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§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is not met as evidenced
by,

Based on observation, interview, and record
review, the facility failed to ensure adequate
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F000 INITIAL COMMENTS F 000 This document will serve as a credible -
‘ allegation of our intent to correct the
deficient practice identified.
The following reflects the findings-of the Preparation and/or execution of this
California Department of Public Health during an Plan of Correction do not constitute
abbreviated survey for the investigation of facility admission or agreement, by the
reported incident #CA00829822. ‘provider, of the truth of the facts
: i L]
R'epre‘senti.n.g the Department of Public Health: g;ﬂ;&?;&ﬁ?&iﬂ:‘ifg f-lc-’;:}; Igrlla;hif \!i
Health Facilities Evaluator Nurse (HFEN), 26987 Correction is prepared and/or executed N
solely because it is required by the Q
The inspection was limited to the specific facility provisions of Health and Safety Code L
reported incident investigated and does not ‘Section 1280 and 42 C.F.R. 405.1907
represent the findings of a full inspection of the : '
facility. g 3
F 689 Free of Accident Hazards/Supervision/Devices F 689 | How corrective action(s) will be ‘§
58=D CFR(s): 483.25(d){1)(2) ' :accomplished for those residents found to ?
_have been affected by the deficient A\
§483.25(d) Accidents. practice. N
The facility must ensure that - : N4
§483.25(d)(1) The resident environment remains -No other residents were found to be ™
as free of accident hazards as is possible; and affected at this time. Upon identification ~ ¢) <

of the alleged deficient practice, the facility
purchased a new wanderguard system
‘and installed for replacement of the
-malfunctioned system. All staff were in-
serviced on 3/8,3/9, and 3/10 regarding-
the wanderguard system, elopement policy
and reporting, and appropriate

?573//
/gc’V/euJ

supervision to prevent an accident/hazard for management of Resident 1 unit discharge. \l \) \:\
Resident 1, when Resident 1 was able to open Resident 1 was putonone onone -~ % E LN
the front door and eloped the facility without staff supervision until discharge from the facility % °
being aware of the elopement for a census of 80. on 3/10/2023. : § W
This failure had the potential of seriously S ‘:5 ‘j:)
_compromising the health and safety of 1 of 3 Ny < NS
residents (Resident 1), which could have been B Y Q\ N
life-threatening to Resident 1. '

LABORATGRYDIRECTOR'S O FRG)IDER/SUPPLIER REFRESENTATIVES SIGNATURE TITLE (%) DATE

/} / '—"1:3.5_ /”’w Wi s fvet foe oS /3 ‘

Any deflciency statement endmg with an astefisk {*) 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 carrection 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 particlpation.
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‘ Findingé:‘
A review of the clinical record for Resident 1
| In 2021 with diagnoses including, major

the functioning of the brain is affected), stroke,

{ (difficulty with thinking and language), serlous
- mental Hiness, psychosis with delusions and

- hallucinations {a disorder characterized by 2

i disconnection from reality), muscle waakness,
‘and a lack of coordinatlon.

all times. LN [Licensed Nurse] to cheek
: placement every shiff, "

‘A raview of a Care Plan for Resident 1 dated

10 and above was a high risk for falls)."

for Resident 1;
. Glonazepam (antianxiety medication) 0.5 mg

' schizoaffective disorder (mental illness with
hallucmatlons delusional thought process).

by mouth dally for exit seeking bahavior
manifested by major depression.

Areview of the Minimum Data Set

 indicated, Resident 1 was admitted o the facility
depréssion, encephalopathy (a disease in which

blind in left eye, cognitive communication deficit

{ A review of the Physician Orders dated 8/11/22,
indicated, "...[alarm asystem)] to the right ankle at
2114123, indicated, "Fall Risk store of 10 (score of

A review of the Physician's Qrders da‘ted 1726123
indicated, an order for the foliowlng medications

' (milligram, & unit of measurement) one tablet at
- bedtime for aggressive bahavior manifested by

Sertra!me HCL (antidepressant) 25 mg one tableat

i

‘supervision of residents at risk for

and guarterly or as needed thereafter.

