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November 22, 2022

     

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

Dear Mr. Valdez:

On November 18, 2022, an offsite  revisit survey, #LYYB12, 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 the State participation requirements to operate a nursing home in the State of Arizona.     

Enclosed is the   State Revisit Report form   which indicates the licensee to be in substantial compliance based
on an allegation of compliance and acceptable plan of correction.   A copy of this form will become a part of
the facility's public file.  Please keep this current inspection report in the facility and available for review.

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

Sincerely,

Monica Miller
Program Project Specialist II    
Bureau of Long Term Care Licensing    

\mm    
     
Enclosure

   

             Douglas A. Ducey | Governor      Don Herrington | Interim Director

150 North 18th Avenue, Suite 440, Phoenix, AZ 85007‐3247      P | 602‐364‐2690      F | 602‐324‐0993      

   W | azhealth.gov

Health and Wellness for all Arizonans
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{Y 000} Initial Comments {Y 000}

The offsite follow-up was conducted on 

November 18, 2022 for the State compliance and 

complaint survey. Revised complaint list includes 

the following: AZ00186165, AZ00185501, 

AZ00183624, AZ00185486, AZ00184360, 

AZ00184924, AZ00183904, AZ00174056, 

AZ00175032, AZ00175165, AZ00175053, 

AZ00175670, AZ00175355, AZ00174830, 

AZ00183514, AZ00178990, AZ00177917, 

AZ00177644, AZ00176706, AZ00176005, 

AZ00175521, and AZ00174512. No deficiencies 

were cited.
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Y 000 Initial Comments 

The State compliance survey was conducted 
September 12, 2022 through September 15, 

2022, in conjunction with the investigation of 

Complaints: AZ00186165, AZ00185696, 
AZ00185501,AZ00183624,AZ00185486, 
AZ00184360,AZ00184924,AZ00183904, 
AZ00174056, AZ00175032, AZ00175165, 
AZ00175053,AZ00175670,AZ00175355, 
AZ00174830,AZ00183514,AZ00178990, 
AZ00177917,AZ00177644,AZ00176706, 

AZ00176005, AZ00175521, and AZ00174512. 

The census was 156. The following deficiencies 
were cited. 

Y 339 R9-10-403.C.2.b. Administration 

STATE FORM 

R9-10-403.C. An administrator shall ensure that: 

R9-10-403.C.2. Policies and procedures for 
physical health services and behavioral health 

services are established, documented, and 
implemented to protect the health and safety of a 
resident that: 

R9-10-403.C.2.b. Cover the provision of physical 

health services and behavioral health services; 

This RULE is not met as evidenced by: 

Based on observations, clinical record review, 
staff interviews, and facility policies, the facility 

failed to implement their policies to ensure 
services provided to one resident (#16) met 
professional standards of quality care. 
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YOOO 
This Plan of Correction is submitted to 
meet the requirements established by 
State law. This Plan of Correction 
constitutes this facility's demonstration of 
compliance for the deficiencies cited. 
Submission of this Plan of Correction is 
not an admission that a deficiency existed 
or that one was correctly cited. 

Y339 

l. Resident #16 had been assessed during
the survey period and no adverse effect
noted.

2. Audit will be conducted by 
DON/designee on all residents who have
orders for enteral feeding for timing of
start/stop by 11/11/2022. Audit will be
conducted by DON/designee on all IV
antibiotic administration time by
11/11/2022. HR Director/Designee
identified LPNs who requires
advance/additional IV training required to
handle IV procedures 11/11/2022.

3. Inservice nurses on compliance to
feeding schedules, IV antibiotic
administration, and proof of advanced
training is required prior to handling IV
lines. This will be completed by 11/30/2022.
LPNs will be offered trainings for those who
are unable to submit proof of advance
training for IV effective 11/30/2022.
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Y 339 Continued From page 1 

Findings include: 

Resident #16 was initially admitted on June 2, 
2022 with diagnoses that included pneumonia, 
seizures, encephalitis and encephalomyelitis, 
cerebral cryptococcosis and disorder of the brain. 

Review of the physician order summary report 

ID 
PREFIX 

TAG 

Y339 

(order date range: June 2, 2022 - S_ei:>.tem�� 30, ______ ,__ _ _

STATE FORM 

2022) revealed: 
-Enteral feed order two times a day Osmolite 1.5
at 60 ml (milliliter)/hour x 20 hours/day per peg
via pump (off at 10:00 AM and on at 2:00 PM).
-Turn off feeding at 10:00 AM, turn back on at
2:00 PM every day shift.
-Enteral feed order every 4 hours, flush the peg
tube with 100 ml of water.
-Vancomycin HCL Solution 500 mg
(milligram)/100 ml, use 500 mg intravenously
every 12 hours for bacteremia for 28 days IV
(intravenous) piggyback to normal saline bag.

Review of the Medication Administration Record 
(MAR) dated September 1, 2022 through 
September 13, 2022 revealed that Licensed 
Practical Nurses (LPNs) provided: 
-flushed PICC (peripherally inserted central
catheter) inserted line x 44 occasions.
- mixed/administered Vancomycin x 18 occasions
-administered enteral feeding via peg tube x 63
occasions
-peg tube/care flush x 22 occasions

An observation was conducted on September 14, 
2022 at 11: 19 AM of peg tube care/treatment. 
Upon entering the resident's room, it was 
observed that the enteral feeding was still being 
administered at 11:19 AM, the scheduled LPN 
(staff #142) was not in attendance on the unit. 

