCSON NURSING AND REHAB

OBTAINING CONSENTS FOR PSYCHOTROPIC MEDICATIONS

POLICY: Sapphire of Tucson Nursing and Rehab (SOT) will ensure residents have a right to be
informed and make treatment decisions in advance regarding the use of psychotropic
medications.

PROCEDURE:

1. All new admissions or new orders for in house residents are reviewed for psychotropic
medications by the Behavioral Nurse Manager.

2. If there is an order for a psychotropic medication at the time of admission, the
Behaviora! Nurse shall delegate the task of obtaining the consent to the admitting
nurse. The Behavioral Nurse Manager will be responsible to ensure the consent at the
time of the order is received was obtained by auditing all new admissions.

3. The Behavioral Nurse Manager will place the order by the prescribing provider into the
Electronic Health Record (EHR) and make an entry in the tracking log used to ensure
accuracy of orders. This log also contains the correct diagnosis for the medication.

4. The Behavioral Nurse Manager or admitting nurse will explain the risks, benefits and
side effects of the medications while obtaining the consents to either the resident or
their legal representative authorized to give consent for the resident.

5. In the absence of the Behavioral Nurse Manager; the admitting nurse and or the Unit
Managers will be responsible for overseeing the process of obtaining consents and all
other necessary requirements related to this procedure.

Revised 3/4/2019
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Admissions Process and Required documentation.

Required Evaluations

Good customer service
Q&A

Obtain consents including consent to treat and code status/DNR
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Admissions Made Easy

Brought to you by:
Jean Cseley, RN, BSN, Director of Nursing.
Brittany Marble, RN, MSN, Nursing Supervisor
Carolyn Glover, LPN, Unit Manager
Maricela Nunez, LPN, Behavioral Health Director
Gila Deloya, RN,BSN, Unit Manager

SAPPHIRE

OGF TUCSON

| February, 2019

First and Foremost

Greet the patient (You are the first face that they see and you
represent Sapphire )

Empathize with the patient , they are in a new environment ,
Make them feel at home . ( Are you hungry ? Are you comfortable 7 )
First Impressions are lasting and make a HUGE difference .

"THEY may forget your name, BUT they will never forget how you made them
feel.” Maya Angelou




2/22/2019

Admission Checklist

» An admission checklist will come in every admission packet and must be completed
within the FIRST 24 HOURS of admission.

P We are a 24 hour facility. This means that the checklist can and will be passed from
one shift to the other

» We MUST work as a team to ensure each part of the admission checklist is completed
for EVERY admission.

» Each admission is audited by the unit managers.

¥ Any part left off of the admission checklist will result in being called in to complete and
disciplinary action for repeat occurrences.

» Any admission arriving after 1700 is the responsibility of the PM nurse,

» To clarify - the AM nurse WILL INTRODUCE THEMSELVES to the resident and address any
immediate concerns, admit the patient {quick ADT), write a detailed admission note
{made of arrival, status of resident upon arrival, any pertinent resident information), )
collect vitals, ensure equipment needs are met, and collect consents, Any additional pagts”
of the admission they are able to complete is appreciated, /

» Any part of the checklist left from the AM shift s to be completed during the PMShift. y.
The complete admission note is the responsibility of the PM nurse if residept’is admitteg”:
after 1700. / .

“Necessary Nine”

Admit / Readmit Screener / Admission note (Computer)

Braden Scale for Predicting Pressure Sore Risk (Computer)
Pehydration Risk Screener (Computer)

{MA Risk for Re Hospitalization Assessment Tool (LACE) (Computer)
Morse Fall Scale (Computer)

Pain Assessment (Computer)

Smoking Evaluation {Computer) / Consent(Paper)

Elopement Screen (Computer)

IMA Baseline Care Plan {paper form) nursing part only leave opeh for other
disciplines

¥y ¥ v ¥v.¥Y ¥Y ¥Y vy
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Admit / Readmit Screener

Must be completed within Z4 hours of admission to our facility.

When deing skin check must look under dressings and count staples or
sutures.

Describe the wound (DO NOT STAGE) in your note.
Check PICC dressings and change with-in 24 hours of admit.

» PICC line presentation will come soonl ©

Consent to Treat

B Please printi!!

> Have resident/appointed guardian/POA sign form upon admission and BEFORE
ANY medications are administered or ANY cares are performed.

B THIS IS A PRIORITYIN

2/22/2019
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Admission Note

» Admission notes are NOT OPTIONAL,
»  Admission notes must include the following:

[

¥ ¥ Y ¥ ¥ VY YT VYTTYyY' T Ww

How resident arrived to our facility (wheelchair, stretcher, walking? Including
transportation company }.

Vital signs on arrival {completed by CNA).

Basic synopsis of assessment.

Any abnormal assessment findings.

Orientation status.

Mobitity status.

Lines/Tubes,

Diet.

Wound Status if appticable,

Call light and bed locked and low.

Any other assessment information pertinent to care of resident.

Braden Scale for Prediction Pressure
Sore Risk

¥+ Must be completed within 24 hours of admission to our facility.
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Dehydration Risk Screener

» Must be completed within 24 hours of admission to our facility.

IMA Baseline Care Plan

Nursing is only responsible for the nursing part of the care plan, but feel free
to fill in any areas that you have assessed.

B You may leave the other areas of the care plan open for other disciplines as it
is their duty to complete their sections. When done place in unit managers
box so we can take to the morning meeting for review

b THIS IS IMPARATIVE AND MUST BE COMPLETED WITHIN 24 HOURS PER STATE
REGULATORY GUIDELINES.

» Failure to complete base line care plans may result in discplinary action as
well as being called into the facility to finish the care plan decumentation.

¥ It is NOT management responsibility to complete this.

. You know your resident, as you are the one that completed the assessments,
as the resident’s nurse, you have the most information, therefore the best
person to fill out the care plan.

b Asample care plan is located in the nursing resource binder. This sample
each required section highlighted. Please refer to the resource binder

quesitons you may have.

v

any




IMA Risk for Re Hospitalization Assessment
Tool (LACE)

»  Must be completed within 24 hours of admission to our facility.

Morse Fall Scale

b Must be completed within 24 hours of admission to our facility.

2/22/2019
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Pain Assessment

B Must be completed within 24 hours of admission to our facitity.

Smoking Evaluation and Consent

» Must be completed within 24 hours of admission to our facility.

b (ASAP especially if they are a smokeri! Resident cannot smoke until this is
done!l)




Elopement Screen

B Must be completed within 24 hours of admission to our facility.

Advanced Directives and DNR Sheet

b Advanced directives must be input for EACH RESIDENT!H

» If the resident has a ‘DNR’ code status, an orange DNR sheet MUST be filled
out and signed by the resident/appointed guardian/POA.

b Without the orange form filled out correctly, the resident is considered a full code,

Please take caution to ensure the facility has the correct forms.

» Your resident depends on youl

2/22/2019
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Diet

» Adiet order must be placed for each resident.

» Without this order, the resident MAY NOT RECEIVE A MEAL!
» The diet order must include:

» Diet

» Consistency

» Fluid Consistency

B Print out order and give to Kitchen, Also inform Kitchen staff of all new
admits to ensure they receive the correct meals.

Weight

» Each resident is to have an admission weight recorded.
> Without this weight we CANNOT track weight loss/gain throughout their stay.
» [nitial weight will determine how often the resident will be weighed.

» Daily? Weekly? Monthty?

» Weight is to be collected by CNA. if CNA does not record weight, that
responsibility will ultimately fall upon the admitting nurse.

» If your CNA is unable to complete this task, please ensure you have assisted to get
this weight.

» Each additional weight will be completed by the Restorative Aids unless
otherwise noted.
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Appointments and Transport

» Appointments are a PRIORITY, not an » The appointment/transportation

after thought. form requires the following
» Appointment forms MUST be information:
completed and placed in Donna’s » Wheelchair or Stretcher
(Transportation Coordinator) box. Height/Weight
» Without this form, transportation ? ? isk?
WILL NOT be set up; causing a detay [E):)c;rt. Oxygen? Wound Vac? Fall risk?

in care,

» Donna's box/hanging file box is
located next to the pharmacy fax Appointment requested
machine on the second fleor nurses . )
Name of Doctor that will be seeing

station. the resident
Reason for appointment

Room Number

LA A A R S 4

v

Address for appointment

» Phone number for facility of
appointment

v

Wound Orders and Consult

¥ Any resident with wounds MUST HAVE A WOUND CARE CONSULT.

b Place the order in PCC and also send Monica a PCC message .Follow up to
ensure that consult has been completed within 24 hours,

» If a patient comes in with a wound and there are ne orders for the wound (i.e
skin tear, sheering, open areas) need to put in an order on admit it is a delay
in care if there is not an order,

» Monica can change if needed after she sees the patient

B Any wound guestions or new wounds not previously documented shall be
addressed by Monica, LPN Wound Care Nurse.

b Any wound orders must be input into PCC.

| S B All orders subject to change after wound care consult and Monica’s assessment.
Please review orders each day and post each assessment.

10
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Medication Orders and Faxing to
PharMerica

» Once orders are verified by physician, print out medication order sheets, and fax to PharMerica,

» Once faxed, please call PharMerica and verify that fax has been received, this is especially
important after 1600 as the pharmacy no longer fills medication orders after 1638 each night!
{Seme medications will require an authorization code from the pharmacist,)

> Mtli\St call pharmacy if faxed after 1900 to verify they got the fax and that they wilt stat over any
other meds
» g_lrease tell them you want it on the sweep run, if you miss this run must calt them in to be sent over

B For emergent and urgent meds, PLEASE PULL ANYTHING AVAILABLE in the RxNow cabinet. if you
[have ANY questions call Brittany Marble at any-time, 520-907-5928]

We have IV E-kits to mix IV medication use them, Can not be missing IV doses
»  We will soon have a list of EACH medication that is stocked in the cabinet,
»  Once we have the list it will be laminated and ptaced next to the RxNow cabinet,

» IF YOU DO NOT HAVE ACCESS TO THE RXNOW CABINET
PLEASE SEE BRITTANY MARBLE AFTER THIS MEETING!!

Immunization Consents

» Have resident or appointed guardian/POA sign form upon admission and
BEFORE any immunizations are given,

» Please ask resident or appointed guardian/POA if immunizations were
received previously and document/administer immunizations accordingly.

» After having the immunization consents signed, please update the
immunization tab in PCC. This does not trigeer and needs to be input

manuailly.
After March we do not offer FLU,
if they consent to PNA and don’t want flu need two different consents.

If they consent to immunization please notify MD and admin Immunization
and document in note and Immunization tab.

11



Psychiatric Medication Consents

Yy Y Y v v

Have resident or appointed guardian/POA sign form upon admission and
BEFORE any medications are administered!!!

We cannot administer these medications until a consent is signed.
All psych medications can be placed on one consent ,

Please do no put dose on the consent

AIMS is to be done on all antipsychotics and Reglan

Need to have monitor behaviors for these psychiatric and adverse reactions in
the orders

Inventory

v vy v v

Please print!!!
It is acceptable to ask a CNA to fill out inventory list.
Have resident sign that all inventory is correct.

Please update with new inventory that fs brought into the facility as well as
with any items taken out of the building.

Have resident sign EVERY update to inventory list to ensure accuracy and
alleviate any discrepancies to inventory list during their stay.

2/22/2019

12




2/22/2019

Labs

B Please review all lab orders and order labs accordingly.
» Pay close attention to residents with Coumadin/Warfarin orders.
» IS THE PT/INR ORDER IN PLACE?
Vancomycin orders need to include Vanco Troughs.

All residents with IV antibiotic orders need to have follow up labs untit D/C of
meds. { If patient is fotlowed by |D they will need weekly labs )

» Check with admitting physician to determine which labs they would like.

Standing Orders

MOM 3Ccc PO gday PRN for constipation
Bisacodyl 5mg tabs 2 tabs (10mg) PO PRN q24h for bowel care not relieved by MO
Pulcolax suppository 10mg- one rectally Q24 hours prn bowel care
Fleet Enema 1 every 24 hours PRN if Dulcolax Suppository is ineffective
Acetaminophen table 650mg for pain 1-3 and fever 100.1 and higher
May crush crushable meds in applesauce or another carrier PRN

Maalox 30cc PO g4h prn for Gl upset

vy Y v v¥Y v v v

b FOR RESIDENTS ON DIALYSIS, DO NOT ORDER ENEMA OR MOM

13
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Questions, Comments, and Concerns?

> We wquld love your input and suggestionsi

b Please place all input and suggestions in writing so that we can address them
accordingly!

THANK YOU

» Thank you all for everything you do each day for each of our residents and our
facitity!

» Without each one of you, we could not give the care that our residents
deserve, '

YOU MAKE A DIFFERENCE IN EACH OF OUR
RESIDENTS LIVES!!!

YOU ARE IMPORTANT!!!

WE APPRECIATE EACH AND EVERY ONE OF
YOU!!!!

14



5 % Quality of Life - Environment

Quality of Life — Homelike Environment

Policy Statement

Residents are provided with a safe, clean, comfortable and homelike environment and encouraged to use their
personai belongings to the extent possible.

Policy Interpretation and Implementation

1. Staff shall provide person-centered care that emphasizes the residents’ comfort, independence and
personal needs and preferences.

2. The facility staff and management shall maximize, to the extent possible, the characteristics of the facility
that reflect a personalized, homelike setting. These characteristics include:

Cleanliness and order;

Comfortable (minimum glare) yet adequate (suitable to the task) lighting;

Inviting colors and décor;

Personalized furniture and room arrangements;

Pleasant, neutral scents;

Plants and flowers, where appropriate;

Comfortable temperatures; and

Comfortable noise levels.

S

3. The facility staff and management shail minimize, to the extent possible, the characteristics of the facility
that reflect a depersonalized, institutional setting. These characteristics include:
a. Overhead paging;
b. Institutional odors;
c. Institutional signage (for example, labeled storage closets and work rooms in common areas);
d
e

Medication carts; and
Chair and bed alarms.

4. Comfortable and adequate lighting is provided in all areas of the facility to promote a safe, comfortable
and homelike environment. The lighting design emphasizes:

Maximum use of daylight;
Night lighting to promote safety and independence; and
g. Dimming switches, where feasible.

a. Sufficient general lighting in resident-use areas;

b. Task lighting as needed;

¢. Reduction in glare (through use of light filters, no wax floors),
d. Even light levels;

e.

f.

5. Contrasting colors (for example, plates that contrast with the table linens and toilets that contrast with the
bathroom wail color) may be used to promote a homelike environment and to aid visuaily impaired

residents.

continnes on next page

Operational Policy and Procedure Manual for Long-Term Care
© 2001 MED-PASS, Inc. (Revised April 2084} 39
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F600

How the facility is reducing the resident to resident abuse allegations necessary to be put back in
compliance:

i

The facility hired an experienced Behavioral Health Program Manager who is a LMSW. Her
position is to oversee and coordinate services for the residents on the Behavioral Secured Unit.
She also reviews and makes recommendations for any incidents or behaviors for other residents
not residing on the secured unit.

The facility obtained a contract with a new psychiatric provider group. Their presence on the
unit is more frequent and they are more available to do onsite evaluations with medication
recommendations.

The facility hired hall monitors for 16 hours per day for the secured unit, A1. This position will
be on the halls monitoring for any behaviors that may be escalating or to monitor for any
increased behaviors that may cause an incident. The hall monitor will round throughout the
unit and report to the nurse assigned to the unit.

The Activity Department increased the hours for the Al secured unit to 10 hours per day.

There is ongoing education to all staff regarding escalating behaviors, and other potential issues
that could cause a resident to resident altercation,

The care plan team is focusing more on ways to keep residents calm and less agitated. For
instance, more physical activities, specific music geared for the resident, stuffed animals for
comfort, getting residents off the unit for more activities and or dining.

The new LMSW is doing more counseling and listening sessions, redirecting as appropriate.

The Behavioral Nurse Manager and Program Director has an office iocated on the unit thus
making them more accessible for support to the staff and nurses for consultation.
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Position Shift Hours] A1|B1|{C1{A2|B2|C2
Activities 9:00AM-7:00PM 10 §1]1|1 1
Hall Monitor §7:00AM-3:00PM 8 1 -f-f-1-1-
Hall Monitor J3:00PM-11:00PM 8 1] -]-1-1-1-
CNA 7:00AM-3:00PM 8 3131314133
CNA 3:00PM-11:00PM 8 31313]13[3]|3
CNA 11:00PM-7:00AM 8 2121212122
[LPN/RN §6:00AM-6:00PM 12 Jafa]af2faf2
[LPN/RN §6:00PM-6:00AM 12 fafal1f2]a1]1

Hyfas Soboins




T

AT

|2

_ : “Resident Rights - Privacy and Confidentiality

Closed-Circuit TVs F éo O

Policy Statement

Our facility uses closed-circuit TVs in hallways, employee work areas, outside areas, etc., to monitor the safety and
well-being of our staff and residents. The facility will use any video cameras in accordance with applicable laws
and reguiations.

Policy Interpretation and Implementation

1. All employees are informed about our facility’s use of closed-circuit TVs to monitor the safety and well-
being of our staff and residents. Employees must sign consent forms allowing the facility to tape them
during duty hours.

2. Prior to or upon admission, residents are informed of the facility’s use of closed-circuit TVs throughout the
building. Consent forms are obtained allowing the facility to tape residents while in common areas of the
building (e.g., dining/activity rooms, hallways, nurses’ station, etc.).

3. Ifavideo camera is installed in a resident’s room, all residents, visitors, employees, ¢tc., shall be informed
of the use of the camera. The staff shall obtain signed consent from the resident’s roommate, staff assigned
duties to the resident, visitors, etc.

4. Facility management and the QA Committee may review any videos for content and to identify ways to
improve care and services. Videotapes will be kept for 30 days and reused unless the content is needed.
The Administrator will ensure that any tapes are stored in an appropriately secure location with limited
access.

5. Only the Administrator may authorize copying of any videotapes. If a copy is made, there should be
documentation as to why the copy was made, to whom the copy was provided, date provided, etc.

6. Inquiries concerning the use of closed-circuit TVs, obtaining copies of videotapes, security concerns,
consents, etc., should be referred to the Administrator.

§483.10(e) Privacy and Confidentiality; §483.25(h) Accidents

Fl64; F323

Videotaping, Photographing, and Other Imaging of Residents

1.1 (HSMAPL0134)
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SAPPHIRE OF TUCSON NURSING AND REHAB

OBSERVING OF RESIDENTS BY CERTIFIED NURSING ASSISTANTS

POLICY: Sapphire of Tucson Nursing and Rehab {SOT) will ensure the needs of the residents are
met by nursing personnel by checking and monitoring as determined by the care plan and
physician orders.

PROCEDURE:
1. The C.N.A.s are given a daily assignment to deliver care and services to residents.
2. The C.N.A.'s will check and monitor residents according to their needs and as directed
by the nurse in charge.
3. The C.N.A.'s will report any changes or any significant issues to the nurse on a timely
basis.

ELOPEMENT

1. When a resident is an elopement risk, the facility will take appropriate action for the
safety of the resident. The actions include but not limited to one to one care until
further orders by the attending physician.

2. The Interdisciplinary Team (IDT) will make recommendations for those that have been
assessed as elopement risks.

Revised 3/4/2019




Resident Rights and Dignity . I : é ﬁy
Abuse Investigation and Reporting

Policy Statement

All reports of resident abuse, neglect, exploitation, misappropriation of resident property, mistreatment and/or
injuries of unknown source (“abuse™) shall be promptly reported to local, state and federal agencies (as defined by
current regulations) and thoroughly investigated by facility management, Findings of abuse investigations will also
be reported.

Policy Interpretation and Implementation

Role of the Administrator:

1. Ifan incident or suspected incident of resident abuse, mistreatment, neglect or injury of unknown source is
reported, the Administrator will assign the investigation to an appropriate individual.

2. The Administrator will provide any supporting documents relative to the alleged incident to the person in
charge of the investigation.

3. The Administrator will keep the resident and his/her representative (sponsor) informed of the progress of
the investigation.

4. The Administrator will suspend immediately any employee who has been accused of resident abuse,
pending the outcome of the investigation.

5. The Administrator will ensure that any further potential abuse, neglect exploitation or mistreatment is
prevented. P

6. The Administrator will inform the resident and his/her representative of the status of the investigation and
measures taken to protect the safety and privacy of the resident..

Role of the Investigator:

1. The individual conducting the investigation will, as a minimum:

Review the completed documentation forms;

Review the resident’s medical record to determine events leading up to the incident;

Interview the person(s) reporting the incident;

Interview any witnesses to the incident;

Interview the resident (as medically appropriate);

Interview the resident’s Attending Physician as needed to determine the resident’s current level of

cognitive function and medical condition;

g. Interview staff members (on all shifts) who have had contact with the resident during the period of the
alleged incident; '

h. Interview the resident’s roommate, family members, and visitors;

i. Interview other residents to whom the accused employee provides care or services; and

J.  Review all events leading up to the alleged incident.

O Ae o

2. The following guidelines will be used when conducting interviews:
a. Each interview will be conducted separately and in a private location.

continues on nexi page

Nursing Services Policy and Procedure Manual for Long-Term Care
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Resident Rights and Dignity

b. The purpose and confidentiality of the interview will be explained thoroughly to each persen involved
in the interview process.

c. Should a person disclose information that may be self-incriminating, that individual will be informed
of his/her rights to terminate the interview until such time as his/her rights are protected (e.g.,
representation by legal counsel).

d. Witness reports will be obtained in writing. Either the witness will write his/her statement and sign and
date it, or the investigator may obtain a statement, read it back to the member and have him/her sign
and date it.

The investigator will notify the ombudsman that an abuse investigation is being conducted. The

ombudsman will be invited to participate in the review process.

a. If the ombudsman declines the invitation to participate in the investigation, that information will be
noted in the investigation record. The ombudsman will be notified of the results of the investigation as
well as any corrective measures taken.

The investigator will consult daily with the Administrator concerning the progress/findings of the
investigation.

Upon conclusion of the investigation, the investigator will record the results of the investigation on
approved documentation forms and provide the completed documentation to the Administrator.

Reporting

1.

v 2

Ali alleged violations involving abuse, neglect, exploitation, or mistreatment, including injuries of an
unknown source and misappropriation of property will be reported by the facility Administrator, or his/her
designee, to the following persons or agencies:

The State licensing/certification agency responsible for surveying/licensing the facility;

The local/State Ombudsman;

The Resident’s Representative (Sponsor) of Record;

Adult Protective Services (where state law provides jurisdiction in long-term care);

Law enforcement officials;

The resident’s Attending Physician; and

The facility Medical Director.

An alleged violation of abuse, neglect, exploitation or mistreatment (including injuries of unknown source

and misappropriation of resident property) will be reported immediately, but not later than:

a. Two (2) hours if the alleged violation involves abuse OR has resulted in serious bodily injury; or

b. Twenty-four (24) hours if the alleged violation does not involve abuse AND has not resulted in serious
bodily injury.

N =

Verbal/written notices to agencies may be submitted via special carrier, fax, e-mail, or by telephone.

Notices will include, as appropriate:

The name of the resident;

The number of the room in which the resident resides;

The type of abuse that was committed (i.e., verbal, physical, sexual, neglect, etc.);
The date and time the alieged incident occurred,

The name(s) of all persons involved in the alleged incident; and

What immediate action was taken by the facility

oo o

continies on next page
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Sapphire of Tucson Nursing and Rehab
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The facility will re-inservice employees on the Abuse/Neglect Reporting policy on 3/29/19




Resident Rights and Dignity B I | é 0 ?3

Abuse Investigation and Reporting

Policy Statement

All reports of resident abuse, neglect, exploitation, misappropriation of resident property, mistreatment and/or
injuries of unknown source (“abuse™) shall be promptly reported to local, state and federal agencies (as defined by
current regulations) and thoroughly investigated by facility management. Findings of abuse investigations will also

be reported.

Policy Interpretation and Implementation

Role of the Administrator:

1.

If an incident or suspected incident of resident abuse, mistreatment, neglect or injury of unknown source is
reported, the Administrator will assign the investigation to an appropriate individual.

The Administrator will provide any supporting documents relative to the alleged incident to the person in
charge of the investigation.

The Administrator will keep the resident and his/her representative (sponsor) informed of the progress of
the investigation.

The Administrator will suspend immediately any employee who has been accused of resident abuse,
pending the outcome of the investigation.

The Administrator will ensure that any further potential abuse, neglect exploitation or mistreatment is
prevented.

The Administrator will inform the resident and his/her representative of the status of the investigation and
measures taken to protect the safety and privacy of the resident..

Role of the Investigator:

1.

2,

The individual conducting the investigation will, as a minimum:

Review the completed documentation forms;

Review the resident’s medical record to determine events leading up to the incident;

Interview the person(s) reporting the incident;

Interview any witnesses to the incident;

Interview the resident (as medically appropriate);

Interview the resident’s Attending Physician as needed to determine the resident’s current level of

cognitive function and medical condition; '

g. Interview staff members (on all shifts) who have had contact with the resident during the period of the
alieged incident; :

h. Interview the resident’s roommate, family members, and visitors;

i. Interview other residents to whom the accused employee provides care or services; and

j-  Review all events leading up to the alleged incident.

S o pe op

The following guidelines will be used when conducting interviews:
a. Each interview will be conducted separately and in a private location.

continues on next page

Nursing Services Policy and Procedure Manual for Long-Term Care
© 2001 MED-PASS, Inc. (Revised July 2017)

(




Resident Rights and Dignity

b. The purpose and confidentiality of the interview will be explained thoroughly to each person involved

in the interview process. :
¢. Should a person disclose information that may be self-incriminating, that individual will be informed
of his/her rights to terminate the interview until such time as his/her rights are protected (e.g.,

representation by legal counsel).
d.  Witness reports will be obtained in writing. Either the witness will write his/her statement and sign and
date it, or the investigator may obtain a statement, read it back to the member and have him/her sign

and date it. ‘

The investigator will notify the ombudsman that an abuse investigation is being conducted. The

ombudsman will be invited to participate in the review process.
a. If the ombudsman declines the invitation to participate in the investigation, that information will be
noted in the investigation record. The ombudsman will be notified of the results of the investigation as

well as any corrective measures taken.
The investigator will consult daily with the Administrator concerning the progress/findings of the
investigation.