What measures will be put into plade or -
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How the facility wili identify other residents
having the potential to be affected by

dhe same deflcient practice and what i
correciive action will be taken,

-No other residents were found to be,
affected at this time. All residents are
potentially to be affected by this alleged
deficient practice as failure to maintain

:elopement would affect patient care. All
‘rasidents were assessed for elopement risk :
and placement of wanderguard bracelet.
IDT team to review the elopement
assessment upon admission to the facility

‘what systemic changes the facility will
make to ensure thet the dehclemt practice
does not recur.

It is the policy of the facliity to ensure that
the residents of the facility who are at high -
risk for wandering will have wanderguard |
‘bracelets. Residents will be evaluated for
iwandering risk at the time of admission and -
quarterly or as needed thereafter. 10T team ;
will review MDS Coordinator/Designee :
submlission of the Elopament Assessment,
Upon identification of the alleged
deficiency, floor staff were inserviced on
the importance of supervision and the
wanderguard system. The facility
‘purchased and installed a new
wanderguard system, '

H
H

}
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serious mental illness, Impaired vision, a Brief
Interview for Mental Status (BIMS}) score of 8,

1 (0-18, 0 is severe cognitive impairment). Resident
1 was ambulatory, required supervision and
assistance with bathing, cueing with eating and
dressing. Resident 1 was not capable of
décigion-making and family was their responsible
! party. Resident 1 had wandering behaviors dally,
: and the assessment questionnaire indicatad,

: "Does the wandering place the Resident at
significant risk of getting to a potentially
 dangerous place? Answered, "Yes". A Change in
: Behavior or Other Symptoms was assessed as
_getting "Worse" for Resident 1.

During the elopement, Resident 1 had no
medications available for 36 hours. Resident 1
missed a total of four doses of the regularly
scheduled medications for mental illness
ingluding, anxiely, depression, and aggressive
behaviors with hallucinations, A review of
Resident 1's Medication Administration Record

- (MAR) for March 2023 indicated, Resident 1 was
| misaing four daily doses of madication. One dose
of Clenazepam and one dose of Sertraline on
313123, and one dose of Clonazepam and one
dose of Serfraline on 3/4/23,

i

- medication Sertraline can cause bleedmg

. problems as a side effect and requires close

: monitoring. Sertraline has side effects of

i drowsiness, fainting, cardiac problems, These
i medications were not recommended to be

| stopped abruptly.

An interview with the Maintenance Supervisor

(MDS-assessment tool), dated 2/19/23, indicated -

: Accnrdin'g to the Mayo Clinie, Cionampam should | |
: not be stopped abruptly to avoid withdrawal, The

{
H
H
:

:perform waekly checks on the working
icondition of the wanderguard system.
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; 3
F 689 . Continued From page 2 F 689

The Maintenance Director/Designee will

How the facility plans to monitor its
performance to make sure that soiutions
are sustained.

Mamtenance Director/Designee will report
and findings to the DON/Administrator.
Deficiency and interventions to be
reviewed in the next two QAPI meetings.-
Administrator will bring 2567 and POC to
the mesting to discuss and ensure
understanding

Date of compliance:3/17/2023
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- stated he did not know If It was working, The MS
 further stated the alarm system had been
. malfunctioning for years.

| A record review and concurrent interview

- conducted on 3/8/23, at 10:56 a.mi. with the
 Director of Nursing (DON), Indicated Resident 1
eloped from the facility around 8 p.m. on 3/2/23,

Fat 1:12 p.m. The DON stated Resident 1 was In
- custody in ancther town after he had & car ride
from a stranger. The DON confirmed local law

the facility, The local law enforcement notified the

. facility they had Resident 1 In their custody. The

i DON stated she went fo pick up Resident 1 from !
the Detention Center on 3/6/23.