6899 

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

4. Weekly random visual audits on feeding
schedules will be conducted for four weeks,
as well as weekly random visual audits on
timeliness of administration ofIV antibiotics
will be conducted for four weeks. Results of
the audits will be presented to the
QAPI committee for review and
recommendation.
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Further observation revealed an antibiotic bag 
hanging on the IV pole, undated. 

An immediate interview was conducted with the 
LPN (staff #103) who was at the nursing station 
at 11 :24 AM. He immediately went to resident 
#16's room and stated the enteral feeding was 
still being administered, and that it shc_,uld have 
been turned off at 10:00 AM, per the physician 
order. He also stated the risk of nin_ningtht:L __ _ 
enteral feed past the order time could result in 
aspiration, pneumonia and the stomach being too 
full. He further stated the IV medication bag was 
not timed or dated and he did not know when it 
had last been administered. He stated that he 
was certified to administer enteral feeding and 
medications via PICC line. 

At 11 :34 AM on September 14, 2022, a registry 
LPN (staff #142) returned to the unit. She stated 
that she did not stop the enteral feeding for 
resident #16 as ordered, and that it was her 
mistake. She further stated that she has not yet 
administered the Vancomycin as ordered, that it 
was ordered to be administered at 9:00 AM. At 
that time the LPN (staff #142) removed the 
Vancomycin from the medication cart and 
proceeded to reconstitute/mix the medication into 
the saline bag. The LPN also stated that she has 
completed specialized training to administer/care 
of PICC line IV medications and to mix IV 
medications. 

An observation was conducted on September 14, 
2022 at 11 :45 AM of LPN #142 completing PICC 
Line care prior to administration of the 
Vancomycin. She cleaned the PICC hub with 
alcohol, flushed the line with 100 cc (cubic 
centimeter) saline, and then attached the IV 
antibiotic. The medication was ordered to be 

ID 
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STATE FORM 

administered at 9:00 AM and was observed to be 
administered at 11 :45 AM. The LPN proceeded to 
flush the peg tube, using gravity flow. 

An interview was conducted on September 14, 
2022 at 4:01 PM with the interim Director of 
Nursing (DON/staff#141), who stated that it is the 
facility policy to follow physician's ordE:!rs as 
written. She further stated that it did not meet her 
expectations to have an enteral fef!d_ 
administration to continue an hour past the 
ordered stop time. She further stated that the risk 
could result in the resident receiving more 
calories than needed. She also stated antibiotics 
are expected to be administered at the ordered 
time frame. 

Another interview was conducted on September 
15, 2022 at 11 :59 AM with the interim DON (staff 
#141), who stated the pharmacy policy provides 
the guidance and protocol for medication 
administration. She also stated that they provide 
competencies and observations to ensure that 
staff are qualified to administer medications. She 
further stated that LPNs would require specialized 
certification to administer medications via PICC 
line, enteral feed, PICC line/Peg tube 
care/treatment. She stated the specialized 
certification is checked upon hire by human 
resources. She also stated that she was not able 
to provide evidence of specialized 
training/certification for staff #142 and staff #103. 
The DON stated that this did not meet the facility 
policy, and that she has already reached out to 
the pharmacy to schedule training. She stated 
that she was aware in May 2022 that the LPNs 
did not have the specialized training, and was told 
the pharmacy had no one to do the training. She 
further stated the facility was allowing LPNs to 
administer medication via PICC lines, mix 
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antibiotics, and administer enteral feeding via peg 

tube without the required certifications. 

On September 15, 2022 at 8:00 AM a request 

was submitted for staff education, certification 

and training for LPN/registry ( staff #141) and LPN 

(staff#103) regarding IV medication 

administration, PICC medication 

administration/care, care and central line flushing. 

The administrator (staff #120) statec:Uhat th� 

facility did not have any documentation of the 

LPNs' certification/training regarding PICC/IV 

medication administration, or care. 

On September 15, 2022 at 8:20 AM a policy was 

requested regarding contract/registry staff 

education/training and special certifications and 

was not provided by the facility. 

Review of the facility policy titled, Enteral 

Feedings Safety Precautions, revealed that all 

personnel responsible for preparing, storing and 

administering enteral nutrition formulas will be 

trained, qualified and competent in his or her 

responsibilities. 

Review of the facility policy titled, Infusion 

Therapy Products Provider, revealed that the 

professional nurse with documented IV education 

may set up a primary infusion. 

Review of the facility policy titled, Administering 

Medications, revealed that medications are 

administered in accordance with prescriber 

orders, including any required time frame. Only 

persons licensed or permitted by this state to 

prepare, administer and document the 

administration of medications may do so. 

Review of the pharmacy policy titled, Scope of 
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Practice and Competency Assessment, revealed 
that nurses administering infusion therapy and 
performing vascular access insertion and 
management must be qualified and competent 
based on their licensure and perform only duties 
within their scope of practice. Documentation of 
completed continuing education and competency 
assessments should be available in faci�ty or 
employee files. No nurse, LPN or RN (registered 
nurse), should perform any procedureltl_at he o_r_ 
she has not been specifically trained to do. 