Upon conclusion of the investigation, the investigator will record the results of the investigation on
approved documentation forms and provide the completed documentation to the Administrator.

Reporting

I.

V 2.

All alleged violations involving abuse, neglect, exploitation, or mistreatment, including injuries of an
unknown source and misappropriation of property will be reported by the facility Administrator, or his/her
designee, to the following persons or agencies:

The State licensing/certification agency responsible for surveying/licensing the facility;

The local/State Ombudsman;

The Resident’s Representative (Sponsor) of Record;

Adult Protective Services (where state law provides jurisdiction in long-term care);

Law enforcement officials;

The resident’s Attending Physician; and

The facility Medical Director.

An alleged violation of abuse, neglect, exploitation or mistreatment (including injuries of unknown source

and misappropriation of resident property) will be reported immediately, but not later than:

a. Two (2) hours if the alleged violation involves abuse OR has resulted in serious bodily injury; or

b.  Twenty-four (24) hours if the alleged violation does not involve abuse AND has not resulted in serious
bodily injury.

Verbal/written notices to agencies may be submitted via special carrier, fax, e-mail, or by telephone.

®Se po oW

Notices will include, as appropriate:

The name of the resident;

The number of the room in which the resident resides;

The type of abuse that was committed (i.e., verbal, physical, sexual, neglect, etc.);
The date and time the alleged incident occurred;

The name(s) of all persons involved in the alleged incident; and

What immediate action was taken by the facility

MO ao o

continues on next page
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¢ Respirgtory and Pulmonary Conditions

.

Oxygen Administration Level I1I

Purpose

The purpose of this procedure is to provide guidelines for safe oxygen administration.

Preparation

1. Verify that there is a physician’s order for this procedure. Review the physician’s orders or facility
protocol for oxygen administration.

2. Review the resident’s care plan to assess for any special needs of the resident.

3. Assemble the equipment and supplies as needed.

General Guidelines

1. Oxygen therapy is administered by way of an oxygen mask, nasal cannula, and/or nasal catheter.
a. The oxygen mask is a device that fits over the resident’s nose and mouth. It is held in place by an
elastic band placed around the resident’s head.
b. The nasal cannula is a tube that is placed approximately one-half inch into the resident’s nose. It is held
in place by an elastic band placed around the resident’s head.
c. The nasal catheter is a piece of tubing inserted through the resident’s nostrils into the back of his/her
mouth. It is held in place by a piece of skin tape attached to the resident’s forehead and/or cheek.

Equipment and Supplies

The following equipment and supplies will be necessary when performing this procedure.

1. Portable oxygen cylinder (strapped to the stand);

2. Nasal cannula, nasal catheter, mask (as ordered);

3. Humidifier bottle;

4, “No Smoking/Oxygen in Use” signs;

5. Regulator; and

6. Personal protective equipment (e.g., gowns, gloves, mask, etc., as needed).
Assessment

Before administering oxygen, and while the resident is receiving oxygen therapy, assess for the following:

1. Signs or symptoms of cyanosis (i.e., blue tone to the skin and mucous membranes);

2. Signs or symptoms of hypoxia (i.e., rapid breathing, rapid pulse rate, restlessness, confusion);

Signs or symptoms of oxygen toxicity (i.e., tracheal irritation, difficulty breathing, or slow, shallow rate of
breathing);

Vital signs;

Lung sounds;

Arterial blood gases and oxygen saturation, if applicable; and

Other laboratory results (hemoglobin, hematocrit, and complete blood count), if applicable.

oS b ke

continues on next page
( i
g
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Respiratory and Pulmonary Conditions

Steps in the Procedure

Wash and dry your hands thoroughly.

2. Place an “Oxygen in Use” sign on the outside of the room entrance door. Close the door.

3. Place an “Oxygen in Use” sign in a designated place on or over the resident’s bed.

4. Remove all potentially flammable items (e.g., lotions, oils, alcohol, smoking articles, etc.) from the
immediate area where the oxygen is to be administered.

5. Unless otherwise instructed, unplug and/or relocate all electrical devices (e.g., radios, televisions, electric
shavers, etc.) in the immediate area where oxygen is to be administered,

6. Remove any woolen blankets, nylon and/or rayon clothing, etc., from the immediate area where oxygen is
to be administered.

7. Check the tubing connected to the oxygen cylinder to assure that it is free of kinks.

8. Turn on the oxygen. Unless otherwise ordered, start the flow of oxygen at the rate of 2 to 3 liters per
minute.

9. Place appropriate oxygen device on the resident (i.e., mask, nasal cannula and/or nasal catheter).

10. Adjust the oxygen delivery device so that it is comfortable for the resident and the proper flow of oxygen is
being administered.

11. Securely anchor the tubing so that it does not rub or irritate the resident’s nose, behind the resident’s ears,
etc, :

12. Check the mask, tank, humidifying jar, etc., to be sure they are in good working order and are securely
fastened. Be sure there is water in the humidifying jar and that the water level is high enough that the water
bubbles as oxygen flows through.

13. Observe the resident upon setup and periodically thereafter to be sure oxygen is being tolerated (see
“Assessment”).

14, Periodically re-check water level in humidifying jar.

15. Discard used supplies into designated containers.

16. Discard personal protective equipment in designated receptacles. Wash and dry your hands thoroughly.

17. Reposition the bed covers. Make the resident comfortable.

18. Place the call light within easy reach of the resident.

19. If the resident desires, return the curtains to the open position and if visitors are waiting, tell them that they
may now enter the room,

20. Instruct the resident, his/her family, visitors and roommate (if any) of the oxygen safety precautions.
Provide the resident with a written copy of the Oxygern Safety handout.

21. Wash and dry your hands thoroughly.

Documentation

After completing the oxygen setup or adjustment, the following information should be recorded in the resident’s
medical record:

A o S e

The date and time that the procedure was performed.

The name and title of the individual who performed the procedure.
The rate of oxygen flow, route, and rationale.

The frequency and duration of the treatment.

The reason for p.r.n. administration.
All assessment data obtained before, during, and after the procedure.

How the resident tolerated the procedure.

continues on next page
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Respiratory and Pulmonary Conditions \

8. [If the resident refused the procedure, the reason(s) why and the intervention taken.
9. The signature and title of the person recording the data.

Reporting

1. Notify the supervisor if the resident refuses the procedure.
2. Report other information in accordance with facility policy and professional standards of practice.

Equipment Maintenance

1. All oxygen tubing including nasal cannula, nasal catheter, mask and tubing must be
changed once weekly and as needed.
2. Date all tubing when it is changed weekly.

Section O

F328

Oxygen Safety
Pulse Oximetry (Assessing Oxygen Saturation)

1.1 (HSMAPR0207)

Nursing Services Policy and Procedure Manual for Long-Term Care
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Eras

The Sapphire of Tucson Attendance Policy is as follows in a

rolling 90- day period:

1*" unscheduled absence

Verbal Warning

2" unscheduled absence

Written Warning

3'? unscheduled absence

Suspension of up to 3 shifts

4™ unscheduled absence

Termination

Subject to individual need/ case-by-case basis.

Employees are expected to be at their workstation at the designated start
time of their shift. An employee is considered “tardy” if they are one (1)
minute late for their shift. Employees reduired to clock-out exactly at the
end of their shift unless approved by their supervisor.

Introductory Period Employees

Employees in their introductory period, the first (90 days) of employment,
who have two (2) or more absences or tardies, may have their employment
with Sapphire terminated for absenteeism.

NO CALL/NO SHOW

An absence will be considered a no call/ no show after 1 hour into start of
working shift. Employees are required to call out of their scheduled shift 4
hours prior to the start time. This will result in possible termination of
employment from Sapphire of Tucson Nursing and Rehab. Exceptions to
this rule may be considered on a case-by-case basis.

CALLING IN DURING HOLIDAYS/ PTO

Calling off work on the day before a Sapphire of Tucson designated
holiday, the day of a holiday, or the day after a holiday will be treated as
two (2) absences, and will move the employee to the next appropriate step
in the disciplinary process. If you call in the day before, day of, day after a
holiday- an employee will also not be paid holiday pay as explained
above. This rule will also apply to paid time off and vacation time.
Patterns of absences such as Fridays/ Mondays may be subject to
disciplinary actions beyond those listed above. The above guidelines may
be limited by, and will be administered consistent with, the FMLA, ADA,
and/ or other state/ federal leave laws.

CELL PHONE USE

While at work, employees are expected to exercise the same discretion in
using personal cellular phones as they would in use of company phones.
Excessive personal calls during the workday, regardless of the phone used,
can interfere with an employee’s productivity. To promote a productive
work environment and increase the safety of our staff and residents,

26




OF HEALTH SERVICES

LICENSING

‘ml ARIZONA DEPARTMENT

February 20, 2019

Receipt Of This Notice 1s Presumed To Be -02/20/2019
Important Notice - Please Read Carefully

Sheila Wiggins, Administrator

Sapphire of Tucson Nursing and Rehab, L.L.C.
2900 East Milber Street

Tucson, AZ 85714

Dear Ms. Wiggins:

On January 10, 2019, a Medicare 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 participation requirements for nursing homes participating in the Medicare
and/or Medicaid programs. During this survey, complaints investigations may have also been
conducted.

[] This survey found the most serious deficiency(ies) in your facility to be isolated deficiencies that
constitute no actual harm with potential for more than minimal harm that is not immediate jeopardy,
as evidenced by the attached form 2567 whereby corrections are required (D).

[X] This survey found the most serious deficiency{ies) in your facility to be a pattern of deficiencies
that constitute no actua!l harm with potential for more than minimal harm that is not immediate
jeopardy, as evidenced by the attached form 2567 whereby corrections are required (E).

[} This survey found the most serious deficiencylies) in your facility to be widespread deficiencies that
constitute no actual harm with potential for mare than minimal harm that is not immediate jeopardy,
as evidenced by the attached form 2567 whereby corrections are required (F).

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

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




Sapphire of Tucson Nursing and Rehab, L.L.C.
February 20, 2019

. Page Two

Pian of Correction

A Plan of Correction {PoC) for the deficiencies must be submitted by March 2, 2019. You must include
ali pages of the Statement of Deficiencies when submitting your PoC.

Failure to submit an acceptable PoC by March 2, 2019 may result in the imposition of remedies. Plans
of correction sent by fax will not be accepted.

Your PoC must contain the following:
* What corrective action{s} will be accomplished for those residents found to have been affected by
the deficient practice, on both a temporary and permanent basis, including the date the correction

will be accomplished;

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

» What measures will be put into place or what systernic changes you will make to ensure that the
deficient practice does not recur; and,

¢ How the corrective action(s) will be monitored to ensure the deficient practice will not recur, i.e.,
what quality assurance program will be put into place; and the title, or position, of the person
responsible for implementing/monitoring the corrective action.

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

» Please provide all in-service records to include:

What was taught

When it was taught

Sign-in sheets of those who attended

Any copies of monitoring aduits being done up to your Allegation of Compliance date

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 until substantiated by a revisit or other means.

To ensure that this office has time to confirm compliance before mandatory remedies are imposed, the
Bureau of Long Term Care recommends that an allegation of compliance date be within one week of
02/24/19 .

If, upon a subsequent revisit, your facility has not achieved substantial compliance, the Bureau of
Long Term Care will recommend that remedies be imposed by the CMS Regional Office or the State
Medicaid Agency and continue until substantial compliance is achieved.
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Recommended Remedies

The remedies which will be recommended if substantial compliance is not achieved include the
following:

Recommending to CMS Civil Money, effective January 10, 2019
Recommending to CMS Denial of Payment for New Admission

Mandatory Remedies

Your current period of noncompliance began on January 10, 2019. if you do not achieve

substantial compliance within three months after the last day of the survey identifying noncompliance,
the CMS Regional Office and/or State Medicaid Agency must deny payments for new admissions. The
CMS Regional Office must terminate your provider agreement if substantial compliance has not been
reached by .

informal dispute resolution for the cited deficiencies will not delay the imposition of the enforcement
actions recommended (or revised, as appropriate). A change in the seriousness of the deficiencies may
result in a change in the remedy selected. When this occurs, you will be advised of any change in
remedy.

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

Based on deficiencies cited during this survey and as authorized by CMS San Francisco Regional Office,
we are giving formal notice of imposition of statutory Denial of Payment for New Admissions effective
07/10/19. This remedy will be effectuated on the stated date unless you demonstrate substantial
compliance with an acceptahle 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
responsible parties during the denial period for services normally billed to Medicare or Medicaid} The
Medicare and Medicaid programs will make no payment for residents whaose plans of care begin on or
after the DPNA effective date.

FILING AN APPEAL

If you disagree with the determination of noncompliance (and/or substandard quality of care resulting
in the loss 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 §458.40, et. seq. You may appeal the
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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 longer accepted unless you
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

https://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 E-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 Appea link on the Manage Existing Appeals screen; then b)
clicking Civil 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. ET 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 Judge (AU) via DAB E-File. Further instructions are located
at: https://dab.efile.hhs.gov/appeals/to_crd instructions. Please contact the Civil Remedies Division at
{202) 565-9462 if you have questions regarding the DAB E-Filing System. If you experience technical
issues with the DAB E-Filing System, please contact E-File System Support at
0SDABImmediateOffice@hhs.gov or call (202) 565-0146 before 4:00p.m. ET.

If 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, MS 6132
Director, Civil Remedies Division
330 Independence Avenue, S.W.
Cohen Building — Room G-644
Washington, D.C. 20201
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In addition, please email a copy of your request to Western Division of Survey and Certification-San
Francisco at ROSFEnforcements@cms.hhs.gov.

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. 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.
Please note: Effective luly 1, 2007, facilities requesting an Informal Dispute Resolution must submit
separate requests, one for State deficiencies cited and one for Federal deficiencies cited, if applicable.

Retain a copy of the PoC for your files, If the PoC is not received by this Office by March 2, 2019,
licensure and/or recertification may be denied. Plans of correction sent by fax will not be accepted. If
you have any questions concerning the instructions contained in this [etter, please contact the Bureau
of Long Term Care at (602} 364-2690.

Cotlin

Sincerely,

Y
\E)\L"’\J AN

Diane Eckles
Bureau Chief

DE:sf
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of Correction does not constitute admission

The annual recertification survey was conducted or agreement by the Provider of the truth of

from January 7 through January 10, 2019, in the facts alleged of the convictions set forth
conjunction with the following Complaint in the statement of deficiencies required by
investigations: AZ00147662, AZ00152817, the provisions of the Federal and State law.

AZ00151707, AZ00153440 and AZ00152668.
The following deficiencies were cited.

F 552 | Right to be Informed/Make Treatment Decisions F 652
ss=D | CFR(s): 483.10(c)(1)(4)(5)

§483.10(c) Planning and Implementing Care.
The resident has the right to be informed of, and
participate in, his or her treatment, including:

§483.10(c)(1) The right to be fully informed in
language that he or she can understand of his or
her total health status, including but not limited to,
his or her medical condition.

§483.10(c)(4) The right to be informed, in
advance, of the care to be furnished and the type
of care giver or professional that will furnish care.

§483.10(c)(5) The right to be informed in
advance, by the physician or other practitioner or
professional, of the risks and benefits of proposed
care, of treatment and treatment alternatives or
treatment options and to choose the alternative or )

option he or she prefers. E ﬂB [E ” W] E ”

This REQUIREMENT is not met as evidenced
o MAR 5 - 2019
Based on closed clinical record review, staff
interviews and policies and procedures, the
facility failed to ensure that one resident (#135) By
had heen informed in advance of the risks and
benefits of an antipsychotic medication.

Findings include:

oo o
LABORATORY TOR! P RISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE ) X68) DATE
LW Wﬁ’ //////mfm g‘iéz )G

Any deficienéy statement ending wilh an asterisk (*) denotes a deficiency which the Institution may be excused from correcting providing It is determined tha
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 avallable to the facillty. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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1, Resident had been discharged from the

F 652 | Continued From page 1 F 552
Pag facility on 12/26/18. Going forward a nurse was| 3/3/19
Resident #135 was admitted on November 7, delegated to be the point person to obtain all
2018, with diagnoses that included Alzheimer's the psychotropic consents for alf residents.
disease, toxic encephalopathy and major . )
depressive disorder. 2. All residents who have orders for anti-

psychotropic medications have the potential to
Review of the closed clinical record revealed a

form titled Admission Record dated November 7,
2018, which included the resident was 3. A complete audit was done to identify if therd
seif-responsible.

be affected by this deficient practice.

were any missing consents on 2/27/19. One

Aform titled, Consent to Admit and Treat dated person will be responsible to obtain all
November 7, 2018 included a statement that the consents. This nurse will review the new
signer of the form was the responsible party for . .

medical decision making. The form was signed orders daily to determine if new orders

by resident #135. require consents.

A physician's order dated November 7, 2018 4. The DON/Designee will review weekly to
included for the resident to receive Risperdone ensure all consents have been obtained and
0.5 mg (antipsychotic medication) two times daily

for dementia present to QAPI for 3 months.

Awritten care plan initiated on November 10,
2018 for the use of psychotroplc medications
related to behavioral management included an
intervention for staff to educate the
resident/family/caregivers about the risks,
benefits and side effects and toxic symptoms of
the medication.

Further review of the clinical record revealad no
evidence that the resident was informed of the
risks, benefits and side effects of Risperdone.

An interview was conducted on January 10, 2018
at 917 a.m., with the Director of Nursing
(DON/staff #125). The DON stated that when an
antipsychotic drug is prescribed, the use of the
medication Is explained to the resident, and they
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have a form which includes the risks and benefits
of the medications. The DON stated that they are
to obtain informed consent. The DON said that
after the risks and benefits are explained, the
resident signs the form.

An interview was conducted on January 10, 2019
at 9,35 a.m. with a RN (Registered Nurse/staff
#165). During the interview, the nurse stated that
there are consent forms for antipsychotic
medications. Staff #165 sald if the resident is
unable fo sign the consent form, consent is
obtained from the resident's responsible party.
Staff #165 stated they are required to obtain
informed consent, prior to providing an
antipsychotlc medication to a resident.

An interview was conducted on January 10, 2019
at 10:04 a.m. with medical records staff (#183),
who stated that there was no informed consent
for the use of Risperdone for resident #135.

A policy regarding resident rights included that
Federal and State laws guarantee certain basic
rights to all residents of the facility. These rights
include the resident's right to choose a treatment
and participate in decisions and care planning.

F 578 | Request/Refuse/Dscntnue Trmnt;Formite Adv Dir F 578
s5=E | CFR(s): 483.10(c){6)}8)gX12)(i)}-(v)

§483.10(c)(6) The right to request, refuse, and/or
discontinue treatment, to participate in or refuse
to participate In experimental research, and to
formuiate an advance directive.

§483.10(c)(8) Nothing in this paragraph should be
construed as the right of the resident to receive
the provision of medical treatment or medical
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services deemed medically unnecessary or
inappropriate.

§483,10(g)(12) The facility must comply with the
requirements specified in 42 CFR part 489,
subpart | (Advance Directives).

(i} These requirements include provisions to
inform and provide written information to all adult
residents concerning the right to accept or refuse
medical or surgical treatment and, at the
resident's option, formulate an advance directive.
(i) This includes a written description of the
facility's policies to implement advance directives
and applicable State law.

(iii) Facilities are permitted to contract with other
entities to furnish this information but are still
legally responsible for ensuring that the
requirements of this section are met.

(iv) If an adult individual Is incapacitated at the
time of admission and Is unable to receive
information or articulate whether or not he or she
has executed an advance directive, the facility
may give advance directive information to the
individual's resident representative in accordance
with State Law.

(v) The facility is not relieved of its obligation to
provide this information to the individual once he
or she is able to receive such information,

Follow-up proceduras must be in place to provide
the information to the individual directly at the
appropriate tims, ;

This REQUIREMENT is not met as evidenced
by:

Based on clinical racord reviews, staff interviews
and policy review, the facility failed to ensure that
two residents (#164 and #121) were afforded the
right to formulate advance directives.

Findings include:
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-Resident #164 was admitted to the facility on
December 18, 2018, with diagnoses that included
sepsis, end stage renal disease and type 2
diabetes mellitus,

Review of an Admission Minimum Data Set
(MDS) assessment dated 12/25/18, revealed the
resident scored a 9 on the Brief Interview for
Mental Status (BIMS), which indicated moderate
cognitive impairment.

Review of the resident's clinical record revealed
no evidence of any advance directives for
resident #164. There was also no documentation
that the resident declined formulating advance
directives.

Further review of the clinical record revealed
there was no code status listed on the resident's
face sheet or in the available space specific for
code status in the electronic record.

According o the current physician's orders, there
was ho order for a code status for this resident.

In an interview with a Licensed Practical Nurse
(LPN/staff #153) on January 10, 2019 at 9:30
a.m., she stated if she needed to find out a
resident's code status, she would look in the
electronic record, as there is a place where the
code status is easily viewable. Further, she stated
the resident's code status is listed on their report
sheet. She stated the code status should be
updated, as soon as the resident is admitted.

An interview with medical record staff (staff #184)
was conducted on January 10, 2019 at 9:34 am.
At this time, she reviewed resident #164's
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scanned documents and was unable to find any those residents noted to be affected by this
advance directives. She stated it could be in a _ , ¥
stack of documents that are waiting to be alleged deficient practice:
scanned, however, no advanced directives were 1. The facility obtained a consent for code | 3/3/19
located. She also stated it could be in the status for resident #164 on 1/10/2019.
physician’s binder waiting to he signed by the For resident #121 the facility located the
physician, however, no advanced directives were signed consent for code status
found in the binder. (dated and signed by the resident on
. ) . 11/20/2018). The consents
In an interview with the Director of Nursing are located in PCC (electronic medical
(DON/staff #125) on January 10, 2019 at 1:31 record) under the documents section and
p-m., she stated an at{d:t had Just been done in the face sheet shows current code status.
late December, ensuring that all residents had . :
advanced directive forms fillad out. 2. All residents have the potential to be
affected this alleged deficiency.
-Resident #121 was admitted to the facility on 3. Aninservice for nurses was conducted
Septernber 13, 2018, with diagnoses that on 2/22119 that Included the instructions on
included chronic osteomyelitis and quadriplegia. obtaining mandatory consents upon
admission including signed code status
Review of the admission MDS assessment dated consents. The DON has instituted a system
Sept?mbEr.zol 201 8, revea]ed the rESident was whereby all nurse managers will be
cognitively intact. assigned to review new admissions to
e determine that there is a signed consent for
?}g@;ﬁa&: ?;g%;ﬁ?ﬁg?;;ﬁ?l%%;zo' 2018 code status. This? w.ili be completed within
24 hours of admission.
However, review of the clinical record revealed 4. The DON/Designee will monitor for
there were no advance directives which were compiiance and be reviewed at monthly
signed by the resident. Also, the code status was QAP for 3 months
not listed on the resident's face sheet or in the
available space specific for code status in the
resident's efectronic record,
An interview was conducted with a LPN (staff
#150) on January 8, 2019 at 1:25 PM. The LPN
stated that upon admission all consent forms are
signed including advance directives, She stated
that a resident's code status could be found on
the face sheet or in the document section of the
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electronic medical record. Staff #150 was unable
to locate any advanced directives which were
signed by the resident.

An interview was conducted with Medical
Records (staff #183) on January 8, 2018 at 1:46
PM. She stated there was no record of advance
directives on file for resident #121, She said the
advance directives should be filled out upon
admission or a few days later.

An interview with the DON (staff #128) was
conducted on January 10, 2019 at 11:40 AM. She
stated the floor nurse is responsible for obtaining
signed consents, including advance directives
when the resident is admitted to the facility. She
said if there is a problem social services should
be notified. The DON stated she could not
answer for what happened in September, as she
was not employed by the facllity at that time.

The facility policy for Interpretation and
Implementation for Advance Directives indicated
that upon admission, the resident will be provided
with written information concerning the right to
refuse or accept medical or surgical treatment
and to formulate an advance directive, if he or
she chooses to do so. The policy stated that the
information about whether or not the resident has
executed an advance directive shall be displayed
prominently in the medical record. The Director of
Nursing or designee will notify the attending
physician of advance directives, so that
appropriate orders can be documented in the
resident's medical record and plan of care.

F 584 | Safe/Clean/ComfortablefHomelike Environment F 584
ss=¢ | CFR(s): 483.10()}(1)~(7)
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§483.10(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
hometike 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 facllity maximizes resident
independence and does not pose a safety risk.
(i) The facility shall exercise reasonable care for
the protection of the resident's property from loss
or theft.

§483.10(1)(2) Housekeeping and maintenance
sarvices necessary to maintain a sanitary, orderly,
and comfortable interior;

§483.10(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);

§483.10(i)(5) Adequate and comfortable lighting
levels in all areas,;

§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

§483.10(i)(7) For the maintenance of comfottable

Life - Homelike Environment that addresses
cleanliness and institutional odors. (see
attached). The Housekeeping department will
begin using a urine odor neutralizer when 3/3M19

cleaning all mattresses. The shower drain on

the second floor that had an edor is not
regularly used. It was determined that because
of that, the housekeeping department will flush
the drain periodically to prevent odors.

It was not a urine odor.