(MS) was conducted on 3/8/23 at 10:10 am. The
MS stated he was not checking the alarm system
or logging the function of the system. The M3

and was found in a jail in another town on 3/6/23

enforcement was alerted Resident 1 had eloped

In an Interview with the Administrator (ADM) on
3/8/23 at 1112 a.m, The ADM stated ha was

“unaware the door alarm system was not working
“in the facility. The ADM confirmed Resident 1 L
- eloped from the facility on 3/2/23, and returnad to

the facility on 3/5/23. The ADM further confirmed

Resident 1 was at a high risk for wandering and

was to have an alarm system on his ankle at all -
times. The ADM confirmad no maintenance logs
had been kept for the working condition of the '

: door alarm system,

A review of a facllity policy titted, Wandering and

Elopements, dated 8/3/21, indicated, " identified |
as at risk for wandering, elopemant, or other :
safety issues, the Resident's care plan will

include strategies and interventions to maintain
resident safaty.”
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$5=D | CFR(s): 483.90(d)(2)

§483.90(d)(2) Maintain all mechanical, electrical,
and patient care equipment in safe operatmg
condition.

This REQUIREMEN’T is not met as evidenced
by:

- Basad on abservation interview, and record

: review, the facll:ty failed to ensure the door alarm
- system was in working order, when Resident 1

| was able to open the front door and eloped the

1 for a census of 80.

This failure had the potential of seriousiy
gompromising the health and safety of Resident
1, which could have been life-threatening to
Resident 1.

Findings:

Resident 1 was admitted to the facility in 2021
with dlagnoses including, major depression,

. encephalopathy (a disease in which the
“functioning of the brain is affected), stroke, blind
. in left eye, cognitive communication deficit (able
- to say yes or no only), serious mental illness,

: psychosis with delusions and hallucinations,
 muscle weakness, and a lack of coordination,

: Aveview of the Physiclan Orders dated 8/11/22,
- indicated, "...[alarm systam] to the right ankle at
- all times. LN [Licensed Nurse] to check
placement evary ahlf "

Areview of a Care Plan for Raside'nt 1 dated
2114/23, indicated, "Fall Risk score of 10 (score of
10 and above was a high risk for falls)."

*facility without staff being aware.of the elopement |
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F 908 : Essential Equipment, Safe Operatlng Condition F 8081w conractive action(s) will be

accomplished for those residents found to
have been affected by the deficlent
practice.

~No other residents were found to be
1 affected at this time. Upon identification |
of the alleged deficient practice, the facility :
| purchased a new wanderguard sysiem
and installed for replacement of the
malfunctioned system. All staff were in-
serviced on 3/8,3/9, and 30 regarding
the wanderguard system, elopement policy |.
and reporting, and appropriate
management of Resident 1 unit discharge
: Resident 1 was put on one on one
“supervision untll discharge from the facility .
on 3/10/2023. : f

- How the facility will identify other residents ;-
, having the potential to be affected by -
i the same deficlent practice and what
“corrective action will be taken.

--No other residents were found to be
affected at this time. All residents are

. potentially to be affected by this alleged

: deficient practice as failure to maintain

. supervision of residents at risk for
-elopement would affect patient care. All -
‘residents were assessed for elopement

; risk and. placement of wanderguard
ibracelet, IDT team to review the :
glopemaent assessment upon admission to
the facility and quarterly or as nesded :
thereafter. .
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A review of the Minimum Data Set: -
1 (MDS-assessment tool) dated 2/16/23 indicated,
sarious mental llineas, impalred vision, a Brief
interview for Mental Status (BIMS) score of 8,
(0-185, 0 is severe cognitive impairment). Resident |
1 was ambulatory, required supetvision and
assistance with bathing, cusing with eating and
i dressing. Resident 1 was not capable of
: decision-making and family was their responsible |
party. Resident 1 had wandering behaviors daily,
; ahd the assessment guestionnalra indicated,
"Does the wandering place the Resident at
significant risk of getting to a potentially }
dangerous place? Answered, "Yes". A Change in
Behavior or Other Symptoms was assessed a3
getting "Worse" for Resident 1. There was no
documented evidence in Resident 1's Care Plans |
indicating a revislon to keep Resident 1 safe from
“elopement,

A review of the Medication Orders, dated 1/26/23,
indicated an order for the following madications:

- Clonazepam (antlanxiety medication) 0.5 mg
- (milligram, & unit of measurement} one tablet at
; bedtime for aggressive behavior manifested by
sc:hizoaffectwe disorder (imental iiness with
halluctnationa, delusionsl thought PrOcess).

