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bR ARIZONA DEPARTMENT
OF HEALTH SERVICES

il LICENSING

September 17, 2020

Receipt Of This Notice Is Presumed To Be 09/17/2020
Important Notice - Please Read Carefully

Sean Hill, Administrator

Granite Creek Health & Rehabilitation Center
1045 Scott Drive

Prescott, AZ 86301

Dear Mr. Hill:

On September 16, 2020, an onsite 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
requirements at the time of the focused infection control survey #9VH212.

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

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

Sincerely,
/
//L}' 1k L/

Sandy Far er’
LTC Customer Service Representative [V

\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 Wellness for all Arizonans
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An onsite follow up visit to the complaint Survey
(9VH11) was conducted September 15 through
16, 2020. No deficiencies were cited.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable S0 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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|
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\

| The investigation of Complaint #AZ00165552

' was conducted from June 30, 2020 through July
' 2, 2020. The following deficiency was cited:

F 880  Infection Prevention & Control

ss=K | CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control

The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

reporting, investigating, and controlling infections
" and communicable diseases for all residents,
 staff, volunteers, visitors, and other individuals
| providing services under a contractual
' arrangement based upon the facility assessment
‘ conducted according to §483.70(e) and following
| accepted national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
| but are not limited to:
(i) A system of surveillance designed to identify
| possible communicable diseases or
| infections before they can spread to other
| persons in the facility;
(i) When and to whom possible incidents of

1 §483.80(a)(1) A system for preventing, identifying,

F 000, LONG TERM CARE
150 N. 18TH AVE # 440
PHOENIX, AZ 85007

This plan of correction is the facility’s credible
F 880 allegation of compliance.

Preparation and/or execution of this plan does not
constitute admission or agreement by the provider

| of the truth of facts alleged or conclusions set ‘
Sforth in the statement of deficiencies. The plan

of correction is prepared and/or executed solely
because it is required by the provisions of

Federal law.

8[”)2,0
ML

(Initials)

F 880

| Corrective action for residents found to
! have been affected by this deficiency:

No specific residents identified- not applicable

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

) ——

TITLE (X6) DATE

ADM U STRATIL 08/10/2020

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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communicable disease or infections should be
reported;

(iii) Standard and transmission-based precautions
to be followed to prevent spread of infections;
{(iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food,-if direct
contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.

Personnel must handle, store, process, and
transport linens so as to prevent the spread of
infection.

§483.80(f) Annual review.

The facility will conduct an annual review of its

IPCP and update their program, as necessary.
This REQUIREMENT s not met as evidenced
by:

Based on observations, interviews, facility
documentation, review of the Center for Disease
Control (CDC) guidelines and policies and
procedures, the facility failed to maintain an
effective infection control program, by having

Corrective action for residents that may be
affected by the deficiency;

All residents may be affected. The facility
immediately changed the entrance for all staff
to enter into the front entrance only. The
facility implemented that a screener be present
at the front desk to let staff members into the
facility (all doors locked), and to immediately
screen each staff member coming into the
facility, and the screeners were in-serviced on
the screening process, along with the signs
and symptoms of Covid-19. An exception
log for symptoms of chronic condition was
implemented and exceptions for a chronic
condition symptom allowing for work can
only be approved by the IP or DNS. An
Immediate Jeopardy removal plan was
submitted and approved by ADHS on July 2,
2020.

A separate Covid-19 unit entrance was
established, and the nurse on-duty will screen
any employee coming in to work for Covid-19
symptoms.

8! hl
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multiple staff who were either symptomatic and

positive for COVID-19 or exhibited symptoms of
COVID-19 and provided care to residents. As a

result, the Condition of Immediate Jeopardy (1J)
was identified.

Findings include:

On July 1, 2020 at 1:30 p.m., the Condition of
Immediate Jeopardy (IJ) was identified. The
Administrator (staff #42) was informed of the
facility's failure to implement infection control
procedures, as multiple staff (#12, #15, #17, #21,
#9, #73 and #70) who were either symptomatic
(coughing, sore throat, muscle pain, headache)
or who were positive for COVID-19 and
symptomatic, and were permitted to work with
non COVID and COVID positive residents.

The Administrator presented a plan of correction
on July 1, 2020 at 3:29 p.m. At 3:46 p.m., the
Administrator was informed that the plan of
correction needed to address additional
processes, in order to correct the identified
concerns.

A revised plan of correction was presented on
July 1, 2020 at 5:30 p.m. and was accepted at
6:13 p.m. The plan of correction included for
re-education of staff regarding being sent home
immediately if they reported signs or symptoms of
COVID-19 at the beginning of their shift, or if they
developed symptoms at any time during their
shift. Staff would also receive in-service
education regarding the up-dated screening
process, which included having a designated
employee assigned to screen staff at the start of
their shift. The plan further included that the
facility would continue to monitor and track staff

Measures that will be put into place to
ensure that this deficiency does not recur:

All staff were re-inserviced on signs and
symptoms of Covid-19 and inserviced on the
new staff entrance and screening process, and
prohibition of working with any symptoms of
Covid-19. Staff were in-serviced on the Covid
unit entrance and screening process.

A new Staffing Coordinator has been hired
and starts 8-10-2020.

A new Director of Nursing has been hired and
starts 8-17-2020. The RN ADON is serving as
acting DNS.

Agency staff through contracts are currently
working at the facility. Current staff are being
Covid recovered and facility continues to
actively recruit and hire,

Any Covid positive staff member working
with Covid positive residents only, will have
to sign an attestation of no symptoms.

Any Covid positive staff member will have to
have written documentation and signed by the
Infection Preventionist or the DNS on a Covid
Recovered form, before being scheduled to
work.

A Directed Inservice by an approved ADHS
contractor for all staff on Covid-19 and
infection control measures was held on
8-6-2020.

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (XS)
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All staff were in- serviced on the updated
F 880 | Continued From page 3 F 880 process for making changes to the screening
symptoms and testing results on a line listing l°i- Only ?'“t:l:"“tges or no. If tl:eo f::ﬁ“:;e
daily, and that the implementation of staffing maxes a mistake, the screener 1S
itiqation strateai Id be put into place t line through it, initial it and mark the correct
mitigation strategies would be put into place to box, before the employee or visitor signs the
address any staffing shortages. screening log. No staff member is to otherwise
. alter any screening log. If a staff member
On July 1, 2020 between 6:20-6:45 p.m., multiple answers yes to a symptom they will be sent
staff were interviewed regarding if education had home immediately, unless it is related to a
been provided pertaining to whether or not chronic condition and the exception log is
symptomatic staff were permitted to work in the completed. The Infection Preventionist is the
facility, and the updated staff screening process. only staff member allowed to approve an ‘
Only one of six staff members understood that excc!;tnoer:i (:;h: ;:;f;ggls%slggstha;elzl;gttic(ﬂl an :
. monitor
symptomatic staff would not be allowed to work .. . . Kl 11 ' 2
. . trator. The logs are
with residents and would be sent home. None of Preventionist and Adminis g l

the staff interviewed were aware of any changes
to the screening process. The Administrator was
informed that the facility was not compliant with
implementing their plan of correction and
inservice's were initiated.

On July 2, 2020 between 9:00-10:00 a.m.,
additional interviews were conducted with facility
staff regarding the implementation of their plan of
correction. Staff reported that in-services were
conducted on handwashing, and donning and
doffing Personal Protective Equipment (PPE),
however, they had not been educated regarding
the revised screening process, and staff did not
have an understanding that they would be sent
home if they were symptomatic for COVID-19.

In addition, review of the staff screening sheets
for July 2, 2020 revealed that ten staff members
had documented the presence of symptoms and
had been permitted to work. Only one of the ten
staff members with symptoms had been sent
home. In interviews with staff conducted on July
2, 2020, multiple staff reported there had been no
designated individual to provide screening for
staff entering the COVID unit that morning.

signed by the IP and Administrator on the
exception report attached to the front desk
employee and visitor logs showing the logs
have been audited, and on the actual employee
screening logs for the Covid Unit. The IP
maintains possession of all screening logs.

[~
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, the employee's baseline, documentation would be
1 completed with detailed information before the

On July 2, 2020 at 12:45 p.m., the Administrator
was notified that the plan of correction needed to
specifically address staff education to include the
following: staff who were symptomatic were to be
sent home and would not care for residents; the
process for asymptomatic COVID positive staff to
return to work, and that staffing mitigation
strategies were in place and being implemented
in the facility. The plan of correction also needed
to include specific details of which staff members
would be designated to screen staff during the
week and on weekends/holidays, and which staff
members would review and follow up on the
screening results for staff who documented the
presence of symptoms.

A revised plan of correction was presented on
July 2, 2020 at 1:35 p.m. At 3:26 p.m., The
Administrator was informed that the plan of
correction needed to address additional areas.

On July 2, 2020 at 3:48 p.m., a revised plan of
correction was presented. At 4:26 p.m., additional
revisions were requested to include who would be
responsible for reviewing the employee data
collected on the screenings each shift and
following up to ensure that symptomatic staff
were sent home and removed from caring for
residents, and if symptoms were consistent with

employee would be permitted to work. This

, criterion was to pertain to all staff, whether

entering the building through the front door or |
entering through the COVID unit. A revised plan
of correction was presented on July 2, 2020 at

|
| 5:10 p.m. and was accepted. E

PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COM;kTEEﬂON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ' TAG CROSS-REFERENCED TO THE APPROPRIATE
, DEFICIENCY)
F 880 | Continued From page 4 F 880

Measures that will be implemented to

monitor the continued effectiveness of the
corrective action taken to ensure that this
deficiency has been corrected and will not
recur:

Daily audits of staff screening logs for
potential Covid-19 symptomatic staff working
will be done by the Intection Preventionist
and Administrator signing the Covid unit logs.
and the exception report attached to the
general staff screening logs indicating the logs
were audited. Audits will be done daily for
two months, then weekly for two months, then
monthly for two months to assure continued
compliance.

fife

Findings and analysis will be reported to the
facility’s QAA Committee monthly.

Responsible: Infection Preventionist and
Administrator
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Continued From page 5

Multiple observations were conducted in the
afternoon on July 2, 2020, of the facility
implementing their plan of correction. Staff
in-services were being completed and staff
interviewed were knowledgeable of infection
control procedures, including that symptomatic
staff would not be permitted to work with
residents on any unit. In addition, a designated
staff member conducted the screenings, as staff
arrived for their shifts.

As the facility was implementing their plan of
correction and staff were knowledgeable about
the new processes that had been put into place,
and there were no additional concerns identified,
the Condition of Immediate Jeopardy was abated
at 5:15 p.m. on July 2, 2020.

Regarding staff who were symptomatic and/or
were symptomatic and had tested positive for
COVID-19, and provided care to non-COVID and
COVID residents:

-An entrance conference was conducted on June
30, 2020 at 9:10 a.m., with the Administrator and
the Director of Nursing (DON/staff #1). The DON
stated that the current census was 68. The DON
also stated there had been a staffing shortage
and they were currently in emergency mode for
staffing.

During the survey, an interview was conducted
with direct care staff (staff #12), who stated they
had received prior in-services regarding
COVID-19 about being screened daily for signs
and symptoms of illness. Staff #12 stated they
were told that if they had three or more symptoms
they would be sent home. Staff #12 stated that
symptoms began on June...2020, which included

F 880
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a sore throat, cough, muscle aches, fatigue and a
headache, and that he/she was tested for
COVID-19. He/she said the staffing coordinator
(staff #23) was told on June...2020 that he/she
was having symptoms (cough, muscle pain,
headache and sore throat) and asked not to
work. Staff #12 stated that staff #23 said he/she
was on the schedule and needed to come to
work. Staff #12 stated that he/she worked that
day and was screened by staff #23. Staff #12 said
that staff #23 completed the documentation on
the log. Staff #12 said that he/she told staff #23
that his/her symptoms were cough, muscle pain,
headache and sore throat, but was sent out to
work on a non-COVID unit that day. Staff #12
said that after the shift was over, he/she went for
the exit screening but no one there to screen, so
he/she looked at the screening log (from earlier
that day) and there was a circle around the
symptom of cough and a small question mark
had been written next to it. Staff #12 stated the
"yes" answer to muscle pain had also been
scribbled out and the "no” answer had been
checked instead, and there was a circle around
the "yes" answer for headache.

Review of the corresponding staff screening log
for staff #12 for the day referred to in the above
interview revealed the following: a question mark
had been written next to the symptom of cough;
the answer regarding muscle pain was "yes" but it
had been scribbled out and a "no" had been
marked; for headache the answer was "yes" but a
circle had been drawn around "yes" and the
symptom of sore throat had both the "yes" and
the "no" boxes checked and both had been
scribbled out. In the signature screener section,
staff #23 (staffing coordinator) had signed her
name.
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Review of the punch detail record for that date
revealed that staff #12 worked a fuil shift.

Continued in the interview staff #12 stated that , ‘
the next day while being screened, he/she |
reported symptoms which included a cough, 5
muscle pain, headache and sore throat, but was
sent to work on a non-COVID unit again. Staff
#12 stated that once on the unit, he/she reported
to the nurse about feeling sick, so the nurse
called the Assistant Director of Nursing
(ADON/staff #33). Staff #12 stated the staffing
coordinator (staff #23) texted back and said to
stay and work the shift, and text her every two
hours to report his/her symptoms, which he/she
did.

The corresponding staff screening log for staff
#12 included "yes" answers for cough, muscle
pain, headache and sore throat.

Review of the punch detail record for this same
day revealed that staff #12 worked a full shift.