2. All residents could be affected by this
alleged deficiency.

3. Staff was in-serviced on 2/8/19 regarding

answering call bells, preventing unnecessary
odors, patient care rounds to ensure residents
are clean and dry. The Housekeeping

Supervisor will conduct environmental rounds
and log any unusual occurrences of pervasive
odors and report to the unit managers and

address any housekeeping concerns.

4. The Housekeeping/Laundry Director will
report to the management team on a daily
basis if there are problems detected from the
environmental rounds. The housekeeping
weekend supervisor will conduct rounds and
address with the supervisor concerns noted
from the weekend and report to the Director,

The DON/Designee and the Administrator will

for compliance and report findings the QA

Committee for 3 months.
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sound levels.
This REQUIREMENT is not met as evidenced
by:

Based on observations, and family, resident and
staff interviews, the facility failed fo maintain an
environment that was free of odors.

Findings include:

During a family interview conducted on January 7,
2019 at 11:07 a.m., the family member of a
resident stated that the hallways on the second
floor always smell like urine.

An Interview with a resident who resided on the
second fleor was conducted on January 7, 2019
at 11:49 a.m, The resident stated thaf he keeps
his door to the bathroom shut, because of the
sewage odor.

During an interview conducted on January 7,
2019 at 1:28 p.m. with another resident who
resided on the second floor, a strong pervasive
urine ador was detected in this resident's room
and in the bathroom.

During the survey from January 7 through 10,
2019, pervasive urine odors were frequently
smelled in the hallways on the second floor.

An environmental tour was conducted on January
10, 2019 at 12:30 p.m., with the maintenance
director (staff #180) and the administrator (as of
January 12/staff #222), At this time, there was stiil
a slight sewage odor in the first resident's
bathroom on the second floor,

An interview was conducted with the maintenance
director (staff #180) on January 10, 2019 at 12:40
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p.m, Staff #180 stated that he would call a
plumber to address the odor in the bathroom.

An interview was conducted with staff #222 on
January 10, 2019 at 12:45 p.m. Staff #222 stated
that she thought she smelled urine yesterday,
when the resident was being changed.

The facility did not have policy regarding the
prevention of odors throughout the facility.

F 600 | Free from Abuse and Neglect F 600
s8=E | CFR(s): 483.12(a)(1)

§483.12 Freedom from Abuse, Neglect, and
Exploitation

The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined In this subpart. This
includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat the resident's medical symptoms,

§483.12(a) The facility must-

§483.12(a)(1) Not uge verbal, mental, sexual, or
physical abuse, corporal punishment, or
involuntary seclusion,

This REQUIREMENT is not met as evidenced
by:

Based on observation, clinical record reviews,
staff and resident interviews, facllity documents
and policies and procedures, the facility failed to
ensure that one resident (#225) with dementia
and behaviors was free from neglect, failed to
ensure that one resident (#61) was free from
abuse by resident (#275), falled to ensure that
one resident (#117) was free from abuse by
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The following actions have been taken for
F 600 Cotltinued From page 10 ) F 600 those noted to be affected by this alleged
resident (#61), and that one resident (#21) was deficient practice:
free from abuse by resident (#62). Resident # 225 discharged on 4/5/18 3/3/19

Resident # 275 discharged on 12/19/18

Findings include: Resident #62 discharged on 2/7/19

-Resident #225 was admitted on July 22, 2015 The above residents did not return to the
and readmitted on April 16, 2018, with diagnoses facility.
that inciuded dementia with hehavioral Resident #117 was moved to another room on
disturbance, mental disorder due to known 9/30/18 to be further away from Resident #61.
physiological condition, delusional disorder and Residents were assigned different dining
altered mental status. locations. Resident #117 was moved off the

. . secured unit on 11/28/18 to unit C1, a separate
Review of the clinical record revealed a written behavioral unit.

care plan initiated on July 11, 2016, with a
revision date of Aprit 16, 2018, which identified
that the resident was an slopement
risk/wanderer, related to escapist behavior and
history of attempts to ieave the facility

2, Al residents have the potential to be
affected by this alleged deficiency.

The Behavioral Health Nursing Director
identified other residents to be affected through

unattended. A goal included the resident would behavioral tracking. An audit was conducted
not leave the facllity unattended. Interventions for the Elopement Risk assessment to
included identifying a pattern of wandering and determine if there were other residents at
intervening as appropriate, monitoring the risk for elopement and care plans update
resident's location every 30 minutes and accordingly.

documenting wandering behavior, 3. The facility conducted de-escalating

techniques training to recognize the first signs
of possible altercations on 4/10/18.

Activities have been increased on the units.
The facility hired a LCSW for Behavioral

A quarterly MDS (Minimum Data Set)
assessment dated January 25, 2018 included a
BIMS (Brief Interview for Mental Status) score of
9, which indicated the resident had moderate

cognitive impairment. The MDS also included the training and to address residents psychological
resident was delusional, had physical and verbal needs.
behavioral symptoms directed at others, refused Reviewed staffing patterns to determine the
care, wandered daily and had dementia and needs of the unit.
psychotic disorder. 4. The facility initiated a Behavioral Health

" Tracking log to analyze patterns of behaviors.
Anurse practitioner assegsment dated Fet?ruary that will enable the facility to identify residents
2, 2018, revealed the resident had dementia, at high risk for behaviors. This will be reviewed

wandering, delirium, anxiety, adjustment disorder
and depression, The assessment included the
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and presented at the monthly QAPI meetings

F 800 | Continued From page 11 F 600| ongoing.

resident was residing on the behavioral unit “for
safety" and received psychiatric services. The
assessment also included the resident
"desperately tties to escape if given the chance."
She speaks Spanish mostly, but understands a
lot of English. Under assessment and plan it
included the following: wandering-provide a safe
and nuturing environment,

Anursing note dated March 17, 2018 at 6:34 a.m.
included the resident had been exit seeking from
the unit through the main locked door to the unit
and also by a {locked) back door to the unit.

A nursing note dated March 23, 2018 included the
following: the resident had been exit seeking and
had attempted to leave through the front door,
and had struck a staff member when redirected
hack to the unit.

A nursing note dated April 6, 2018 at 10:05 a.m.
revealed the resident was discoverad missing at
8:15 a.m. The note included the resident was not
discovered in her room and that a "code yeilow"
had been initiated.

Continued review of the closed record for resident
#225 revealed that the resident did not return to
the facility after she eloped.

Review of the facility's investigative report dated
April 5, 2018 revealed that on the morning of April
5, 2018, the resident had not reported for
breakfast and the missing person procedures
were immaediately implemented. The investigation
included the resident was able to leave the
facility, obtain transportation, cross the border
into Mexico, and after entering Mexico obtained
transportation to a family home in Mexico, arriving
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unharmed. The report also included that the
resident had been residing on a behavioral health
(secured) unit, and that exit seeking and
wandering behaviors were being monitored.

Continued review of the investigative report
revealed a written staff statement obtained by a
CNA (Certified Nursing Assistant/staff #222)
dated April 5, 2018 at 2:45 p.m. The statement
included that the resident was last seen in the
resident dining room on April 4, 2018 between
8:30 p.m, and 9:00 p.m. The report further
included that facility policies were not followed, as
safety checks were missed,

An interview was conducted with the
Administrator (staff #20) on January 7, 2019 at
10:15 a.m. The Administrator stated that it had
been determined through the facility investigation
that resident #226 had obtained an identification
badge from a staff member (which the staff
member thought had been misplaced) two weeks
prior to her elopement from the facility, and had
obtained money in small increments over time
from her visitors, which enabled her to purchase
bus fare, The Administrator aiso stated that the
security camera footage, which had been
examined during the investigation showed the
resident had used a staff badge to open the exit
door and then quickly exited the unit.

An interview was conducted on January 8, 2019
at 12:30 p.m. with a CNA (staff #97), who stated
that she had been assigned to provide care to
resident #225 on Aprll 5, 2018 on the night shift
(11:00 p.m. until 7:00 a.m.). She stated that when
she arrived at 11:00 p.m,, the previous CNA
reported to her that all of the residents in her
section were in bed, including resident #225 and
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that she observed the door to the resident’s room
was closed. Staff #37 stated that there were other
residents in her section who were very ill and she
was unable to check on resident #225, because
she was busy caring for the residents who were
ill. Staff #97 said the facillty protocol was to check
the residents every 15-30 minutes but not less
than hourly, and that she did not check the
resident that night. She stated that she assumed
her co-worker (CNA/staff #49) who was assigned
to another section was checking on ali of the
residents and assumed that resident #225 was in
her room, because the door to her room was
closed. She stated that she never actually saw
the resident on her shift. She further stated that at
approximately 2:00 a.m., she observed staff #49
enter the resident's room as he was passing
water, and then exit the resident's room, and
assumed that the resident was in her room. The
CNA stated she was aware that the resident had
a history of elopement attempts. The CNA also
stated later that morning after it was discovered
the resident was missing, staff #49 tald her that
although he entered the resident's room fo pass
ice water during the night shift, he did not see the
resident in her room and did not know where she
was.

During an interview conducted on January 8,
2019 at 12:35 p.m. with a CNA (staff #49), the
CNA stated that he did not remember resident
#225 and did not remember anything about a
resident eloping from the facility.

An interview was conducted on January 8, 2019
at 1:15 p.m. with a LPN (Licensed Practical
Nurse/staff #201). Staff #201 stated that she
worked on the secured behavioral unit on the
night shift on April 5, 2018. Staff #210 said that
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she did not see the resident on her shift and the
door to the resident's room was closed alf night.
The nurse stated that she was aware that the
resident had made frequent statements that she
was going to leave the facility and go to Mexico
where she owned a home.

The facility was unable to provide a written policy
regarding frequent resident safety checks on the
behavioral unit.

A policy and procedure titled, Recognlzing Signs
and Symptoms of Abuse/Neglect included the
definition of neglect, as the failure to provide
goods and services as necessary to avoid
physical harm, mental anguish, or mental iliness.
The policy also listed signs of actual physical
neglect that included inadequate provision of care
and leaving someone unattended who needs
supervision, :

Review of the Reporting Abuse policy revealed
that all suspected violations or substantiated
incidents of abuse/neglect will be immediately
reported to the State licensing/certification
agency.

-Resident #61 was admitted to the facility on
February 20, 2014, with diagnoses that included
unspecified psychosis not due to a substance or
known physiological condition, Parkinson's
disease, and schizoaffective disorder,

Review of a Nursing Note dated February 4, 2018
revealed *...Resident has had a few outbursts
when there is an excessive amount of noise.
Resident had three episodes of yelling out (using
profanity) and two episodes of attempting to go
down to the room of the resldent who was yelling
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out to shut him up. Staff was there to redirect
resident immediately.

A Nursing Note dated May 3, 2018 revealed
"Resident had several verbal outbursts during
shift. Resident primarily has these outhursts when
other residents are having an increase in
behaviors by making loud neises and yelling..."

A Nursing Note dated May 21, 2018 revealed
"Resident has episodes of yelling out when he is
startled with other loud noises like other residents
yelling or doors slamming..."

A quarterly MDS assessment dated August 6,
2018, revealed the resident had short-term and
jong-term memory problems and was severely
impaired with dally decision making. The MDS
also included the resident required extensive
assistance with one staff assistance with activities
of daily living.

A Behavlor care plan dated August 20, 2018
revealed resident #61 has behavior problems
{agitation, poor safety awareness, verbal
aggression, repetitive statements,
disruptivefintrusive, wandering, mood [ssues,
pacing, exit seaking, refusal of care, disorganized
thinking and physical aggression), related to
psychosis, anxiety, mood disorder and status
post traumatic brain injury as evidenced by
physical aggression towards others. The goal
included the resident will have fewer episodes of
behaviors. Interventions were to administer
medications as ordered; assist the resident fo
develop more appropriate methods of coping and
interacting with other dementia residents;
encourage the resident to express feelings
appropriately and if reasonable, discuss the
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resident's behavior; explain/reinforce why
behavior is inappropriate andfor unacceptable;
intervene as necessary to protect the rights and
safety of others; approach/speak in a calm
manner; divert attention; remove from situation
and take to alternate location as needed; monitor
behavior episodes and attempt to determine
underlying cause; and when resident is sitting
next to other peers, ensure appropriate space to
prevent physical aggression towards peers.

Revlew of a Nursing Note dated September 30,
2018 revealed "...Resident began having a verbal
altercation with another resident and he went up
to the other resident and struck her in the face on
the right cheek. The other resident retaliated and
struck this resident on both arms. Both resldents
were immediately separated. No visible injuries
noted to this resident..."

Review of the annual MDS assessment dated
November 1, 2018 revealed resident #61 had a
BIMS (Brief Interview for Mental Status) score of
9, which indicated moderate impaired cognition.

A Nursing Note dated November 16, 2018
revealed a CNA reported to this writer that
resident #61 and resident #275 were swinging
their arms with closed fists, Both residents were
separated, Resident #51 stated that resident
#275 hit him in the face. Reddened area noted to
resident face.

-Resldent #275 was admitted to the facility on
June 27, 2017, with diagnoses that included
unspecified dementia with behaviorai
disturbance, schizophrenia, major depressive
disorder and anxiety disorder.
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Revlew of a Nursing Note dated May 17, 2018
revealed called into room by staff at 5:55 p.m.,
observed resident #2756 laying in bed, and
another resident was sitting on floor mat with
blood on his face. The other resident was unable
to explain what happened due to cognitive deficit.
Resident #275 stated the resident woke him up
and was messing with his bed and he "hit peer in
the face..."

A Nursing Note dated July 11, 2018 revealed that
resident #2756 "started hitting a resident from
another room with a wire waste basket in the
hallway. Resident #275 was upset that another
resident was wearing his hoodie. Resident #275
has shown that he is very territorial and
aggressive with male residents that might wander
into his room, let's not forget that this is a unit
where many of the residents suffer from
dementia..."

A Behavior care plan dated August 20, 2018
revealed that resident #275 has a history of
initiating physical aggression. The goal was
resident will not initiate aggression towards other
residents. Resident should have a quiet area to
stay in after dinner. He Is sensitive to noise and
busyness. Interventions to prevent the behaviors
were to anticipate and prevent new incidents of
violence towards another resident; provide snack,
provide activities that promote non-aggressive
interactions with other residents like one to one
social activity; and provide activity so resident is
not focused on busyness after meal times, as itis
becoming evident he is not able to tolerate noise.

Review of the quarterly MDS assessment dated
November 8, 2018, revealed a BIMS score of 1,
which indicated the resident had severe cognitive
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impairment.

A Nursing Note dated November 16, 2018
revealed this writer was notified by a CNA that
resident #275 and resident #61 were swinging
their arms with closed fists, Residents were
quickly separated by CNA. Reddened area noted
on resident #61's face.

Further review of resident#275's clinical record
revealed he had two more altercations with other
residents on December 14 and 19, 2018 in which
he was the aggressor. Resident #275 was
discharged from the facility on December 19,
2018.

An interview was conducted with a CNAwho
stated that the facility usually staffed three CNA's
on this unit for 20-24 high acuity behavioral
residents. The CNA stated that one CNAis
supposed to monitor the hallway at all times to
ensure that resident to resident altercations do
not occlr, but that doesn't always happen when
staff call in.

An interview was conducted with another CNA
who stated that we are supposed to have
someone monitor the haliway at all times, but that
does not always happen. The CNA stated we do
the best we can but If there Is a call in we often
do not have someone to monitor the hallway and
that's when the residents getin o it. The CNA
stated that resident #275 got into a lot of incidents
with other residents and would laugh afterwards.
The CNA stated that resident #61 does not like
loud noises and doors slamming and that was
usually when he got into altercations with other
residents, because it upset him. The CNA stated
that when resident #61 got upset he clapped his
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hands and said "shhh" and that Irritated a lot of
residents. The CNA further stated that a lot of the
resident to resident altercations usually occurred
when the facility did not have someone to monitor
the hallway.

An interview was conducted with a LPN who
stated that resident #61 runs up and down the
hall and resident #275 is paranoid. The LPN
stated that staffing was recently cut on this high
acuity behavioral unit and that they do the best
they can.

An interview was conducted with the
administrator (staff #20) on January 10, 2019 at
9:25 a.m. Staff #20 stated that there should he a
monitor on the hallway at all times on that unit.

-Resident #117 was admitted to the facility on
January 27, 2017, with diagnoses that included
schizophrenia, anxiety disorder and dementia
with behavioral disturbance.

A care plan revised on June 28, 2018, included
the resident required a secured unit due to
diagnoses of schizophrenia and dementia,
behaviors of belng non-compliant with care and
attempts to provoke peers. Interventions included
redirecting the resident when having behaviors.

A quarterly MDS assessment dated September
17, 2018 revealed the resident had short-term
and long-term memory problems and was
moderately impaired with daily decision making.
The assessment also Incfuded the resident
required supervision with set up help only for
most activities of daily living and utilized a walker.

Review of the clinical record revealed multiple

F 600
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nursing notes for September 2018 describing the
resident as being verbally aggressive toward staff
and laughing loudly at other residents.

A nursing note dated September 30, 2018
revealed that at approximately 9:53 a.m., resident
#117 began having a verbal altercation with
another resident (#61), and the other resident
struck resident #117 in the face on the right
cheek. Resident #117 then struck resident #61
back, hitting him on the arms. Both residents
were immediately separated. No visible injuries
noted. Both residents will not be In the same
dining hall as each other.

Review of the facility's investigative
documentation dated September 30, 2018,
revealed that resident #117 was in the hallway by
her room, which was across the hali from resident
#51's room. Resident #117 began cursing in the
hallway, as she has a history of this behavior.
Resident #61 was sitting in his wheelchair in the
doorway to his room and got up and confronted
resident #117 in the hallway outside their rooms.
They began yelling back and forth and before
staff could intervene, resident #61 hit resident
#117 and then resident #117 hit resident #61. The
residents were separated and resident #117 was
moved to another room. No injuries were noted.
When resident #117 was asked about the
incident, she stated "He hit mel" Per the report, a
housekeeping staff (#135) wiinessed the incident.
She reported that resident #117 was cursing at
her and resident #61 told resident #117 to be
quiet. Resident #117 kept cursing, and then
resident #1 got up, went to resident #117 and
they both made contact with each other. A
statement from a licensed practical nurse
(LPN/staff #166) included that she did not withess
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the incident but was at the nurses' station and
heard resident #117 yelling that resident #61 hit
her. She immediately went to the hallway and
found resident #61 standing in front of resident
#117 with his fists up. The residents were
separated immediately.

In an interview with staff #135 on January 9, 2019
at 9:32 a.m., she stated she had worked at the
facility for over three years and Is usually on the
secured behavioral unit, She sald that resident
#117 is constantly being verbally aggressive and
intimidates a lot of people.

in an interview with a LPN (staff #148) on January
9, 2019 at 9:41 a.m., she stated that resident #61
usually hangs out in the hallway and is not one to
instigate things. Staff #148 said he has a
hehavior of yelling out, which sometimes sets
other residents off inadvertently, and he is easily
triggered by noises. She stated when resident
#117 used to be on her hall, her joud laughing
and yelling would irritate resident #61. She stated
staff tried to redirect resident #117 by asking her
to stop or taking her to an activity or to a different
area.

In an interview with a LPN (staff #156) on January
g, 2019 at 9:49 a.m,, he stated resident #117's
behaviors include laughing out loud at random
and yelling at others. He stated the other
residents sometimes get agitated and they think
resident #117 may be doing it on purpose. He
stated sometimes she yells racial slurs and the
other residents tell her to shut up. Additionally, he
stated resident #117 is easily redirectable, but
that does not work all the time. The LPN stated
she Is followad by the behavioral heaith team but
for the most part, her behavior does not change.
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An observation was conducted on January 9,
2018 at 10:35 a.m., during a resident smoke
break. Resident #117 was observed to be
laughing loudly and sticking her tongue out, which
appeared to be directed at no one in partictiar.
The staff present redirected the resident who then
sat back down and continued to smoke her
cigarette without further incident.

In an interview with the administrator (staff #20)
on January 10, 2019 at 1317 p.m., he stated when
he receives an allegation of a resident to resident
altercation, he will get more information about
what happened, report to appropriate parties and
begin an investigation.

-Resident #21 was admitted to the facility on
January 18, 2018, with diagnoses that included
schizophrenia, depression and Parkinson's
disease.

A quarterly Minimum Data Set (MDS)
assessment dated 10/08/2018 included the
resident had a BIMS score of 15, indicating no
cognitive impairment. The MDS assessment also
included the resident had verbal behavioral
symptoms directed toward others.

Review of the care plan regarding antipsychotic
medication related to schizophrenia included the
following interventions; when the resident
becomes agitated intervene before agitation
escalates; guide the resident away from the
source of distress; engage calmly in
conversation; and if the response Is aggressive
remove other residents from the area and
approach later.
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Anursing note dated 11/29/2018 revealed that at
approximately 10:50 a.m., resident #21 was
witnessed sitting towards the end of the hall in
front of another resident's (#62) room, Resident
#21 began to yell and curse in Spanish. Resident
#62 approached the doorway and told resident
#21 to "move." Both residents were yelling and
swinging their arms at each other. The residents
were iImmediately separated and redirected into
opposite directions. No injuries noted at this time.

-Resident #62 was admitted oh November 06,
2015, with diagnoses that included schizophrenia,
dementia and depression,

A quarterly MDS assessment dated 11/01/2018
included a BIMS score of 15, which indicated the
resident had no cognitive impairment. The MDS
assessment also included the resident had verbal
behavioral symptoms directed toward others.

Review of the current behavior care plan revealed
the resident had the potential to be physically
aggressive and threatening toward other
residents and staff. Interventions included for
staff to escort the resident from room to
destination and from destination to room, and
keep him a safe distance from other residents.

Anurse's note dated 11/29/2018 included that at
approximately 10:50 a.m., resident #62 was
witnessed standing in front of resident #21.
Resident #21 was sitting in front of his doorway in
a wheelchair and resident #62 told him to move,
Resident #21 started to yell and curse at him in
Spanish. Rasldent #62 then ralsed his left hand
and with a closed fist, hit resident #21, Both
residents were swinging their arms at each other.
They were immediately separated and redirected
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into opposite directions. No injuries were noted.

Review of the facility's investigative report
revealed that on November 29, 2018 at 10:50
a.m., resident #21 was sltting in his wheelchalr In
front of the door to resident #62's room. Resident
#62 asked resident #21 to move, and angry
words were exchanged. The residents struck out
at each other and no injuries were noted. The
repatt also included a witness statement from the
housekeeper (staff #135) that she heard the
residents arguing in front of resident #62's door
who was telfing resident #21 to move. The
statement included that resident #21 hit resident
#62 in the face and that both residents were
hitting each other. The report revealed that
resident #21 was unable to recall the incident and
resident #62 reported that "He kept cussing at me
and | told him fo stop. | told him if he didn't stop 1
would hit him, and he didn't stop, so | hit him."

During an interview conducted with resident #62
on 1/8/19 at 2:29 p.m., the resident stated that
resident #21 was sitting in front of his door and
that he asked him to leave. Resident #62 stated
that the resident calied his mother names in
Spanish and that he hit him.

During an interview conducted with resident #21
on 1/8/2019 at 2:43 p.m., the resident stated that
resident #62 yelled at him and he yelled back.
Resident #21 stated that resident #62 hit him and
that he hit him back and that they punched each
other until they were separated.

An interview was conducted with a LPN (staff
#148) on 1/09/19 at 10:01 a.m. The LPN stated
that she heard yelling and saw the housekeeper
separating resident #21 and resident #62. She
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stated that she helped separate the residents and
then assessed them for Injurles. The LPN stated
that both residents do occasionally yelf and "blow
off steam," but that resident #62 is often more
verbal and physically threatening.

Review of the facllity's policy regarding Abuse
Prevention Program revealed "Our residents have
the right to be free from abuse, neglect...” Our
facility is committed to protecting our residents
from abuse by anyone including, but not
necessarily limited to "staff and other residents...”

The facility's policy regarding Unmanageable
Residents revealed that each resident will be
provided with a safe place of residence. The
policy included that should a resident's behavior
become abusive in any way that would jeopardize
his or her safety or the safety of others, the Nurse
Supervisor/Charge Nurse must immediately
provide for the safety of all concerned. The policy
also included unmanageable residents may not
be retained by the facility.

Review of a facility policy titled,
"Resident-to-Resident Altercations” included that
staff will monitor residents for
aggressive/inappropriate behavior towards other
residents. The policy included that all altercations,
including those that may represent
resident-to-resident abuse, shall be investigated
and reported to the Administrator/Director of
Nursing.

F 607 | Develop/implement Abuse/Neglect Policies F 607
ss=E | CFR(s): 483.12(b)}{1)-(3)

§483.12(b) The facility must develop and
implement written policies and procedures that:
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§483.12(b)(1) Prohibit and prevent abuse,
neglect, and exploitation of residents and
risappropriation of resident property,

§483.12(b)(2) Establish policies and procedures
to investigate any such allegations, and

§483.12(b)(3) Include training as required at
paragraph §483.95,

This REQUIREMENT is not met as evidenced
by:
Based on clinical record review, staff interview,
facility documents and policy review, the facility
falled to include in their Abuse policy that all
alleged violations of abuse and neglect, must be
reported to the State Survey Agency within two
hours after the aflegation is made, as manifested
by an aliegation of neglect for one resident
(#225).

Findings include:

Resident #225 was admitted on July 22, 2015,
with diagnoses that included dementia with
behavioral disturbance, mental disorder due to
known physiological condition, delusional disorder
and altered mental status.

A nursing note dated April 5, 2018 at 10:05 a.m.
revealed the resident was discovered missing at
8:15 a.m. The note included the resident was not
discovered in her room and that a “code yellow"
had been initiated.

Review of the facility's investigative report dated
April 5, 2018 revealed that on the morning of April
5, 2018, it was determined that the resident had
not reported for breakfast, so missing person

for those residents found to have been affecte
by the alleged deficiency.