Y342 R9-10-403.C.2.e. Administration 

STATE FORM 

R9-10-403.C. An administrator shall ensure that: 

R9-10-403.C.2. Policies and procedures for 
physical health services and behavioral health 
services are established, documented, and 
implemented to protect the health and safety of a 
resident that: 

R9-10-403.C.2.e. Cover infection control; 

This RULE is not met as evidenced by: 
Based on staff interview, facility policy, and review 
of the Center for Disease Control (CDC) 
recommendations, the facility failed to implement- -­
their policy regarding designating a qualified 
individual as the Infection Preventionist (IP) on an 
ongoing basis. 

Findings include: 

During an interview conducted on September 14, 

ID 
PREFIX 

TAG 

Y339 

Y342 

6899 
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CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

Y342 

I. No resident was found to be affected by
this alleged deficient practice.

2. No other resident had been affected. An
infection preventionist was already in place
during the period of survey.

3. An infection preventionist was already in
place during the period of survey.

4. No further action required as the facility
is currently compliant with an infection
preventionist in the facility.
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2022 at 2:30 PM with the interim Director of 
Nursing (DON/staff#141), the DON stated the 
previous DON last day of employment at the 
facility was on June 10, 2022. The DON further 
stated that the facility did not have Infection 
Preventionist (IP) coverage until August 25, 2022. 
She also stated that there was no one else in the 
facility that had been trained as an IP. _She stated 
that she knew that this did not meet the 
requirements. The DON stated that she has been __ _ 
covering as IP since August 25, 2022. 

Review of the facility policy titled, Infection 
Prevention, revealed the infection prevention and 
control (IPC) program is coordinated and 
overseen by an infection prevention specialist 
(Infection Preventionist). 

The CDC Interim Infection Prevention and Control 
Recommendations to Prevent SARS-CoV-2 
Spread in Nursing Homes updated September 
23, 2022 stated to assign one or more individuals 
with training in infection control to provide on-site 
management of the IPC program. CDC has 
created an online training course that can orient 
individuals to this role in nursing homes. 

Y 629 R9-10-406. E.1. Personnel 

STATE FORM 

R9-10-406.E. An administrator shall ensure that 
a personnel member or an employee or volunteer 
who has or is expected to have direct interaction 
with a resident for more than eight hours a week 
provides evidence of freedom from infectious 
tuberculosis: 

R9-10-406.E.1. On or before the date the 
individual begins providing services at or on the 
behalf of the nursing care institution, and 
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This RULE is not met as evidenced by: 
Based on personnel record reviews, staff 
interviews, facility documentation and policy 
review, the facility failed to ensure one employee 
(staff#143) had current evidence of freedom 
from infectious tuberculosis (TB). 

Findings include: 

Review of the personnel record for a Registered 
Nurse (RN/staff#143) revealed a hire date of 
February 2022. 

A TB Skin Test Consent Form dated 05/25/21 
indicated staff #143 received a tuberculin purified 
protein derivative (PPD) skin test. The form 
indicated a negative result was read on 05/27/21 
by a Licensed Practical Nurse (LPN). 

However, further review of staff #143's personnel 
file did not include an up to date TB skin test. 

On 09/15/22 at 11 :23 a.m., an interview was 
conducted with the Director of Human Resources 
(staff #82). She stated that before, or the week an 
employee starts, new employees are required to 
have TB screening. She stated that she has been 
way too trusting with staffing agencies and 
trusting them to ensure that the agency staff are­
up to date with screening and training. She stated 
that staff #143's TB status did not meet her 
expectations. 

An interview was conducted on 09/15/22 at 11 :46 
a.m. with the acting Director of Nursing
(DON/staff #141 ). She stated that new employees
are required to provide proof that they are free
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1.Staff#143 is a contracted staff. The
facility is no longer using the services of this
contracted staff.

2. Audit was conducted by DON/designee
on contracted staff. Audit included an up-to­
date TB skin test. Completed on 10/10/2022.

3. Meeting with HR, staffing coordinator,
infection preventionist and nursing
leadership on requirement to have evidence
of staff being free from infectious
tuberculosis (TB) prior to start date.

4. Weekly audits for four weeks will be
conducted by DON/designee to ensure that
contracted agencies (therapy, nursing
agencies, providers) have submitted
evidence of freedom from infectious
tuberculosis (TB) prior to start date. Results
of the audits will be presented to the QAPI
committee for review and recommendation
x 3 months.
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from TB prior to their shift on the first day. She 
stated that the risks of not providing the 
verification would include infectious TB. She 
stated that this did not meet her expectations. 

A policy titled Health Requirements and Notice of 
Employee Reportable Health Conditions included 
upon hire, employees must undergo � TB 
screening. Annual TB screening is mandatory 
and timely completion of all annual t,e_alth 
requirements is your responsibility. Failure to 
timely complete these requirements may result in 
disciplinary action such as placing you on unpaid 
leave until you have fully complied, up to and 
including discharge. 