Staff #12 further stated that the following day
(June...2020) he/she also developed diarrhea and
vomiting and called off sick. He/she said the next
day, a text was received from staff #23 saying
that he/she was on the schedule to work that
afternoon/evening. Staff #12 stated that he/she
texted staff #23 saying he/she still felt sick and
staff #23 texted her back and said to get some
rest, because he/she needed to be there. Staff
#12 stated that he/she worked that
afternoon/evening on a COVID unit. Staff #12
said that during the shift, he/she had another
episode of diarrhea and reported it to staff #23 via
text and asked to go home, but staff #23 said no,
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i as there was no one to work the hall.

Review of the staff screening log for staff #12 on
! that day revealed that both "yes" and "no” were
marked for cough, muscle pain and headache

' and that sore throat was marked "no" and

' diarrhea and vomiting was marked "yes." In the
signature screener section, staff #23 had signed

her name.

The punch detail report for this date revealed that
staff #12 had worked a full shift.

In the interview, staff #12 further stated the next

. day (June...2020) he/she called off sick and went
to urgent care. They did another COVID test
because the results from the facility were not
back yet. He/she said the physician from the
urgent care told her to go home and quarantine.
Staff #12 stated that he/she texted staff #23 the
next day on June...2020 and told her that he/she
had no taste or smell, and that urgent care said to
self-quarantine. Staff #12 also stated that he/she
emailed the doctor's note from urgent care to the
Human Resource representative (staff #11). Staff
#12 said that same day on June...2020, the
Administrator said he/she had tested positive for
COVID. Staff #12 said the Administrator asked if
he/she was symptomatic and responded yes, and
had been for a while. Staff #12 stated the
Administrator said that asymptomatic COVID
positive staff could work on the COVID positive
unit. Staff #12 stated the Administrator also said
they could make an exception for staff and to
keep them informed of his/her symptoms. Staff
#12 said the next day on June...2020, he/she
texted staff #23 and told her that he/she had
tested positive for COVID. Staff #12 stated that
staff #23 said he/she was scheduled to work that
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day and was expected to come in. Staff #12 said |
that he/she told staff #23 that he/she was still |
symptomatic and was not working sick. |

|

i -During the survey, an interview was conducted
with direct care staff (staff #17). Staff #17 stated
that multiple symptomatic/COVID positive staff

members including his/herself have worked with ;
non COVID residents. !

A follow-up interview was conducted with staff
#17. Staff #17 stated that on June...2020, he/she
was tested for COVID-19, along with other staff.

: Staff #17 said a few days later, he/she developed
a fever of 100.2 degrees F, congestion, sore
throat, body aches and a cough, and was
scheduled to work that day. Staff #17 said that
he/she texted the staffing coordinator (staff #23)
and told her that he/she did not feel good and she
would try to find someone else to cover his/her i
shift. Staff #17 stated that he/she did not hear
back, so he/she went into work that day. Staff #17
stated that after he/she was screened that day,
he/she spoke with the staffing coordinator (staff
#23) and the DON (staff #1) about being sick.
Staff #17 stated that despite his/her symptoms,
staff #23 and the DON told him/her to work the
floor. Staff #17 stated that he/she was sweating
and weak during the shift and texted the staffing
coordinator that he/she felt terrible and asked for
a replacement. Staff #17 said the staffing
coordinator never responded back and he/she
worked over an 8 hour shift that day on a
non-COVID unit.

Review of the corresponding staff screening log
for that day when he/she worked over an 8 hour
shift, revealed that staff #17 had a fever of 100.2
degrees F, a cough, muscle pain and a
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|

headache. The log also included that a ! }
temperature greater than or equal to 100.0 '
degrees F was considered out of the acceptable i
range. i
|

: Review of the punch detail record for this same
; date revealed that staff #17 worked over 8 hours.

In the interview, staff #17 further stated after that
he/she was sick for a few days and that the test
results came back negative. Staff #17 said that
he/she was still intermittently symptomatic and
had a cough, and had not been retested. Staff
#17 stated that today he/she worked on a
non-COVID unit.

-During the survey, an interview was conducted
with a direct care staff member (staff #15). Staff
#15 stated he/she started having a cough, sore
throat and fever of 101 degrees F a couple of
weeks ago and didn't work. Staff #15 said that
he/she returned to work a couple of days later on
June...2020 and since then, has continued to
work with a cough, sore throat and intermittent
fever. Staff #15 stated that he/she has not been
tested for COVID-19.

A follow-up interview was conducted with staff
#15, who stated that he/she continues to have a
cough, congestion and headaches. Staff #15 said
that yesterday, he/she was asked to stay until
registry staff arrived, and worked on both the
COVID and non-COVID units.

Review of the staff screening logs for June 2020
through July 2, 2020 revealed that staff #15 had
reported various symptoms on mulitiple days,
which included the following: a cough, fever,
muscle pain, headache, sore throat or shortness
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of breath. On one day in June, staff #15 had
reported shortness of breath, cough and a
headache, and the original screening temperature
was illegible, as it had been scribbled out and
replaced with "99."

According to the corresponding punch detail
reports, staff #15 worked on those days in June
and July when exhibiting symptoms.

-During the survey, an interview was conducted
with direct care staff (staff #21), who stated that
on June...2020 he/she began having a headache,
body aches, sore throat and chills. Staff #21
stated that he/she texted the staffing coordinator
(staff #23), the Administrator and the DON to
report his/her symptoms, but no one responded
back. The next day, staff #21 said he/she had a
fever of 100.3 degrees F, a headache, muscle
pains, sore throat, chills and a cough. Staff #21
said he/she was told by staff #23 that he/she was
still expected to work his/her shift that day and
then worked on the COVID unit.

Review of the corresponding staff screening log
for that day when he/she had a fever of 100.3 and
other symptoms, revealed that staff #21 had
reported muscle pain, headache, sore throat and
chills, when she reported to work that day.

Continued in the interview, staff #21 said that a
couple of days later he/she worked on a non
COVID unit, but was sent home early, because of
not feeling well.

Review of the corresponding staff screening log
for that day revealed that staff #21 had reported
having a cough, fever, muscle pain, headache,
sore throat and chills.
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The punch detail record for that date revealed
that staff #21 had worked a short time that day.

During the interview, staff #21 further stated that
the next day June...2020, he/she worked on a
non-COVID unit and still wasn't feeling well.

Review of the corresponding staff screening log
for that day revealed that staff #21 reported
symptoms which included cough, fever, muscle
pain, headache and sore throat.

The punch detail record for that same day
included that staff #21 worked a full shift.

Continued in the interview staff #21 stated that a
few days later on June...2020, he/she worked on
a non-COVID unit again and was short of breath
and didn't feel well. Later that afternoon, staff #21
said he/she was told by the Administrator that
he/she had tested positive for COVID-19. Staff
#21 stated that per the staffing coordinator, the
DON and the Administrator, all COVID positive
staff still needed to report to work, because that
was the facility's policy. Later that same day while
working, he/she texted the staffing coordinator
(staff #23), the DON and the Administrator that
he/she was short of breath and his/her oxygen
saturation level was 88% (normal oxygen
saturation level is 95-100%). Staff #21 stated that
staff #23 said they did not have anyone to replace
him/her and that he/she was still on the schedule
for the next day June...2020.

Review of the corresponding staff screening log
for the day that he/she was notified of the positive
test results for COVID, revealed that staff #21
had a cough, muscle pain, a sore throat, and for

F 880
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chills it was marked both "yes" and "no."

The punch detail record for that same day
included that staff #21 worked a full shift.

In the interview, staff #21 also stated that the next
day he/she had a physician visit who told him/her
to immediately go to the emergency room. Staff
#21 said he/she texted the staffing coordinator,
the DON and the Administrator and told them i
what the physician said and sent them a copy of
the doctor's note. Staff #21 said he/she received
a text from staff #23 stating that he/she needed
him/her to show up for work that day. Staff #21
stated that he/she went to work as scheduled, so
the next shift could be relieved. Staff #21 stated
that he/she told them that they needed to find |
someone to take over in a couple of hours. Staff ! |
#21 stated that around noon that day, he/she !
texted the staffing coordinator, the DON and the
Administrator and asked for someone to relieve
him/her, because it hurt to breathe. Staff #21
stated the Administrator texted back saying they
were trying to get someone in to relieve him/her.
Staff #21 stated they never called him/her back
and he/she ended up working a 12 hour shift on a
non-COVID unit.

Review of the corresponding staff screening logs
revealed there was no screening documentation
for staff #21 for that day.

Review of the punch detail record for that same
day revealed that staff #21 worked approximately
12 hours.

On June 30, 2020 at 11:25 a.m., an interview was
conducted with the DON (staff #1). He stated that
if staff tested positive for COVID-19 but were well
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enough to work, they may work on the COVID
unit. He said if staff are symptomatic they are
asked to leave. However, he further stated that if
he had to he would allow someone with a cough
and fever to work on the COVID unit. He said
when staff have asked him what their policy was
for coming to work with symptoms, he referred
them to the Human Resources representative
(staff #11), because she was more familiar with
that policy. 1

An interview was conducted on July 1, 2020 at
1:37 p.m., with the Human Resource
representative (staff #11). She stated that her
understanding of the facility screening process
included that if a staff member triggered 2-3
symptoms, they would need to consult with the
DON and the Administrator for further screening.
She said she believed that staff were switched to
two 12 hour shifts to prevent a staffing shortage.
She stated she would not consider the facility to
have a staffing shortage. She stated that she
knows what the CDC has recommended. She
said her understanding is if staff have been
exposed to COVID-19 but have no symptoms,
they would be screened, and allowed to work if
they wore a face mask and all the appropriate
PPE. She stated if a symptomatic staff member
were referred to her, she would review the CDC
guidelines which states that the staff member
would need to be tested and to isolate, until the
results are received. She said if staff came to her
to ask about the facility's policy regarding
working, she would direct them to speak to the
DON. She stated that as far as she knows, they
aren't forcing anyone with symptoms to work. She
stated that COVID positive staff are allowed to
work as long as they are asymptomatic, and only
on the COVID unit. She said no one has been
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referred to her with any questions about COVID
positive symptomatic staff continuing to work.
She stated that she has not been made aware
that symptomatic staff are working in the facility .

Regarding changes to the staff screening logs:

-Review of the staff screening logs for June 2020
revealed multiple alterations in the form of
scribbling over, marking through, writing on top of
and/or crossing out of the screening data that had
been provided by facility employees which
included the following:

June 2 and 3:; changes made to one staff's
screening

June 4: changes made to three staff's screenings
June 5 and 7: changes made to one staff’s
screening

June 8: changes made to three staff's screenings
June 9 and 10: changes made to two staff's
screenings

June 11: changes made to four staff's screenings
June 12: changes made to four staff's
screenings

June 16: changes made to one staff's screening
June 17: changes made to two staff's screenings
June 18 and 19: changes made to three staff's
screenings

June 20: changes made to one staff's screening
June 21, 22 and 23: changes made to two staff's
screenings

June 24: changes made to six staff's screenings
June 25: changes made to eight staff's
screenings

June 26: changes made to four staff's
screenings

June 27: changes made to seven staff's
screenings

F 880
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June 28: changes made to three staff's
screenings

June 29: changes made to four staff's
screenings

June 30: changes made to six staff's screenings
July 1: changes made to four staff's screenings
July 2: changes made to seven staff's screenings

An interview was conducted on June 30, 2020 at
2:19 p.m., with the staffing coordinator (staff #23).
She stated that she does all the staffing for the
nurses and the CNAs. She stated that she keeps
the staff screening logs with her. She stated if an
employee screens in with a temperature of 100.4
degrees F or higher or has more than 2-3
symptoms, she screens them further to see if the
symptoms are normal for them. She stated that
she has never altered the screening documents
to make it seem like staff have no symptoms.
She stated that staff are screened at the back
entrance and that anyone in the facility can be a
screener.

Another interview was conducted on June 30,
2020 at 2:20 p.m. with staff #23, who stated that
she had no idea who may have altered the
screening sheets. Staff #23 stated that screeners
must initial the logs when completing the
screening.

Regarding the facility declaration of a staffing
emergency:

-On June 30, 2020 at 11:25 a.m., an interview
was conducted with the DON (staff #1). He said
the facility had not reached "critical” staffing levels
until 2 or 3 days ago (June 27 or June 28, 2020).
He said the facility was looking into CNA waivers.

F 880:
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emergency began on June 29, 2020, which

their building. She said the core staff have been
helpful and pitched in, by taking additional shifts

grateful for their jobs and the hours. She stated
their health and the health of their family.

On July 1, 2020 at approximately 12:20 p.m., an
interview was completed with the Administrator.

the county himself for information or assistance,
but stated that the DON was in contact with a
staff member at the county.

Another interview was conducted with the DON
on July 1, 2020 at 12:30 p.m. The DON stated

the county office to report any new cases and to
give facility updates. In a later interview at 3:56
p.m., the DON stated that he also talked to the

equipment (PPE), and had briefly discussed a
waiver for CNAs. He said that he briefly

follow up to that conversation which occurred
around June 23 or June 25, 2020.