1. The faciiity Policy and Procedure for Abuse
reporting has been updated to reflect the
required reporting will be done within the

two hour time frame.

2. All residents could be affected by this
alieged deficiency.

3. The new administrator hired as of 1/11/19
will ensure all required reporting of abuse and
neglect will be done within 2 hours by
submitting the report on line to the Arizona
Department of Health Services.

4. The Administrator will review all required
incidents that should be reported at the QAA
Committee on a monthly basis. This will be
ongoing.
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procedures were Immediately implemented. The
report included the resident "was able to leave
the facility” obtain transportation, cross the border
into Mexico, and after entering Mexico obtained
transportation to a family home, arriving
unharmed.

Continued review of the investigative report
revealed that although the resident was
discovered missing on April 5, 2018 at 8:30 a.m.,
the facility did not notify the State Survey Agency
until 3:30 p.m. on Aprii 5.

An interview was conducted with the
Administrator (staff #20) on January 8, 2019 at
2:46 p.m. The Administrator stated that the facility
had two hours to report all allegations of abuse,
including neglect to the State Agency. The
Administrator also stated that he was unable to
explain why the elopement of resident #225 was
reported late to the State Agency.

Revlew of the facility's policy and procedure titled,
Reporting Abuse to State Agencies and other
Entities/Individuals revealed that all suspected
violations and all substantiated Incidents of abuse
will be immediately reported to appropriate state
agencies and other entities as may be required by
law. The policy included that should a suspected
violation or substantiated incident of
mistreatment, neglect or abuse be reported, the
facility Administrator or his/her designee, will
promptly notify the State licensing/certification
agency. The verbalfwritten notice to agencies will
be made within twenty-four hours of the
occurrence (not two hours as required).

| i 609 | Reporting of Alleged Violations F 609
; s5=D | CFR(s): 483.12(c)(1)(4)
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1, The facility hired a new administrator as of
F 609 | Continued From page 28 F 609 1/11/19. The Administrator will process
required reports with in the two hour time
§483.12(c) In response to allegations of abuse, frame by submitting the report through the
neglect, exploitation, or mistreatment, the facility AZDHS portal. Policy will updated on 3/4/19
must: to reflect the correct reporting time 3/3/19

§483.12(c)(1) Ensure that all alleged violations
involving abuse, neglect, exploitation or
mistreatment, including injuries of unknown
source and misappropriation of resident property,
are reported immediately, but not later than 2
hours after the aflegation is made, if the events
that cause the allegation Involve abuse or result in
serious bodily injury, or not later than 24 hours if
the events that cause the allegation do not involve
abuse and do not result In serious bodily injury, to
the administrator of the facility and to other
offlclals {including to the State Survey Agency and
aduit protective services where state law provides
for jurisdiction in long-term care facilities) in
accordance with State law through established
procedures,

§483,12(c)}(4) Report the results of all
[nvestigations to the administrator or his or her
designated representative and to other officials in
accordance with State law, including to the State
Survey Agency, within 5 working days of the
incident, and If the alleged violation is verified
appropriate corrective action must be taken.
This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, staff interview,
facility documents and policies and procedures,
the facility failed to ensure that an allegation of
neglect for one resident (#225) was reported to
the State Survey Agency within two hours after
the allegation.

Findings include:

2. All residents have the potential to be
affected by this alleged deficiency.

3. New Administrator hired effeclive
01/11/2018. The administrator will report
all allegations of abuse or neglect in
accordance with state and federal regulations
to required agencies. The online portal with
the Arizona Department of Health Services
will be utilized for the day one report.

4. All incidents that are required to be
reported to state and local agencies will be
reviewed at the monthly QAP! meeting for
three months.
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Resident #225 was admitted on July 22, 2015,
with diagnoses that included dementia with
behavicral disturbance, mental disorder due fo
known physiological condition, delusional disorder
and altered mental status.

A nursing note dated April 5, 2018 at 10:05 am,
revealed the resident was discovered missing at
8:15 a.m. The note included the resident was not
discovered in her room and that a “code yeliow"
had been Initiated,

Review of the facility's investigative report dated
April 5, 2018 revealed that on the morning of April
5, 2018, it was determined that the resident had
not reported for breakfast, so missing person
procedures were immediately implemented. The
report included the resident "was able to leave
the facllity" obtain transportation, cross the border
into Mexico, and after entering Mexico obtained
transportation to a family home, arriving
unharmed. The report also included that the
resident had been residing on a behavioral health
(secured) unit, and that exit seeking and
wandering behaviors were being monitored.

Continued review of the facility investigative
report revealed that although the resident was
discovered missing on April 5, 2018 at 8:30 a.m.,,
the facility did not notify the State Survey Agency
unti 3:30 p.m. on April 5.

An interview was conducted with the
Administrator (staff #20) on January 8, 2019 at
2:46 p.m. The Administrator stated that the facility
had two hours to report all allegations of abuse,
including neglect to the State Agency. The
Administrator also stated that he was unable to
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explain why the elopement of resident #225 was
reported iate to the State Agency.

A facility's policy and procedure titled Recognizing
Signs and Symptoms of Abuse/Neglect included
a definition of neglect as the failure to provide
goods and services as necessary to avold
physical harm, mental anguish, or mental illness.
The policy also listed signs of actual physical
neglect that included inadequate provision of care
and leaving someone unattended who needs
supearvision.

Review of the facility's policy and procedure titled,
Reporting Abuse to State Agencies and other
Entitles/Individuals revealed that all suspected
violations and all substantiated incidents of abuse
will be immediately reported to appropriate state
agencies and other entities as may be required by
law. The policy included that should a suspected
violation or substantiated incident of
mistreatment, neglect or abuse be reported, the
facility Administrator or histher designes, will
promptly notify the State licensing/certification
agency. The verbaifwritten notice to agencies will
be made within twenty-four hours of the
occurrence {not two hours as required).

F 623 | Notice Requirements Before Transfer/Discharge F 623
55=p | CFR(s): 483.15{c}(3)-(6)(8)

§483.15(c)(3) Notice before transfer.

Before a facility fransfers or discharges a
resident, the facility must-

(i) Notify the resident and the resident's
representative(s) of the transfer or discharge and
the reasons for the move in writing and in a
language and manner they understand. The
facility must send a copy of the notice to a
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representative of the Office of the State
Long-Term Care Ombudsman,

(i) Record the reasons for the transfer or
discharge in the resident's medical record in
accordance with paragraph (¢)(2) of this section;
and

(i) Include in the notice the items desaribed in
paragraph (¢)}(5) of this section.

8483.15(c)(4) Timing of the notice.

(i) Except as specified in paragraphs (c)(4)(i}) and
(c)(8) of this section, the notice of transfer or
discharge required under this section must be
made by the facility at least 30 days before the
resident s transferred or discharged.

(i) Notice must be made as soon as practicable
before transfer or discharge when-

{A) The safety of individuals in the facility would
be endangered under paragraph (c)(1)(i{C) of
this section;

(B) The health of individuals in the facility would
be endangered, under paragraph (¢)(1)(iXD) of
this section;

(C) The resident's health improves sufficiently to
allow a more immediate transfer or discharge,
under paragraph (c){(1)(i}{B) of this section;

(D) An immediate transfer or discharge is
required by the resident's urgent medical needs,
under paragraph (c)(1)(i)(A) of this section; or
(E) A resident has not resided in the facility for 30
days.

§483.15(c)(5) Contents of the notice. The written
notice specified in paragraph (c)(3} of this section
must include the following:

{l) The reason for transfer or discharge;

(i The effective date of transfer or discharge;

(iii) The location to which the resident is

for those residents found to be affective by
the deficient practice.

1 On 1/10/19, an updated discharged list
was sent to the local Ombudsman for the
month of December.

2. All residents discharged from the facility
have the potential to be affected by this
alleged deficiency.

3. The Business Office Manager will

send a Monthly Admissions/Discharge
report to the local Ombudsman by the

5th business day of the month via email.

4, The Business Office Manager will report
the QAA Committee monthly for three
months. The Administrator will monitor for
compliance

3/3/19
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transferred or discharged;

(iv) A statement of the resident's appeal rights,
including the name, address (mailing and email),
and telephone number of the entity which
receives such requests; and informatlion on how
to obtain an appeal form and assistance in
completing the form and submitting the appeal
hearing request;

(v) The name, address (mailing and email} and
telephone number of the Office of the State
Long-Term Care Ombudsman,

(vi} For nursing facility residents with intellectual
and developmental disabiflities or related
disabilities, the mailing and email address and
telephone number of the agency responsibie for
the protection and advocacy of individuals with
developmental disabilities established under Part
C of the Developmental Disabilities Assistance
and Bill of Rights Act of 2000 (Pub. L.. 106-402,
codified at 42 U.S.C. 15001 et seq.); and

(vii) For nursing facllity residents with a mental
disorder or related disabilities, the mailing and
emall address and telephone number of the
agency responsible for the protection and
advocacy of individuals with a mental disorder
established under the Protection and Advocacy
for Mentally [ll Individuals Act.

§483.15(c){6) Changes to the notice.

if the information in the notice changes prior to
effecting the transfer or discharge, the facllity
must update the recipients of the notice as sooh
as practicable once the updated information
becomes available.

§483.15(c)(8) Netice in advance of facility closure
in the case of facility closure, the individual who s
the administrator of the facility must provide
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written notification prior to the impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facility, and the resident representatives, as
well as the plan for the transfer and adequate
relocation of the residents, as required at §
483.70().

This REQUIREMENT is not met as evidenced
by:
Based on clinlcal record reviews, staff interviews
and review of policles and procedures, the facility
failed to notify the State Long Term Care
Ombudsman when one resident (#50) was
transferred/discharged to the hospital on two
separate occaslons, and when one resident
(#175) was discharged to home,

Findings include:

-Resident #50 was readmitted to the facllity on
October 26, 2018, with diagnoses that included
acute respiratory failure with hypoxia, adult failure
to thrive and a pressure ulcer in sacral region.

A progress note dated July 26, 2018 revealed the
resident was sent to the emergency room, due to
difficulty breathing. A progress note dated July 29,
2018 revealed the resident was readmitted to the
factiity.

Review of a quarterly MDS (Minimum Data Set)
assessment dated October 31, 2018, revealed a
Brief (nterview for Mental Status (BIMS) score of
15, which indicated the resident was cognitively
intact,

A progress note dated October 23, 2018 revealed
that the resident was admitted to Banner South
Hospital Intensive Care Unit. Another progress

F 623
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note dated October 26, 2018 revealed that the
resident was readmitted to the facility.

However, there was no documentation that the
State Long Term Care Ombudsman was sent a
copy of the notice of discharges for each
hospitalization,

An interview was conducted with a ficensed
practical nurse (LPN/staff #150) on January 8,
2019 at 1:08 p.m., who stated that when she gets
a patient ready to be transferred, she does not
notify the Ombudsman and said the case
manager (#190) completes the paperwork when
a patient is being discharged.

An intetview was conducted on January 8, 2019
at 1:19 p.m. with case manager (staff #190), who
stated that she completes the paperwork when a
resident is being discharged and staff #193
notifies the Ombudsman about the discharge.

Staff #193 was interviewed on January 8, 2019 at
2:42 p.m, He stated that the facility had a meeling
last fall to talk about a better way to make sure
the Ombudsman is notified. He sald that he
called the Ombudsman and asked If he could
notify her by email, when a resident is
discharged. He said that she told him that she
doesn't want to be notified, because they don't
need the information and they are being
inundated with notificatlons. He said that Soclal
Services was handling the notifications at that
time.

An interview was conducted on January 8, 2018
at 3:06 p.m. with the Director of Social Services
(staff #204}, who stated that there was a meeting
with the Ombudsman on August 6, 2018,
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because she wanted to verify the process for
notifying the Ombudsman when a resident is
discharged. She said the Ombudsman didn't want
to be notified when a resident is discharged. She
acknowledged that the facility has not been
notifying the Ombudsman when a resident is
discharged and stated that she will be notifying
the Ombudsman in writing on a monthly basis
from this point forward.

-Resident #175 was admitted to the facility on
October 1, 2018, with a diagnosis of shortness of
breath.

Review of the discharge care plan initiated on
October 4, 2018 revealed resident #175 was to
discharge to her previous residence an assisted
living facility, after skilled nursing services were
completed.

A physician's order dated October 9, 2018
indicated the resident may be discharged on
October 13, 2018, with physical therapy home
heaith.

A review of the Minimum Data Set (MDS)
assessment discharge/return not anticipated
dated Qctober 13, 2018, revealed the resident
was discharged to the community.

Review of the clinical record revealed there was
no documentation that the State long term care
ombudsman had been sent a copy of the notice
of discharge.

An interview was conducted with the Director of
Social Services (staff #204) on January 9, 2018
at 9:21 AM. She stated the facility has not been
notifying the ombudsman when a resident is
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discharged. She stated that she is aware that the
facility is responsible for notifications, but the
ombudsman did not want to be notitied of
discharges.

An interview with the Director of Nursing
(DON/staff #125) was conducted on January 10,
2019 at 11:04 AM. The DON stated that she had
been told the ombudsman did not want to be
notified of discharges, but that the facillty must
notify her anyway. She stated the facility will be
sending a list of discharges to the ombudsman at
the end of every month.

Review of a facility policy regarding Transfer or
Discharge Notice revealed the resident an/or
representative will be notified of an impending
transfer or discharge from the facility as soon as
it is practicable but before the transfer or
discharge, when the transfer is necessary for the
resident's welfare and the resident's needs
cannot be met in the facility or when an
immediate transfer or discharge is required by the
resident's urgent medical needs. The policy also
stated that a copy of the discharge notice will be
sent to the Office of the State Long-Term Care
Ombudsman.

F 641} Accuracy of Assessments F 641
ss=n | CFR(s): 483.20(g)

§483.20(g) Accuracy of Assessments.

The assessment must accurately reflect the
resldent's status,

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, staff interviews,
and the Resident Assessment Instrument (RAI)
manual, the facifity failed to ensure a Minimum
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regarding antibiotic use and refusal of care for ) ,
one resldent (#62). those residents found to be affected by this
deficient practice:
Findings include: 1, Resident #62 medical records and MDS 3/319
Resident #62 was admitted on November 086, were reassessed. A modification was
2018, with diaghoses that inciuded schizophrenia, submitted to CMS with correct information by
hypertension, dementia, and depression,
2/24M19.
Review of the physician's orders revealed the 2. An audit of 25% of all residents on
following:
llowing antibiotics will have their MDS reevaluated for
-Bactrim 400-80 milligrams (mg) by mouth once a accuracy and coding.
day by mouth for prophylaxis for chronic UT} . . )
. D -
dated October 16, 2018 3. The MDS Director in-seiviced the
-Ipratropium Bromide HFA aerosol solution 17 Coordinator on accurately completing the
micrograms (mcg) one puff orally every 6 hours MDS on 2/25/19, The MDS Director will audit
for COPD (chronic obstructive pulmonary
disease) dated August 24, 2018 a random sample of MD§ for antibiotics on a
-Metoprolol 25 mg by mouth once a day for menthly basis for three months,

hypertension dated August 25, 2018
-Levothyroxine 75 meg by mouth once a day for
hypothyroidism dated August 25, 2018. and report to QA for three months.

The MDS Director will monitor for comphance

A review of the MAR for October 2018 revealed
that the resident was administered Bactrim from
October 16-31. The MAR also revealed the
tesident refused [pratropium Bromide from
October 27- 31 multiple times, refused Metoprolol
an October 27, 28, and 29, and refused
Levothyroxine on October 27 and 30.

However, review of the quarterly MDS
assessment dated November 1, 2018, revealed
the resident did not receive an antibiotic and
displayed no refusal of care during the 7 day
look-back period. The MDS assessment also
included a Brief interview for Mental Status score
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of 15 which indicated the resident had no
cognitive impairment and that the resident
displayed verbal behaviors directed towards
others.

An interview was conducted with a MDS
Coordinator (staff #182) on §4/09/19 at 11:31 AM.
Staff #182 stated that information obtained from
the nurses’ notes and the medication records are
used to code a MDS assessment. She also
stated that information is obtained from speaking
with the residents and the staff. She
acknowledged that the quarterly MDS
assessment dated November 1, 2018 was an
error in documentation regarding refusal of care,

During an interview conducted with the Director of
Nursing (DON/staff #125) on 01/09/19 at 11:44
AM., the DON stated that her expectation is that
the MDS assessments are accurate, and that
incorrect information on the MDS assessment is
not acceptable.

An interview was conducted with a MDS
Coordinator (staff #181) on 01/10/18 at 01:18 PM.
She stated that her hand writlen notes for
November included the resident was on
antibiotics through the end of October 2018, She
agreed that the MDS assessment was marked
incorrectly and stated that it was an oversight.

The RAI manual for the MDS assessment states
that the importance of accurately completing and
submitting the MDS assessment cannot be over
emphasized. The manual also included that the
MDS assessment is the basis for the
development of an Individualized cars plan. The
RAl manual instructs to review the clinical record
for documentation regarding any antibiotics that
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were received by the resident during the 7 day
look-back period and record the number of days it
was recelved. The RAI manual also instructs to
review the clinical record and interview staff for
any refusal of care (e.g. taking medications)
during the 7 day look-back period and code the
behavior if it ccourred.

PASARR Screening for MD & ID

CFR(s): 483.20(k)(1)-(3})

§483.20(k) Preadmission Screening for
individuals with a mental disorder and individuals
with intellectuat disability.

§483.20(k)(1) A nursing facility must not admit, on
or after January 1, 1989, any new residents with:
(i) Mental disorder as defined in paragraph (k})(3)
(i) of this section, unless the State mental health
authority has determined, based on an
Independent physical and mental evaluation
performed by a person or entity other than the
State mental heaith authority, prior to admission,
(A) That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility;
and

(B) If the individual requires such level of
services, whether the individual requires
specialized services; or

(il) Intellectual disability, as defined in paragraph
(K)(3)(ii) of this section, unless the State
intellectual disabllity or developmental disability
authority has determined prior to admission-

{A) That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility;
and

(B) if the individuat requires such [evel of

F 641

F 645
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services, whether the individual requires
specialized services for Intellectual disability.

§483.20(k}(2) Exceptions. For purposes of this
section-

() The preadmission screening program under
paragraph(k)(1) of this section need not provide
for determinations in the case of the readmission
to a nursing facility of an individual who, after
being admitted to the nursing facility, was
transferred for care in a hospital,

(i} The State may choose not to apply the
preadmission screening program under
paragraph (k){1) of this section to the admission
to a nursing facility of an individual-

{A) Who is admitted to the facility directly from a
hospital after receiving acute inpatlent care at the
hospital,

(B) Who requires nursing facility services for the
condition for which the individual received care in
the hospital, and

(C) Whaose attending physician has certified,
before admission to the facility that the ndividual
is likely to require less than 30 days of nursing
facility services.

§483.20(k)(3) Definition. For purposes of this
section-

(i) An individual is considered to have a mental
disorder if the individual has a serious mental
disorder deflined In 483.102(b)(1).

(i) An individual is considered to have an
intellectual disability if the individual has an
intellectual disability as defined in §483.102(b)(3)
or is a person with a related condition as
described in 435.1010 of this chapter.

This REQUIREMENT is not met as evidenced
by
Based on clinical record review, staff interviews,
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and review of facility policies and procedures, the was obtained on 1/10/18
faciiity failed to ensure one resident (#61) was 2 All residents who need a Level Il 33119

referred to the appropriate state-designated
authority for Level Il PASARR (pre-admission
screening and resident review) evatuation and
determination.

Findings include:

Resident #61 was admitted to the facility on
February 20, 2014 with diagnoses that included
unspecified psychosis not due to a substance or
known physiological condition, Parkinson's
disease, and schizoaffective disorder.

Review of the resident's clinical record revealed a
Level | PASARR dated June 4, 2015 which
revealed the resident had a primary diagnosis of
a serious mental illness (SMI) and required a
referral for a Level [l determination for mental
illness,

Eurther review of the clinical record revealed no
evidence that the facility referred the resident to
the appropriate state-designated authority for a
Level I PASARR,

An interview was conducted with a social worker
(staff #203) on January 9, 2019 at 8:00 a.m. Staff
#203 stated that if a resident had a primary
diagnoses of a SMI that a referral for a Level Il
PASARR should be done. Staff #203 stated that
she was unsure if a referral for a Level |l
PASARR was completed for this resident.

An interview was conducted with another social
worker (staff #204) on January 9, 2019 at 10:26
a.m. Staff #204 stated that the facliity did an audit
about a month ago and the resident qualified for a

screening could be affected by this alleged

deficiency.

3. The facilily conducted an in-service on

2/4119 regarding the process for Level Il
PASAAR for all Soclal Services staff.

This in-service will repeat on 2/28/19 and
include the nurse managers, Admission
Department,Medical Records and the
MDS Director. The Social Services Director

will review all new admissions o determine
if a Level |l screening is needed.

The Behavioral Health Program Director will
review the PASAAR during the admission
process to ensure the appropriate
Level |l referral.

4. A tracking log was developed to ensure

that if a Level ll is needed and it has been
submitted correctly and timely.

This will monitored by the Behavioral Health
Program Director and the Administrator.
Resuits submitted monthly to the

QAA Committee.
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referral for a Level Il PASARR. Staff #204 stated
that the referral was not completed yet.

Review of the facility's policy Admission Criteria
revealed "... Nursing and medical needs of
individuals with mental disorders or intellectual
disabilities will be determined by coordination with
the Medicaid Pre-Admission Screening and
Resident Review program (PASARR) to the
extent possible..."

F 657 | Care Plan Timing and Revision F 657
s5=E | CFR(s): 483.21(b){2)()-(iif)

§483.21(b) Comprehensive Care Plans
§483.21{b){2) A comprehensive care plan must
be-

(i) Developed within 7 days after completion of
the comprehensive assessment.

{il) Prepared by an interdisciplinary team, that
includes but is not imited to--

(A) The attending physician,

(B) A registerad nurse with responsibility for the
resident,

(C) A nurse aide with responsibility for the
resident,

(D) A member of food and nutrition services staff.
(E) To the extent practicable, the participation of
the resident and the resident's representative(s).
An explanation must be included in a resident's
medical record if the participation of the resident
and their resident representative is determined
not practicable for the development of the
resident's care plan.

(F) Other appropriate staff or professionals in
disciplines as determined by the resident's needs
or as requested by the resident.

(iyReviewed and revised by the interdisciplinary
team after each assessment, including both the
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comprehensive and quarterly review
assessments.
This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, staff interview,
and policy and procedure, the facility failed to
ensure a care plan was revised for one resident
(#74),

Findings include:

Resident #74 was admitted to the facility on
December 7, 2017 with diagnoses that included
multiple sclerosis and quadriplegia.

Aphysician's order dated July 23, 2018, revealed
the order to apply splints to both arms at night at
bedtime and take off in the morning to prevent
contractures was discontinued.

The quarterly Minimum Data Set (MDS)
assessment dated November 8, 2018 revealed
the resident was cognitively intact and required
extensive/total assist with activities of daily living
(ADLS).

Review of the care plan for mobility dated
November 24,-2018 revealed the resident had
limited physical mobility related to current
co-morbidities including multiple sclerosis (MS).
interventions included applying splints to both
arms at night and removing in the morning.

Further review of the care plan revealed it was
not revised to reflect the splints had been
discontinued.

An interview was conducted with the Assistant
Director of Nursing (ADON/staff #21) on January
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9, 2019 at 3:46 PM. Staff #21 stated the updated to reflect the discontinuance of the 31319
resident's splints had been discontinued. She splints on 2/24/19. The resident care plan is
stated that she did not know why the care plan scheduled for review on 2/28/18.
had not been updated. The ADON stated ali 2. Residents with adaptive equipment have
departments are responsible for updating the the potential to be affected by this practice.
care plan, including nursing. She said the nursing 3. The IDT team will review new orders from
management meets every morning to discuss the previous 24 hours and on Monday from
residents' care plans, change of condition, etc. the weekends and update care plans when
) ' ) change of condition occur. Education will be
An interview was conducted with the Director of provided to the IDT on 2/25/2019 to ensure
Nursing (DON/staff #125) on January 10, 2019 at understanding and compliance
9:29 AM. The DON stated anything in the care 4 The DON/Desi il .'t ;
plan refated fo nursing is updated dally, She said - 1he esignee will monflorfor
they have an interdisciplinary team (IDT) meeting compliance and report to the QAA Commilteq
every morning. She stated they are good at for three months.
adding to the care plan but need to get better at
discontinuing things. The DON said the splints
should have been resolved in the care plan.
Review of the facility's policy titled "Care Plans -
Comprehensive” revealed assessments of
residents are ongoing and care plans are revised
as information about the resident and the
resident's condition change.
F 689 | Free of Accident Hazards/Supervision/Devices F 689
§5=p | CFR(s): 483.25(d){1){(2)
§483.25(d) Accidents.
The facility must ensure that -
§483.25(d)(1) The resident environment remains
as free of accident hazards as is possible; and
§483.25(d){2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.
This REQUIREMENT is not met as evidenced
by
Based on gbservations, staff interviews, and
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review of policies and procedures, the facility
failed to ensure that a public restroom accessible
to residents was free from accident hazards.
Findings include:
1. On January 10, 2018 the door closure for
During an observation conducted on January 7, Restroom #1 was repaired to prevent the
2019 at 10:30 a.m., two unlocked restrooms were door from slamming shut. The locks to both 3/3/119
observed near the front entrance of the facility. restrooms were changed to require a key
When the door to restroom #1 was opened and from the receptionist in order to enter the
released, the door rapidly siammed shut causing restroom
a potential accident hazard to residents who may This Was'eﬁecﬁve 111012019
use the restroom. Multiple residents passed by 2 All resid ) tob
this area to go to the front lobby and to go outside - All residents who enter the lobby area and
of the facility. request a restroom could be affected.
3. The Maintenance Director will ensure
An interview was conducted with a receptionist the doors to the restroom are in working, safe
(staff #191) on January 8, 2019 at ©:25 a.m. Staff condition. The receptionist will report any
#191 stated that they asked the residents not to concerns to the Maintenance Director.
use the pUbEEC TeStl’OomS blli‘ that some Of them 4. The Maintenance Director will include
go in there anyway. Staff #191 stated that the door operations as part of his preventive
oot b ot (e ravaplonst dosk maintenance prograrn. The Adrminisitator
Staff #191 further stated the public bathroom f)*‘:;jlng°“t‘;°r for °°’t';"“a“°e and report to
doors used to be locked. or three months.
Additional observations conducted on January 8,
9, and 10, 2019 revealed the area near the public
restraoms and front lobby continued to be a high
traffic area with residents going fo the front iobby
or out of the facility.
An interview was conducted with another
receptionist (staff #194) on January 10, 2019 at
11:00 a.m. Staff#194 stated that the residents
were asked fo not use the public restrooms. Staff
#194 further stated the doors used to be locked.
An interview was conducted with the managing
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partner of the facility {staff #220) on January 10,
2019 at 12:35 p.m. Staff #220 stated that the
facility will be repairing the door today so that it
does nof slam shut,

Review of the facility's policy Safety and
Supervision of Residents revealed "Our facility
strives to make the environment as free from
accident hazards as possible". The policy
included resident safety and supetvision and
assistance to prevent accidents are facility-wide
priorities.