! Sartrafme HCL {(antidepressant) 25 mg one tablet
by mouth daily for exit seeking behavior :
- manifested by major depreasion.

Mo medications were avaitable to Resident 1 for
57 hours. Resident 1 missed 2 doses of his

“ regularly scheduled medications for mental
i!lness

Accordlng fo the MayoClinic, C!onazepam should

l
what systemic changes the facility will i
imake to ensure that the deﬂcuent practlce !
does not recur.

-it is the policy of the facility to ensure theat
the residents of the facility who are at high !
risk for wandering will have wandarguard
bracelets. Residents will be evaluated for
wandering risk at the time of admission
and quarterly or as neaded thereafter..IDT
team will review MDS Coordinator/
|Designes submission of the Elopement
Assessment. Upon identification of the
jalleged deficiancy, floor staif ware
:insarviced on the importance of
supervision and the wanderguard system,
The facllity purchased and installed a haw
wanderguard system, The Maintenance’
Director/Designee will perform weekly
chacks on the working condition of the
'gwanderguard system.

‘How the facility plans to monitor its
performance to make sure that solutions
are sustained.

Maintenance DirectorfDesignes will report
tand findings to the DON/Adminisirator.
Deficiency and interventions to be
reviewed In the next two QAPI meetings.
Administrator will bring 2587 and POC 16
the meeting to discuss and ensure -
undarstanding.

Date of compliance:3/17/2023
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medication Sertraline can cause bleeding
problems as a side effect and requires close
monitoring. Sertraline has side effects of
drowsingss, fainting, cardiac problems. Not
recommended to stop taking the medlcatmn
abruptly. .

' Resident 1 missed two daily doses of the
: medications while on elopement from the facility

- health and safety and had the potential to be
er«threatening te Resident 1,

An interview with the Maintenanca Supemsor

- or logging the function of the system. The MS
. stated he did not know if it was working. The MS
; further stated the alarm system had been
! malfunctloning for years,

; A record review and concuirent interview,

- indicated Resident 1 aloped from the facility

around 8 p.m. on 3/2/23, and was found in a jall

in another town on 3/8/23 at 1:12 p.m, In an

interview with the Director of Nursing {DON) on

3/8/23 at 10:56 a.m., the DON stated Resident 1

was arrested In another town after he had a car

ride from a stranger. Stated the law enforcement

: were alerted the Resident 1 had eloped the

| facility and notified the facility they had Resident 1

! tin thelr jail. The DON stated she went to pick the
! Resident 1 up from the Detention Center on

| 3/5/23.

' Interview with the Administrator (ADM) an 3/8/23
at 11112 a.m. The ADM stated he was unaware
the alarm system was not working in the facility.

. not be stopped abruptly to avoid withdrawal. The

 between 3/2/23 to 3/5/23, which compromised the |

- (MS) was conducted on 3/8/23 at 10:10 a.m. The !
- MS stated he was not checking the alarm system

F 08
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- The ADM confirmed Resident 1 ainpad from the 3
3 | facility on 3/2/23, and returned to the facility on :
| 3/5/23. The ADM further confirmed Resident 1
“was at high risk for wandering and was to have

- an alarm system on his ankle at all times. The

- ADM further acknowledged the aldrm systern was : - : 5
- not working and no logs had been.kept for the . : i
- maintenance of the system to ensure the safety ' ' !
+of all residents.

Areview of a facility policy titled, Wandering and -
Elopeéments, dated 8/3/21, mdicated "if identified
as at rigk for wandering, einpament or othar

- safely issues, the Resident's care plan will
Vinclude stratagles and interventions to maintain
. r@sident safety.”
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