A follow up interview was conducted on July 1,
2020 at 4:01 p.m., with the DON. He stated that
he and the Administrator began to have
conversations about staffing on June 22, 2020.
He stated they were not in crisis mode on that

An interview was conducted on June 30, 2020 at
2:20 p.m. with staff #23, who stated that a staffing

caused the facility to implement 12 hour shifts for
" nurses and CNAs. Staff #23 stated that a staffing
crisis is when the facility is using 100% registry in

and working extra hours. She stated the staff are

that they had 2 nurses resign, due to concerns for

The Administrator said that he had not contacted

that he had been in contact with Epidemiology at

county regarding the need for personal protective

mentioned possibly needing staffing assistance at
some point, but acknowledged that there was no
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date, but considered what they would do in the »
event of a staffing shortage. He said during that
week, he asked the Administrator about
strategies that they would use if things went bad. i
The DON said that on June 23 and June 24, f
2020, they were still not in "crisis mode" and were
still considering their options. He said on June 25,
he asked the Administrator that if things went
bad, what were they going to do? He said he
suggested that they needed to consider
transferring residents out to another facility. He
said on June 25, he also spoke with the county
and briefly discussed the CNA waiver and
mentioned the potential need for staffing
assistance. The DON said that on June 26, he
was more concerned and wondered if they should
be reaching out to other facilities. He stated they
were not short-staffed that day and they were not
in crisis mode. The DON said he had another
conversation with the Administrator regarding
their crisis staffing plan. He said on June 27,
2020, staff began calling out sick. He said he
spoke with the Clinical Resource Liaison to
discuss options and about transferring residents
out to other facilities, and to reach out to other
facilities to get more staff. The DON further stated
that on the evening of June 27, 2020, he received
the results of the COVID testing for staff which
had taken place on June 22, and that multiple
staff had tested positive. He said that same
evening, they were short staffed. He said he
called out to agency staffing, but found they were
requesting hazard pay of 1.5 times the normal
rate or $5.00 - $10.00 more per hour. He said the
Administrator hesitated to hire them based on
that factor. He said a staff from another facility
came in, and he also called upon existing staff to
cover the other two positions. The DON said that
on June 28, administrative staff decided to
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implement their "emergency staffing plan” and

began having staff work two 12 hour shifts the |
following day. He said they called their staff that i
evening to let them know. He said the facility
reached crisis or emergency status on June 29,
2020 (one day prior to the survey team entering
the building) and that they implemented their
emergency staffing plan. He stated he would
provide documentation of the efforts that had
been made to abate the staffing issues.

Alist of actions taken to abate the staffing crisis
was presented by the Clinical Director (staff #57)
on July 2, 2020 at 3:20 p.m. Beginning June 15,
2020, the documentation included the need for
additional nurses had been discussed during a

: conference call. A conference call dated June 22,
2020, included the need to hire 5 nurses and 5
CNAs. Another phone conversation with ;
corporate was done on June 22, 2020, which - i
included discussing staffing and registry. On June ‘
28, 2020, two area facilities were contacted
regarding their ability to house additional
residents, but neither of the facilities had room.
On June 29, 2020 during a corporate call with the
Executive Directors and Resources, the
possibility of transferring residents out of the
facility was again discussed. Another call on June
29, 2020 with corporate included discussing
staffing, registry, and the transfer of residents.
Per the documentation, a call was made to a
nursing registry service on June 29, 2020, but
there were no nurses available. On June 30,
2020, a medical group was contacted and a
contract was signed regarding procurement of
CNAs and nurses. On July 1, 2020 (the day of the
1J), two other area facilities were contacted
regarding their ability to house additional
residents, but neither facility had room. Also on
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July 1, 2020, the documentation indicated that 1‘
contact was made with three nursing registries in l
an attempt to procure staff and that they were |
waiting for responses. !
According to the documentation, the facility had
various discussions regarding staffing issues,
however, no action was taken in an attempt to
increase staff until June 29 and June 30, when
staffing agencies were contacted. In addition, !
there was no evidence that the facility had |
reached out to the county for assistance with
staffing concerns anytime from June 25 through ! |
July 2, 2020. ‘

Review of the Facility Health and Rehabilitation
Facility Assessment updated on March 27, 2020,
revealed if the facility needs to activate its
Emergency Operaticns Plan, staff may be called
back to work additional shifts and staff may be i
cross trained to help with additional tasks. The
assessment included that agency personnel will
be employed through contractual agreements and
those staff with mild symptoms will be assigned to
work with COVID-19 positive residents only. Per
the assessment, the COVID-19 residents will be
housed in a separate wing with dedicated staff,
so that staff are not intermingling, and
non-positive staff will work with non-positive
residents to the extent possible.

-During the survey, an interview was conducted
with direct care staff (staff #9). Staff #9 stated
that symptoms consistent with COVID-19 began
on June...2020. Staff #9 stated that on that day,
he/she told the staffing coordinator (staff # 23)
and the DON of the new onset of cough and a i
sore throat, but was still assigned to work on a {
non COVID unit. Staff #9 said when screened |
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that day, he/she answered "yes" to cough and
sore throat. Staff #9 said that he/she was
screened by housekeeping staff (staff #91) that
day.

During the interview, the screening log for that ,
day was discussed. The leg showed that staff #91 {
had signed the log for screening staff #9 that day.
Further review of the log revealed the answers to
cough and sore throat were marked "no." Staff #9
said the housekeeping staff (staff #91) must have
checked "no."

. In an interview with staff #91, she did not recall
screening staff #9 on that day.

Continued in the interview, staff #9 stated that a

| few days later when screened for a shift on
June...2020, he/she answered "yes" to the
screening questions regarding new onset for
headache, sore throat and loss of taste and
smell. Staff #9 said there were several employees
saying they were having new onset of symptoms,
but no one was making a big deal about it. Staff
#9 said that another staff member told him/her
that they were experiencing many sick staff, so
they did not want any call offs. Staff #9 stated on
this same day, the Administrator reported that
his/her test result was positive for COVID-19, and
was reassigned to work on the COVID hall.

Review of the screening log for that day revealed
"yes" for headache and sore throat, and for taste
and smell a "yes" and a "no" was marked.

-During the survey, an interview was conducted
with direct care staff (staff #73). Staff #73 said
that he/she was symptomatic (today) but was
working, as they had no staff. Staff #73 said
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he/she was originally assigned to a non COVID
hall that day, but was moved to a COVID hall.

Review of the screening log for that day revealed
that staff #73 answered "yes" to shortness of
breath and "yes" to have you had any contact
outside of the facility with someone suspected of
having or diagnosed with COVID-19.

|

I
A follow up interview was conducted with staff ,
#73. Staff #73 said that he/she was sent home ‘
today due to answering "yes" to symptoms at
screening. Staff #73 said that he/she was
experiencing shortness of breath, a headache
and muscle aches and that these are the same
symptoms that he/she has had for the last month.

The screening log for staff #73 today revealed
"yes" answers for shortness of breath, muscle
pain, headache and "yes" to have you had any
contact outside of the facility with someone
suspected of having or diagnosed with
COVID-19. Also on the log was a section to
document “yes" or "no" for Recommend Advance
Screening (DON/ICP/designee). If answered
“yes" to shortness of breath or cough or to any
two of the remaining symptoms. This section was
marked "yes."

Staff #73 further stated that a few days ago,
he/she had a test done which was negative. Staff
#73 said that his/her temperature that day was
101.5 degrees F and had a headache and
shortness of breath.

According to the punch detail, staff #73 did not
work that day.

However, the screening log for the following day

FORM CMS-2567(02-99) Previous Versions Obsolete Event 1D:9VH211 Facility ID: LTC0057 If continuation sheet Page 23 of 30



/= PRINTED: 08/14/2020
DEPARTMENT OF HEALTH AND HUMAI\‘/’E\QVICES 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

(o
035131 B. WING 07/02/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
1045 SCOTT DRIVE

GRANITE CREEK HEALTH & REHABILITATION CENTER

PRESCOTT, AZ 86301

X410 SUMMARY STATEMENT OF DEFICIENCIES ID 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
i i DEFICIENCY) |
F 880 | Continued From page 23 F 880

revealed that staff #73 answered "yes" to the
symptoms of shortness of breath, cough and
headache.

Per the punch detail report, staff #73 worked that
day. 1

The screening log for the next day on June...2020
revealed that staff #73 answered "yes" to
shortness of breath, headache and having had
contact with someone outside of the facility with
suspected of having or diagnosed with
COVID-19.

The punch detail report included that staff #73 {
worked a full shift that day. E

-An interview with direct care staff (staff #70) was
conducted during the survey. Staff #70 stated that }
on June...2020, he/she reported not feeling well ‘
and was experiencing symptoms of COVID-19.

Staff #70 said that he/she was advised to

quarantine for 14 days. Staff #70 said a few days

later on June...2020, staff #23 said he/she was

able to work with symptoms. |

Review of the screening log for that day revealed
that staff #70 replied "yes" to the symptoms of
shortness of breath and cough and had a
temperature of 100.9 degrees F.

The punch detail report included that staff #73
worked a full shift that day.

In the interview, staff #70 further stated that a few
days later while working, he/she reported to the
DON that he/she was very sick. Staff #70 stated
that the DON said he would work on it.
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Review of the screening log for that day revealed
that staff #70 answered "yes" to shortness of
breath, cough and headache.

Staff #70 also said at the end of the shift that
same day, the DON said he/she had tested
positive for COVID-19, but still needed her to
work the following day.

Per the punch detail report, staff #70 worked a full
shift the following day.

Regarding the facility screening logs:

Upon reviewing the staff screening logs for the
month of June 2020, there were multiple entries
with "yes" marked by one or more of the
symptoms related to COVID-19 as follows:

Shortness of breath: approximately 74 yes
answers

Cough: approximately 162 yes answers
New loss of taste or smell: 4 yes answers
Repeated shaking with chills: 1 yes answer
Muscle pain: approximately 77 yes answers
Headache: approximately 99 yes answers
Sore throat: approximately 68 yes answers
Chills: 11 yes answers

G.l. symptoms (diarrhea, vomiting, nausea):
approximately 30 yes answers

The screening logs further included the following:

Regarding having had contact with someone

outside the facility with suspected or diagnosed ;
COVID-19 there were 14 yes answers. i
Regarding having traveled on a cruise or |
internationally in the last 14 days there were 4 yes .
answers. i
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Regarding advance screening by the DON, IP or
designee if yes to shortness of breath, cough or
any two of the remaining symptoms there were
34 yes answers.

The screening logs did not include any follow up
that was done for staff who reported having
symptoms.

An interview was conducted with the staffing
coordinator (staff #23) on June 30, 2020 at 2:20
p.m. Staff #23 stated that she does all of the
staffing for the nurses and CNAs. Staff #23 said
that staff have been getting sicker over the last
few days and they have asked some of the staff
to pick up extra shifts or stay longer to put in extra
hours to help with coverage. She stated they
have started to use registry as well, especially for
nursing coverage. She said the regular use of
registry staff started about a week ago, but
registry staff have been in the building on a
limited basis for a couple of months. Staff #23
said that things have really fallen apart in the last
couple of days. Staff #23 said that staff who have
signs or symptoms are sent home. She said if a
staff member has a temperature of 100.4 or two
of the other signs or symptoms on the screening
sheet, they are to be sent home. She said if a
staff member answers "yes" to any of the
symptoms on the screening sheet, she is to be
advised. She said that she will then speak with
the staff member and question them to see if the
symptoms are new or if they are normal or
"baseline” for that staff member. She said that
she will also ask them if they have been sick. She
stated that if she is not available, the DON, the
Infection Preventionist (staff #72), the
Administrator or the Assistant Director of Nursing
(staff #33) should be contacted by the staff
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member or the screener. She said the staff
member will be directed as to their eligibility to
remain on site or be sent home.

Staff #23 also stated that if a staff member calls
out sick, they are to contact her and explain what
signs or symptoms they are experiencing. She
said if the symptoms are of new onset, she will
contact the DON and they will discuss the
situation and direct the staff member as to their
eligibility to work. She stated that if she cannot be
reached, the DON may be contacted directly by
the staff member. Staff #23 stated she does not
tell anyone that they "have to work.” She said that
while staff are out sick, they are required to call in
twice daily to report symptoms and answer
screening questions.

Staff #23 further stated that upon arrival to the
building, staff members screen one another
before their shift. She said they ask the oncoming
staff member if they have any new symptoms,
check the appropriate boxes, take their
temperature and log it on the sheet. She said that
both the screener and the individual being
screened in, must sign the sheet. She stated that
any staff member can screen someone, as there
is not one dedicated screener. She stated that a
secondary screening will be done for anyone
answering yes to 2 or more symptoms or an
elevated temperature. Staff #23 stated that she
keeps all of the screening sheets.

In a follow up interview with staff #23 on July 2,
2020 at 2:02 p.m., she said her expectation is
that a second screening would be done for any
staff member checking yes to 2 or more
symptoms on the screening sheet or a
temperature of 100.0 degrees F or higher. She
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said that staff may return to work if they have two
negative tests 24 hours apart or no fever for 72
hours, without the use of fever reducing
medications. She stated that when staff return
from sick leave they will be assigned to the i
COVID-19 unit, unless otherwise specified by the ;
DON. She stated that staff who are asymptomatic ; |
but COVID-19 positive, may work on the COVID
unit only. She stated that the DON makes the
decision if staff can work, but nro one is forced to !
work.

Review of the facility's policy titled, Emerging

! Infectious Disease Emergency Plan Coronavirus
(COVID-2019) dated March 2020, revealed under
the section for staffing that during an emergency,
the Administer or the Director of Nursing may
declare the facility is experiencing an emergency
due to COVID-19. This includes calling staff from
all departments and directing them to either
report for duty immediately or be scheduled for
future shifts. All staff may be assigned to full,
halftime or overtime shifts and may be scheduled
to work on their days off. The policy stated that if
staff are ill, have a fever, a cough or respiratory
compromise or have other symptoms consistent
with a contagious process, they should not
present to the facility for regular or emergency
duty, unless it is in response to a pandemic
outbreak involving the facility itself, such as
COVID-19. In that case, if the facility has
confirmed cases of COVID-19 and staff that have
confirmed or suspected COVID-19 with
mild-moderate symptoms, will report to duty to
work with only COVID positive residents, who are
segregated from other residents and staff. A
separate entrance will be made and separate
time logs will be kept for those staff members.
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Review of the CDC guidance titled, Preparing for
COVID-18 in Nursing Homes updated June 25,
2020, revealed the facility should screen all
healthcare personnel (HCP) at the beginning of
their shift for fever and symptoms of COVID-19.
Actively take their temperature and document
absence of symptoms consistent with COVID-19.
The facility should remind HCP to stay home

i when they are ill. If HCP develops a fever

| (temperature of 100.0 degrees F) or other
symptoms consistent with COVID-19 while at
work, they should inform their supervisor and
leave the workplace. If they are ill, staff should
keep their cloth face covering or facemask on
and leave the workplace. The guidance stated
that a fever is either a measured temperature
greater than 100.0 degrees F or subjective fever. i
Note that fever may be intermittent or may not be !
present in some individuals, such as those who
are elderly, immunosuppressed, or taking certain
medications such as fever reducing medications.
HCP with suspected COVID-19 should be
prioritized for testing. The CDC guidelines further
included to implement sick leave policies that are
non-punitive, flexible and consistent with public
health policies that support HCP to stay home
when ill. The guidelines stated to reinforce sick
leave policies and remind HCP not to report to
work when ill.