Respiratory/ Tracheostormy Care and Suctioning
CFR(s): 483.25(i}

§ 483.25() Respiratory care, including
tracheostomy care and tracheal suctioning.
The facility must ensure that a resident who
needs respiratory care, including fracheostomy
care and tracheal suctioning, Is provided such
care, consistent with professional standards of
practice, the comprehensive person-centered
care plan, the residents' goals and preferences,
and 483.65 of this subpart.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, staff interviews
and policy and procedures, the facility fafted to
ensure one resident (#50) was provided
resplratory care consistent with the physician's
order.

Findings include:

Resident #50 was readmitted to the facility on
October 26, 2018, with diagnoses that included

acute respiratory failure with hypoxia, adult failure

to thrive and paraplegia.

F 689

F 695

1. The Policy and Procedure for Oxygen
Administration was updated on 2/26/19 to
include weekly tube change and date.

2. Residents who receive oxygen could be
affected by this alleged deficiency. The
facility will audit ali residents with oxygen
orders to ensure that the orders reflect
the policy change with the correct oxygen
order and tubing change order.

3. Admission orders will be updated to
include tube change and date. Nurse
management audit of all new admissions
will include reviewing all residents with
oxygen orders to ensure accuracy.

4, The DON/Designee will monitor for
compliance and report to QAA for three
months.

3/318
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Review of the current summary of physician's
orders revealed an order for oxygen continuously
at 2 liters per minute via nasal cannula dated
October 26, 2018 and an order to change the
oxygen tubing every Wednesday on the night shift
dated January 10, 2019,

Review of the quarterly MDS (Minimum Data Set)
assessment dated October 31, 2018 revealed a
Brief Interview for Menta! Status (BIMS) score of
16, which indicated the resident was cognitively
intact. The assessment also included the resident
was receiving oxygen therapy.

The current care plan revealed the resident had
altered respiratory status related to respiratory
failure with hypoxia. The interventions included
administering medication/puffers as ordered and
monitoring for effectiveness and side effects and
monitaring/documenting/reporting abnormal
breathing patterns to the physician.

During an interview conducted with the resident
on January 7, 2019 at 3:23 p.m., the oxygen
concentrator was observed to be set at 2.5 liters,
however, the resident did not have on the nasal
cannula, as it was lying on the resident's tray.
Observation of the tubing revealed no date when
the tubing had been changed.

On January 9, 2019 at 12:28 p.m., the resident
was observed sleeping in his wheelchair with the
oxygen tubing on and the concentrator was set at
2.5 liters. The tubing was not observed to have a
date to reflect when the tubing had been last
changed.

An interview was conducted with a certified
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nursing assistant (CNA/staff #58) on January 10,
2019 at 9:14 a.m., who stated that the CNA's on
the overnight shift change the tubing on the
oxygen concentrators every Sunday, and tape the
date on the tubing to show when the tubing was
changed. She stated that if there is no date on
the tubing or if the date indicates that it is
overdue, she changes the tubing. After observing
the oxygen tubing, she confirmed that there was
no date on the resident's tubing or anywhere on
the oxygen machine. She also confirmed that the
level of oxygen was set at 2.5 liters per minute.

An interview was conducted on January 10, 2019
at 9:22 a,m. with a licensed practical nurse
(LPN/staff #159), who stated that the CNA's on
the night shift change and date the oxygen tubing
every Sunday and document the tubing was
changed in the computer in the task section. She
stated that if she dld not see a date on the tubing,
she would change the tubing. She also stated that
it is the nurse's responsibility to monitor the
amount of oxygen received per a minute. After
reviewing the orders, she stated the order is for
oxygen at 2 liters.

Review of the resident's electronic record
including in the task section, revealed there was
no documentation that the tubing was changed in
November and December 2018.

Duting an interview conducted with the Director of
Nursing (DON/staff #125) on January 10, 2019 at
11:05 a.m., she stated the expectation is that the
oxygen tubing is to be changed by the CNA's on
the night shift every Sunday.

The facility's pollcy regarding "Oxygen
Administration” included the following:
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§483.25(1) Dialysis.

The facility must ensure that residents who
require dialysis receive such services, consistent
with professional standards of practice, the
comprehensive person-centered care plan, and
the residents' goals and preferences.

This REQUIREMENT Is not met as evidenced
by:

Based on clinical record review, staff interviews,
and policy review, the facility failed to ensure
physician orders were in place for one resident
(#151) regarding dialysis.

Findings include:

Resident #1561 was admitted to the facility on
November 16, 2018 with dlagnoses that included
end stage renal disease, sepsis, and bacteremia.

An admission Minimum Data Set (MDS)
assessment dated November 23, 2018 included
the resident had shorf-term and long-term
memory problems and had severe impairment
with daily declsion making. The MDS assessment

2. All residents who receive dialysis could
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-The purpose of this procedure is to provide
guidelines for safe oxygen administration.
-Verify that there is a physician's order for this
procedure,
-Review the physician's order or facllity protocol
for oxygen administration.
The policy did not address a process for
‘| monitoring when oxygen equipment is to be
changed.
F 698 | Dialysis F 608
ss=¢ | CFR(s): 483.25(}}

1. Physician order for dialysis was obtained
on 1/10/19. 3/319
be affected by this alleged deficiency.

An audit was conducted on 2/27/19 for all
residents receiving dialysis to ensure orders
are in place.100% audited had the correct
orders.

3. The admission audit process will identify
residents needing dialysis to ensure there
are current physician orders.

4, The DON/Designee will monitor for
compliance and report to the QAA Committes
for three months.
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also included the resident was receiving dialysis.

A nursing note dated November 23, 2018
revealed the resident had a right sided vascular
catheter.

Review of the clinical record revealed the resident
went out to dialysis appointments on several
acoasions in November and December 2018 and
January 2019,

A care plan dated December 21, 2018 included
the resident needs dialysis related to end stage
renal disease. Interventions Included checking
and changing the dressing dally at access site
and document.

However, review of the clinical record revealed no
evidence that there was a physician's order for
dialysis treatments, to monitor the dialysis site, or
to check and change the access site dressing
dally.

In an interview with a licensed practical nurse
(LPN/staff #1656) on January 10, 2019 at 10:31
a.m., he stated that for a resident receiving
dialysls, there should be an order for the dialysis
treatment to include the days for dialysis and an
order to monitor the dialysis site. He stated that if
the resident has a port site then Iif should be
monltored every day for bleeding. The nurse
reviewed resident #151's electronic record and
was unable to locate an order for the resident's
dialysis treatment.

During an interview conducted with the LPN (staff
#153) caring for this resident on January 10, 2019
at 10:38 a.m., she stated the resident was
currently at the dialysis center. She stated she

FORM CMS-2567(02-99) Previous Versions Obsalete Event iD: V3CM11 Faciity ID: LTC0053 If continuation sheet Pagse 51 of 68




- Ty PRINTED: 02/20/2019
DEPARTMENT OF HEALTH AND HUM. ..7 SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFIGIENCIES (X1} PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A BUILDING COMPLETED

035099 B. WiNG 01/40/2019

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

2900 EAST MILBER STREET

TUCSON, AZ 85714

YY) SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSG IDENTIFYING INFORMATION) WG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

SAPPHIRE OF TUCSON NURSING AND REHAB, t1.C

F 698 | Continued From page 51 F 698

knows when the resident is scheduled for dialysis
based on an appointment log that is reviewed
every day and her report sheet that has the
dialysis days and time. The LPN also stated that
when the resident returns from dialysis an
assessment is done which includes checking the
site. She stated the site should be assessed and
documented every shift, and that there should be
an order to monitor the site,

In an Interview with the Director of Nursing
(DON/staff #125) on January 10, 2019 at 10:43
a.m., she stated there should be a physician's
order In place for dialysis treatments which
includes the location, day and time. She aiso
stated there should be an order to monitor the
resident's dialysis site, whether it is a fistula or a
port.

Review of the facility's policy titled "Hemodialysis
Access Care" did not Include physician's orders
regarding a resident receiving dialysis treatment,
Per the DON, there was no other policy speclific
to dialysis.

F 725 | Sufficient Nursing Staff F 725
ss=E | CFR(s); 483.35(a)(1)(2)

§483.35(a) Sufficient Staff,

The facility must have sufficient nursing staff with
the appropriate competencies and skills sets to
provide nursing anhd related services to assure
resident safety and aftain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident, as determined by
resident assessments and individual plans of care
and considering the number, acuity and
diagnoses of the facility's resident papulation in
accordance with the facility assessment required
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§483.35(a)(1) The facility must provide services
by sufficient numbers of each of the following
types of personnet on a 24-hour basis to provide
nursing care to all residents in accordance with
resident care plans:

(i) Except when waived under paragraph (e) of
this section, licensed nurses; and

(i) Other nursing personnel, including but not
limited to nurse aides.

§483.35(a)(2) Except when waived under
paragraph (e) of this section, the facility must
designate a licensed nurse to serve as a charge
nurse oh each tour of duty.

This REQUIREMENT is not met as evidenced
by

Based on resident and staff interviews, facility
documentation and policies and procedures, the
facility failed to have sufficlent nursing staff to
provide nursing and related services to assure
resident safety and attain or maintain the highest
practicable physical, mental and psychosocial
well-being of each resident,

Findings Include:

Mutltiple resldenit Interviews were conducted on
January 7, 2018 regarding facility staffing. Ten
random residents stated that there was not
enough staff and that they have to wait too long
for staff assistance and for their call fights to be
answered.

An interview was conducted with a CNA (certified
nursing assistant). The CNA stated that the A-1
unit for high acuity behavioral residents was
usually staffed with 3 CNA's to care for 20-24
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at §483.70(e). reflect a Tnore str‘ucltlired procedure for th-ose
who call in resulting in staff shortages. This

policy was presented to staff on 2/22/18,
There has been an increase in the hiring of
C.N.A's and nurses to fill open positions,
This will reduce the number of outside
agency usage resulting in better and
consistent patient care. The staffing
patterns were reviewed to reflect a need for
increased staffing on the Behavioral Unit.
2. All residents could be affected by this
alleged deficiency.

3. The Resident Council Minutes are
reviewed by the Administrator and
monitored to ensure a response and action
plan will be addressed for all concerns.

An additional Guest Services Coordinator
has been hired as of 3/1/19 to also address
resident concerns and assist with any
grievances.

4. The Administrator will monitor for
compliance and report to the

QAA Committee for three months.

3/3/19
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residents. The CNA stated that one CNAis
supposed to be in the hall at all times to monitor
to prevent resident to resident altercations, but
that does nof always happen because of call ins.

An interview was conducted with another CNA,
who stated that someone Is always supposed to
be monitoring the haliway on the A-1 unit, but that
does not always happen and it's kind of irritating.
The CNA stated we do the best we can, butif
there Is a call in there is no cne to monitor the
hallway and the residents get in to altercations.

An interview was conducted with another CNA
who stated that it is challenging to care for the
rasidents when there are call ins.

An interview was conducted with a fourth CNA,
who stated that sometimes it is hard to care for
the residents when there are call ins.

An interview was conducted with another CNA,
who stated that care and showers do not get
done when there is not enough staff, The CNA
further explained that care gets done but not like
it should and showers get missed.

An interview was conducted with another CNA,
who stated that the facility attempts to staff
adequately, but some days they are short,

An interview was conducted with a seventh CNA,
who stated that they used to have four CNA's for
this hallway and now they have three. The CNA {
stated that it was hard to monitor the hallway,
because most of the residents on this hallway
require two staff to provide care.

An interview was conducted with another CNA,
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who stated that she thought the afternoon shift
could use more staff especially on the weekends.
The CNA stated that they used to have a hall
monitor, but do not anymore,

An interview was cohducted with a CNA, who
stated that sometimes they only have two CNA's
on 2nd shift for this hallway and it's hard because
most of the residents on this hallway require two
staff to provide care. The CNA stated that the
facility is trying to staff adequately because they
are now using agency staff.

An interview was conducted with a LPN (licensed
practical nurse). The LPN stated they could use
more staff. The LPN stated that when they are
short, | do not focus on my medications or
paperwork and help the CNAs.

An interview was conducted with another LPN,
who stated that they used to have enough staff,
but when the new management company took
over they cut staff. The LPN stated we do the
best we can. The LPN further stated that there
are more CNAs scheduled today, because the
surveyors are here for the annual survey.

Review of the Resident Council Minutes from
February 2018 through December 2018 revealed
the following concerns from residents:

~February 26: "Not enough staff all shifts.”

-May 8: "The residents are concerned with ratio of
staff and residents. The lights are not being
answered promptly.” .

-July 9: "Many say there's not enough staff
{pending concern already)."

-August 30: "Residents are concerned with lights
not being answered promptly, Concerns with 7.00
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a.m. - 3;00 p.m. B2 (long term care unit)."
-September 13: "Residents feel fike they lack
staff.”

-October 12: "Call lights are not answered quick
and residents and family are waiting more than
15 minutes on B2."

-November 8: "Overworked and understaffed was
stated by one resident. B2 (all shifts). CNA's do a
very good job but most are exhausted.”
-December 6; "B2 resident stated there have
been 2 CNA's to 30 patients and needs are not
being met. Residents stated staffing issues for
the dining room have happened three times this
week. Residents need help with feeding and
passing food."

According to the resident council meeting
documentation, a meeting was held on January 8,
2019 at 2:10 p.m., with six residents. Per the \
documentation, four of the six residents stated
that there was not enough staff and that they had
to wait extended periods of time for staff
assistance.

On the last page of the Resident Council Minutes
for the above months was a section titled,
“Interventions to be Implemented" however, each
month this section was blank,

An interview was conducted with the activity
director (staff #2) on January 9, 2019 at 2:45 p.m.
Staff#2 stated that she has been the activity
director since Aprif 2018, and that she took the
minutes for the resident council meeting. Staff #2
stated that she gave the staffing concerns to
nursing and they are supposed to respond to the
residents’ concerns so that we could jet the
resident council know. Staff #2 stated that she
had not received responses from nursing yet
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regarding staffing.

An interview was conducted with the
administrator (staff #20) on January 10, 2019 at
9:25 a.m. Staff #20 stated that there should be a
monitor in the hallways of the A1 and B1 units.
Staff #20 stated that the facility is aware of the
residents concerns regarding staffing.

An interview was conducted with the managing
partner of the facllity (staff #220) on January 10,
2018 at 10:40 a.m. Staff #220 stated that different
units have different staffing needs. Staff #220
stated the facility has never had a resident to
resident altercation that resulted in a serious
injury, because of staffing. Staff #220 stated that
ratio wise, there was enough staff and the
concern could be the accountabliity of the staff.
Staff #220 stated that he was not aware of the
residents and staff concerns regarding staffing.

Review of the facility's policy regarding Staffing
revealed, "Our facility provides sufficient numbers
of staff with the skill and competency necessary
fo provide care and services for all residents in
accordance with resident care plans and the
facility assessment...Inqulries or concerns relative
to our facllity's staffing should be directed to the
Adrministrator or his/her designee.”

F 758 | Free from Unnec Psychotropic Meds/PRN Use F 758
gs=pD | CFR(s): 483.45(c)(3){e)}(1)-(5)

§483.45(e} Psychotropic Drugs.

§483.45(c)(3) A psychotropic drug is any drug that
affects brain activities associated with mental
processes and behavior. These drugs include,
but are not limited to, drugs in the following
categories:
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resident, the facility must ensure that---

§483.45(e)(1) Residents who have not used
psychotropic drugs are not given these drugs
unless the medication is necessary to treat a
specific condition as diagnosed and documented
in the clinical record;

§483.45(e)(2) Residents who use psychotropic
drugs recsive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs;

§483.45(e)(3) Residents do not receive
psychotropic drugs pursuant to a PRN order
unless that medication Is necessary to treat a
diagnosed specific condition that is documented
in the clinical record; and

§483.45(e){4) PRN orders for psychotropic drugs
are limited to 14 days. Except as provided in
§483.45(e)(5), if the attending physician or
prescribing practitioner believes that itis
appropriate for the PRN order to be extended
beyond 14 days, he or she should document their
rationale in the resident's medical record and
indicate the duration for the PRN order.

§483.45(e)(5) PRN orders for anti-psychotic
drugs are Imited to 14 days and cannot be
renewed unless the attending physiclan or

2. All residents could be affected by this
alleged deficiency. The Behavioral Health
nurse manager conducted an audit between
1/28/19-2/1/19 to determine correct
diagnosis for use of psychotropic drugs.

3. The Behavioral Health nurse manager will
conduct ongeing random audits on orders for
psychotropic medications for the
correct diagnosis. For all new admissions
the orders will be reviewed by nurse
managers to check for appropriate diagnosis.

All other orders for in-house residents will be
reviewed at daily clinical mesting.

4. The DON/Designee will monitor for
compliance and report any issdes fo the QAA

Committee for three months.
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(1} Anfl-psychotic, those residents noted to be affected by this
(”) Antl'-depr.essant; alleged deficient practice.
(iily Anti-anxiety, and
(iv) Hypnotic 1. Resident #135 was discharged on
. 12/26/18.
Based on a comprehensive assessment of a 31319
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prescribing practitioner evaluates the resident for
the appropriateness of that medicatlon.

This REQUIREMENT is not met as evidenced
by:

Based on closed clinical record review, staff
interviews, and policies and procedures, the
facility failed to ensure that one resident (#135)
who was prescribed an antipsychotic medication
upan admission, had indications for its use.

Findings include:

Resident #135 was admitted on November 7,
2018 with diagnoses that included Alzheimer's
disease, toxic encephalopathy, and major
depressive disorder. The resident was discharged
December 26, 2018,

Review of hospital records prior to the resident's
admission, revealed a H&P (History and Physicat)
report dated November 5, 2018 that the resident
had a significant history of Alzheimer's dementia
and traumatic brain injury and was cooperative
with normal mood and cognition. The hospital
H&P included a list of medications that the
resident was recelving in the hospital. The list did
not include the Risperidone (antipsychotic) or any
other antipsychotic medication.

Continued review of the hospital records revealed
a discharge summary dated November 7, 2018
that included an order for the resident to receive
Risperidone 0.5 mg (milligram) tablet every 12
hours upon transfer to the facility. The discharge
summary included the diagnoses dementia and
depression but did not include a diagnosis of
psychosis.

Review of the closed clinical record revealed a
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physician's order dated November 7, 2018 for
Risperidone 0.5 mg tablet two times daily for
dementia.

The Medication Administration Record for
November 2018 revealed the resident was
adrministered Risperidone as ordered.

A discharge MDS (Minimum Data Set)
assessment dated December 26, 2018 included a
BIMS (Brief Interview for Mental Status) score of
11 which indicated the resident had moderately
impaired cognition. The assessment included the
resident felt tired, depressed, had difficulty
sleeping, and verbal behaviors directed at others.
The assessment also included the resident
received antipsychotic medications. However, the
assessment did not include the resident had a
psychiatric mood disorder.

Further review of the closed record did not reveal
any additional documented evidence that the
diagnosis of dementia for the use of the
antipsychotic medication Risperidone had been
clarified.

An interview was conducted on January 10, 2018
at 9:17 a.m. with the Director of Nursing
(DON/staff #125). The Director stated that a
diagnosls is needed to support the use of specific
medications and that if the physician prescribes a
medication for which the resident does not have a
diagnosis, the nurse is to question the doctor
about tha dlagnosis. The DON stated that when a
resident is admilted from the hospital, the
medications that are prescribed must verify with
the physician by the nurse. The DON stated that
an antipsychotic drug cannot be prescribed for
dementia unless there is a diagnosis o support
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the use of the antipsychotic drug. The DON
further stated that the use of the antipsycholic
drug for resident #135 should have been clarified
with the physician.

During an interview conducted on January 10,
2019 at 9:35 a.m. with a RN (Registered
Nurse/staff #165), the nurse stated that if a
diagnosis is inappropriate for an ordered
medication, the nurse would bring it to the
physician's attention.

The facility's policy and procedure titled
Antipsychotic Medication Use included a policy
statement that antipsychotic medications may be
considered for residents with dementia but only
after medical, physical, functional, psychological,
emotional psychiatric, soclal and environmental
causes of behavioral symptoms have been
identified and addressed. The policy included
residents will only receive antipsychotic
medications when necessary to treat specific
conditions for which they are indicated and
offective.

F 842 | Resident Records - ldentifiable information F 842
§s=D | CFR(s): 483.20{f)(5), 483.70(!)(1)-(5}

§483.20(f)(5) Resident-identifiable information.

(i) A facility may not release Information that is
resident-identiflable to the public.

(i) The facility may release information that is
resident-identifiable to an agent only in
accordance with a contract under which the agent
agrees not to use or disciose the information
except to the extent the facility itself is permitted
to do so.

§483.70(i) Medical records.
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§483.70(1)(1) In accordance with accepted
professional standards and practices, the facility
must maintain medical records on each resident
that are-

{i} Complete;

(i} Accurately documented,

(i} Readily accessible; and

(iv} Systematically organized

§483.70(i){2) The facility must keep confidential
all information ¢ontained in the resident's records,
regardiess of the form or storage method of the
records, except when release Is-

(i) To the individual, or their resident
representative where permitted by applicable law,
(if) Required by Law;

(iil) For treatment, payment, or health care
operations, as permitted by and in compliance
with 45 CFR 164.506;

{iv) For public health activities, reporting of abuse,
neglect, or domestic violence, health oversight
activities, judicial and administrative proceedings,
law enforcement purposes, organ donation
purposes, research purposes, or to coroners,
medical examiners, funeral directors, and to avert
a serious threat to health or safety as permitted
by and in compliance with 45 CFR 164.5612,

§483.70(i}(3) The facility must safeguard medical
record information against loss, destruction, or
unauthorized use.

§483.70(i)(4) Medical records must be retained
for-

(i) The period of time required by State law; or
(ii) Five years from the date of discharge when
there is no requirement in State law; or

(iii) For a minor, 3 years after a resident reaches

access to all electronic medical records.
The current owners of this facility took over
August 2018, During the certification survey
conducted 1/7-1/10 the facility made
muitiple attempts to obtain the electronic
medical records for Resident #225 from the
previous owners. The previous owners
{Avalon) would not send electronically to
PCC (Point Click Care) but did send
through emall therefore ailowing

Sapphire of Tucson to print the medical
record for the survey team.

2. The residents who are affected by this
afleged deficiency would be discharged
residents that were under the control of the
previous owners.

3. if there are future request for medical
records under the confrol of the previous
owners, this facility will make every effort
to obtain the records for all entities and
agencies that request them.
4. The Administrator will monitor and be
the point person for this issue

31318
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legal age under State law.

§483.70{i)}(5) The medical record must confain-
(1) Sufficient information to identify the resident;
(i) Arecord of the resident's assessments;

(iii) The comprehensive plan of care and services
provided,

{iv) The results of any preadmission screening
and resident review evaluations and
determinations conducted by the State,

(v) Physiclan's, nurse's, and other licensed
professional's progress notes; and

{vi) Laboratory, radiology and other diagnostic
services reports as required under §483.50,
This REQUIREMENT is not met as evidenced
by:

Based on record review, staff interviews and
policies and procedures, the facility failed to
ensure that electronic and paper health recards
for one resident (#225) were readily accessible to
the State Survey Team.

Findings include:

Resident #225 was admitted on July 22, 2015
with diagnoses that included dementia with
behavioral disturbance, mental disorder due to
known physiological condition, delustonal
disorder, and altered mental status. Resident
#225 was discharged on April 5, 2018.

During random reviews of the facility electronic
records conducted on January 7, 2019 it was
revealed the electronic health records for resident
#225 were not accessible in the data base
provided by the facility.

An interview was conducted with the
administrator (staff #20) on January 7, 2019 at
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10:15 a.m. The administrator stated that the
facifity did not have access to electronic records
for resident #225, and that access to those
records had been removed by the previous owner
of the facility when the facility was purchased by
the current owner in August 2018. The
Administrator stated that he would notify the
previous owner that access to the records was
needed, and that the facliity staff were aware that
they were supposed to have access to all
electronic health records for resident #225.

An interview was conducted with a corporate staff
member (staff #220) on January 7, 2019 at 1:45
p.m, Staff #220 stated that he was aware of the
requirement that access to medical records was
to be maintained for 7 years. Staff #220 also
stated that staff were in communication with the
previous owners of the facility to obtain access to
the health records for resident #225.