Y641 R9-10-406.F.3.d. Personnel 

R9-10-406.F. An administrator shall ensure that 
a personnel record is maintained for each 
personnel member, employee, volunteer, or 
student that includes: 

R9-10-406.F.3. Documentation of: 

R9-10-406.F.3.d. Orientation and in-service 
education as required by policies and procedures; 
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This RULE is not met as evidenced by: - -- -------- -- ------ -- --- --

Based on personnel file review, staff interviews, 
and policy reviews, the facility failed to ensure 
one staff (#143) personnel record contained 
documentation of training regarding abuse, 
neglect, exploitation, misappropriation of resident 
property, and dementia management. 
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Y641 

1. Contracted agency staff#J43 had no
longer been picking up shifts at the facility
since date of survey.

2. No residents are affected by the alleged
deficient practice.

3. Staffing coordinator continues to ensure
incoming contracted agency staff to
complete training requirement for abuse,
neglect and exploitation policy and protocol
of the facility. This will be completed by

11/30/2022, 

4. Weekly audits for four weeks will be
conducted by DON/designee for agency and
other contracted staff to ensure that they
attended training for abuse, neglect, and
exploitation and have documentation to
support such training. Results of the audits
will be presented to the QAPI committee for
review and recommendation x 3 months.
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Findings include: 

Staff#143 was hired on 02/2022 as a Registered 
Nurse (RN) through a contracted agency. Review 
of staff #143's personnel file revealed no 
evidence that she had completed training during 
orientation, which included training on abuse, 
neglect, exploitation, misappropriation of resident 
property, or dementia management. 

On 09/15/22 at 11 :23 a.m., an interview was 
conducted with the Director of Human Resources 
(staff #82). She stated the competencies that are 
required on a yearly basis included skills, abuse, 
resident rights, and dementia care for staff that 
work in direct care positions such as Certified 
Nursing Assistants, nurses, and therapy staff. 
She stated that she did not remember staff 

#143's start date, but that they had a skills fair in 
July 2022 and completed training with the staff. 
She stated she has been way too trusting with 
staffing agencies and trusting them to ensure that 
the agency staff are up to date with screening and 
training. 

An interview was conducted on 09/15/22 at 11 :46 
a.m. with the Interim Director of Nursing (DON
staff #141 ). She stated that there is an orientation
packet which new employees must complete
prior to the start of shift on the first day. She
stated if there was no date of completion or staff

Y641 

name on the page, it could have very well been-·--------------·--­
for anyone. She stated that it did not meet her

STATE FORM 

expectations.

A review of the facility Abuse Prevention Program 
policy revealed during orientation of new 
employees that abuse, neglect, misappropriation 
of resident property, and dementia management 
are topics th�t will be covered. 

6899 
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Review of the Orientation Program for Newly 
Hired Employees, Transfers, Volunteers policy, 
revised May 2019, included that all newly hired 
personnel/volunteers/transfers/contractors must 
attend a 10-hour orientation within their first 5 
days of hire. The orientation program is separate 
from the required state-approved nur�e aide 
orientation, and the role-specific training and/or 
in-service training of new and existing_ staff. 

Y1077 R9-10-410.C.2. Resident Rights 

STATE FORM 

R9-10-410.C. A resident has the following rights: 

R9-10-410.C.2. To receive treatment that 
supports and respects the resident's individuality, 
choices, strengths, and abilities; 

This RULE is not met as evidenced by: 
Based on the clinical record review, facility 
documents, staff interviews and facility policy, the 
facility failed to ensure three residents (#s 38, 
510, and 132) received treatment that supported 
their abilities and strengths. 

Findings include: 

-Resident #38 was admitted on March 16, 2022--------­
with diagnoses of dementia, type 2 diabetes
mellitus and anxiety disorder. This resident was
out of the facility from May 19, 2022 to May 26,
2022,

Review of the Activities of Daily Living (ADL} 
Lookback Reports for May 2022 revealed this 
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I. Resident #132 had been discharged from
the facility on 10/5/2022. Showers had been
provided prior to discharge. Resident #38
was discharged from the facility on
l 0/12/2022. Showers had been provided
prior to discharge. Resident #510 had been
discharged from the facility on 9/21/2022.
Showers had been provided prior to
discharge.

2. ADON/Unit Managers/Designee
conducted an audit on shower compliance.

3. Inservice to nursing staff on compliance
of showers and protocol will be completed
by 11/18/2022.

4. Random daily audits to be completed by 
DON/designee for four weeks. Results of
the audits will be presented to the QAPI
committee for review and recommendation.
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resident received bathing assistance on May 4, 

2022. However, no other showers were recorded 

for May 2022. 

Review of the shower sheets for May 2022 

indicated this resident had 1 shower on May 4, 

2022. No other showers were recorded for May, 

2022. 

A quarterly Minimum Data Set (M_[)§)_ _ __ _ __ 

assessment dated June 21, 2022 included a Brief 

Interview for Mental Status (BIMS) score of 3, 

which indicated the resident had severe cognitive 

impairment. This assessment revealed the 

resident required extensive 2+ person assistance 
for bed mobility and extensive 1-person 

assistance for locomotion on and off the unit. 

-Resident #510 was admitted on September 2,

2022 with diagnoses of cerebral infarction due to

embolism of right middle cerebral artery, multiple

sclerosis, and dysphagia.

A review of the shower sheets for September 

2022 revealed this resident had been offered 

bathing on September 5, 8, and 12. 

A review of the bathing/shower/sponge bath 

electronic documentation revealed the resident 

was offered bathing on September 3 and 12. 
This resident received an offer of bathing once 

the week of September 11-17, 2022. 