In addition, the guidelines stated that facilities i
should have a plan in place regarding how to
respond to HCP with COVID-19 who worked
while ill (e.g., identifying and performing a risk
assessment for exposed residents and
co-workers). The guidance aiso included to
develop (or review existing) plans to mitigate
staffing shortages from illness or absenteeism.
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Review of the CDC guidance regarding Criteria
for Return to Work for Healthcare Personnel with
Suspected or Confirmed COVID-19 dated May 5,
2020 revealed the following: Symptomatic HCP
with suspected or confirmed COVID-19 should be
excluded from work for at least 3 days (72 hours)
have passed since recovery defined as resolution
of fever without the use of medication to reduce
fever and improvement in respiratory symptoms
(e.g., cough, shortness of breath); and at least 10
days have passed since symptoms first
appeared. The guidance stated that if using a test
based strategy, fever must resolve without the
use of fever reducing medication, respiratory

I 'symptoms such as cough and shortness of
breath must improve and 2 negative test results
at least 24 hours apart must be documented.
Under the section for Strategies to Mitigate HCP
Staffing Shortages, it stated that staffing
shortages will likely occur due to HCP exposures,
illness or need to care for family members at
home. Facilities must be prepared for potential
staffing shortages and have plans and processes
in place to mitigate them.
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Receipt Of This Notice Is Presumed To Be 08/14/2020
Important Notice - Please Read Carefully

August 14, 2020

Mr. Larry Michael Rasmussen, Administrator
Granite Creek Health & Rehabilitation Center
1045 Scott Drive

Prescott, AZ 86301

Dear Mr. Rasmussen:

Enclosed please find the Statement of Deficiencies and Plan of Correction for the Complaint
Investigation #9VH211 conducted on July 2, 2020 which was submitted to the Bureau of Long Term
Care on August 10, 2020.

The Plan of Correction is unacceptable for the following reasons:

-For F880/Y2205:

-Part of the deficient practice was that there were multiple changes noted to the screening logs in
the form of answers being crossed out or both a yes and a no being checked when the form asked if
the employee was having a certain symptom of COVID. Include how the process has been updated
for how/when changes are made to the log including that staff have been in-serviced on this change
and how it will be audited/monitored.

-Provide evidence that staff have been in-serviced on this updated process for making changes to the
log.

-Provide evidence showing that this change has been audited/monitored.

-Regarding the current procedure for auditing the screening logs, please clarify the audit process on
the 2567. Some of the logs themselves have signatures on them, while others do not. The exception
log is always signed. How are these logs being audited and how/what is signed off?

-You may need to adjust the completion date to complete the changes above.
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The requested documents are required to be returned to this office no later than August 20, 2020,
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 August 20, 2020, licensure action and/or civil penalties may be
assessed.

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

Sincerely,
Diane Eckles

Bureau Chief

DE\MC:mm
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July 29, 2020

Receipt Of This Notice Is Presumed To Be 07/29/2020
Important Notice - Please Read Carefully

Larry Michael Rasmussen, Administrator
Granite Creek Health & Rehabilitation Center
1045 Scott Drive

Prescott, Arizona 86301

Dear Mr Rasmussen:

Included in this letter are instructions for your Directed Inservice training, must be aproved and completed by
August 12, 2020. This inservice training must be done on the following areas of noncompliance which were
identified at the time of the complaint survey conducted on July 2, 2020:

e F-880 Infection Prevention and Control
e Y2205 Infection Control

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

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

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

3. Atraining program provided by ah area health education center which has established programs in
geriatrics and geriatric psychiatry, centers for aging such as the Area Agency on Aging, or the
Ombudsman program, for training in appropriate areas.
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Granite Creek Health & Rehabilitation Center
July 29, 2020
Page Two

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

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

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

Sincerely,
> » n
Diane Eckles

Bureau Chief

DE\sf
Enclosure

cc: CMS /AHCCCS
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07/29/2020 (Revised 8-17-2020)
Receipt of Notice Presumed 07/29/2020 via email
Important Notice - Please Read

Larry Michael Rasmussen, Administrator
Granite Creek Health & Rehabilitation Center
1045 Scott Drive

Prescott, AZ 86301

Dear Mr. Rasmussen:
On July 2, 2020 a complaint survey was conducted at your facility by the Department of Health Services, Office
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 that your facility was not in substantial compliance with the participation requirements, and
the conditions in your facility constituted Immediate Jeopardy to resident health or safety.

On July 1, 2020/1:30 p.m., immediate jeopardy to resident health and safety was identified.
The immediate jeopardy to resident health and safety was removed on July 2, 2020/5:15 p.m.

Plan of Correction (POC)

A Plan of Correction (PoC) for the deficiencies must be submitted by 08/10/2020. You must include all pages of
the Statement of Deficiencies when submitting your PoC. Failure to submit an acceptable PoC by may result in
the imposition of remedies. Plans of correction sent by fax will not be accepted.

Your POC must contain the following:
e What corrective action(s) will be accomplished for those residents found to have been affected by the
deficient practice, on both a temporary and permanent basis, including the date the correction will be

accomplished;

e How the facility 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 will the facility make to ensure that
the deficient practice does not recur;

e How the facility plans to monitor its performance to make sure that solutions are sustained. The
facility must develop a plan for ensuring that correction is achieved and sustained. This plan must be
implemented, and the corrective action evaluated for its effectiveness. The POC is integrated into the
quality assurance system; and
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* Include dates when corrective actions will be completed. The corrective action completion dates must
be acceptable to the State Agency.

s 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. If upon the
subsequent revisit, your facility has not achieved substantial compliance, a civil money penalty may be
imposed by the CMS Regional Office or State Medicaid Agency beginning on 08/16/20 and continuing until
substantial compliance is achieved. The CMS Regional Office or State Medicaid Agency may also impose
additional remedies or revise remedies at that time if appropriate.

Recommended Remedies

The remedies which will be recommended for imposition are the following:

e Civil money penalty per (day/instance), effective 08/16/20 (§488.430).
o Directed In-Service Training for tag F880 - Infection Prevention and Control.
e Recommending to CMS Denial of Payment for New Admissions.

We are also recommending to the CMS Regional Office that your provider agreement be terminated on
12/29/20, if substantial compliance is not achieved by that time.

If the Regional Office or the State Medicaid Agency decides to impose the recommended civil money penalty,

a notice of imposition will be sent to you. The penalty will continue to accrue until the deficiencies are
corrected and your facility is found to be in substantial compliance, or your provider agreement is terminated.

Termination effective 12/29/20 (§488.456).

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

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 9/30/20.

This remedy will be effectuated on the stated date unless you demonstrate substantial compliance with an
acceptable plan of correction and subsequent revisit. This notice in no way limits the prerogative of CMS to
impose discretionary DPNA at any appropriate time.

CMS Regional Office will notify your intermediary and the Medicaid Agency. If effectuated, denial of payment
will continue until your facility achieves substantial compliance or your provider agreement is terminated.
Facilities are prohibited from billing those Medicare/Medicaid residents or their 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 whose plans of care begin on or after the DPNA effective date 09/30/20.
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Loss of Nurse Aide Program

Please note that Federal law, as specified in the Social Security Act at sections 1819(f)(2)(B) and 1919(f)(2)(B),
prohibits approval of nurse aide training and competency evaluation programs and nurse aide competency
evaluation programs offered by or in a facility which within the previous two years has operated under a
§1819(b)(4)(C)(ii)(I1) or §1919(b)(4)(C)(ii) waiver; has been subject to an extended or partial extended survey;
has been assessed a civil money penalty of not less than $5,000.00; or, has been subject to a denial of
payment, the appointment of a temporary manager, termination, or, in the case of an emergency, been closed
and/or had its residents transferred to other facilities. As a result of , this provision is applicable to your facility
and you will receive further notification from the state.

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, and an explanation of why you are disputing those
deficiencies, along with supporting information that shows the facility was in compliance at the time of the
survey. Send this documentation to Diane Eckles, Bureau Chief, Bureau of Long Term Care, 150 North 18th
Avenue, Suite 440, Phoenix, Arizona 85007. This request must be sent by August 7, 2020 the same time 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.

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 §498.40, et. seq. You may appeal the finding of noncompliance that led to an enforcement action, but not

the enforcement action or remedy itself. A request for a hearing should identify the specific issues, and the
findings of fact and conclusions of law with which you disagree. It should also specify the basis for contending
that the findings and conclusions are incorrect. You may have counsel represent you at a hearing (at your own
expense). Requests for a hearing submitted by U.S. mail or commercial carrier are no 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.gov/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
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by a) clicking the File New Appeal 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.qov/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 OSDABImmediateOffice@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

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

A change in the seriousness of the deficiencies to non-immediate jeopardy may result in a change in the
remedy selected. When this occurs, you will be advised of any change in remedy.

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

Enclosure

cc: CMS Regional Office + SOD
State Medicaid Agency + SOD
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The investigation of Complaint #AZ00165552 l
was conducted from June 30, 2020 through July his plan of correction is the facility’s credible ‘
| 2, 2020. The following deficiency was cited: allegation of compliance. ‘
F 880 | Infection Prevention & Control F 88OP i Boremstiton:o TS Bl doas ok
T n an r
ss=K | CFR(s): 483.80(a)(1)(2)(4)(e)(f) reparario 4

| §483.80 Infection Control

The facility must establish and maintain an
infection prevention and control program

' designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable

| diseases and infections.

| The facility must establish an infection prevention

| arrangement based upon the facility assessment

| §483.80(a)(2) Written standards, policies, and

§483.80(a) Infection prevention and control
pragram.

and caontrol program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual

conducted according to §483.70(e) and following
accepted national standards;

procedures for the program, which must include,
but are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other
persons in the facility;

(i) When and to whom possible incidents of

donstitute admission or agreement by the provider
of the truth of facts alleged or conclusions set

forth in the statement of deficiencies. The plan

of correction is prepared and/or executed solely
ecause it is required by the provisions of
%edera! law.

(Initials)

o

F 880

Corrective action for residents found to

have been affected by this deficiency:

No specific residents identified- not applicable

AUG 10 2020

L]

8’/ 7'/202:

LABORATCRY DIRECTOR’'S CR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

Lir

(X8) DATE

o ooz

Any deficiency statement ending with an asterisk {*) denctes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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| communicable disease or infections should be Corrective action for residents that ma be
reported; : affected by the deficiency:
(iii} Standard and transmission-based precautions All residents may be affected. The facility
to be followed to prevent spread of infections;

immediately changed the entrance for all staff

H{ iV)f\Nhen'and how isolationl should be used for a o enter into the front entrance only. The

resident; including but not limited to: facility implemented that a screener be present

j (A} The type and duration of the isolation, at the front desk to let staff members into the

| depending upon the infectious agent or organism facility (all doors locked), and to immediately

| involved, and screen each staff member coming into the
(B) A requirement that the isolation should be the facility, and the screeners were in-serviced on
least restrictive possible for the resident under the the screening process, along with the signs 5
circumstances. imd symptoms of Covid-19. An exception '
(v) The circumstances under which the facilit for Sytjptatts dfelnbnis condiden way

| o ; " mplcmcmed and exceptions for a chronic

: rr}ust pmh[t.”t employeg = w'.th 8 commL_mlcab{e condition symptom allowing for work can ,

| disease or infected skin lesions from direct only be approved by the IP or DNS. An _
contact with residents or their food, if direct Immediate Jeopardy removal plan was _ WM
contact will transmit the disease; and #ubmitted and approved by ADHS on July 2, ‘
(vi)The hand hygiene procedures to be followed | 2020. ‘

by staff involved in direct resident contact. ‘ )
A separate Covid-19 unit entrance was

established, and the nurse on-duty will screen ‘
ny employee coming in to work for Covid-19 ‘
§ympt0m5.

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility. ,

§483.80(e) Linens.

- Personnel must handle, store, process, and
transport linens so as to prevent the spread of

| infection.

‘ §483.80(f) Annual review.

The facility will conduct an annual review of its
IF’CF’ and update their program, as necessary.
| This REQUIREMENT is not met as evidenced
| by: |
Based on observations, interviews, facility '
documentation, review of the Center for Disease

| Control (CDC) guidelines and policies and
procedures, the facility failed to maintain an
effective infection control program, by having
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F 880 Continued From page 2 F 880Measures that will be put into place to
| multiple staff who were either symptomatic and ensure that this deficiency does not recur: |

positive for COVID-1¢ or exhibited symptoms of

COVID-19 and provided care to residents. As a All staff were re-inserviced on signs and

result, the Condition of Immediate Jeopardy (1J) ymptoms of Covid-19 and inserviced on the
was identified. new staff entrance and screening process, and
' i srohibition of working with any symptoms of
| Findings include: | Covid-19. Staff were in-serviced on the Covid
| unit entrance and screening process.
On July 1, 2020 at 1:30 p.m., the Condition of ) .
Immediate Jeopardy (1J) was identified. The A new Staffing Coordinator has been hired ‘
' Administrator (staff #42) was informed of the 1 and starts $-10-2020. E/ ’Wf-’?—t
facility's failure to implement infection control A new Director of Nursing has been hired and
procedures, as multiple staff (#12, #15, #17, #21, starts 8-17-2020. The RN ADON is serving as
#9, #73 and #70) who were either symptomatic | acting DNS.
. (coughing, sore throat, muscle pain, headache) |
or who were positive for COVID-19 and 3 Agency staff through contracts are currently
symptomatic, and were permitted to work with . working at the facility. Current staff are being
non COVID and COVID positive residents. | Covid recovered and facility continues to

bctivcly recruit and hire.