An interview was conducted on January 8, 2018
at 8:30 a.m. with medical records (staff #184).
Staff #184 stated that the paper records and
electronic health records for resident #225 were
not accessible, because the records had been
removed by the previous owner of the facllity:
Staff #184 stated that the previous owner was
scanning records to the facility. She stated that
the process of uploading the documents would
take hours and that the documents would be
printed after the upload. Staff #184 stated that
she did not know whether or not the records for
resident #225 were being pre-screened by the
previous owner prior to being uploaded.

During an interview conducted with the
administrator on January 8, 2019 at 9:24 am,,
the administrator stated that they were unable to
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§483.75(g)(2) The quality assessment and
assurance committee must:

(ii} Develop and implement appropriate plans of
action to correct identified quality deficiencles;
This REQUIREMENT is not met as evidenced
by

Based on concerns identified during the survey,
staff interview and policy review, the quality
assessment and assurance (QAA) commiltee
failed to identify quality concerns and implement
appropriate plans of action to correct the quality
deficiencies.

Findings include:
During the facility's annual recertification survey,

multiple concerns were identified in the following
areas:
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obtain access to electronic health records from
the previous owner of the facility.
In a follow-up interview with staff #184 conducted
on January 8, 2019 at 2:08 p.m., the staff #1384
provided a stack of printed paper records for
resident #225 and stated that there would be no
access to electronic health records for resident
#225.
Review of the facility's policy and procedure titled
Electronic Medical Records included a statement
that authotized Federal and State survey agents
as outlined in current regulations may be granted
access to electronic medical records.
F 867 | QAPIQAA Improvement Activities F 867 )
ss=E | CFR(s): 483.75(g)(2)(i) 1. A new administrator was hired effective
11719,
§483.76(g) Quality assessment and assurance. 2. All residents could be affected by this 3/3M19

alleged deficiency.

3. The QAA Committee will ensure quality
concerns are identified and implement
appropriate plans of actions to

correct the quality deficiencies. An inservice

was conducted on 2/27/19 with the QAA
Committee reviewing the requirements for
systems to address care and management
practices.

4. The Administrator will monitor to ensure

quality concerns are being addressed and

that the monthly QAA meetings are held as
scheduled. This will be an ongoing process.
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-Pervasive odors throughout the facility.
-Resident to resident abuse involving 5 residents.
-One resident eloped from the facility.
-Implement facility policy regarding reporting an
allegation of neglect.

-Report an allegation of neglect within two hours.
-A physician's order was not obtained for dialysis.
-Failed to maintain adequate staffing.

-Failed to provide access to electronic records
timely.

An interview was conducted with the
administrator (staff #20) on January 10, 2019 at
2:26 p.m. Staff #20 stated that when staff identify
a quality concern they bring their concerns to the
QAA committee. Staff #20 stated that if a
performance improvement plan is developed the
QAA committee monitors the progress., The
administrator further acknowledged there were no
action plans regarding the quality concerns
identified during the survey and that the QAA
process had not identified the above issues.

Review of the facility's policy regarding Quality
Assurance and Performance Improvement
(QAPI) Committee revealed "...The primary goals
of the QAP| Committee are to...Help identify
actual and potential negative outcomes relative to
resident care and resolve them appropriately..."

F 919 | Resident Cali System F919
ss8=D | CFR(s). 483.90(g){(2})

§483.90(g) Resident Call System

The facility must be adequately equipped to allow
residents to call for staff assistance through a
communication system which relays the call
directly to a staff member or to a centralized staff

FORM CMS-2667(02-99) Previous Versions Obasclete Event ID; VICM11 Facllity iD: LTCO053 If continuatlon sheet Page 66 of 68




R PRINTED: 02/20/2019
DEPARTMENT OF HEALTH AND HUN.  / SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

035099 B. WING 01/10/2019

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

2900 EAST MILBER STREET

SAPPHIRE OF TUCSON NURSING AND REHAB, LLC TUGSON, AZ 85714

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 919 | Continued From page 66 Fg19
work area.

§483.90(g)(2) Toilet and bathing facilities.

This REQUIREMENT is not met as evidenced
by
Based on observations and staff interviews, the
facility failed to ensure that two pubiic restrooms,
which were unlocked, were equipped to allow
residents to cali for staff assistance.

Findings include:

During an observation conducted on January 7,
2019 at 10:30 a.m., two unlocked restrooms were
cbserved near the front entrance of the facility.
Naither restroom was equipped with a
communication system to alert staff should a
resident require assistance while in the restroom.
Once Inside of each restroom a deadbolt lock
was observed on the doors, The deadbolf lock
was unable to be unlocked from the outside of
the door in the event of an emergency. Signs
were posted on both of the restroom doors which
stated "Lobby restrooms are for visitors and staff
only. Residents, please utilize resident restrooms.
Thank you for your cooperation. Kind regards,
Sapphire Management." Multiple residents
passed by this area to go to the front lobby or to
go outside of the facility.

An interview was conducted with a receptionist
(staff #191) on January 8, 2019 at 9:25 a.m. Staff
#191 stated that they ask the residents not to use
the public restrooms but that some of the
residents go In there anyway. Staff #191 stated
that the residents probably use the public
restrooms at night when no one is at the
receptionist desk. Staff #191 further stated that
the public bathroom doors used to be locked.
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. those residents noted to be affected by this
Observations conducted on January 8, 9, and 10, 3/3/19

2019 revealed the area near the public restrooms
and front lobby continued to be a high traffic area
with residents going to the front lobby or out of
the facility.

An interview was conducted with another
receptionist (staff #184) on January 10, 2019 at
11:00 a.m. Staff #194 stated that the residents
were asked to not use the public restrooms. Staff
#194 stated that the facility put the signs on the
doors of the public restrooms due fo the fact that
residents could go in there and fall and they
wotild not know that they were in there because
there is no call light. Staff #194 further stated the
doors used to be focked.

An interview was conducted with the managing
pariner of the facility (staff #220) on January 10,
2019 at 12:35 p.m. Staif #220 stated that the
unlocked bathroom doors were his fault. Staff
#220 stated that when he first came fo the facility
he thought it was a dignity issue fo be In the
restroom and have people knocking on tha door
when you were in there. Staff #220 stated that he
felt installing the occupied/unoccupied deadbolts
on the door would resolve the dignity issue.

The facility did not have a policy regarding
resident call systems.

alleged deficient practice.

1. The locks to both public restrooms were
changed to require a key from the
receptionist in order to enter

the restroom. The residents will not be alloweq
to use the public restroom as there is not a
call system in place. This was effective
1/10/19.

2. All residents who enter the lobby area
and request a restroom coutld be affected by
this alleged deficiency.

3. The manging pariner for the facility has
confirmed that the restrooms will remain
tocked with accessibility only through the
controlled method of obtaining

a key from the receptionist.

4. The Administrator will monitor for
compliance and report any issues to the
QAA Committee for 3 months.
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ARIZONA DEPARTMENT
OF HEALTH SERVICES

LICENSING

February 20,2019

Receipt Of This Notice Is Presumed To Be -02/20/2019
Important Notice - Please Read Carefully

Ms. Sheila Wiggins, Administrator

Sapphire of Tucson Nursing and Rehab, L.L.C.
2900 East Milber Street

Tucson, AZ 85714

Dear Ms. Wiggins:

On January 15, 2019, a Life Safety Code 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.

] This survey found the most serious deficiency(ies) in your facility to be isolated deficiencies that constitute
no actual harm with potential for more than minimal harm that is not immediate jeopardy, as evidenced by
the attached form 2567 whereby corrections are required (D).

[] This survey found the most serious deficiency(ies) in your facility to be a pattern of deficiencies that
constitute no actual harm with potential for more than minimal harm that is not immediate jeopardy, as
evidenced by the attached form 2567 whereby corrections are required ().

[X] This survey found the most serious deficiency(ies) in your facility to be widespread deficiencies that
constitute no actual harm with potential for more than minimal harm that is not immediate jeopardy, as
evidenced by the attached form 2567 whereby corrections are required (F).

[] 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 form 2567 whereby significant
corrections are required {G).

[] 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 form 2567 whereby
significant corrections are required (H).

[] This survey found the most serious deficiency(ies) in your facility to be widespread deficiencies that
constitute actual harm that is not immediate jeopardy, as evidenced by the attached form 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.

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




Sapphire Of Tucson Nursing A'na'jRehab, Lic
February 20, 2019

Page Two

Plan of Correction

A Plan of Correction (PoC) for the deficiencies must be submitted by March 2, 2019. You must include all
pages of the Statement of Deficiencies when submitting your PoC. Failure to submit an acceptable PoC by
March 2, 2019, may result in the imposition of remedies.

Your PoC must contain the following:
»  What corrective action(s) will be accomplished for those residents found to have been affected by the
deficient practice, on both a temporary and permanent basis, including the date the correction will be

accomplished;

» 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; and,

s 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; and the title, or position, of the person responsible
for implementing/monitoring the corrective action.

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

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 until substantiated by a revisit or other means.

To ensure that this office has time to confirm compliance before mandatory remedies are imposed, the
Bureau of Long Term Care recommends that an allegation of compliance date be within one week of
03/01/19.

if, upon the subsequent revisit, your facility has not achieved substantial compliance, The Bureau of Long
Term Care will recommend that remedies be imposed by the CMS Regional Office or the State Medicaid

Agency and continuing until substantial compliance is achieved.

Recommended Remedies

The remedies which will be recommended if substantial compliance is not achieved include the following:
Recommending to CMS Civil Money, per day, per tag, effective January 15, 2019

informal dispute resolution for the cited deficiencies will not delay the imposition of the enforcement actions
recommended (or revised, as appropriate). A change in the seriousness of the deficiencies may resultin a

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 all Arizonans




Sapphire Of Tucson Nursing And Fiehab, Lic
February 20, 2019

Page Three
change in the remedy selected. When this occurs, you will be advised of any change in remedy.

Mandatory Remedies

Your current period of noncompliance began on lanuary 15, 2019. If you do not achieve substantial
compliance within three months after the last day of the survey identifying noncompliance, the CMS
Regional Office and/or State Medicaid Agency must deny payments for new admissions.

The CMS Regional Office must terminate your provider agreement if substantial compliance has not heen
reached by 07/15/19.

Informal Dispute Resolution

in accordance with §488.331, you have one opportunity to guestion 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: Effective July 1, 2007, facilities requesting an Informal Dispute Resolution must submit
separate requests, one for State deficiencies cited and one for Federal deficiencies cited, if applicable.

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 March 2, 2019,
recertification may be denied. Plans of correction sent by fax will not be accepted. If you have any questions
concerning the instructions contained in this letter, please contact the Bureau of Long Term Care at {602}
364-2690.

Sincerely,
\ ’ |
Diane Eckles
Bureau Chief
DE\sf

Attachments

Douglas A. Bucey | 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
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DEPARTMENT OF HEALTH AND HUI | SERVICES - . R'FNJEEA A%g}{éz\fgg

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 01 - MAIN BUILDING 01 COMPLETED

035099 B. WING 01/15/2019

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

2900 EAST MILBER STREET

SAPPHIRE OF TUCSON NURSING AND REHAB, LLC TUCSON, AZ 85714

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X85)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 000 | INITIAL COMMENTS K 000 Prepara?hon and/or execut'lon of the. Pl'an of
Correction does not constitute admission of
agreement by the Provider of the truth of the

42 CFR 483.41(a) Nursing Home facts alleged of the convictions set forth

- The facility must meet the applicable provisions of in the statement of deficiencies required by

“the 2012 Edition of the Life Safety Code of the pplSlomesvote e i FSIRI G Ot
" National Fire Protection Association

i This is a Recertification survey for Medicare
under LSC 2012, Chapter 19, Existing. The entire
Skilled Nursing Facillity, was surveyed.

The facility meets the standards, based on 1. The trash containers were cleaned.
acceptance of a plan of correction. The area by the Fire Department 3/3/19
: Connection was cleaned of any

| cigarette butts on 1/15/19

! 2. All residents could be affected by this
alleged deficiency.

3. Staff were in serviced on the proper

Comment only:

The Administrator and during the exit survey was
advised that the patient smoking areas for the

facilty during the survey. The surveyor and the smoking disposal of cigarettes butts on
Director of Maintenance observed cigarette butts 2/2122119.

were being disposed of in the trash containers, 4. The Maintenance Director will monitor for
flower pots or in the self closing metal containers compliance.

with trash. It was further observed cigarette butts
were being disposed of on the ground by the Fire
Department Connection.

The facility has the proper smoking containers on
site and a patient smoking policy which includes
supervision of the patients this was observed
while on site at the patient smoking location..

K 291 | Emergency Lighting K 291
ss=E | CFR(s): NFPA 101

Emergency Lighting

. Emergency lighting of at least 1-1/2-hour duration
! Is provided automatically in accordance with 7.9.
18.2.9.1, 19.2.9.1 !
This REQUIREMENT is not met as evidenced

3

LABORAT,ORY ?2 TOR' ng UPPLIER REPRESENTATIVE'S SIGNATURE TITI_.E P (X6} DATE
DD WL i ey

Any de‘ficienc/y statement ending withvan asterisk (*) denotes a deficlency which the Institution may be excused from correcting providing It is determined that
other safeguards provide sufficiant protection to the patlents. (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 dale these documents are made avallable to the facifity. If deficlencles are cited, an approved plan of correction is requisite to continued
program participation.
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PRINTED: 01/16/2019

DEPARTMENT OF HEALTH AND HU! SERVICES L 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 01 - MAIN BUILDING 01 COMPLETED
035099 B. WING 01/15/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2800 EAST MILBER STREET
TUCSON, AZ 85714

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}

SAPPHIRE OF TUCSON NURSING AND REHAB, LLC

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) L TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
: DEFICIENCY)
K 291| Continued From page 1 K291| 1. The facility has hired a new Maintenance
by Director as of 2/7/19. The new Director has
Based on record review of the battery backup a developed a Preventive Maintenance 3/3/19
lighting documentation and interview with the : Testing system to monitor and schedule all
Director of Maintenance it was determined two of : testing of required emergency lighting

two battery back up emergancy lighting units
located in the in the main kitchen were not
documented for the monthly 30 second tests for

equipment.
2. All residents could be affected by this

March 2018, June through December of 2018 for alleged deﬁc"ency‘ . )

light one and March 2018 for light 2. 3. The Maintenance Director will ensure all
required testing and inspections are done on

NFPA 101, Life Safety Code, 2012, Chapter 18, atimely basis through his Preventive

Section 19.2.9.1 "Emergency lighting shall be Maintenance system.

provided in accordance with Section 7.9". Section 4. The Administrator will monitor

7.9.3 * Periodic Testing of Emergency Lighting for compliance and report to the QAA

Equipment* * Section 7.9.3.1 Testing of required Committee for 3 months and will review

emergency lighting systems shall be permitted
to be conducted as follows: (1) Functional Testing
shall be conducted monthly with a minimum of 3
weeks and a maximum of 5 weeks between
tests, , for not less than 30 seconds except as
otherwise permitted by 7.9.3.1.1.(2) The Test
interval shall be permitted to be extended beyond
30 days with the approval of authority having
jurisdiction.(3) Functional testing shall be
conducted annually for a minimum of 1/1/2 hours
if the emergency lighting system is battery ;
powered. {(4) The emergency lighting equipment
shall be fully operational for the duration of the
tests required by 7.8.3.1.1 (1} and (3). {5) Written
records of visual inspections and tests shall be
kept by the owner for Inspection by the authority
having jurisdiction.

all documentation related to required
inspections.

Findings include:

On January 15, 2019 the surveyor accompanied
by the Director of Maintenance reviewed the
battery backup emergency lighting
documentation. Two of two battery back up

FORM CMS-2567(02-99) Pravious Versions Obsolate Event ID;V3CM21 Faclilly iD: LTC0053 If continuation sheet Page 2 of 18’




DEPARTMENT OF HEALTHAND HU: N SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/16/2019
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

035099

(X2) MULTIPLE CONSTRUCTION
A, BUILDING 01 - MAIN BUILDING 01

8. WING

{X3) DATE SURVEY
COMPLETED

0171512019

NAME OF PROVIDER OR SUPPLIER

SAPPHIRE OF TUCSON NURSING AND REHARE, LLC

STREET ADDRESS, CITY, $TATE, ZIP GODE
2900 EAST MILBER STREET
TUCSON, AZ 85714

{(X4) 1D
PREFIX
TAG

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

1o
PREFIX
TAG

PROVIDER'S PLAN OF GORRECTION
(EAGH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(%5}
COMPLETICN
DATE

K291

K 325
SS=E

: March 2018 for light 2.

i During the exit conference on January 15, 2019

' * Dispensers are not installed within 1 inch of an
: ignition source

Continued From page 2

emergency lighting units located in the in the
main kitchen were not documented for the
monthly 30 second tests for March 2018, June
through December of 2018 for light one and

the above findings were again acknowledged by
the Administrator and Director of Maintenance.

Failing to test and document emergency lighting
units once a month for 30 seconds could cause
harm to the patients in an emergency power
outage.

Alcoho! Based Hand Rub Dispenser (ABHR)
CFR(s): NFPA 101

Alcohol Based Hand Rub Dispenser {ABHR}
ABHRs are protected in accordance with 8.7.3.1,
unless all conditions are met:

* Corridor is at least 6 feet wide

* Maximum individual dispenser capacity is 0,32
gations (0.53 gallons in suites) of fluid and 18
ounces of Level 1 aerosols

* Dispensers shall have a minimum of 4-foot
horizontal spacing

* Not more than an aggregate of 10 galions of
fluid or 135 ounces aerosol are used in a single
smoke compartment outside a storage cabinet,
excluding one individual dispenser per room

* Storage in a single smoke compartment greater
than 5 gallons complies with NFPA 30

* Dispensers over carpeted floors are in
sprinklered smoke compartments

* ABHR does not exceed 95 percent alcohol

* Operation of the dispenser shall comply with

K281

K 325

FORM CMS-2667(02-09) Previous Verslons Obsoiete

Event ID:VaCM21
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...... PRINTED: 01/16/2019

DEPARTMENT OF HEALTH AND HU; ¥ SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
035099 B. WING 01/16/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2300 EAST MILBER STREET

SAPPHIRE OF TUCSON NURSING AND REHAB, LLC

TUCSON, AZ 85714

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 13] PROVIDER'S PLAN OF CORREGTION 1x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAFE
: DEFICIENCY)
K 325 Continued From page 3 K 325

Section 18.3.2.6(11) or 19.3.2.6(11)

* ABHR Is protected against inappropriate access
18.3.2.8, 19.3.2.8, 42 CFR Parts 403, 418, 460,
482, 483, and 485 '

This REQUIREMENT Is not met as evidenced
by

Based on record review and observation it was

- determined the facilties Alcohol Based Hand Rub
: Dispensers were not tested in accordance with
the manufactures care and use instructions each '
time a refilt is installed,

NFPA 101 Life Safety Code, 2012, Chapter 18,
Section 19.3.2.6 ABHRs are protected in
accordance with 8.7.3.1, unless all conditions are
met;

* Corridor is at least 6 feet wide

* Maximum individual dispenser capacity is 0.32
gallons (0.53 gallons in suites}) of fluid and 18
ounces of Level 1 aerosols

* Dispensers shall have a minimum of 4-foot _
horlzontal spacing i
* Not more than an aggregate of 10 gallons of
fluld or 135 ounces aerosol are used in a single
smoke compartment outside a storage cabinet,
excluding one individual dispenser per room

* Storage in a single smoke compartment greater
than 5 gallons complies with NFPA 30

* Dispensers are not installed within 1 inch of an
ignition source

* Dispensers over carpeted floors are in
sprinklered smoke compartments

* ABHR does not exceed 95 percent alcohol

* Operation of the dispenser shall comply with
Section 18.3.2.6(11) or 19.3.2.6(11)

* ABHR is protected against inappropriate access
18.3.2.6, 19.3.2.6, 42 CFR Parts 403, 418, 460,
482, 483, and 485

FORM CMS-2667(02-90) Previous Verslons Obsalete Event ID:VaCM21 Fagillty ({»; LTC0053 If continuation sheet Page 4 of 18




....... R PRINTED: 01/16/2019

DEPARTMENT OF HEALTH AND HUi I SERVICES ; FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
035099 B. WING 01/15/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE

2300 EAST MILBER STREET

SAPPHIRE OF TUCSON NURSING AND REHAB, LLG TUCSON, AZ 85714

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L.8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE OATE
DEFICIENCY)
K 325 | Continued From page 4 K 325 1, The facility has developed a system to test
! the dispensers to ensure they are in
 Operation of the dispenser(s) shall comply with compliance. _ 3/3/189
- the following criteria; : 2. All residents could be affected by this
: alleged deficiency.
. (F) The dispenser shall be tested in accordance 3. The Housekeeping Supervisor will
with the manufactures care and use Instructions in- service the staff on the proper techniques
, each time a refill is installed. and procedures for changing the alcohol

based dispensers on 3/3/19.
4, The Maintenance Director will monitor that
the dispensers are being tested and changed

Findings Include;

Qn January 15, 2019 the surveyor, accompanied
by the Director of Maintenance it was determined
the facility did not have documented evidence
that the facilities Alcohol Based Hand Rub
Dispensers were tested in accordance with the
manufactures care and use instructions each
time g refill is installed. There was no written
documentation shown to the surveyor while on
site that showed the ABHR dispensers were
tested and documented in accordance with the
manufactures care and use Instructions,

During the exit conference on Janaury 15, 2019
the above findings were again acknowledged by
the Administrator and Director of Maintenance.

ABHR dispensers not tested in accordance with
the manufactures care and use instructions each
time a refill is instalied could cause the dispenser
not to operate in an effective manner if needed,
K 353 ! Sprinkler System - Maintenance and Testing K353
SS=E | CFR(s): NFPA 101

{

i Sprinkler System - Maintenance and Testing

. Automatic sprinkler and standpipe systems are

: inspected, tested, and maintained in accordance

i with NFPA 25, Standard for the Ingpection,

! Testing, and Maintaining of Water-based Fire

i
FORM CMS-2687(02-09) Pravious Versions Obadlets Event 1D; VaCM21 Faclilty 1D: LTGO053 If continuation shest Page 5 of 18




PRINTED: 01/16/2019

DEPARTMENT OF HEALTHAND HU: N SERVICES o FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QOMEB NC. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
035099 B. WING 01/15/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2900 EAST MILBER STREET

SAPPHIRE OF TUCSON NURSING AND REHAB, LLC TUCSON, AZ 85714

(X4}D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION X6y =
PREFIX | (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX i (EACH CORRECGTIVE ACTION SHOULD BE GOMPLETION
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
i !
: i
K353 Continued From page 5 i K353

i Protection Systems. Records of system design,
maintenance, inspection and testing are
maintained in a secure location and readily
available.

a) Date sprinkler system last checked

b} Who provided system test

c) Water system supply source

Provide In REMARKS information on coverage for
any non-required or partial automatic sprinkler
, system,

9.7.5,9.7.7,9.7.8, and NFPA 25
This REQUIREMENT is not met as evidenced
by:
Based on observation it was determined that the
facility failed to maintain the sprinkler heads in
multiple areas in the facility.

NFPA 101 Life Safety Code, 2012 edition,
Chapter 19, Section 19.3,5.1 "Bulldings
containing nursing homes shall be protected
throughout by an approved, supervised automatic
sprinkler system in accordance with Section 8.7."
Chapter 9, Section 8.7.1 “Each automatic
sprinkler system required by another section of
this Code shall be in accordance with on of the
following." " NFPA 13, Standard for the

! installation of Sprinkler Systems." Chapter 26,

; Section 26.1 "General." "A sprinkler system
installed in accordance with standard shall be
properly inspected, tested, and maintained by the ;
property owner or their authorized representative |
in accordance with NFPA 25, NFPA 25, Section
5.2.1 "Sprinklers, Section 5.2.1.1.1 "Sprinklers
shall not show signs of leakage, shall be free of
corrosfon, foreign materials, paint and physical
damage."

FORM CMS-2667(02-99) Previous Versions Obsolete Fvent D V3CM21 Facillty (D: LTC0053 i continuation sheet Page 6 of 18




DEPARTMENT OF HEALTHAND HU N SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/16/2018
FORM APPROVED
OMB NO. 0938-0391

On January 15, 2019 the surveyor accompanied
by the Director of Maintenance observed sprinkler
heads with dust/lint, paint, corrosion or lint and
grease on the sprinkler heads in the following
locations:;

1. Room 220 sprinkler head with dust/int.

2. Shower room B-1 and B-2 sprinklers dust/lint.
3. Shower room C-1 sprinkler paint, stucco and
appears corroded/rusted

4, Soiled Utility C-1 paint on sprinkler.

5. Bathroom in room 126 painted sprinkler and
room 124 corroded/rusted sprinkler head.

8. Main Kitchen two sprinklers with lint and
grease,

These were one to three sprinklers in each
location noted above:

During the exit conference on January 15, 2019,
the above findings were again acknowledged by
the Administrator and Director of Maintenance.

Failing to maintain sprinkler heads could cause
harm to residents and staff by allowing a fire to
spread before the temperature Is reached to set
of the sprinkler head,

Based on record review and interview with the
Director of Maintenance it was determined the
facifity did not have visual monthly sprinkler
inspections to include gauges and control valves
being completed by a sprinkler company or by the
Director of Maintenance for seven of twelve
months since the last survey.

