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F 000 i INITIAL COMMENTS F 000

The following reflects the findings of the
California Department of Public Health during an
abbreviated standard survey.

The investigation was limited to the specific
complaint/Facility Reported Incident and does not
represent the findings of a full inspection of the
facility.

Representing the California Department of Public
Health: Health Facilities Evaluator Nurse 38175.

Complaint/FRI Numbers: CA00739336
Category: Resident/Patient/Client Abuse
No deficiencies were identified from this
investigation.

CA00739340

Category: Quality of Care/Treatment

A deficiency was identified from this investigation.
See F689

F 689 | Free of Accident Hazards/Supervision/Devices F 689
SS=D | CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains
as free of accident hazards as is possible; and RECEIVED

CA DEPT OF PUBLIC HEALTH
§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent AL 40 ANAd
accidents. t“-’;“"j Y |0 j“'.l
This REQUIREMENT is not met as evidenced
by: LICENSING & CERTIFICATION

Based on observation, interview and record SAN DIEGO DISTRICT OFFICE
review, the facility failed to maintain an audible

sound alarm for emergency exit doors.

LABORATCDIRECTWERISUP IER REPRESENTATIVE'S SIGNATURE TITLE l/XS}f

Any deflcnency statement wg’ with an asterisk (* denotes a deficiency which the institution may be excused from correcting providing it is de{ermméd that
other safeguards provide s ient 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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As a result, one of one sampled rasident
(Resident 1) eloped from the facility without the
staff being aware, increasing the risk for harm
and injury to other residents.

Findings:

Resident 1 was admitted to the facility on 4/9/21
with diagnoses which inctuded fracture of fourth
lumbar vertebra (lower back bone).

On 6/17/21 at 8:30 A.M., an unannounced visit
was conducted to the facility. During the initial
tour of the unit, it was observed that there was a
key attached to a red alarm box mounted on the
top left-hand side of an exit door with a key
attached across room 116. During the
observation, multiple staff were going in and out
of the door which led to a small patio next o the
parking lot.

The alarm panel box behind the nurse station had
a label,"D3 and D4", was lit and no audible afarm
sound heard.

At 9:40 A M., an alarm test was conducted to the
exit door next to room 200 and 201. The door
was pushed open, and there was no audible
alarm sound heard. The alarm panel box behind
the nurse station that had the label D3 and D4
remained Iit and had no audible sound. There
were two staff at the nurse station unaware that
the exit door was pushed open.

At 9:44 A M., an alarm test was conducted to the
exit door between room 312 and 313. The door
was pushed open and there was no audible alarm
sound heard.
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At 9:52 AM., a staff was observed entering
through the exit door from the outside by rooms
200 and 201. The exit door was not locked and
there was no audible sound heard that indicated
the door was accessed open.

At 10:18 AM., the key to the red alarm box
across room 118 remained attached and
untouched since the initial tour of the facifity. The
key was set to the "off" position.

On 6/17/21 at 10:21 AM., a joint observation and
interview was conducted with Certified Nurse
Assistant (CNA) 1. CNA 1 stated the key to the
red alarm box was used to turn the alarm on and
off. During observation, CNA 1 stated the key
attached was turned in the "off* position. CNA 1
stated he had not seen the door locked during the
daytime and staff used the door to go outside.

On 6/17/21 at 10:35 A.M., an interview was
conducted with Resident 2, Resident 2 stated he
went outside using the door," All the time.”
Resident 2 stated he had not heard any alarm
coming from the door. Resident 2 further stated
the last time he went out through that door was
around nine o'clock at night, before he went to
bed.

On 6/17/21 at 10:55 A.M., an interview was
conducted with Restorative Nurse Assistant
(RNA) 1. RNA 1 stated all the exit doors would
alarm if someone pushed it open. RNA 1 further
stated there should be no one who would be able
to come in from the outside.

On 6/17/21 at 11:45 A.M., a joint observation and
interview was conducted with Licensed Nurse
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(LN) 1. LN 1 pushed the exit door by room 201
and there was no audible sound heard. LN 1
stated the alarm should turn on in order for staff
to know if there was an intruder in the building or
there was a resident escaping.