The Administrator plresented a pllan of correction | Any Covid positive staff member working
; a0 JL.J[Y 1, 20203t .3'29 p-m. AL3:455.m., the with Covid positive residents only, will have
Administrator was informed that the plan of to sign an attestation of no symptoms. |
correction needed to address additional , |
processes, in order to correct the identified Any Covid positive staff member will have to 5

concerns. ! have written documentation and signed by the

! Infection Preventionist or the DNS on a Covid
A revised plan of correction was presented on Recovered form, before being scheduled to
July 1, 2020 at 5:30 p.m. and was accepted at work.

6:13 p.m. The plan of ion included for -
0w Thexplervofcorestion/ing A Directed Inservice by an approved ADHS

re-education of staff regarding being sent home i
immediately if they reported signs or symptoms of f;;g;g?g?&ﬂll :zngcf\?v:sdhgda:g
COVID-13 at the beginning of their shift, or if they 8-6-2020.

developed symptoms at any time during their

| shift. Staff would also receive in-service
education regarding the up-dated screening
process, which included having a designated

| employee assigned to screen staff at the start of
| their shift. The plan further included that the
facility would continue to monitor and track staff s |

~
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symptoms and testing results on a line listing
daily, and that the implementation of staffing
mitigation strategies would be put inte place to
address any staffing shortages.

On July 1, 2020 between 6:20-6:45 p.m., multiple
| staff were interviewed regarding if education had
been provided pertaining to whether or not
symptomatic staff were permitted to work in the
facility, and the updated staff screening process.
Only one of six staff members understood that
| symptomatic staff would not be allowed to work
| with residents and would be sent home. None of
| the staff interviewed were aware of any changes
to the screening process. The Administrator was
informed that the facility was not compliant with
. implementing their plan of correction and
inservice's were initiated.

On July 2, 2020 between 9:00-10:00 a.m.,
additional interviews were conducted with facility
staff regarding the implementation of their plan of
correction. Staff reported that in-services were
conducted on handwashing, and donning and
doffing Personal Protective Equipment (PPE),
however, they had not been educated regarding |
| the revised screening process, and staff did not

- have an understanding that they would be sent |
home if they were symptomatic for COVID-19. i

- In addition, review of the staff screening sheets |
for July 2, 2020 revealed that ten staff members |
| had documented the presence of symptoms and
had been permitted to work. Only one of the ten
staff members with symptoms had been sent

home. In interviews with staff conducted on July
2, 2020, multiple staff reported there had been no |
designated individual to provide screening for
staff entering the COVID unit that morning.

Measures that will be implemented to

monitor the continued effectiveness of the
corrective action taken to ensure that this
deficiency has been corrected and will not
recur:

Daily audits of staff screening logs for

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
C
035131 8. NG 07/02/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE ZIP CODE
GRANITE CREEK HEALTH & REHABILITATION CENTER 1018 SOOTIDRVE
PRESCOTT, AZ 86301
X0 | SUMMARY STATEMENT OF DEFICIENCIES iD 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 INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
| i
F 880 Continued From page 3 F 880

@%ww

potential Covid-19 symptomatic staff working ‘

will be done by the Infection Preventionist
land Administrator for two months, then

weekly for two months, then monthly for two

months to assure continued compliance.

|
Findings and analysis will be reported to the
facility’s QAA Committee monthly.

chsponsiblc: Infection Preventionist and
Administrator
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On July 2, 2020 at 12:45 p.m., the Administrator
was notified that the plan of correction needed to
specifically address staff education to include the
following: staff who were symptomatic were to be
sent home and would not care for residents; the
process for asymptomatic COVID positive staff to
return to work, and that staffing mitigation
strategies were in place and being implemented

; in the facility. The plan of correction also needed
to include specific details of which staff members :
would be designated to screen staff during the
week and on weekends/holidays, and which staff
members would review and follow up on the
screening results for staff who documented the
presence of symptoms.

A revised plan of correction was presented on
July 2, 2020 at 1:35 p.m. At 3:26 p.m., The
Administrator was informed that the plan of
correction needed to address additional areas.

On July 2, 2020 at 3:48 p.m., a revised plan of
correction was presented. At 4:26 p.m., additional
revisions were requested to include who would be
responsible for reviewing the employee data
collected on the screenings each shift and
following up to ensure that symptomatic staff
were sent home and removed from caring for
residents, and if symptoms were consistent with
the employee's baseline, documentation would be
completed with detailed information before the
employee would be permitted to work. This
criterion was to pertain to all staff, whether
entering the building through the front door or
entering through the COVID unit. A revised plan
of correction was presented on July 2, 2020 at
5:10 p.m. and was accepted.

FORM CMS-2567(02-99) Previous Versions Obsolele Event ID: 9VH211 Facility ID: LTC0057 If continuation sheet Page 5 of 30



-~ a PRINTED: 07/28/2020
DEPARTMENT OF HEALTH AND HU. .aN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) CATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICN NUMBER: A. BUILDING COMPLETED
c
035131 B. WING 07/02/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1045 SCOTT DRIVE

GRANITE CREEK HEALTH & REHABILITATION CENTER PRESCOTT, AZ 86301

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULDBE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 880 | Continued From page 5 F 880!

Multiple observations were conducted in the
afternoon on July 2, 2020, of the facility

; implementing their plan of correction. Staff
in-services were being completed and staff
interviewed were knowledgeable of infection
control procedures, including that symptomatic
staff would not be permitted to work with
residents on any unit. In addition, a designated
staff member conducted the screenings, as staff
arrived for their shifts.

As the facility was implementing their plan of
correction and staff were knowledgeable about
the new processes that had been put into place,
and there were no additional concerns identified,
the Condition of Immediate Jeopardy was abated
at 5:15 p.m. on July 2, 2020.

Regarding staff who were symptomatic and/or
were symptomatic and had tested positive for
COVID-19, and provided care to non-COVID and
COVID residents:

-An entrance conference was conducted on June
30, 2020 at 9:10 a.m., with the Administrator and
the Director of Nursing (DON/staff #1). The DON
stated that the current census was 68. The DON
also stated there had been a staffing shortage
and they were currently in emergency mode for
 staffing.

During the survey, an interview was conducted
with direct care staff (staff #12), who stated they
had received prior in-services regarding
COVID-19 about being screened daily for signs
and symptoms of illness. Staff #12 stated they
were ftold that if they had three or more symptoms
they would be sent home. Staff #12 stated that
symptoms began on June...2020, which included
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Review of the punch detail record for that date
revealed that staff #12 worked a full shift.

Continued in the interview staff #12 stated that
the next day while being screened, he/she
reported symptoms which included a cough,
muscle pain, headache and sore throat, but was
sent to work on a non-COVID unit again. Staff

: #12 stated that once on the unit, he/she reported
- fo the nurse about feeling sick, so the nurse
called the Assistant Director of Nursing
(ADON/staff #33). Staff #12 stated the staffing
coordinator (staff #23) texted back and said to
stay and work the shift, and text her every two
hours to report his/her symptoms, which he/she
did.

The corresponding staff screening log for staff
#12 included "yes" answers for cough, muscle
pain, headache and sore throat.

Review of the punch detail record for this same
day revealed that staff #12 worked a full shift.

Staff #12 further stated that the following day
(June...2020) he/she also developed diarrhea and
vomiting and called off sick. He/she said the next
day, a text was received from staff #23 saying
that he/she was on the schedule to work that
afternoonfevening. Staff #12 stated that he/she
texted staff #23 saying he/she still felt sick and
staff #23 texted her back and said to get some
rest, because he/she needed to be there. Staff
#12 stated that he/she worked that
afternoon/evening on a COVID unit. Staff #12
said that during the shift, he/she had another
episode of diarrhea and reported it to staff #23 via
text and asked to go home, but staff #23 said no,

FORM CMS-2567{02-99) Previous Versions Obsolete Event ID: 9VH211 Facility ID: LTC0057 If continuation sheet Page 8 of 30




- A= PRINTED: 07/28/2020

DEPARTMENT OF HEALTH AND HU....AaN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIZS (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
035131 B. WING 07/02/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
GRANITE CREEK HEALTH & REHABILITATION CENTER 1045 SCOTT DRIVE
PRESCOTT, AZ 86301
(X&) 1D SUMMARY STATEMENT OF DEFICIENCIES ID : PROVIDER'S PLAN CF CORRECTICN (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
i DEFICIENCY)
F 880 Continued From page 8 F 880

as there was no one to work the hall.

Review of the staff screening log for staff #12 on
that day revealed that both "yes" and "no" were
marked for cough, muscle pain and headache
and that sore throat was marked "no" and
diarrhea and vomiting was marked "yes." In the
signature screener section, staff #23 had signed
her name.

The punch detail report for this date revealed that
staff #12 had worked a full shift.

In the interview, staff #12 further stated the next
day (June...2020) he/she called off sick and went
to urgent care. They did another COVID test
because the results from the facility were not
back yet. He/she said the physician from the

: urgent care told her to go home and quarantine.
Staff #12 stated that he/she texted staff #23 the
next day on June...2020 and told her that he/she |
had no taste or smell, and that urgent care said to :
self-quarantine. Staff #12 also stated that he/she |
emailed the doctor's note from urgent care to the .
Human Resource representative (staff #11). Staff
#12 said that same day on June...2020, the
Administrator said he/she had tested positive for
COVID. Staff #12 said the Administrator asked if
he/she was symptomatic and responded yes, and
had been for a while. Staff #12 stated the
Administrator said that asymptomatic COVID
positive staff could work on the COVID positive
unit. Staff #12 stated the Administrator also said
they could make an exception for staff and to
keep them informed of his/her symptoms. Staff
#12 said the next day on June...2020, he/she
texted staff #23 and told her that he/she had
tested positive for COVID. Staff #12 stated that
staff #23 said he/she was scheduled to work that
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. shift. Staff #17 stated that he/she did not hear

Continued From page 9

day and was expected to come in. Staff #12 said
that he/she told staff #23 that he/she was still
symptomatic and was not working sick.

-During the survey, an interview was conducted
with direct care staff (staff #17). Staff #17 stated
that mulitiple symptomatic/COVID positive staff
members including his/herself have worked with
non COVID residents.

A follow-up interview was conducted with staff
#17. Staff #17 stated that on June...2020, he/she
was tested for COVID-19, along with other staff.
Staff #17 said a few days later, he/she developed
a fever of 100.2 degrees F, congestion, sore
throat, body aches and a cough, and was
scheduled to work that day. Staff #17 said that
he/she texted the staffing coordinator (staff #23)
and told her that he/she did not feel good and she ;
would try to find someone else to cover his/her

back, so he/she went into work that day. Staff #17
stated that after he/she was screened that day,
he/she spoke with the staffing coordinator (staff
#23) and the DON (staff #1) about being sick.
Staff #17 stated that despite his/her symptoms,
staff #23 and the DON told him/her to work the
floor. Staff #17 stated that he/she was sweating
and weak during the shift and texted the staffing
coordinator that he/she felt terrible and asked for
a replacement. Staff #17 said the staffing
coordinator never responded back and he/she
worked over an 8 hour shift that day on a
non-COVID unit.

Review of the corresponding staff screening log

for that day when he/she worked over an 8 hour
shift, revealed that staff #17 had a fever of 100.2
degrees F, a cough, muscle pain and a

F 880
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headache. The log also included that a
temperature greater than or equal to 100.0
degrees F was considered out of the acceptable
range.

Review of the punch detail record for this same
date revealed that staff #17 worked over 8 hours.

In the interview, staff #17 further stated after that
he/she was sick for a few days and that the test
results came back negative. Staff #17 said that

: he/she was still intermittently symptomatic and
had a cough, and had not been retested. Staff
#17 stated that today he/she worked on a
non-COVID unit.

-During the survey, an interview was conducted
with a direct care staff member (staff #15). Staff
#15 stated he/she started having a cough, sore
throat and fever of 101 degrees F a couple of
weeks ago and didn't work. Staff #15 said that
he/she returned to work a couple of days later on
June...2020 and since then, has continued to
work with a cough, sore throat and intermittent
fever. Staff #15 stated that he/she has not been
tested for COVID-19.

A follow-up interview was conducted with staff
#15, who stated that he/she continues to have a
cough, congestion and headaches. Staff #15 said
that yesterday, he/she was asked to stay until
registry staff arrived, and worked on both the
COVID and non-COVID units.

Review of the staff screening logs for June 2020
through July 2, 2020 revealed that staff #15 had
reported various symptoms on multiple days,
which included the following: a cough, fever,

i muscle pain, headache, sore throat or shortness
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of breath. On one day in June, staff #15 had
reported shortness of breath, cough and a
headache, and the original screening temperature
was illegible, as it had been scribbled out and
replaced with "99."

According to the corresponding punch detail
reports, staff #15 worked on those days in June
and July when exhibiting symptoms.

-During the survey, an interview was conducted
with direct care staff (staff #21), who stated that

: on June...2020 he/she began having a headache,
body aches, sore throat and chills. Staff #21
stated that he/she texted the staffing coordinator
(staff #23), the Administrator and the DON to
report his/fher symptoms, but no one responded
back. The next day, staff #21 said he/she had a
fever of 100.3 degrees F, a headache, muscle
pains, sore throat, chills and a cough. Staff #21
said he/she was told by staff #23 that he/she was :
still expected to work his/her shift that day and
then worked on the COVID unit.