STATEMENT OF DEFICIENCIES {X1} PROVIDERSUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, SUILDING 64 - MAIN BUILDING 01 COMPLETED
035099 B. WING 01/15/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2900 EAST MILBER STREET
SAPPHIRE OF TUCSON NURSING AND REHAB, LL.C
H TUCSON, AZ 85714
{%4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 353 | Continued From page 6 K 353| 1. Sprinkle heads in room 220 were cleaned
with the removai of dust/flint. Sprinkler heads
Findings Include: in B-1 and B-2 shower rooms were cleaned.
This was done 1/18/19. 3/3/19

The sprinkler heads with paint and or
corrosion will be scheduled to be replaced
by contractor no [ater than 3/8/19. A quote to
perform the work was obtained on 3/1/18.

2. All resident have the potential to be
affected by this alleged deficiency.

3. The Maintenance Director will schedule
visual inspections by zones and note the
visual inspections which will be performed
throughout the month,

4. The Maintenance Director and
Administrator will monitor for compliance and
report to the QAA Committee for three
months.

FORM CMS-2567(02-98} Previous Versions Obsolete
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PRINTED: 01/16/2019

DEPARTMENT OF HEALTH AND HU. N SERVICES fd FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NO. 0938-0391 .
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AN PLAN OF CORRECTION IDENTIFICATION NUMBER; A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
035099 B. WING 01115/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, S8TATE, ZIP CODE

2900 EAST MILBER STREET

SAPPHIRE OF TUCSON NURSING AND REHAB, LLC TUGSON, AZ 85714

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 13} PROVIDER'S PLAN OF CORRECTION (x5}
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NFPA 101 Life Safety Code, 2012, Chapter 19,
Section 18.3.5.1, "Buildings containing health
care facilities shall be protected throughout by an
approved, supervised automatic sprinkler system
in accordance with Section 9.7." Section 9.7.5 "All
automatic sprinkler and standpipe systems
required by this Code shall be inspected, tested,
and maintained in accordance with NFPA 25,
2011 Edition, "Standard for the Inspection,
Testing , and Maintenance of Water-Based Fire
Protection Systems,” NFPA 25, 2011 Edition,
"Water Based Extinguishment Systems," requires
: menthly, quarterly and annual testing of automatic
sprmkier systems.

1. Findings include:

i On January 15, 2019 the surveyar, accompanied
5 by the Director of Malntenance could not provide
i written visual sprinkler inspections of present or
 past visual sprinkler mspectlons of the sprinkler
; system or control valves since the last survey

i except for the quarterly inspection and tests
: completed by the sprinkler company for & of 12
months since the last survey,

During the exit conference on January 15, 2019
the above findings were again acknowledged by
the Administrator and Director of Maintenance.

Failure to conduct inspections may result in
unidentified sptinkler system problems with
potential for fire sprinkler failure in the event of a
fire placing all residents, staff, and visitors at risk
for injury due to exposure to fire,

K 511 | Utilities - Gas and Electric K 511
58=D | CFR({s): NFPA 101
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Utilities - Gas and Electric

Equipment using gas or related gas piping
complies with NFPA 54, National Fuel Gas Code,
| electrical wiring and equipment complies with

i NFPA 70, National Electric Code. Existing

. installations can continue in service provided no

. hazard to life.

i 18.6.1.1,19.6.1.1,8.1.1,91.2

This REQUIREMENT is not met as evidenced
by:

Based on observation-it was determined the
facility did not allow access to the main electrical
equipment room electrical panels adjacent to the
maintenance shop.

NFPA 101 Life Safety Code, 2012, Chapter 19,

| Section 19.5.1.1 Utllities shalt comply with the

; provisions of Section 9.1., Section 9.1.2
"Electrical wiring and equipment shall be in
accordance with NFPA 70, 2011 Edition, "National
Electrical Code, unless existing instaiiations,
which shall be permitted to be continued in
service, subject to approval by the authority
having jurisdiction." NEC, 2011 ARTICLE 110,
SECTION 110-26 Spaces About Electrical
Equipment, "Sufficient access and working space
shall be provided and maintalned about all
electric equipment to permit ready and safe
operation and malntenance of such equipment.
Enclosures housing electrical apparatus that are
controlled by lock and key shall be considered
accessible to qualified persons.” Table 110-26(a)
Working Space Minimum of three (3} feet in all
directions.
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K 511 | Continued From page 9 K 511| 1. The generatorfcompressor units were
“(NO STORAGE ALLOWED IN THE WORKING removed from within the main electrical panel
SPACE)’ 2, Ali residents could be affected by this
alleged deficiency. 3/3/19
Findings include: 3. The Maintenance Director will ensure all
electrical panels are not blocked and areas
On January 13, 2019‘“19 surveyor accompanied clean. The Maintenance Director will in—serviceL
by the Director of Maintenance observed two the maintenance staff regarding keeping
g?g:aratorf colmptrgssiors stored within three feet electrical panels clear from being blocked.
of the main electrical room electrical panel. 4. The Maintenance Director will monitor for
During the exit conference on January 15, 2019 compliance and report to QAA Commiltee for
the above findings were again acknowledged by three months.
the Administrator and Director of Maintenance,
Blocking of access to electrical panels or !
equipment may delay personne! from controlling |
an emergency situation, Patients could be
harmed if a fire should start because of a delay.
K 761 | Maintenance, Inspection & Testing - Doors K 761
5s5=F | CFR(s). NFPA 101

Malntenance, Inspection & Testing - Doors

Fire doors assemblies are inspected and tested
annually in accordance with NFPA 80, Standard
for Fire Doors and Other Opening Protectives.
Non-rated doors, including corridor doors to
patient rooms and sinoke barrier doors, are
routinely inspected as part of the facility
maintenance program.

Individuals performing the door inspections and
testing possess knowledge, training or experience
that demonstrates abiiity.

Written records of inspection and testing are
maintained and are available for review.

19.7.6, 8.3.3.1 (LSC)

5.2, 5.2.3 (2010 NFPA 80)

This REQUIREMENT is not met as evidenced
by:
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have written documentation of the Annual
Inspection and Testing of Door openings in
accordance with NFPA 80, 2010 Edition,
"Standard for Fire doors and Other Opening
Protective's "

NFPA 101 2012 Life Safety Code Section 8.3.3.
Fire door and Windows Section 8.3.3.1 Openings
required to have a fire protection rating by Table
8.3.4.2 shall be protected by approved, listed
labeled fire door assemblles and fire window
assemblies and their accompanying
hardware,including all frames, closing devices,
anchorage and sills in accordance with the
requirements of NFPA 80, Standard for Fire
Doors and Other Opening protective, except as
otherwise specified in this code.

NFPA 80 Section 5.2* inspections Section 6.2.1*
Fire door assemblies shall be inspected and
tested not [ess than annually , and a written
record of the inspection shall be signed and kept
for the AHJ. Section 6.2.3 Functional Testing.
Section 5.2.3.1 Functional testing of fire door and
window assemblies shall be performed by
individuals with knowledge and understanding of
the operating components of the type of door
being subject to testing.

NFPA 80 Section 13.4 Automatic closing Section
5,2.5 Horlzontal sliding , Vertically Sliding, and
Rolling Doors,

Section 5.2.14.3 All horizontal or vertical sliding or
rolling fire doors shall be inspected and tested
annually to check for proper operation at frequent
intervals to ensure operation.
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K761 | Continued From page 10 K 761| The Annual Door Inspection was scheduled
Based on interview with the Director of on 2/28/19. This inspection will be
Maintenance it was determined the facility did not performed on 3/11/19 by contractors Cintas. | 3/3/19

2. All residents have the potential to be
affected by this alleged deficiency.

3. The Maintenance Director has established
a monitoring system to track all required
Life Safety inspections.

4. All required Life Safety inspections will
be reported to the QAA Committee for three
months and as needed. The Administrator
will monitor for compliance.
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K 761 Continued From page 11 K761

Findings include:

On January 15, 2018 the surveyor accompanied
by the Director of Maintenance it was determined ;
the facility did not have written records of the
Annual Inspection and Testing of Door Openings
in accordance with NFPA 80 Standard for Fire
Doors and Other Opening Protective's

In addition: The following smoke barrier doors or
corridor door did not close and latch or were not
smoke tight when tested three of three times.

1. Smoke barrler doors adjacent to patient room
F221

. 2. Smoke barrier doors in A-2 hallway,

: 3. Smoke doors in C-1 hallway adjacent to patient
room 142,

4, Shower room corridor door in B-1 hallway
adjacent to patient room 126,

During the exit conference on January 15, 2019
the above findings were again acknowledged by
the Administrator and Director of Malntenance.

Failing to inspect and test fire rated doot
assemblies in accordance with NFPA 80 annually
could cause harm to the patients.

K 914 | Electrical Systems - Maintenance and Testing Ka4
85=F i CFR(s): NFPA 101

Electrical Systems - Maintenance and Testing
Hospltal-grade receptacles at patient bed
Jocations and where deep sedation or general
anesthesia is administered, are tested after initial !
installation, replacement or servicing. Additional |
testing is performed at intervals defined by
documented performance data. Receptacies not
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K 914 Continued From page 12 K914

! listed as hospital-grade at these locations are
- tested at intervais not exceeding 12 months. Line
“ isolation monitors (LIM), if Installed, are tested at
" intervals of less than or equal to 1 month by
; actuating the LIM test switch per 6.3.2.6.3.6,

which activates both visual and audible alarm. For:
LIM circuits with automated self-testing, this :
manual test is performed at intervals less than or i
equal to 12 months. LIM circuits are tested per
6.3.3.3.2 after any repair or renovation to the
electric distribution system. Records are
maintained of required tests and associated
repairs or modifications, containing date, room or
area tested, and resuits,
6.3.4 (NFPA 99)
This REQUIREMENT is not met as evidenced
by

Based on interview with the Director of
Malntenance it was determined that the facility
failed to conduct, maintain and document
electrical receptacle testing in patient care areas
specifically to the patient care rooms throughout
the facility.

NFPA 101 Life Safety Code, 2012, Chapter 4,
Section 4.6.12.4 Any device, equipment, system,
condition, arrangement, level of protection,
fire-resistive construction, or any other feature
requiring periodic testing, inspection, or operation
o ensure its maintenance shall be fested,
inspected or operated as specified elsewhere in
the Code or as directed by the authority having
jurisdiction. NFPA 69, Health Care Facilities
Code, 2012, Chapter 6, Section 8.3.4.1.3
Receptacles not listed as hospital-grade, at
patient bed locations and in locations where deep
sedation or general anesthesia Is administered,
shall be tested at intervals not exceeding 12
months,
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! 1. The new Maintenance Director began
K 914 : Continued From page 13 K g14| receptacle testing in February and will

Findings include;

On January 15, 2019 the surveyor, accompanied
by the Director of Maintenance advised the
surveyor he could not provide any documentation
on the receptacle testing for patient care areas
were tested in all of 2017 since the last survey
and no documentation was provided to review for
2018. The Maintenance Director advised there
was no documentaticn being done for the
receptacle testing.

Dutring the exit conference on January 15, 2019
the above finding was again acknowledged by the
. Administrator and Director of Maintenance.

: Failing to test the patient care areas electrical
receptacles could lead to an ignition hazard in a
patient care area resulting in fire andfor injury to
the patients.

Electrical Systems - Essential Electric Syste
CFR(s): NFPA 101

K918
SS=E

Electrical Systems - Essential Electric System
Maintenance and Testing

The generator or other alternate power source -
and associated equipment is capable of supplying
setvice within 10 seconds. If the 10-second
criterion is not met during the monthly test, a
process shall be provided to annually confirm this
capability for the life safety and critical branches.
Malntenance and testing of the generator and
transfer switches are performed In accordance
with NFPA 110.

Generator sets are inspected weekly, exercised

: under load 30 minutes 12 times a year in 20-40

: day intervals, and exercised once every 36

continue as required.

2. Ali residenis have the potential to be
affected by this alleged deficiency.

3. The Maintenance Director will ensure
compliance by the implementation of the
Preventive Maintenance Testing Program.

4. The Administrator will monitor for
compliance and report to the QAA Committee
for three months.

1. The facility has hired a new Maintenance
Director as of 2/7/19. The new Director has
developed a Preventive Maintenance Testing
system to monitor and schedule all weekly
testing of the emergency generator,

2. All resident could be affected by this
alleged deficiency.

3. The Maintenance Director will ensure all
required weekly testing of the generator
occurs as required by the NFPA 101 Life
Safety Code. This will be accomplished by
utilizing the tracking system developed for all
Preventive Maintenance systems,

4. The Administrator will monitor for
compliance and report to the QAA
Committee for three months.

Ke18

31319

3/3M19
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. NFPA 101 Life Safely Code, 2012, Chapter 19,
' Section 19.7.6 "Maintenance and Testing (See

- periodic testing or operation to ensure its
maintenance shall be tested or operated as

Testing of the diesel generator for the facility.

Continued From page 14

months for 4 continuous houts. Scheduled test
under load conditions include a complete
simulated cold start and automatic or manual
transfer of all FES loads, and are conducted by
competent personnel, Maintenance and testing of
stored energy power sources (Type 3 EES) are in
accordance with NFPA 111. Main and feeder
circuit breakers are inspected annually, and a
program for periodically exercising the
components is established according to
manufacturer requirements. Written records of
malntenance and testing are malntained and
readily available. EES electrical paneis and
circuits are marked, readily identifiable, and
separate from normal power circuits, Minimizing
the possibility of damage of the emergency power
source is a design consideration for new
installations.

6.4.4, 8.5.4, 6,64 (NFPA 99), NFPA 110, NFPA
111, 700.10 (NFPA 70)

This REQUIREMENT s not met as evidenced
by:

Based on record review and interview with the
Director of Maintenance it was determined the
facility failed to document the required testing of
the emergency generator for Weekly and Maonthly

4.6.12) Section 4.6.12,2 * Equipment requiring

specified elsewhere in this Code or as directed by
the authority having jurisdiction." NFPA 99
"HEALTH CARE FACILITIES", Chapter 3,
Section 3-5.4.1.1 (a) and Section 3-4.4.1.1 (b)
“Generator sets shall be tested twelve (12) times
a year... Generator sets serving emergency and

K¢o18
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K 918 | Continued From page 15 K918

equipment systems shall be in accordance with
NFPA 110, Chapter 6, Section 8.4.1 "Level 1 and
Level 2 EPSSs, including all appurtenant
components shall be inspected weekly and shall
: be exercised under load at least monthly, NFPA
110, Chapter 8, Section 8.4.2 "Generator sets it
Level 1 and Level 2 service shall be exercised at
least once monthly, for a minimum of 30
minutes...

Findings Include:

On January 15, 2019 the surveyor, accompanied
by the Director of Maintenance reviewed the
generator test records since the last survey. No
documentation of weekly or monthly load tests
and transfer times within 10 seconds were
documented for following periods.

1. Last week of February 2018 no weekly visual
generator checks documented.

2. March 2018 the entire month no weekly
inspections to include a monthly load bank test
for 30 minutes and transfer time not documented.
2, April 2018 the first three weeks, no weekly
visual generator checks documented.

During the exit conference the above findings
were again acknowledged by the Administrator
and Director of Maintenance.

Failure to inspect and test and document the i
emergency generator under foad monthly and
conduct weekly visual Inspections and document
time from normai power to emergency power
could result in harm to patients during emergency
system failures,

K 920 | Electrical Equipment - Power Cords and Extens K 920
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S8=D| CFR(s): NFPA 101

Electrical Equipment - Power Cords and
Extension Cords

Power strips in a patient care vicinity are only
used for components of movable
patient-care-related electrical aquipment
(PCREE) assembles that have been assembled
by qualified personnel and meet the conditions of
10.2.3.6. Power strips in the patient care vicinity
may not be used for non-PCREE (e.g., personal
electronics), except in long-term care resident
rooms that do not use PCREE, Power strips for

' PCREE meet UL 1363A or UL 60601-1. Power
: strips for non-PCREE in the patient care rooms
(outside of vicinity) meet UL 1363. In non-patient
care rooms, power strips meet other UL
standards. All power strips are used with general
precautions, Extension cords are not used as a
substitute for fixed wiring of a structure,
Extension cords used temporarily are removed
immediately upon completion of the purpose for
which it was installed and meets the conditions of
10.2.4.

10.2.3.6 (NFPA 99), 10.2.4 (NFPA 99), 400-8
(NFPA 70), 590.3(D) {(NFPA 70), TIA 12-5

This REQUIREMENT is not met as evidenced
by

Based on observation it was determined the
facility allowed the use of an extension cord to be
used for a Christmas tree in room 152,

* NFPA 101, Life Safety Code, 2012. Chapter 2,

: Section 2.1 The following documents or portions
thereof are referenced within this Code as
mandatory requirements and shall be considered
part of the requirements of this Code. Chapter 2
"Mandatory References" NFPA 98 "Standard for
Health Care Facilities, " 2012 Edition. NFPA 99,

2. All residents could be affected by this
alleged deficiency.

3. Staff in serviced on 2/22/19 regarding
extension cords usage.

4. The Maintenance Director will monitor
for compliance.

3/3M19
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(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION S8HOULD BE COMPLETION

TAG CROSS-REFERENGED T(O THE APPROPRIATE DATE
DEFICIENCY)

K920

Continued From page 17

Chapter 6, Section 6.3.2,2.6.2 | "All Patient Care
Areas,"” Sections 6.3.2.2..6.2 (A) through
6.3.2.2.6.2 (E) Receptacles (2)" Minimum

: Number of Receptacles." "The number of

receptacles shall be determined by the intended
use of the patient care area. There shall be
sufficient receptacles located so as to avoid the
need for extension cords or multiple outiet
adapters.

Findings include:

Cn danuary 15, 2019 the surveyor, accompanied
by the Director of Maintenance observed the use
of an extension cord to be used for a Christmas
tree in room 152. The Christmas tree was not
plugged directly into the wail outlet receptacie in
the room,

Puring the exit conference on January 15, 2019,
the above findings were again acknowledged by
the Administrator and Director of the
Maintenance,

The use of multiple outlet adapters could create
an overload of the electrical system and could
cause a fire or an electrical hazard. A fire could
cause harm to the patients.

K920
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ARIZONA DEPARTMENT
OF HEALTH SERVICES
1 * LICENSING

February 20, 2019

Receipt Of This Notice Is Presumed To Be 02/20/2019
Important Notice - Please Read Carefully

Sheila Wiggins, Administrator

Sapphire of Tucson Nursing and Rehab, L.L.C.
2900 East Milber Street

Tucson, Arizona 85714

Dear Ms. Wiggins:

On January 15, 2019, a Emergency Prepardness 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.
Although the survey found that your facility was in substantial compliance with the participation requirements,
some deficiencies exist.

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

Plan of Correction

A Plan of Correction {PoC) for the deficiencies must be submitted by March 2, 2019, You must include all pages
of the Statement of Deficiencies when submitting your PoC. Failure to submit an acceptable PoC by March 2,
2019 may result in the imposition of remedies. Plans of correction sent by fax will not be accepted.

Your PoC must contain the following:

s What corrective action(s) will be accomplished for those residents found to have been affected by the
deficient practice, on both a temporary and permanent basis, including the date the correction will be

accomplished;

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

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

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




Sapphire of Tucson Nursing and Rehab, L.L.C.
February 20, 2019
Page Two

» HMHow the corrective action(s) will be monitored to ensure the deficient practice will not recur, i.e., what

quality assurance program will be put into place; and the title, or position, of the person responsible
for implementing/monitoring the corrective action.

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

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 until substantiated by a revisit or other means.

informal Dispute Resolution

In accordance with §488.331, you have one opportunity to guestion 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 Eckies, Bureau Chief, Bureau of Long Term Care, 150 North 18th Avenue, #440, Phoenix, Arizona 85007.
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.

Please note: Effective July 1, 2007, facilities requesting an Informal Dispute Resolution must submit separate
requests, one for State deficiencies cited and one for Federal deficiencies cited, if applicable.

Retain a copy of the PoC for your files. If the PoCis not received by this Office by March 2, 2019,
recertification may be denied. Plans of correction sent by fax will not be accepted. If you have any questions
concerning the instructions contained in this letter, please contact the Bureau of Long Term Care at (602}
364-2690.

Sincerely,
\EoyEvey CJ i
Diane Eckles

Bureau Chief
DE\sf

Attachments

Douglas A. Bucey [ 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
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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
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TOQ THE APPROPRIATE DATE
DEFICIENCY)
E 000 | Initial Comments E 000 Preparation and/or execution of the Plan of
Correction does not constitute admission or
42 CFR 483.73 Long Term Care Facilities. agreement by the Provider of the truth of the
facts alleged of the convictions set forth in he
The facility must meet all applicable Federal, statement of deficiencies required by the
State and local emergency preparedness provisions of the Federal and State law.
requirements as outlined in the Medicare and
Medicaid Programs: Emergency Preparedness
Requirements of Medicare and Medicaid

: Participating Providers and Suppliers Final Rule |
: (81 FR 63860) September 16, 2016, i

The facility meets the standards, based on
acceptance of a plan of correction :
E 009 | Local, State, Tribal Collaboration Process E 009
ss=C | CFR(s): 483.73(a)(4)

[(a) Emergency Plan. The [facility] must develop
and maintain an emergency preparedness plan
that must be reviewed, and updated at least
annually. The plan must do the following:]

(4) Include a process for cooperation and
collaboration with local, tribal, regional, State, and
Federal emergency preparedness officials' efforts
to maintain an integrated response during a -
disaster or emergency situation, including E @ E ” W E
documentation of the facility's efforts to contact

such officials and, when applitable, of its MAR 5 - 2019
participation in collaborative and cooperative
planning efforts.

B
* [For ESRD facilities only at §494.62(a)(4)]: (4) i O'
Include a process for cooperation and
collaboration with local, tribal, regional, State, and
Federal emergency preparedness officials’ efforts
i to maintain an integrated response during a

. disaster or emergency situation, including
documentation of the dialysis facility's efforts to

y. it ]
LABORATORY DIREET l?ﬁ} QYVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ) / TITLE f {X6) DATE
/ s v 5
. ///%/7,; f% A oS 5/7?//}?

Any deficlericy 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 documenls are made available to the facility, If deficlencles are cited, an approved plan of correction Is requisite to continued
program participation,
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035099 B. WING 01/15/2019
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{X4) ID SUMMARY STATEMENT OF DEFICIENGIES ! 0 PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APFROPRIATE DATE
DEFICIENCY)
E 009 | Continued From page 1 E 0095 1. The Administrator signed a Memorandum

of Understanding (MCU) on 1/21/19 with the

contact such officlals and, when applicable, of its Southern Arizona Health Care Coalition.

participation in collaborative and cooperative ; ” 3/3/19
pianniﬁg efforts. The dialysis facility r?aust contact 2. Allresidents have the potential to be

the local emergency preparedness agency at affected by this alleged deficiency.

least annually to confirm that the agency is aware 3. The Administrator and Maintenance

of the dialysis facility's needs in the event of an : Director will be a part of all coalition activities
emergency. and training.

This REQUIREMENT is not met as evidenced - 4. The Administrator will be responsible to

by: : maintain active patticipation and

Based on record review and staff interview, [t
was determined the facility falled to include a
process for cooperation and collaboration with
local, tribal, regional, State, and Federal
emergency preparedness officials,

membership in this coalition.

Findings include:

The surveyor, along with the Administrator and
Director of Maintenance on January 15, 2018
reviewed the facllity's Emergency Plan. The
Emergency Plan did not indicate, with supportive
documentation, a process for cooperation and
collaboration with local, tribal, regional, State, and
Federal emergency preparedness officials.

The Administer and Director of Maintenance
confirmed during their exit conference on January
15, 2019 that the facility emergency plan did not
indicate a process for cooperation and
collaboration with local, tribal, regional, State, and
Federal emergency preparedness officials,

Fallure to include a process for cooperation and
collaboration could lead to harm to both patients
and staff.

E 015 | Subsistence Needs for Staff and Patients E 015
35=C | CFR(s): 483.73(b)(1)

FORM CMS-2567(02-99) Pravious Versions Cbactete Event I V3CM21 Facllity 1D: LTC0O053 If continuation sheet Page 2 of 15
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E 015 | Continued From page 2 . EO015

[(b) Policies and procedures. [Facilities] must ;
develop and implement emergency preparedness
policies and procedures, based on the emergency:
plan set forth in paragraph (a) of this section, risk ‘
assessment at paragraph (a)(1) of this section, |
and the communication plan at paragraph (¢} of
this section. The policies and procedures must be
reviewed and updated at ieast annually.] Ata
minimum, the policies and procedures must
address the following;

{1) The provision of subsistence needs for staff
and patients whether they evacuate or shelter in
place, inciude, but are not limited to the following.
(i} Food, water, medical and pharmaceutical
supplies
(i) Alternate sources of energy to maintain the
following:

(A) Temperatures to protect patient health and
' safety and for the safe and sanitary storage of
provistons.

{B) Emergency lighting.

(C) Fire detection, extinguishing, and alarm
systems,

(D) Sewage and waste disposal.

MFor Inpatient Hospice at §418.113(b)}()i).]
Policies and procedureas,
(6) The foliowing are additional requirements for
hospice-operated inpatient care facilities only.
The policies and procedures must address the
following:
(iify The provislon of subsistence needs for
hospice employees and patients, whether they
evacuate or shelter in place, include, but are not
limited to the following: :
(A} Food, water, medical, and pharmaceutical
supplies,

FORM CMS-2567(02-99) Previous Versions Cbsolete Event iD:VacM21 Facility iD: LTC0053 [f sontinuation sheet Page 3 of 16
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{(*4) 1D ; SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTICON

SAPPHIRE OF TUCSON NURSING AND RERAB, LL.C

{X8)
PREFIX | {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

; DEFIGIENCY)

i
E 015 | Continued From page 3 E 015

(B) Alternate sources of energy to maintain the
following:

(1) Temperatures to protect patient health |
and safety and for the safe and sanitary sforage
of provisions.

{2) Emergency lighting.