An interview was conducted on September 15, 

2022 at 1 :40 PM with a Licensed Practical Nurse 

Manager (LPN/staff #128) who said that residents 

should get bathing twice a week and as 

requested. She said that if we do not offer 

showers twice a week it is not what is expected. 
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An interview was conducted on September 15, 
2022 at 1 :58 PM with the acting Director of 

Nursing (DON/staff#141) who said that showers 

should be provided twice a week. 

-Resident #132 was admitted to the facility on

August 20, 2022 with diagnoses that included -··------

type 2 diabetes mellitus with foot ulcer,

osteomyelitis of left ankle and foot, urrsteac:lin��
-�-

on feet, need for assistance with personal care
and absence of right leg below knee.

Review of the admission Minimum Data Set 
assessment dated August 24 2022, revealed a 

Brief Interview for Mental Status score of 14, 

which indicated the resident had intact cognition. 

Further review revealed that supervision and 
support were required for bathing, and there was 

no rejection of care. 

Review of the clinical record shower tasks dated 
August 2022 through September 13, 2022, 

revealed showers were provided three times 

between August 20, 2022 and September 13, 

2022: 
-August 20, 2022

-August 23, 2022
-September 6, 2022, thirteen days between

showers August 24 and September 5, 2022.

-No evidence of showers provided or refused
between September 6 and September 13, 2022,-----

seven days.

Review of the shower sheets dated August 20, 
2022 through September 13, 2022, revealed 

evidence of: 
-one shower form dated August 22, 2022

-one shower form with no date, indicated refusal -

incomplete documentation

STATE FORM 
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-one shower form dated September 6, 2022

Continued review of the shower sheet revealed 
areas to document: 
-resident name/date/time and room number
-visual skin assessment (bruising, skin tears,
rashes, swelling, dryness, heels, lesions,
decubitus, blisters, scratches, abnorll!al
skin/color/temp, hardened skin)
-finger/toe nail care
-skin care
-oral care
-refusal/reason, number of attempts
-nurse notification
-staff name, agency, staff signature, nurse
signature

Review of progress notes dated August 1, 2022 
through September 13, 2022, revealed no 
evidence of showers being provided. 

An interview was conducted on September 15, 
2022 at 9:00 AM with a Certified Nursing 
Assistant (CNA/staff #102), who stated that the 
resident received showers on Monday and 
Thursday nights. She also stated that she was 
not aware of the resident ever refusing showers. 

An interview was conducted on September 15, 
2022 at 9:03 AM with a Licensed Practical Nurse 
(LPN/staff#128), who stated that shower sheets 
are completed for all residents, and that the -----------­
residents are offered showers twice a week 
following a shower schedule. She stated the 
facility policy is to shower residents twice a week. 
The LPN also stated that if the shower is given or 
refused, that CNAs are expected to document in 
the clinical record or on the shower sheets. She 
reviewed the shower sheets for August through 
September 2022 and stated that one shower form 
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STATE FORM 

was completed in August 2022, and two shower 
sheets were completed in September 2022. She 
stated that there is one shower sheet that is 
undated, and she does know if it was offered 
between September 1 and 4, 2022, because of 
where it was in her shower file. She further stated 
that she reviewed the medical record, shower 
task forms dated August 2022 throug� 
September 2022, and stated that there were 11 
days between showers from August 22, 2022 
through September 5, 2022 with no evidence that 
showers were provided or refused. She stated 
that this did not meet the facility policy for 
showers and the risk of not being showered 
regularly could result in skin breakdown, and 
affect dignity. 

An interview was conducted on September 15, 
2022 at 10:02 AM with the interim Director of 
Nursing (DON/staff#141), who stated they have 
shower schedules, and CNAs are to offer 
showers to all residents twice a week. She stated 
that CNAs complete documentation of showers 
that are provided or refused on the tasks form in 
the clinical record or on the shower sheets. She 
reviewed the clinical record and stated the 
documentation in the clinical record tasks 
revealed showers were provided on August 23, 
2022 and the next was documented on 
September 6, 2022. She stated that there were 
11 days between showers with no other 
documentation of showers being provided or -----------------� 
refused. She stated this did not meet the facility 
expectation, and the risk could result in possible 
skin breakdown, and the resident's wellbeing. 

A review of the facility policy titled, Bath, 
Shower/Tub, revealed the purpose of this 
procedure is to promote cleanliness, provide 
comfort to the resident and to observe the 
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condition of the resident's skin. Document the 
date and time the shower/tub, bath was 
performed, if the resident refused, and all 
assessment data obtained during the procedure. 

Review of the facility policy titled, Supporting 
Activities of Daily Living (ADLs), revealed that 
residents who are unable to carry out}lctivities of 
daily living independently will receive the services 
necessary to maintain good nutrition, grooming 
and personal hygiene. This includes bathing, 
dressing and grooming. 

Y1471 R9-10-414.B.1. Comprehensive Assessment; 
Care Plan 

STATE FORM 

R9-10-414.B. An administrator shall ensure that 
a care plan for a resident: 

R9-10-414.B.1. Is developed, documented, and 
implemented for the resident within seven 
calendar days after completing the resident's 
comprehensive assessment required in 
subsection (A)(1); 

This RULE is not met as evidenced by: 
Based on clinical record review, staff interviews, 
and review of policy and procedure, the facility 
failed to ensure a care plan for one resident's 
(#19) was developed for diabetes management 
and related insulin use. 