Review of the corresponding staff screening log !
for that day when he/she had a fever of 100.3 and :
other symptoms, revealed that staff #21 had
reported muscle pain, headache, sore throat and
chills, when she reported to work that day.

Continued in the interview, staff #21 said that a
couple of days later he/she worked on a non
COVID unit, but was sent home early, because of
not feeling well.

Review of the corresponding staff screening log
for that day revealed that staff #21 had reported
having a cough, fever, muscle pain, headache,
sore throat and chilis.
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: The punch detail record for that date revealed
that staff #21 had worked a short time that day.

During the interview, staff #21 further stated that
the next day June...2020, he/she worked on a
non-COVID unit and still wasn't feeling well.

Review of the correspaonding staff screening log
for that day revealed that staff #21 reported
symptoms which included cough, fever, muscle
pain, headache and sore throat.

The punch detail record for that same day
included that staff #21 worked a full shift.

Continued in the interview staff #21 stated that a
few days later on June...2020, he/she worked on

: a non-COVID unit again and was short of breath

. and didn't feel well. Later that afternoon, staff #21
said he/she was told by the Administrator that
he/she had tested positive for COVID-18. Staff
#21 stated that per the staffing coordinator, the
DON and the Administrator, all COVID positive
staff still needed to report to work, because that
was the facility's policy. Later that same day while
working, he/she texted the staffing coordinator
(staff #23), the DON and the Administrator that
he/she was short of breath and his/her oxygen
saturation level was 88% (normal oxygen
saturation level is 95-100%). Staff #21 stated that
staff #23 said they did not have anyone to replace
him/her and that he/she was still on the schedule
for the next day June...2020.

Review of the corresponding staff screening log
for the day that he/she was notified of the positive
test results for COVID, revealed that staff #21
had a cough, muscle pain, a sore throat, and for
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chills it was marked both “yes" and "no." f

The punch detail record for that same day
i included that staff #21 worked a full shift.

In the interview, staff #21 also stated that the next
day he/she had a physician visit who told him/her
to immediately go to the emergency room. Staff
#21 said he/she texted the staffing coordinator,
the DON and the Administrator and told them
what the physician said and sent them a copy of
the doctor's note. Staff #21 said he/she received
a text from staff #23 stating that he/she needed
him/her to show up for work that day. Staff #21
stated that he/she went to work as scheduled, so
the next shift could be relieved. Staff #21 stated
that he/she told them that they needed to find
someone to take over in a couple of hours. Staff
#21 stated that around noon that day, he/she
texted the staffing coordinator, the DON and the
i Administrator and asked for someone to relieve
him/her, because it hurt to breathe. Staff #21
stated the Administrator texted back saying they
were trying to get someone in to relieve him/her.
Staff #21 stated they never called him/her back
and he/she ended up working a 12 hour shift on a
non-COVID unit.

Review of the corresponding staff screening logs
revealed there was no screening documentation
for staff #21 for that day.

Review of the punch detail record for that same
day revealed that staff #21 worked approximately
12 hours.

On June 30, 2020 at 11:25 a.m., an interview was
conducted with the DON (staff #1). He stated that i
if staff tested positive for COVID-19 but were well ?
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enough to work, they may work on the COVID
unit. He said if staff are symptomatic they are
asked to leave. However, he further stated that if
he had to he would allow someone with a cough
and fever to work on the COVID unit. He said
when staff have asked him what their policy was
for coming to work with symptoms, he referred
them to the Human Resources representative
(staff #11), because she was more familiar with
that policy.

. An interview was conducted on July 1, 2020 at

. 1:37 p.m., with the Human Resource

. representative (staff #11). She stated that her
understanding of the facility screening process
included that if a staff member triggered 2-3
symptoms, they would need to consult with the
DON and the Administrator for further screening. _
She said she believed that staff were switched to I
two 12 hour shifts to prevent a staffing shortage.
She stated she would not consider the facility to
have a staffing shortage. She stated that she
knows what the CDC has recommended. She
said her understanding is if staff have been
exposed to COVID-19 but have no symptoms,
they would be screened, and allowed to work if
they wore a face mask and all the appropriate
PPE. She stated if a symptomatic staff member
were referred to her, she would review the CDC
guidelines which states that the staff member
would need to be tested and to isolate, until the
results are received. She said if staff came to her
to ask about the facility's policy regarding
working, she would direct them to speak to the
DON. She stated that as far as she knows, they
aren't forcing anyone with symptoms to work. She
stated that COVID positive staff are allowed to
work as long as they are asymptomatic, and only
on the COVID unit. She said no one has been
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referred to her with any questions about COVID
positive symptomatic staff continuing to work.
She stated that she has not been made aware
that symptomatic staff are working in the facility.

Regarding changes to the staff screening logs:

-Review of the staff screening logs for June 2020
revealed multiple alterations in the form of
scribbling over, marking through, writing on top of
and/or crossing out of the screening data that had
been provided by facility employees which
included the following:

June 2 and 3: changes made to one staff's |
screening I
June 4: changes made to three staff's screenings
June 5 and 7: changes made to one staff's
screening

June 8: changes made to three staff's screenings
June 9 and 10: changes made to two staff's
screenings :
June 11: changes made to four staff's screenings
June 12: changes made to four staff's
screenings

June 16: changes made to one staff's screening
June 17: changes made to two staff's screenings
June 18 and 19: changes made to three staff's
screenings

June 20: changes made to one staff's screening
June 21, 22 and 23: changes made to two staff's
screenings

June 24: changes made to six staff's screenings
June 25: changes made to eight staff's
screenings

June 26: changes made to four staff's
screenings

June 27: changes made to seven staff's
screenings
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June 28: changes made to three staff's
screenings
June 29: changes made to four staff's
screenings

June 30: changes made to six staff's screenings
July 1. changes made to four staff's screenings
July 2: changes made to seven staff's screenings

An interview was conducted on June 30, 2020 at
2:19 p.m., with the staffing coordinator (staff #23).
She stated that she does all the staffing for the
nurses and the CNAs. She stated that she keeps
the staff screening logs with her. She stated if an
employee screens in with a temperature of 100.4
degrees F or higher or has more than 2-3
symptoms, she screens them further to see if the
: symptoms are normal for them. She stated that
she has never altered the screening documents
to make it seem like staff have no symptoms.
She stated that staff are screened at the back
entrance and that anyone in the facility can be a
screener.

Another interview was conducted on June 30,
2020 at 2:20 p.m. with staff #23, who stated that
she had no idea who may have altered the
screening sheets. Staff #23 stated that screeners
must initial the logs when completing the
screening.

Regarding the facility declaration of a staffing
emergency:

-On June 30, 2020 at 11:25 a.m., an interview
was conducted with the DON (staff #1). He said
the facility had not reached "critical" staffing levels
until 2 or 3 days ago (June 27 or June 28, 2020).
He said the facility was looking into CNA waivers.
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An interview was conducted on June 30, 2020 at
2:20 p.m. with staff #23, who stated that a staffing
emergency began on June 29, 2020, which
caused the facility to implement 12 hour shifts for
nurses and CNAs. Staff #23 stated that a staffing !
crisis is when the facility is using 100% registry in :
their building. She said the core staff have been
helpful and pitched in, by taking additional shifts
and working extra hours. She stated the staff are
grateful for their jobs and the hours. She stated
that they had 2 nurses resign, due to concerns for
their health and the health of their family.

On July 1, 2020 at approximately 12:20 p.m., an
interview was completed with the Administrator.
The Administrator said that he had not contacted
the county himself for information or assistance,
but stated that the DON was in contact with a
staff member at the county.

Another interview was conducted with the DON
on July 1, 2020 at 12:30 p.m. The DON stated
that he had been in contact with Epidemiology at
the county office to report any new cases and to
give facility updates. In a later interview at 3:56
p.m., the DON stated that he also talked to the
county regarding the need for personal protective
equipment (PPE), and had briefly discussed a
waiver for CNAs. He said that he briefly
mentioned possibly needing staffing assistance at
some point, but acknowledged that there was no
follow up to that conversation which occurred
around June 23 or June 25, 2020.

A follow up interview was conducted on July 1,
2020 at 4:01 p.m., with the DON. He stated that
he and the Administrator began to have
conversations about staffing on June 22, 2020.
He stated they were not in crisis mode on that
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date, but considered what they would do in the
event of a staffing shortage. He said during that
week, he asked the Administrator about
strategies that they would use if things went bad.
The DON said that on June 23 and June 24,
2020, they were still nat in "crisis mode" and were
still considering their options. He said on June 25,
he asked the Administrator that if things went
bad, what were they going to do? He said he
suggested that they needed to consider
transferring residents out to another facility. He
said on June 25, he also spoke with the county
and briefly discussed the CNA waiver and
mentioned the potential need for staffing
assistance. The DON said that on June 26, he
was more concerned and wondered if they should
be reaching out to other facilities. He stated they
were not short-staffed that day and they were not
in crisis mode. The DON said he had another

: conversation with the Administrator regarding
their crisis staffing plan. He said on June 27,
2020, staff began calling out sick. He said he
spoke with the Clinical Resource Liaison to
discuss options and about transferring residents
out to other facilities, and to reach out to other
facilities to get more staff. The DON further stated
that on the evening of June 27, 2020, he received
the results of the COVID testing for staff which
had taken place on June 22, and that multiple
staff had tested positive. He said that same
evening, they were short staffed. He said he
called out to agency staffing, but found they were
requesting hazard pay of 1.5 times the normal
rate or $5.00 - $10.00 more per hour. He said the
- Administrator hesitated to hire them based on
that factor. He said a staff from another facility
came in, and he also called upon existing staff to !
cover the other two positions. The DON said that
on June 28, administrative staff decided to
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implement their "emergency staffing plan” and
began having staff work two 12 hour shifts the
following day. He said they called their staff that
evening to let them know. He said the facility
reached crisis or emergency status on June 29,
2020 (one day prior to the survey team entering
the building) and that they implemented their
emergency staffing plan. He stated he would
provide documentation of the efforts that had
been made to abate the staffing issues.

A list of actions taken to abate the staffing crisis
was presented by the Clinical Director (staff #57)
on July 2, 2020 at 3:20 p.m. Beginning June 15,
2020, the documentation included the need for
additional nurses had been discussed during a
conference call. A conference call dated June 22,
2020, included the need to hire 5 nurses and §
CNAs. Another phone conversation with
corporate was done on June 22, 2020, which
included discussing staffing and registry. On June
28, 2020, two area facilities were contacted
regarding their ability to house additional
residents, but neither of the facilities had room.
On June 29, 2020 during a corporate call with the
Executive Directors and Resources, the
possibility of transferring residents out of the
facility was again discussed. Another call on June
29, 2020 with corporate included discussing
staffing, registry, and the transfer of residents.
Per the documentation, a call was made to a
nursing registry service on June 29, 2020, but
there were no nurses available. On June 30,
2020, a medical group was contacted and a
contract was signed regarding procurement of
CNAs and nurses. On July 1, 2020 (the day of the
1J), two other area facilities were contacted
regarding their ability to house additional
residents, but neither facility had room. Also on
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July 1, 2020, the documentation indicated that

! contact was made with three nursing registries in
- an attempt to procure staff and that they were

i waiting for responses.

According to the documentation, the facility had
various discussions regarding staffing issues,
however, no action was taken in an attempt to
increase staff until June 29 and June 30, when
staffing agencies were contacted. In addition,
there was no evidence that the facility had
reached out to the county for assistance with
staffing concerns anytime from June 25 through
July 2, 2020.

Review of the Facility Health and Rehabilitation
Facility Assessment updated on March 27, 2020,
revealed if the facility needs to activate its
Emergency Operations Plan, staff may be called
back to work additional shifts and staff may be
cross trained to help with additional tasks. The
assessment included that agency personnel will
be employed through contractual agreements and
those staff with mild symptoms will be assigned to
work with COVID-19 positive residents only. Per
the assessment, the COVID-19 residents will be
housed in a separate wing with dedicated staff,

so that staff are not intermingling, and
non-positive staff will work with non-positive
residents to the extent possible.

-During the survey, an interview was conducted
with direct care staff (staff #9). Staff #9 stated
that symptoms consistent with COVID-19 began
on June...2020. Staff #9 stated that on that day,
he/she told the staffing coordinator {staff # 23)
and the DON of the new onset of cough and a
sore throat, but was still assigned to work on a
non COVID unit. Staff #9 said when screened
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: sore throat. Staff #9 said that he/she was
- screened by housekeeping staff (staff #91) that

' that he/she was symptomatic (today) but was
. working, as they had no staff. Staff #73 said

Continued From page 21
that day, he/she answered "yes" to cough and

day.

During the interview, the screening log for that
day was discussed. The log showed that staff #91
had signed the log for screening staff #9 that day.
Further review of the log revealed the answers to
cough and sore throat were marked "no." Staff #9
said the housekeeping staff (staff #91) must have
checked "no."

In an interview with staff #91, she did not recall
screening staff #9 on that day.

Continued in the interview, staff #9 stated that a
few days later when screened for a shift on
June...2020, he/she answered "yes" to the
screening questions regarding new onset for
headache, sore throat and loss of taste and
smell. Staff #9 said there were several employees
saying they were having new onset of symptoms,
but no one was making a big deal about it. Staff
#9 said that another staff member told him/her
that they were experiencing many sick staff, so
they did not want any call offs. Staff #9 stated on
this same day, the Administrator reported that
his/her test result was positive for COVID-19, and
was reassigned to work on the COVID hall.

Review of the screening log for that day revealed
"yes" for headache and sore throat, and for taste
and smell a "yes" and a "no" was marked.