(3) Fire detection, extinguishing, and alarm
systems,

(C) Sewage and waste disposal.
This REQUIREMENT is not met as evidenced
by:

Based on interview and record review with the
Administrator and Director of Maintenance it was
determined the facility did not have a policy and
procedure on sewage and waste policy in
accordance with the emergency preparedness
plan, polices and procedures to review while on
site. )

Subsistence needs for staff and patients.

[(b) Policies and procedures, [Facilities] must
develop and Implement emergency preparedness
policies and procedures, based on the
emergency plan set forth in paragraph (a) of this
section, risk assessment at paragraph (a)(1) of
this section, and the communication plan at .
paragraph {c) of this section. The policles and
procedures must be reviewsd and updated at
least annually.] At a minimum, the policies and
procedures must address the following:

(1) The provision of subsistence needs for staff
and patients whether they evacuate or shelter in
place, include, but are not limited to the following: I
{iy Food, water, medical and pharmaceutical '
supplies

{il) Alternate sources of energy to maintain the
following:

FORM CMS-2567(02-99) Previous Varsions Obsolete Event 10: VaCM21 Facility 1D; LTC0053 if continuation sheet Page 4 of 15
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(X410 SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION {xs)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
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E 015! Continued From page 4 E 015] 1 The facility developed a policy and
(A) Temperatures to protect patient heaith and procedure that addressed sewage and waste
safety and for the safe and sanitary storage of disposal during a disaster.
provislons. 2. Ali residents have the potential to be 3/3M19
I {B) Emergency lighting. affected by this alleged deficiency.
i {C) Fire detection, extinguishing, and alarm 3. The policy and procedure will be
systems, implemented in the facility EPP.
(D) Sewage and waste disposal. 4, The Administrator will monitor for any
Findings inolude: updates and report to the QAA Committee for
gs Inciude. three months.
On January 15, 2019 the surveyor, along with the
Administrator and Director of Maintenance,
reviewed the facillty's Emergency Plan. The plan

did not include policies and procedures to provide
for sewage and waste disposal,

During the exit conference on January 15, 2019
the above finding was again acknowledged by the
Administrator and Director of Maintenance.

Failure to include policies and procedures for
sewage and waste disposal in an emergency
could adversely Impact resident care during an
emergency.

E 023 | Policles/Procedures for Medical Documentation E 023
ss=C | CFR{s): 483.73(b)(5)

[{b) Policies and procedures. The [facilities] must
develop and implement emergency preparedness
policies and procedures, based on the emergency
plan set forth in paragraph (a) of this section, risk
assessment at paragraph {(a){1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must be
reviewed and updated at least annually. At a
minimum, the policies and procedures must
address the following:]

FORM CMS-2567(02-96) Previous Versions Obsolete Event ID:V3CM24 Fachily ID; LTC0053 i continualion sheet Page 5of 15
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|
E 023 Continued From page 5 £ 23| 1. Apolicy and procedure was developed on

(6) A system of medical documentation that 2/28/19 that addresses Protection of Patient
preserves patient information, protects Information during a disaster and or 3119
confidentiality of patient information, and secures emergency.
and maintains availability of records. [(5) or 2. All residents have the potential to be
(3).(4),(8)1 A system of medical documentation affected by this alleged deficiency.
that preserves patient information, protects 3. The policy will be included the facility EPP.
confidentiality of patient information, and secures 4. The Administrator shall monitor for
and maintains availability of records. compliance and ensure any changes or
"For RNHCIs at §403,748(b):] Policies and additions.alre included in the policy updates.
procedures. (5) A system of care documentation The Administrator shall report to QAA for threg
that does the following: months.
(i} Preserves patient information.
{ily Protects confidentiality of patient information.
(iiiy Secures and maintains the avallability of
records.
*For OPQs at §486.360(b):] Policies and
procedures. (2) A system of medical
documentation that preserves potential and actual
donor information, protects confidentiality of
potential and actual donor information, and
secures and maintains the availability of records,
This REQUIREMENT is not met as evidenced
by:
Based on review of the facility Emergency Plan,
and staff interview, it was determined the facility
failed to develop and Implement policy and
procedures that address a system of medical
documentation that preserves patient information,
protects confidentiality of patient information, and
secures and maintains availabiiity of records.
Findings include:
The Administrator and Director of Maintenance

| reviewed the facility's Emergency Plan with the

: surveyor on January 15, 2019. The plan did not

 include policies and procedures to address a
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system of medical documentation that preserved
patient information, pratected confidentiality of
patient information, and secured and maintained
avaitability of records.

The Administrator and Director of Maintenance
confirmed on January 15, 2019 the facility
Emergency Plan did not include policies and
procedures to address a system of medical
documentation, and was updated annualy.

Failure to include polictes and procedures to
address a system of medical documentation that
preserved patient information, protected

- confidentiality of patient information, and secured
: and maintained avallability of records in an

- emergency could adversely impact resident care
; during an emergency.

E 024 ! Policies/Procedures-Volunteers and Staffing . E Q24| Thefacility developed a policy and procedure
g8=c | CFR(s): 483.73(b)(6) i to address the use of volurdeers in an
. | emergency or other emergency staffing 3/3119
[(b) Policies and procedures, The [facilities] must : strategies. 2/27/19
develop and implement emergency preparedness 2. All residents have the potential {o be
policies and procedures, based on the emergency affected by this alleged deficiency.
plan set forth in paragraph (a) of this secfion, risk 3. The Administrator will ensure the policy

assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must be 4Prt_ar;'31aricilne§ S Tiat"' il 10 QAA
reviewed and updated at least annually, At a - The Administrator will report 1o
minimum, the policies and procedures must Committee on this policy and procedure.
address the following:]

is implemented in the Emergency

(8) {or (4), (8), or (7} as noted above] The use of
volunteers in an emergency or other emergency
staffing strategies, including the process and role
for integration of State and Federally designated
health care professionals to address surge needs
during an emergency.
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*For RNHCIs at §403.748(b}):] Policies and
procedures. (8) The use of volunteers in an
emergency and other emergency staffing
strategles to address surge needs during an
emergenacy.

*For Hospice at §418,113(b):] Policies and
procedures. (4} The use of hospice employees in
ah emergency and other emergency staffing
strategies, including the process and role for

| Integration of State and Federally designated
: health care professionals to address surge
i needs during an emergency.
This REQUIREMENT is not met as evidenced
by:

Based on observatlon, staff interview and record
review, the facility failed to develop and
implement policy and procedures for the use of
volunteers in an emergency.

Policies and procedures

The facility must develop and implement
emergency preparedness policies and
procedures, based on the emergency plan set
forth in paragraph (a) of this section, risk
assessment at paragraph {a}{1} of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must
be reviewed and updated at least annually. Ata
minimum, the policies and procedures must

- address the followlng:

i (B) The use of volunteers in an emergency or
other emergency staffing strategies, including the
process and role for integration of State and
Federally designated health care professionals to
address surge needs during an emergency.
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Findings include:

On January 15, 2019 the surveyor, along with the
Administrator and Director of Maintenance
reviewed the facility's Emergency Plan. The plan

| did not include policles and procedures to
address the use of volunteers in an emergency or
other staffing strategies, including the use of
State and Federally designated health care
professional during an emergency.

During the exit conference on January 15, 2019
the above findings were again acknowledged by
the Administrator and Director of Maintenance

Failure to address the use of volunteers in an

; emergency could adversely impact resident care
during an emergency.

E 025 | Arrangement with Other Facliities E 025
58=C | CFR(s): 483.73(b)}(7}

[(b) Policies and procedures, The [facilities] must
develop and implement emergency preparedness
policies and procedures, based on the emergency
plan set forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section, |
and the communication plan at paragraph (¢) of
this section. The policies and procedures must be
reviewed and updated at least annually, At a
minimum, the policies and procedures must
address the following:]

*IFor Hosplices at §418.113(b), PRFTs at
§441,184,(b) Hospitals at §482.156(b), and LTC
Facilities at §483.73(b):] Policies and procedures,
(7) [or (8)} The development of arrangements with
other [facilities] {and] other providers to receive |
: i
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did locate the transfer agreements
established with the following facilities:
Villa Compana, Sabino Canyon Rehab,
Devon Gables Rehab Center. All

patients in the event of limitations or cessation of
operations to maintain the continuity of services

to facility patients. 31319

*{FOF PACE at §46084(b), ICEMDs at agrefaments are current and meet the
§483.475(b), CAHs at §486,625(b), CMHCs at required standards.

§485.920(b) and ESRD Facilities at §494.62(h):] 2. All residents have the potential to be
Pollcles and procedures. {7) [or (), (8)] The affected by this alleged deficiency.
development of arrangements with other 3. The Administrator will maintain all
[facllities] [or] other providers to receive patients agreements in the facility Emergency

in the event of limitations or cessation of Preparedness binder and update as needed.

operations to maintain the continuity of services

. . 4. The Administrator will monitor for
to facility patients.

compliance and report to the QAA Commiltee

“[For RNHCIs at §403.748(bY] Policles and for thres months and as needed.
pracedures. {7) The development of
arrangements with other RNHCIs and other
providers to receive patients in the event of
fimitations or cessation of operations to maintain
the continuity of non-medical services to RNHCI
patients.

This REQUIREMENT s not met as evidenced
by: ;
Based on interview and record review the facllity
did hot develop arrangements with other long
 term care facllities and other providers to receive
 patients in the event of limitations or cessation of
operations to maintain services to the facilities
patients,

Findings include:

During an interview on January 15, 2019 the
surveyor along with the Administrator and the
Director of Maintenance reviewed the facility's
Emergency Preparedness plan. The plan did not
include any agreements or memorandum of
understanding with other providers in the area,
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(8) [(8), (BYC)(iv), (7), or (})] The role of the

During the exit conference on January 15, 2019
the above finding was again acknowledged by the
Administrator and the Director of Maintenance.

Failure to develop arrangements with other long
term care facilities and other providers to receive
patients in the event of limitations or cessation of
operations to maintaln services to the facilities
patients could cause harm to the patients in an
emergency.

Roles Under a Waiver Declared by Secretary
CFR(s). 483.73(b)(8)

{{b} Policies and procedures. The [facilities] must
develop and implement emergency preparedness
policies and procedures, based on the emergency
plan set forth in paragraph (a) of this section, risk
assessment at paragraph {a)(1) of this section,
and the communication plan at paragraph (c) of
this section, The policles and procedures must be
reviewed and updated at least annually. Ata
minimum, the policies and procedures must
address the following:]

[facility] under a waiver declared by the Secretary,
in accordance with section 1135 of the Act, in the
provision of care and treatment at an alternate
care site identified by emergency management
officials.

“For RNHCls at §403.748(b):] Policies and
procedures. (8) The role of the RNHCI under a
walver declared by the Secretary, in accordance
with section 1135 of Act, in the provision of care
at an alternative care site identified by emergency
management officials.

This REQUIREMENT is not met as evidenced

E 026 1. The facility developed a policy that

1135 waiver,
affected by this alleged deficiency.

the EPP.

maonths.

describes the facility's role in providing care
and treatment at alternate care sites under a 3/3/19

2. Ali residents could have the potential to be
3. The Administrator will include this policy In

4. The Administrator will report to QAA
Committee on this policy update for three

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
035099 B, WING 01/15/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2900 EAST MILBER STREET
SAPPHIRE OF TUCSON NURSING AND REHAB, I.LC
’ TUCSON, AZ 85714
(Xdyio SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION (X5)
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
£ 026 | Continued From page 10 E 025

FORM CM&-2667{02-88) Previous Verslons Obsolete Event |D:V3CM21

Factlity ID; LTCO0E3 if continuation sheet Page 11 of 156




DEPARTMENT OF HEALTHAND HU N SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/16/2019

FORM APPROVED .

OMB NO, 0938-0391

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

035099

{X2) MULTIPLE CONSTRUCTION
A. BUILDING

B, WING

{X3) DATE SURVEY
COMPLETED

011156/2019

NAME CF PROVIDER OR SUPPLIER

SAPPHIRE OF TUCSON NURSING AND REHAB, LLC

STREET ADDRESS, CITY, STATE, ZIP GODE
2900 EAST MILBER STREET
TUCSON, AZ 85714

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR L.SC [DENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH CORRECTIVE ACTION SHOULD

{X5}
BE COMPLETION

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

k= 026 | Continued From page 11

by

Based oh observation, interview and facility
record review the facility failed to develop and
implement emergency preparedness policies and
procedures to describe its role In providing care
at alternate care sites during an emergency.

Findings include:

On January 15, 2019 the surveyor, along with the
Administrator and Director of Maintenance
reviewed the facllity's Emergency Plan. The pian
did not include policies and procedures
describing the facillty's role in providing care and
treatment at alternate care sites under an 1135
waiver.

During the exit conference on January 15, 2019,
the above finding was again acknowledge by the
Administrator and Director of Maintenance,

Failure to develop emergency policy and
proceduras at alternative care sites may cause
harm to the residents during an emergency.

E 036 | EP Training and Testing

35=F | CFR(s): 483.73(d)

{d) Training and testing. The [facility] must
develop and maintain an emergency
preparedness training and testing program that is
based on the emergency plan set forth in
paragraph (a) of this section, risk assessment at
paragraph {a)(1) of this section, policles and
procedures at paragraph (b) of this section, and
the communication plan at paragraph (¢} of this
section. The training and testing program must
be reviewed and updated at least annually.

E 026

E 036
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*IFor ICF/|IDs at §483.475({d);] Training and
testing. The ICF/ID must develop and maintain
an emergency preparedness training and testing
program that is based on the emergency plan set
forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
policies and procedures at paragraph {b) of this
section, and the communication plan at
paragraph (c) of this section. The training and
testing program must be reviewed and updated at
least annually, The ICFAID must meet the
requirements for evacuation drills and training at
§483.470(h).

*[For ESRD Facilities at §494.62(d}.] Training,
testing, and orientation. The dialysis facility must
develop and maintain an emergency
preparedness training, testing and patient
orientation program that is based on the
emergency plan set forth in paragraph (a) of this
section, risk assessment at paragraph {a)(1) of
this section, policies and procedures at paragraph
(k) of this section, and the communhication plan at
paragraph (¢} of this section. The training, testing
and orientation program must be reviewed and
updated at least annually.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and facllity
record review the facility failed to develop and
implement emergency preparedness policies and
procedures for Emergency Planning training and
testing program for new and exisitng staff.

Based on ohservation interview and review
review of the facility's Emergency Preparedness
Testing Requirements, record review and staff
interview, it was determined the facility failed to
conduct exercises to test the emergency plan at |
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E 036 | Continued From page 13 Eo3gi 1 Thenew administrator (hired 1/11/19) and

the new Maintenance Director (hired 2/7/19)

least annually.
y will ensure the facility irains and tests the EPP

Finding include: plan for new and existing staff. This will
include: participation in a full-scale exercise
On January 15, 2019 the surveyor, alang with the that is community based, facility based
Administrator and Director of Maintenance exercise, and a table-top exercise. 3/3/19
reviewed the facility's Emergency Plan, The plan 2. All residents have the potential to be
did not include policies and procedures affected by this alleged deficiency.

describing the development and implementation
of a training and testing program for the facility
based on the Emergency Plan, facility risk
"assessment and the communications plan as

3, The Administrator will ensure the EPP is
reviewed annually and that drills are
conducted according to state and federal

“noted below: regulations.
4. The Administrator will report to the QAA
: Emergency Prep Training Program Commiltee on when the drills and training
occurs. The Administratar will review with the
{d)(1) Training Program. The Long Term Care QAA this requirement for three months and
must do all of the following: as needed.

(1Y Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing onslte services under
arrangement, and volunteers, consistent with
their expected roles.

(il Provide emergency preparedness at least
annually,

(lil) Maintain documentation of the tralning. i
(iv) Demonstrate staff knowledge of emergency ! :
procedures.

On January 15, 2019 the surveyor, along with the
Administrator and Director of Maintenance
reviewed the facility's Emergency Preparedness
Testing Requirements. The Emergency
Preparedness Testing Requirements did not have
documented the following:

1. Participate in a full-scale exercise that is
| community-based.

;

]
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2, Conduct an additional exercise that may
include, hut is not limited to the following:

(A} A second full-scale exercise that is
individual, facility-based.

(B) A tabletop exercise that includes a group
discussion led by a facilitator, using a narrated,
clinically- relevant emergency scenario, and a set
of problem statements, directed messages, or
prepared questions designed to challenge an
amergancy plan.

During the exit conference on January 15, 2019
the above findings were again acknowledge by
the Administrator and Director of Maintenance.

Failure to provide policy and procedures for the
training and testing program may lead to
untrained staff in an emergency situation and
may result in harm to the residents during an
emergency. Failure to conduct drills/exercises to
test the emaergency plan could lead to harm fo
hoth patients and staff.
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LONG-TERM CARE FACILITY APPLICATION FOR MEDICARE AND MEDICAID

Standard Survey:
FromyF1 (mmiddhyyvy)

{1114

To: F2 (pmiddfyyyy)

o9

Extended Survey:
From: F2 {mmiddhyyyy)

To: F4 (hﬁmlddlyyyy)

Name of Facility

Provider Number

035099

Fiscal Year Ending: F5 (mm/iddiyyyy)

/Z/g //2:4/7

Sa.prifP QL“P T%C.S'-’"’\. nuﬁihié'?\ekd.b

Stredt Address

2900 .E. Mitber .

City

TUL&.) owv

County
2 moo-

Zip Code

St%z_ 8’5'7/7/

Telephone NMumber: F6

§2L- 2 99~ 0005

State/County Code: F7

State/Region Code: F8

F9

01 Skilled Mursing Facility (SNF) - Madicare Participation

02 Nursing Facility (NF} - Medicaid Participation

43 SNF/NF - Medicare/Medicaid

fs this facility hospital based? F10 .ammieiana O Yes @ No
If yes, indicate Hospital Provider Number: F11

HEREE

Ownership: F12 For-Profit

01 Individual
02 Partnership
03 Corporation

Non-Profit
04 Church Related

06 Other Nonprofit

13 Limited Liabitity Corporation

05 Nonprofit Corporation

Government

07 State 10 City/County

08 County 11 Hospital District
09 City 12 Federal

Owned or leased by Multi-Facdility Organization: F13 .....ccvvinrvivmmncennnnn

rererersrensesmssnevs e 3 Y25 @ No

Name of Muiti-Facility Organization: Fi4

Dedicated Special Care Units; (show number of beds for all that apply)

F15 AIDS F16 Alzheimer’s Disease F17 Dlalysfs
F18 Disabled ChildrenfYoung Adults F19 Head Trauma F20 Hospice

([ 1]

L1

NN

F21 Huntington’s Disease

[T 1]

F22 Ventilator/Respiratory Care

Ll

F23 Other Specialized Rehabilitation

VAAG

Does the facility currently have an organized residents’ group? F24

Does the facllity currently have an organized group of family members of residents? ...

OvYes @No

Does the facility conduct experimental research? F26 .o crerosrareas

is the facility part of a continuing care retirement community (CCRC)? F27

cerrsresmrenneenns () Yes € No

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

Waiver of 24 hr licensed nursing requirement:

Waiver of seven day RN requirement:
Date: F28 {mmiddlyyyy)

Hours waived per week: F28

Date: (30 {mmiddhsyy)

Hours waived per week; F31

Does the facility currently have an approved Nurse Aide Training and Competency Evaluation Program? F32 ... Oves @No

Name of Person Completing Form

William 14 wuure Uy

Signatuge

Date

(- $-/9

1 {06/2018)




1/8/2019
DEPARTMENT OF HEALTH AND HUMAN SERVICES

CMS 672 -~ Alf

Date Printed: 1/8/2019

CENTERS FOR MEDICARE & MEDICAID SERVICES Unit: All
Floor: Alf
B RESIDENT CENSUS AND CONDITIONS OF RESIDENTS
Provider No. Medicare F75 Medicaid F76 Other F77 Total Residents F78
19 129 30 . 1%
-ADL Independent Assist of One or Two Staff Dependent
Bathing Fra / Fa0 fO/ F81 ‘7@
Dressing F82 2/ Fa3 /3¢ Fa4 /9
Transferring | F86 3 3 F86 It/ F87 3 ;7/
Toilet Use F8s - 2 5 F89 /25 Fa0 30
Eating F91 3 7 Fo2 /A7 F93 . /4/
A. Bowel/Bladder Stalus B. Mobility
Fo4 26 With Indwelling or external catheler F100 i85  Bedfast all or most of ime
Fa5 Of the tofal number of residents with catheters, how F101 121  In a chailr all or most of time
many wera present oh admission 197
Fi02 21  independently ambulatory
Fg6 123 Occasionally or frequently incontinent of
hladder F103 50  Ambulation with assistance or assistive
device
Fa7 91  Occasionally or frequently incontinent of
bowel F104 [4] Physically restrained
Fo98 122 On urinary toileting program F105 Of the total number of residents with restraints,
how many were admitled or readmitted with
Fog . 868  On bowe] toileting program orders for restrainis 07?
F106 38  With contractures

F107 Of the total number of residents with
contraclures, how many had a contracture(s) on
admission 287

C. Mental Status
F108-114 - indicate the number of residents with:

F108 5  Intellectual andfor developmental disabliity

F109 75 Documented signs and symploms of
depression

Fi10 88 Documented psychlatric diagnosis (exciude

dementias and depression)

Fi11 67 Dementia: (e.g., l.ewy-Body, vascular or
Multi-infarct, mixed, frontotemporal such as
Pick's disease; and dementia related to
Parkinson's or Creutzfeldf-Jakob diseases),
or Alzheimar's Dissase

F112 94 Behavioral heaithcare needs

F113 Of the total number of residenis with behaviaral
healthcare needs, how many have an
individualized care plan to support them 367

Fii4 0  Receiving health rehabilitative services for
Mi andfor ID/DD

D. Skin Integrity
F115-118 - indicate the number of residents with:

F115 21 Pressure ulcers (exclude Stage 1)

F116 Of the total number of residents with pressure
ulcers excluding Stage 1, how many residents
had pressure uicers on admission 77

F117 153 Receiving preventive skin care

F118 0 Rashes

hiigse/www 14 pointclickcare .comicarefreportsfiemsB72_mds3, v0412 jsp

13




1812019 o CMS 672 - Al

Form CMS-672 (05/12) Page: 1 of 2
Date Printed: 1/8/2019
Unit: All
Floor: All
E. Special Care
£119-132 - indicafe the number of residents receiving: F127 0 Suclioning
F119 7  Hospice care F128 34 Injections {exclude vitamin B12 injections)
F120 0 Radiation therapy F128 4  Tube feedings
F121 0 Chemotherapy F130 44 Mechanically altered diets including pureed and ali
chopped food (not only meat)
F122 7  Dialysls
F131 32 Rehabilitalive services (Physical therapy, speech-
F123 7  Intravenous therapy, IV nutrifion, and/or blood language therapy, occupational therapy, etc.}
transfusion Exciude health rehabililation for Mt and/or ID/DD
F124 & Respiratory treatment F132 4  Assistive devices while eating
F125 1  Tracheosiomy care
F126 10 Oslomy care
F. Medications G. Other
F133+139 - indicate the number of residents receiving: F140 11 With unplanhed significant weight loss/gain
F133 109 Any psychoactive medication Fi41 7  Who do not communlcate in the dominant
language of the facilily (include those who use
F134 49 Anlipsycholic medications American sign language)
F135 21 Anlianxiety medications F142 D Who use non-oral communication devices
F136 88 Antidepressant medications F143 81 With advance directives
F137 4  Hypnotic medications F144 86 Received influenza immunization
F138 30 Aniibiotics F145 82 Raceived pneumococcal vaccine
F132 84 On pain management program

| certify that this information Is accurate fo the best of my knowledge.

Signature of rson Compleling the Form Title Date
| Don/ / / e / [ 9

77

TO BE COMPLETED BY SURVEY TEAM

F146 Was ombudsman notified prior to survey? %’es _No /
Fi47 Was ombudsman presentduring any portion of the survey? __ Yes No

F148 Medication error rate K2 %
g}
_,,,L/ W

hllps:!hvww1 4 polptdlickcare.comfcarefreportsicms672_mds3 v0412 jsp 205
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Sapphire of Tucson Nursing and Rehab
2900 E. Milber Street
Tucson, AZ 85714
(520) 294-0005

rizona Depariment of Healt
3/25/2019 nivision of Public Health

"
Vimanmelme Cavpinnc

MAR 2 6 2019

Diane Eckles

Bureau Chief NELEP I IEIRN
Arizona Department of Health Services 150 N, 18th Ave #40(
150 N. 18t Ave, Ste 440 Phoenix. A7 85007

Phoenix, AZ 85007-3247
Dear Ms. Eckles:
Enclosed please find this facility’s supporting documentation as requested for the CMS 2567.

| have separated according to F Tag and numbered each document with the corresponding F tag.
Should you have any questions please call me at (520) 294-0005. Thank you.

A W~

EGEIVE

MAR 2 6 cu1y

By d ,J/

L

U




SAPPHIRE

OF TUCSON
NURSING AND REHAB

3/2/19

Diane Fckles, Bureau Chief
AZDHS

150 North 18" Ave., Ste 448
Phaeniy, AZ 85007-3247

Re=: Sapphire of Tucsen Nursing and Rehab

Dear Ms. Eckles:

Pleste accept SAPPHIRF OF TUCSON NURSING AND REHAR's Plan of Correct on for our Life Safety survey
canducted 1/15/19. The facility is alleging substantial compliance as of 3/3/15. Please call if you have
any gJestions cancerning this Plan of Correction.

Sincerely,

Lo W

Sheila Wiggins
Administrator

JEGEIVE

MAR 5 - ZU1Y

| Pv-——figé:————-—

2900 E Milber Street Tucson, Arizona 85714 office 520.294.0005 fax 520.807.2500

sapphireoftucson.com