Findings include: 

Resident #19 admitted to the facility on 05/25/22 
with diagnoses including pneumonia, type 2 
diabetes mellitus (OM) with hyperglycemia, and 
unspecified protein calorie malnutrition. 
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1. Resident # 19 had been discharged from
the facility on 9/15/2022.

2. MDS Director and/or designee will
conduct full house audit on comprehensive
care plans for residents with diagnosis of
diabetes and to ensure that comprehensive
care plan of current residents with diagnosis
of diabetes mellitus addresses diabetes
management and care. This will be
completed by 1 1/11/2022.

3. Inservice to be completed by MDS
nurses that regulation on comprehensive
care plan was reviewed. 11/18/2022.

4. MDS Director/Coordinator/Designee will
conduct weekly audits for four weeks on all
new admissions whose comprehensive care
plans are due to ensure that care plans
address diabetes management and care of
the resident who has diagnosis of diabetes
mellitus. Results of the audits will be
presented to the QAPI committee for review
and recommendation.
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Review of physician orders included: 
-pioglitazone HCI (thiazolidinedione) 30

milligrams (mg); give 1 tablet one time a day for

DM. Order dated 05/25/22.

-Metformin (biguanide) HCI tablet 500 mg; give

500 mg two times a day for DM. Order dated

06/03/2022.

The admission 5-day Minimum Data_$et 
assessment dated 06/10/22 revealed the resident 

scored 4 on the Brief Interview for Mental Status, 

indicating severely impaired cognition. The 

resident required supervision to extensive 

assistance with most activities of daily living, and 

received insulin for 5 out of 7 days in the 

look-back period. 

However, review of the care plan did not include 
diabetes management. 

Additional physician orders revealed: 
-insulin isophane (intermediate-acting insulin)

suspension 100 units/milliliter (ml); inject 12 units
subcutaneously two times a day for DM. Order
dated 07/10/22/

-insulin Lispro solution (antidiabetic) 100

units/ml; inject as per sliding scale: if 200 - 250 =

2 unit; 251 - 300 = 4 unit; 301 - 350 = 6 unit; 351 -

400 = 8 unit; 401 - 450 = 10 unit; 451 - 500 = 12
call physician, subcutaneously before meals and

at bedtime for OM notify provider for BS above

450. Order dated 08/04/22.
-Glucagon (glycogenolytic agent) 1 mg; inject 1

unit intramuscularly as needed for blood sugar
less than 70 mg/ml and unable to take by mouth,
per hypoglycemia protocol. May repeat in 20
minutes. Take a dose from the emergency kit.
Order dated 08/31/22.
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However, review of the resident's comprehensive 

plan of care did not include insulin use, diabetes 

management, hyperglycemia or hypoglycemia 

protocols, and/or related interventions. 

An interview was conducted on 09/15/22 at 12:59 

p.m. with the Interim Director of Nursing

(DON/staff #141). She stated that the.care plan

should include high-risk medications and adverse

effects monitoring.

On 09/15/22 at 2:32 p.m., an interview was 

conducted with a Registered Nurse (RN/staff 
#130). She stated the comprehensive care plan 

should include the resident's diagnoses and any 

high-risk medications. She stated the care plan 

gets updated as needed and any area that has to 

be updated is the responsibility of that 

department. 

Review of the facility policy titled Care Plans, 

Comprehensive Person-Centered, revised March 

2022, revealed a comprehensive, 

person-centered care plan that includes 

measurable objectives and timetables to meet the 

resident's physical, psychosocial and functional 

needs is developed and implemented for each 

resident. The comprehensive, person-centered 

care plan reflects currently recognized standards 

of practice for problem areas and conditions. 

Care plan interventions are chosen only after data 
gathering, proper sequencing of events, careful-�---�-

consideration of the relationship between the 

resident's problem areas and their causes and 
relevant clinical decision making. 

Y1477 R9-10-414.B.3.b. Comprehensive Assessment; 

Care Plan 
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R9-10-414.B. An administrator shall ensure that 
a care plan for a resident: 

R9-10-414.B.3. Ensures that a resident is 
provided nursing care institution services that: 

R9-10-414.B.3.b. Assist the resident in 
maintaining the resident's highest pra9ticable 
well-being according to the resident's 
comprehensive assessment. 

This RULE is not met as evidenced by: 
Based on observation, clinical record review, staff 
interviews, and policy review, the facility failed to 
assist one resident (#16) in maintaining the 
resident's highest practicable well-being, by failing 
to ensure the resident received care and 
treatments to promote healing and prevention of 
pressure ulcers. 

Findings include: 

Resident #16 was initially admitted on June 2, 
2022 with diagnoses that included pneumonia, 
seizures, encephalitis and encephalomyelitis, 
cerebral cryptococcosis and disorder of the brain. 

Review of the admission Minimum Data Set--------- -­
(MDS) dated June 9, 2022, revealed a Brief 
Interview of Mental Status (BIMS) score of 13 
which indicated the resident had intact cognition. 
The assessment also revealed the resident 
required extensive assistance of two-person 
physical assistance for bed mobility, and was 
admitted with three deep tissue injuries. 
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I. Orders for low air loss mattress (LALM)
for resident # 16 was obtained and
transcribed during the sutvey period
9/15/2022.

2. Treatment nurse conducted a baseline
audit of residents with LALM to ensure that
orders are present. This was completed on
10/7/2022.