-During the survey, an interview was conducted
with direct care staff (staff #73). Staff #73 said

F 880

FORM CMS-2567(02-99) Previous Verslons Obsolete Event ID: 9VH211

Facility ID: LTC0057 If continuation sheet Page 22 of 30



A ™ PRINTED: 07/28/2020

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
o
035131 B. WING 07/02/2020
NAME CF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GRANITE CREEK HEALTH & REHABILITATION CENTER 1045 SCOTT DRIVE
PRESCOTT, AZ 86301
(X43ID 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 CCMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 880 | Continued From page 22 F 880

he/she was originally assigned to a non COVID
hall that day, but was moved to a COVID hall.

Review of the screening log for that day revealed
that staff #73 answered "yes" to shortness of
breath and "yes" to have you had any contact
outside of the facility with someone suspected of
having or diagnosed with COVID-19.

Afollow up interview was conducted with staff
#73. Staff #73 said that he/she was sent home
today due to answering "yes" to symptoms at
screening. Staff #73 said that he/she was
experiencing shortness of breath, a headache
and muscle aches and that these are the same
symptoms that he/she has had for the last month.

The screening log for staff #73 today revealed
"yes" answers for shortness of breath, muscle
pain, headache and "yes" to have you had any
contact outside of the facility with someone
suspected of having or diagnosed with
COVID-19. Also on the log was a section to
document "yes" or "no" for Recommend Advance
Screening (DON/ICP/designee). If answered |
"yes" to shortness of breath or cough orto any |
two of the remaining symptoms. This section was
marked "yes."

Staff #73 further stated that a few days ago,
he/she had a test done which was negative. Staff
#73 said that his/her temperature that day was
101.5 degrees F and had a headache and

: shortness of breath.

According to the punch detail, staff #73 did not
work that day.

However, the screening log for the following day
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revealed that staff #73 answered "yes" to the
symptoms of shortness of breath, cough and

headache.

Per the punch detail report, staff #73 worked that
day. ;

! The screening log for the next day on June...2020
| revealed that staff #73 answered "yes" to
shortness of breath, headache and having had
contact with someone outside of the facility with
suspected of having or diagnosed with
COVID-19.

The punch detail report included that staff #73
worked a full shift that day.

-An interview with direct care staff (staff #70) was
conducted during the survey. Staff #70 stated that
on June...2020, he/she reported not feeling well
and was experiencing symptoms of COVID-18.
Staff #70 said that he/she was advised to
quarantine for 14 days. Staff #70 said a few days
later on June...2020, staff #23 said he/she was
able to work with symptoms.

Review of the screening log for that day revealed
that staff #70 replied "yes" to the symptoms of
shortness of breath and cough and had a
temperature of 100.9 degrees F.

The punch detail report included that staff #73
worked a full shift that day.

In the interview, staff #70 further stated that a few
days later while working, he/she reported to the
DON that he/she was very sick. Staff #70 stated
that the DON said he would work on it.
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Review of the screening log for that day revealed
! that staff #70 answered "yes" to shortness of
: breath, cough and headache.

Staff #70 also said at the end of the shift that
same day, the DON said he/she had tested
positive for COVID-19, but still needed her to
work the following day.

Per the punch detail report, staff #70 worked a full
shift the following day.

Regarding the facility screening logs:

Upon reviewing the staff screening logs for the
month of June 2020, there were multiple entries
~with "yes" marked by one or more of the
symptoms related to COVID-19 as follows:

Shortness of breath: approximately 74 yes
answers

Cough: approximately 162 yes answers
New loss of taste or smell: 4 yes answers
Repeated shaking with chills: 1 yes answer
Muscle pain: approximately 77 yes answers
Headache: approximately 99 yes answers
Sore throat: approximately 68 yes answers
Chills: 11 yes answers

G.I. symptoms (diarrhea, vomiting, nausea):
approximately 30 yes answers

The screening logs further included the following:

Regarding having had contact with someone

! outside the facility with suspected or diagnosed

. COVID-19 there were 14 yes answers.

i Regarding having traveled on a cruise or
internationally in the last 14 days there were 4 yes
answers.
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34 yes answers.

| The screening logs did not include any follow up

Regarding advance screening by the DON, IP or
designee if yes to shortness of breath, cough or
any two of the remaining symptoms there were

that was done for staff who reported having
symptoms.

An interview was conducted with the staffing
coordinator (staff #23) on June 30, 2020 at 2:20
p.m. Staff #23 stated that she does all of the
staffing for the nurses and CNAs. Staff #23 said
that staff have been getting sicker over the last
few days and they have asked some of the staff
to pick up extra shifts or stay longer to put in extra
hours to help with coverage. She stated they
have started to use registry as well, especially for
nursing coverage. She said the regular use of
registry staff started about a week ago, but
registry staff have been in the building on a
limited basis for a couple of months. Staff #23
said that things have really fallen apart in the last
couple of days. Staff #23 said that staff who have
signs or symptoms are sent home. She said if a
staff member has a temperature of 100.4 or two
of the other signs or symptoms on the screening
sheet, they are to be sent home. She said if a
staff member answers "yes" to any of the
symptoms on the screening sheet, she is to be
advised. She said that she will then speak with
the staff member and question them to see if the
symptoms are new or if they are normal or
"baseline" for that staff member. She said that
she will also ask them if they have been sick. She
stated that if she is not available, the DON, the
Infection Preventionist (staff #72), the
Administrator or the Assistant Director of Nursing
(staff #33) should be contacted by the staff
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{ remain on site or be sent home.

* building, staff members screen one another
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member or the screener. She said the staff
member will be directed as to their eligibility to

Staff #23 also stated that if a staff member calls
out sick, they are to contact her and explain what
signs or symptoms they are experiencing. She
said if the symptoms are of new onset, she will
contact the DON and they will discuss the
situation and direct the staff member as to their
eligibility to work. She stated that if she cannot be
reached, the DON may be contacted directly by
the staff member. Staff #23 stated she does not
tell anycne that they "have to work." She said that
while staff are out sick, they are required to call in
twice daily to report symptoms and answer
screening questions.

Staff #23 further stated that upon arrival to the

before their shift. She said they ask the oncoming
staff member if they have any new symptoms,
check the appropriate boxes, take their
temperature and log it on the sheet. She said that
both the screener and the individual being
screened in, must sign the sheet. She stated that
any staff member can screen someone, as there
is not one dedicated screener. She stated that a
secondary screening will be done for anyone
answering yes to 2 or more symptoms or an
elevated temperature. Staff #23 stated that she
keeps all of the screening sheets.

In a follow up interview with staff #23 on July 2,
2020 at 2:02 p.m., she said her expectation is
that a second screening would be done for any
staff member checking yes to 2 or more
symptoms on the screening sheet or a
temperature of 100.0 degrees F or higher. She

F 880
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said that staff may return to work if they have two
negative tests 24 hours apart or no fever for 72

" hours, without the use of fever reducing

. medications. She stated that when staff return
from sick leave they will be assigned to the
COVID-19 unit, unless otherwise specified by the
DON. She stated that staff who are asymptomatic
but COVID-19 positive, may work on the COVID
unit only. She stated that the DON makes the
decision if staff can work, but no one is forced to
work.

Review of the facility's policy titled, Emerging
Infectious Disease Emergency Plan Coronavirus
(COVID-2019) dated March 2020, revealed under
the section for staffing that during an emergency,
* the Administer or the Director of Nursing may
declare the facility is experiencing an emergency
due to COVID-19. This includes calling staff from
all departments and directing them to either
report for duty immediately or be scheduled for
future shifts. All staff may be assigned to full,
halftime or overtime shifts and may be scheduled :
to work on their days off. The policy stated that if
staff are ill, have a fever, a cough or respiratory
compromise or have other symptoms consistent
with a contagious process, they should not
present to the facility for regular or emergency
duty, unless it is in response to a pandemic
outbreak involving the facility itself, such as
COVID-19. In that case, if the facility has
confirmed cases of COVID-19 and staff that have
confirmed or suspected COVID-19 with
: mild-moderate symptoms, will report to duty to
work with only COVID positive residents, who are
segregated from other residents and staff. A
separate entrance will be made and separate
time logs will be kept for those staff members.
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Review of the CDC guidance titled, Preparing for
COVID-19 in Nursing Homes updated June 25,
2020, revealed the facility should screen all
healthcare personnel (HCP) at the beginning of
their shift for fever and symptoms of COVID-19.
Actively take their temperature and document
absence of symptoms consistent with COVID-19.
The facility should remind HCP to stay home
when they are ill. If HCP develops a fever
(temperature of 100.0 degrees F) or other
symptoms consistent with COVID-19 while at
work, they should inform their supervisor and
leave the workplace. If they are ill, staff should
keep their cloth face covering or facemask on
and leave the workplace. The guidance stated
that a fever is either a measured temperature

| greater than 100.0 degrees F or subjective fever.
Note that fever may be intermittent or may not be
present in some individuals, such as those who
are elderly, immunosuppressed, or taking certain
medications such as fever reducing medications.
HCP with suspected COVID-19 should be
prioritized for testing. The CDC guidelines further
included to implement sick leave policies that are |
non-punitive, flexible and consistent with public |
health policies that support HCP to stay home
when ill. The guidelines stated to reinforce sick
leave policies and remind HCP not to report to
work when ill.

In addition, the guidelines stated that facilities
should have a plan in place regarding how to

. respond to HCP with COVID-19 who worked
while ill (e.g., identifying and performing a risk
assessment for exposed residents and
co-workers). The guidance also included to
develop (or review existing) plans to mitigate
staffing shortages from illness or absenteeism.
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Review of the CDC guidance regarding Criteria
for Return to Work for Healthcare Personnel with
Suspected or Confirmed COVID-19 dated May 5,
2020 revealed the following: Symptomatic HCP

. with suspected or confirmed COVID-19 should be
excluded from work for at least 3 days (72 hours)
have passed since recovery defined as resolution
of fever without the use of medication to reduce
fever and improvement in respiratory symptoms
(e.g., cough, shortness of breath); and at least 10
days have passed since symptoms first
appeared. The guidance stated that if using a test
based strategy, fever must resolve without the
use of fever reducing medication, respiratory
symptoms such as cough and shortness of
breath must improve and 2 negative test results
at least 24 hours apart must be documented.
Under the section for Strategies to Mitigate HCP
Staffing Shortages, it stated that staffing
shortages will likely occur due to HCP exposures,
iliness or need to care for family members at
home. Facilities must be prepared for potential
staffing shortages and have plans and processes
in place to mitigate them.
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Important Notice - Please Read Carefully

September 17, 2020

Sean Hill, Administrator

Granite Creek Health & Rehabilitation Center
1045 Scott Drive

Prescott, AZ 86301

Re: Complaint Intake #AZ00165550 & AZ00165552
Investigation # 9VH211
Dear Mr. Hill:
Surveyors of the Arizona Department of Health Services (Department) have thoroughly investigated the
above referenced complaint. Prior to being investigated, this complaint was broken down into

allegations that correspond to the Department's rules for the facility.

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

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

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

Sincerely,
LA s
P2V A 5 900

Sandy Earrﬁér
LTC Customer Service Representative IV
Bureau of Long Term Care Licensing

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

Health and Wellness for all Arizonans
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FEDERAL REGULATIONS

483.80 Infection Control

The facility must establish and maintain an infection prevention and control program
designed to provide a safe, sanitary and comfortable environment and to help prevent the
development and transmission of communicable diseases and infections

S IPCWELL



FEDERAL REGULATIONS

483.80(a) Infection Prevention and Control Program

The facility must establish an infection prevention and control program (IPCP) that must
include, at a minimum. . ..

483.80(a)(1) A system for preventing, identifying, reporting, investigating, and controlling
infections and communicable diseases for all residents, staff, volunteers, visitors, and other
individuals providing services under a contractual arrangement based upon the facility
assessment conducted according to §483.70(e) and following accepted national standards
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CMS SURVEY CMS.qov = -
RESOU RC ES Centers for Medicare & Medicaid Services

5 oL Medicare-Medicaid Private Innovation Regulations & Research, Statistics, Qutreach &
Wodicore:  Modicaid/CHIP Coordination Insurance Center Guidance Data & Systems Education
h ttDs ://WWW.CmS_EOV/M ed ica Home > Medicare > Quality. Safely & Oversighl- Guidance lo Laws & Regulations > Hursing Homes
re/Provider-Enrollment-and- Quality, Safety & :
‘Oversight- Guidance to Nursing Homes
Cef’tlflcatl O n/G UIdan Cefo rLa i Laws & Regulations Medicare and Medicaid Programs; Reform of Requirements for Long-Term Care Facilities
. . Ambulatory Surgery Ceniers
WSAnd Regu’atl OnS/N ursi ng- ) Nursing home surveys are conducted in accordance with survey protocols and Federal requirements to determine whether a citation
Communsty Mental Health Centers of non-compliance appropriate. Consolidaled Medicare and Medicaid requirements for participation {requirements) for Long Term
Homes CiiiaRl Sibaiiiain Care (LTC) facilities (42 CFR part 483. subpart B) were first published in the Federal Register on February 2. 1989 (54 FR 5316
ALl 1L Critical Access Hospita g
The requirements for panticipation were racently revised to reflect the substantial advances that have been made over the past
Rialygia several years in the theory and practice of service delivery and safety The revisions were published in a final rule that became
nHartivn An Mavaeibhas 70 2010
In Google Search: F-Tag Crosswalk (XLSX)

“Long term Care Survey Resources” | TCSP Interim Revisit Instructions - Updated 08/03/2018 (PDF)
Survey Resources - UPDATED 05/15/2020 (ZIP)

New Long-term Care Survey Process — Slide Deck and Speaker Notes (PPTX)
Appendix PP State Operations Manual (Revised 11/22/2017) (PDF)
Revision History for LTC Survey Process Documents and Files UPDATED 05/15/2020 (PDF)




IPC FACILITY-WIDE ASSESSMENT COVID-19

https://www.cdc.gov/coronavirus
[2019-
ncov/downloads/hcp/assessment

sol:nursing-homespdf Infection. Prevention and Coptrol Assessment Tool
for Nursing Homes Preparing for COVID-19

I n Googl e Sea I’Ch . This is al?l infeFtion control assessment ar_)d response tool (ICAB] that can be used to helg nursipg homes prepare for
. i coronavirus disease 2019 (COVID-19). This tool may also contain content relevant for assisted living facilities.
LOn g te M Ca re C OVI D | CAR The items assessed support the key strategies of:

- Keeping COVID-19 out of the facility

- Identifying infections as early as possible

+ Preventing spread of COVID-19 in the facility

« Assessing and optimizing personal protective equipment (PPE) supplies
- Identifying and managing severe illness in residents with COVID-19 )

The areas assessed include:

« Visitor restriction

- Education, monitaring, and screening of healthcare personnel' (HCP)

- Education, monitoring, and screening of residents

- Ensuring availability of PPE and other supplies

- Ensuring adherence to recommended infection prevention and control (IPC) practices
- Communicating with the health department and other healthcare facilities
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" FOR ALL EMPLOYEES, -~

 VOLUNTEERS, & wswoné "

DO NOT COME INTO ANY WORK LOCATION
IF YOU ARE EXPERIENCING:

. Cough - Repeated shaking with chills
- Shortness of breath * Muscle pain
or difficulty breathing . Headache
- Fever - Sore throat
- Chills - New loss of taste or smell

PLEASE NOTIFY YOUR SUPERVISOR AND SEE IF

ARRANGEMENTS CAN BE MADE TO WORK REMOTELY.