3. Insetvice started on 9/29/2022 with
treatment nurse to take the lead in ensuring
orders for specialized mattress are in place,
as well as training on documentation with
CNAs on how to document turning and
repositioning.

4. Weekly audits for four weeks will be
conducted by treatment nurse for residents
who are identified as high risk for skin
breakdown. Results of the audits will be
presented to the QAPI committee for review
and recommendation x 3 months.
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Review of the census report revealed the resident 
had been discharged on July 28, 2022 and 
re-admitted on August 12, 2022. 

Review of the Skin Observation Task forms, 
question 3 turning/repositioning dated August 
2022, revealed no evidence of 
turning/repositioning being provided �ach shift on 
12 days/shifts: August 13, 14, 16, 17, 18, 20, 21, 
23, 24, 25, 27, 28. 

A physician order dated September 9, 2022 
included sacral wound: cleanse with normal 
saline or wound cleanser, apply 1/4 Dakin's 
solution moistened 4x4, cover with foam dressing 
every day shift for wound and as needed for 
wound, replace dressing if soiled or displaced. 

Review of the Skin Observation Task forms, 
question 3 turning/repositioning dated September 
2022, revealed no evidence that the resident had 
been turned/repositioned prior to September 13, 
2022. Further review of the task from dated 
September 13, 2022 revealed evidence that the 
task had occurred on one shift that day. 

Review of the physician orders revealed no order 
for a low air loss mattress (LALM). 

An observation conducted on September 14, 
2022, revealed a LALM present on the resident's 
bed. 

Review of the clinical record revealed no 
evidence that the mattress had been observed for 
proper functioning since readmission on August 
12, 2022. 

Review of wound care observation form revealed 
that a new right hip deep tissue injury was 

ID 
PREFIX 

TAG 

Y1477 

6899 
LYYB11 

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(XS) 
COMPLETE 

DATE 

If continuation sheet 20 of 26 



ADHS LICENSING SERVICES 
STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

NCl-2643 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING: _______ _ 

B. WING _ __ _ _ _ _ _  _ 

PRINTED: 11/02/2022 
FORM APPROVED 

(X3) DATE SURVEY 
COMPLETED 

09/15/2022 

NAME OF PROVIDER OR SUPPLIER 

SANDSTONE OF TUCSON REHAB CENTRE 

STREET ADDRESS, CITY, STATE, ZIP CODE 

2900 EAST MILBER STREET 

TUCSON, AZ 85714 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

Y1477 Continued From page 20 

identified on September 14, 2022, during wound 
care treatment. 

A wound care observation was conducted on 

September 14, 2022 at 8:00 AM with a 
Registered Nurse (RN) wound care nurse (staff 

#70) and a Certified Nursing Assistant (CNA/staff 
#110). The resident was observed lyi�g on a 
LALM. The RN stated that they have been using 
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a LALM, and turning/repositioning every 2 hours ____ 

STATE FORM 

for pressure relief. During the wound care, the RN 
stated that she just identified a new area on the 

right ischium, that had a bluish hue, and that she 
would call the provider. Staff #110 stated that they 
do not document turning/repositioning in the 
clinical record, but they round every 2 hours. 

An interview was conducted on September 14, 
2022 at 9:32 AM with the RN/wound care nurse 
(staff #70), who stated that the facility policy for 
pressure relief interventions included LALM, 
pillows, turn/repositioning every 2 hours. The RN 
stated the CNAs perform turning/repositioning 
every 2 hours. She stated that it is in the CNAs 
document turning/repositioning in the clinical 
record. The RN further stated that it is standard of 
care that a resident with a pressure ulcer would 

be turned/repositioned every 2 hours, even if they 
are using a LALM. The wound care nurse then 
stated that the new open area on the right hip, 
was a possible deep tissue injury (DTI). She also 
stated that pressure could cause a deep tissue - -----­
injury. She further stated that there was no 
evidence in the clinical record that indicates the 
resident was turned/repositioned every 2 hours in 
September 2022 per the facility policy. The RN 
stated there should also be orders in the medical 
record for use of a LALM, and to check the LALM 
for inflation, every shift. She reviewed the clinical 
record and stated that she did not see an order 
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STATE FORM 

for use 'of the LALM or to check the LALM for 
proper functioning every shift. She stated that 
there was no evidence in the clinical record that 
the LALM had been checked for proper 
functioning, or an order for use of the LALM. The 
RN stated that this did not follow facility policy 
regarding physician orders, and that the facility 
had been providing treatment without.:_a physician 
order. She further stated that this did not follow 
the facility policy. She stated the_ �i�� _ _gf n9t"� --- -­
turning/repositioning the resident could result in a 
new pressure ulcer development. She further 
stated that the new deep tissue injury could have 
been avoided. She reviewed the clinical record, 
CNA Skin Observation Task form, question 3 
turning/repositioning, and stated that there was 
no evidence the resident was turned and 
repositioned every shift on from August 16, 2022 
through September 14, 2022. 

An interview was conducted on September 14, 
2022 at 10:24 AM with a CNA (staff #143), who 
stated the facility policy is to turn/reposition bed 
bound residents every 2 hours, and document the 
tasks in the clinical record every shift. 

An interview was conducted on September 14, 
2022 at 3:44 PM with the interim Director of 
Nursing (DON/staff#141), who stated that she 
had been updated on the new pressure area that 
was identified today. She also stated the facility 
policy is to turn/reposition any bed bound - -
residents every 2 hours. The DON stated 
turning/repositioning is documented in the CNA 
tasks skin observation form. She stated she had 
reviewed the clinical record earlier and there was 
no evidence the resident had been 
turned/repositioned on multiple days, especially 
on the night shift, during September 2022. She 
stated this did not follow the facility process, and 
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the risk could result in skin break down. The DON 
further stated there was no evidence in the 
clinical record that the resident had been 
turned/repositioned on September 13, 2022, prior 
to the new deep tissue injury being observed on 
September 14, 2022. 

Review of the facility policy titled, ReP:Ositioning, . . ...... . 
revealed that repositioning is a common, effective 
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intervention for preventing skin breakdown, ______ ··-·--
promoting circulation, and providing pressure 
relief. Repositioning is critical for a resident who 
is immobile or dependent upon staff for 
repositioning. Turning/repositioning program 
includes a continuous consistent program for 
changing the resident position and realigning the 
body. A program is defined as a specific 
approach that is organized, planned, 
documented, monitored and evaluated. Residents 
who are in bed should be on at least every 
two-hour repositioning schedule. For residents 
with a Stage 1 or above pressure ulcer, every 
two-hour repositioning schedule is inadequate. 

Review of the facility policy titled, Pressure 
Ulcers/Skin Breakdown, revealed that the 
physician will order wound treatments, including 
pressure reduction surfaces. 

Y2335 R9-10-423.B.4.a. Food Services Y2335 

R9-10-423.B. A registered dietitian or director of----

food services shall ensure that: 

R9-10-423.B.4. A resident is provided: 

R9-10-423.B.4.a. A diet that meets the resident's 
nutritional needs as specified in the resident's 
comprehensive assessment and care plan; 
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1. Meal tray for resident #125 was
immediately replaced on the day it was
identified on 9/15/2022.

2. Spot check was conducted on 9/15/2022
and reminder provided to staff to verify
allergies, not only for meal trays, but also
for request for substitutions, and snack trays.

3. lnservice was provided to kitchen staff
on checking allergies on food trays on the
food line. This will be completed by
11/18/2022.

4. Weekly audits for four weeks will be
conducted by unit clerks for residents' trays
to ensure no food identified as allergies are
served to the residents. Results of the audits
will be presented to the QAPI committee for
review and recommendation x 3 months.
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This RULE is not met as evidenced by: 
Based on observation, clinical record review, 
resident and staff interviews, and review of facility 
policy, the facility failed to ensure one resident 
(#125) was provided a diet that consi�tently met 
the resident's nutritional needs in regards to the 
resident's food allergies. 

Findings include: 

Resident #125 was admitted to the facility on 
08/27/20 with diagnoses that included morbid 
obesity due to excess calories, necrotizing 
fasciitis, and type 2 diabetes mellitus with 
hyperglycemia. 

Review of the resident Medical Diagnosis profile 
indicated the resident food allergies included fish, 
peaches, and seafood. 

A nutrition/hydration care plan revised on 
09/14/22 related to morbid obesity had a goal for 
the resident to maintain adequate nutritional 
status. Interventions included providing and 
serving diet as ordered. 

On 09/15/22at 12:24 p.m., an observation of the 
resident was conducted. The resident was in the 
process of sending the meal tray back to the 
kitchen because. The resident stated to the 
dietary aide, he had ordered a taco salad but was 
being served a tuna sandwich. 

At 12:26 p.m. on 09/15/22, an interview was 
conducted with the resident. The resident stated 
that he has been served fish multiple times and 
that he was allergic to fish. 
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An interview was conducted on 09/15/22 at 1 :36 
p.m. with the Dietary Manager (staff #3). He
stated that on the admissions form, there is a
section which states whether or not the resident
has food allergies. He stated that the allergies will
be entered on the meal tickets that are placed on
the residents' meal trays. He stated th_at he will
spot-check when he can to ensure residents do 
not receive foods to which they are allergic._He ________ 
stated that there is also a member of the dietary
staff who is assigned to review the trays before
they are placed on the cart for delivery. He stated
that if the resident was to eat the item(s) to which
they were allergic, they may have an allergic
reaction such as anaphylactic shock. He stated
that he was made aware of the situation that had
occurred with resident #125 that day. He stated
that the resident's roommate had ordered tuna
sandwiches, and that the tray was given to the
wrong resident.

On 09/15/22 at 1 :45 p.m., an interview was 
conducted with the interim Director of Nursing 
(DON/staff#141). She stated that the facility 
becomes aware of residents' food allergies 
through hospital records, family interviews, or 
through interviews with the residents themselves. 
She stated that the dietary department has 
access to the residents' electronic records and is 
responsible for inputting relative information into 
their software. She stated that she was not sure,----­
but that she thought that information was also 
printed on the residents' meal ticket. The DON 
stated that it would not meet her expectations for 
residents to be served foods that they are allergic 
to. She stated that the risks would include 
anaphylactic/allergic reactions. 

The facility policy titled Food Allergies and 
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Intolerances, revised August 2017, revealed 

residents with food allergies and/or intolerances 

are identified upon admission and offered food 

substitutions of similar appeal and nutritional 

value. Steps are taken to prevent resident 

exposure to the allergen. 
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