KEY
PREVENTION
STRATEGIES

S ipcwELL
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COVGI’J@COUQI'I RESPIRATORY HYGIENE/ COUGH ETIQUETTE

-~ -~ Stop the spread of germs that can make you and others sick! ——

Cover your mauth and nose witha
st when i cough or sneeze.
Put your wsed tasue 1n the
nuste basdet, §§

hima maty bne askend 0 put an
o fiuvrwssk to protect oshers.

hand rub,

besps://www.cde.goviflu/professionalsfinfection:
htps://www.cdc.gov/flu/pdf/protectfcdc_cough pdf

Wash hands ofien with sasp and

£ et

avwiluble, use un alovhol-based
(=4

i

sneeze tnio yr uppver sh

Respiratory hygiene & cough etiquette prevent residents, HCWs, and
family and friends with respiratory infections from transmitting their
infection to others

Measures such as hand washing, and proper PPE should be incorporated
into infection prevention practices as one component of Standard
Precautions )

SWiPcweLL



_COVID SIGNS AND SYMPTOMS

It takes between 2—14 days after exposure for symptoms of COVID-19 to develop (median is ~4 days).
Common symptoms include Know the symptoms of COVID-19, which can include the following:

* Fever or chills

*Cough

*Shortness of breath or difficulty breathing
*Fatigue : Y
*Muscle or body aches B
*Head ache Cough, shortness of breath or difficulty breathing
*New loss of taste or smell

*Sore throat

*Congestion or runny nose
*Nausea or vomiting ) \
*Diarrhea oy ™

Muscle or body ache: New loss of
taste or smell

https://www.cdc.gov/coronavirus/2019-ncov/downloads/COVID | 9-symptoms-24x36-en.pdf
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COVID SCREENING
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EVALUATE AND MANAGE HEALTHCARE
PERSONNEL

Screen all HCP at the beginning of their shift for fever and symptoms of
COVID-19.

= Actively take their temperature® and document absence of symptoms
consistent with COVID-19.

= If they are ill, have them keep their cloth face covering or facemask on and
\ leave the workplace.

= “Fever is either measured temperature >100.0°F or subjective fever.

= HCP who work in multiple locations may pose higher risk and should be
encouraged to tell facilities if they have had exposure to other facilities
with recognized COVID-19 cases.

NS IPCWELL



EVALUATE AND mDevelop (or review existing) plans to )
MANAGE mitigate staffing shortages from illness or
HEALTHCARE absenteeism.

mCDC has created guidance to assist facilities
PERSONNEL with mitigating staffing shortages.

=For guidance on when HCP with suspected
or confirmed COVID-19 may return to work.

Criceria for Return to Work for Healthcare Personnel with Confirmed or Suspected COVID-19 hieps:/iwww.cdc.goy ov/coronavirys/2019-ncovihepliong-term- VIPCWELL
careheml!CDC_AA_refVal=hups%3A%2F%2Fwww cdc.gov¥%2Fcoronavirus%2F201 9-ncov%2Fhcp%2Flong-term-care-strategies heml (Interim Guidance) »
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COVID COHORTING

COVID Positive

PUI (patients under investigation)
Admissions/Readmissions/Medical Appointments
Residents refusing testing
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HAND HYGIENE MOMENTS

= Must be performed even if gloves are used
= Before and after contact with the resident
® Before performing an aseptic task

= After contact with blood, body fluids, visibly
contaminated surfaces or after contact with objects in
the resident room

= After removing personal protective equipment (e.g.,
gloves, gown, facemask).

= After using the restroom

® Before meals

WiPcwELL

hueps:iwwwe who intmfection-prevention/campaigns/clean-hands/Smomentsien/



T13MadI S8

e e g e ey
B Ve e 1 iy
s el o e e e s ey

RS P Darasn) Dumy DEBSY Bt KO0 B 10 Pt ¢ 1%y

AN N ///W;f \5

©7Ac raunpasesd amus oy jo uonng ﬁ 3

Bl tf AR ORGSR G I P O

; JnipueH 0} MOH

ey o i o e vey

$3 /
NVV } /
‘e "/
2 e 01
e o s o pony

B Gty [OVED e Way
Fl!iﬂ!.dd.!l:ll‘i_(

% ﬁ\% B

DR Laln e L] O

P,«_
ST
X o

ﬁ\

M u

N %W\E

Wt a e o et p i pacrer
e Lt g s ey

e 3 (1w Ay P
el e LD D T T

ampasesd manua sy jo vopesng [}
2-2 9d018) ysempuey oy jo voneing {4

._.__u__.c_m_._ 0} MOH

m__ms mr_u ul _uc.m Woo. Juapisad

93 Ul Jazniues puey SulAey JSpISUOT)

suoneNlIs 1SOW Ul spuey Sulysem

10} poyraw paddsyaad syl sI I9ZnIUES pueH .

MIZILINYS ANVH ‘SASDNIHSVA ANVH




HAND HYGIENE AUDIT TOOL

T IR ) AR e g i

e el 2 2 b ey S A S T R - o b YR A

fj'i'land'.iivg-.i_ei‘!e la"nd Contact Pfemt]tiﬁhs"dhserﬁafil;hs :

Infection Prevention and Control Assessment Toal for Long-term Care Facilities

* . s = 5 : hitded 1o assist i the assessment of infection control programs and practices in nursing homis and other
Staff type Type of opportunity HH performed? Gown or glove indicated? ki ANEIE At ibverasiians e tom cormel prorotbE et et T T
lis iy " ndepantiments are encouraged to share this ool with laclites in advance of their visit
lick here to O Roomentry O Room exit O alcohol-rub O Gown only
siitei text F 3
O Before resident contact @) Hand Wash O Glove only Gl Dermigraphics
O After resident contact O No Vit d O Both B Se Control Program and Infrastucture
o one o o
O Beforeglove O After glove eservation o Faciy Practces optionsl
O Other: Ciick here o enter text o No € L Jgtection Co sed Osher &
Click here 1o O Room entry o Room exit O Alcohol-rub O Gown Oﬁ'v O Go infection Contrel Demalng for Gap Alseisment
enter text v 1 Intection Control Program and inliastruciure
O Refore mesident eontact O Hand Wash O Glove °n|Y O Gle " Healthcare Personnel and Resident Safety
QO After resident contact
O No HH done O Both o Bo i Surveiltance and Disease Reparting
O Before glove O After glave B i
O Other: Click here to enter text O No o Ne v Persunal Protective Equipment (PPE)
GICRCHEED O Roomentry O Room exit O alcohol-rub O Gown only (3 gs * mmsioassen
viL Antibolc Stewardship
einter text i
O Before resident contact O Hand Wash O Glove only O al VI ingection safety ané Point of Care Testing )
O after resident contact
O No HH done O Both O Both
QO Beforeglove O After glove
3 TRESE Pllok b srsmmtretass O no O nNeither

https://www.cdc.gov/infectioncontrol/pdf/icar/Itcf.pdf =g IPCWELL
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FACE MASK DO’S AND DON'TS

Ineffective Face Mask Bingo Facemask Do’s and Do

For Healthcare Personne!

When putting on a facemask
Clean your hands and put on your facemask so it fully covers your mouth and nosa.

e e e

- -
)

il 1,’\
e

———
e

I

the plague-talker

Whaen removing a facemask
Clean your hands and remove your facemask touching only the straps or ties.
% —— s

10 eafaty put
snsl

»
M wamdugnnie st 1015 pievbopieiing gpa himi.

e govl o

thejfﬁadded;up
in their pocket’

hteps /lwww cde gov/coronavirus/20| 9-ncovidownloads/hep/fs-facemask-dos-dons pdf
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ENVIRONMENTAL SERVICES

Appropriate PPE

« Contaminating the
environment

« IPC training

« Cleaning and
disinfectant products

- Supplies (hand towels,
hand sanitizer)

NS IPCWELL
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Pesticide Registration

Pesticide Registration
Home

About Pesticide
Registration
Electronic Submission of
Applications

Pesticide Registration
Manual

Fees and Waivers
Registiation Infurmation by
Type of Pesticide

— Antimicrobial
Registiation

J' Search LPA gov

CONTACTUS  SHARE (f) (w) (53)

List N: Disinfectants for Use
Against SARS-CoV-2 (COVID-19)

All products on this list meet EPA’s criteria for use against SARS-

CoV-2, the virus that causes COVID-19.

Finding a Product

To find a product. enter the first two sets of its EPA registration
number into the search bar below. You can find this number by
looking for the EPA Reg. No. on the product label,

Forexample, if FPA Reg. No. 12345-12 is on List N, you can buy EPA

hteps://www.epa.gov/pesticide-registration/list-n-disinfectants-use-against-sars-cov-2-covid- 1 9

View List N's
information in ous
new tool

Zitiar Doy bt
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TGt T

S IPCWELL



{Facility Name]

Environmental Services Checklist for Daily Cleaning of Resident Room

Date:

| Unit:

Room Number(s):

Initial of EVS staff (optional)

Evaluate the following priority sites for each resident room:

Cleaning Task

Cleaned Not cleaned Not present in

room

High dusting performed

Use high duster'mop head: wipe
ledges (shoulder high and above

Venrts

Lights (do not high dust over
the resident)

Dust TV rotate and dust screen
and wires

Damp dust: Cloths and spray
bottle of disinfectant for damp
wipe

Ledges (shoulder high)

Door handles

Room furniture (bureaus. chairs

hueps://www cdc goviha/pdfs/toolkits/Environmental-Cleaning-Checklist- | 0-6-201 0 pdf

CDC Eavironmental € heckiing Tor Munitoriag 1 crminal Cleaning

s of ES staff (optional).”

Evaluute the following privrity sites fur each paticnt rosm:

High-touch Ruom Surfaces Cleaned Not Cleaned | Not Present in Room

| Bod rails contivis

Tray tabl

N il

b bution

Telephumg

Todsidly table Tl

K iz sdoor koo
Bathrosan moes door hioh plate

Nathioman Iy

Bathimun sinh

Nonler sca

Toabet tlush Bandle

Tonlot Dadpun oaer

p additionul sites if these equipment are present in the room:
Cleancd Nat Cleaned | Not Present in Room

[ Fluorescent el

3 AP sysiem

[ Agar shide cultunes

toctants should be s
Benlilicrs of twadiv

al purficics and pris cdurcs

Vs stalt fot focdbio b

Sites ot hoguenly corta arad b hied by patients and o bealilcae workers

National Center fot Emerging and Zoonotic Infectious Diseases

NS IPCWELL



T13MOdI $]

‘poyraw A1p3uDS

puD 3Jps b ul pariodsunay pup passad04d patols Papupy si Aipunpy o 1YL 24NSUS ISALU Auppo) ayp

{ 'Passad04d st Aipunpj a1aym uonpdo| ay1 Jo ssajpipSay ‘sadiaias Aipunoj ausflo 1of a3p(d Ul UBWILSD
uanLm 3ADY Abw Ajp) 3y 10 ausuo papirosd aq Abwi $331A19S AIpUNDT “SAIAISS [DILUBLLLOLIAUD

pup ‘sdoys Ainpaq ‘sadiAIas 2ANDIGDYI Aip1a1p ‘Sulsinu sp yons sAWIIDGIP wiodj sway pup

SYI02YSLM “sjamo1 ‘(smojjid ‘Srxup|q ‘$199ys “a'1) ‘suaul ‘Suirop (puosiad suapisad sapnpul Aipunog

'920)q Ut Ind 24D SUONDD BANDII0D PUD ‘PAYIUBPI 3G 1SN $92132D4d W0
suonviasp Aup ‘paruswajdur aup sandad Aipunpj auy 101 2insud 03 JoNUOW ISNW Aujipo) ay | “Aapunp)
Suniodsubn pup ‘Buissasod ‘Suriors ‘Sulpuoy uo sadndpid mojjoj pup dojaasp 1snw Ao ()08 £8P

- SNOLLVTINO3Y NINIT




= Linen must be processed in a way
that not only kills germs but also
does not spread germs from dirty to
clean linens (hot water)

= Cart covers should be inspected for
any contamination with dirt or
debris and removed or replaced as
needed (how often are they
cleaned)?

9 PCwWELL

hups/iwww.infectioncontroltoday com/personal-protective-equipment/infection-contral-today-032002-follow-standard-precautions-when
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