Resident 1's clinical record was reviewed on
6/17/21. Per the facility's Elopement Risk
Observation dated 4/9/21, Resident 1's
elopement risk level was, "Slight Risk for
Elopement’. Resident 1's Minimum Data Set
{MDS- a screening tool) dated 4/16/21 under
Section P0200, "Alarms", Resident 1 had 0
(zero), indicating there was no physical or
electronic devices that monitors resident
movement and alerted staff.

On 6/17/21 at 1:10 P.M,, a joint observation and
interview was conducted with the Physical
Therapy Assistant (PTA} and the Administrator
(ADM). The PTA pushed the exit door in the _
facility's rehabilitation room to test for an audible
alarm. The PTA pushed the exit door twice, and
there was no audible sound heard. The exit door
led to the facility's parking structure which was
directly adjacent to the main road.

The PTA stated the alarm should sound {o alert
the staff that someone was trying to go out, The
PTA further stated that he did not knew how long
the alarm sound was off.

On 6/17/21 at 2:40 P.M., an interview was
conducted with the Maintenance Supervisor
(MS). The MS stated, "Resident's safety was in
jeopardy if those exit door alarms were not
functioning". The MS stated he did not knew how
long the alarms were turned off.
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Upon review of the facility's form titled Work
History Report, under the column "Task
Description and Task Compietion”, the form
indicated that the doors, locks, gates and alarms:
Corridor was, "Marked done on time, dated
5/10/2021." Per the MS, this meant that the exit
door alarms were checked and functioning
properly. The MS could not verbalize when the
alarms were turned off since the last time it was
checked.

The facility's policy titled Exit or Means of Egress,
dated 1/2019 did not indicate inspection, testing
for audible alarm, or locking of the exit doors to
prevent unauthorized people to come inside or to
prevent residents from eloping.
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F 000

This plan of correction constitutes the Facility’ written credible allegation of compliance for deficlencies noted.
Preparation and/or execution of this Plan of Correction does not constitute admission or agreement by the provider of
the truth of the fourth on the statement of Deficiencies. This Plan of Correction is prepared and /or executed solely
because required by the provision of 42 C.F.R. 405. 1907 and state regulations.

F689 8S=D

1. Immediate Corrective Action

Resident 1 stepped out via front entrance door at lobby, was found at next door apartment building parking lot at 7:50
PM on 6/05/2021. Licensed nurse accessed resident immediately, No injury or skin lssue from this event noted, The
care plan was updated, and IDT conducted on 6/07/2021. Resident 1 was placed on every 15 minutes checks and a
wonder guard was used for his safety. Resident 1 was discharged home with family on 6/12/2021.

On 6/17/2021, the certified alarm system vender repaired following immediately:

* A mechanical alarm switch (power interrupter} on the door between room 200 and 201, and between 312
and 313,

* The alarm wire was repaired for rehab emergency exit door.

» A toggles alarm switch at nursing station was turned on immediately. This toggles switch is now covered
and kept on at all time.  The facility ensured unauthorized staff will not tumn off a toggles alarm switch,

* Keypad installed on station 1 exit door. Alarm will sound if resident attempts to exit.

2. Identification of Other Potential
Residents and Corrective Action.

The facility has a new maintenance director. The maintenance director was in-serviced on Routine Inspection of
Emergency Exit Door and Alarm System on 11/16/2021.

The DSD, DON and NHA provide in-service education on Elopement and Security of Emergency Exit Door on Juna 5,
8 and 06/16 and on-going,

The maintenance staff has been conducting daily spot checks oh Emergency Exit Door and Alarm System.
There were no residents and staff affected by this deficient practice.
3. Measure to Prevent Re-occurrence

The DSD will provide in-service education on Wander Guard and Security of Emergency Exit door during new hire and
annual employee orientation,

The maintenance staff will conduct daily spot checks and function checks monthly. The result of inspection record will
be submitted to the QAA committee,

4. Stafi Responsible for Inplementing,
Menitoring and Evaluating the POC.

The Maintenance Director shall be responsible for the implementation, monitoring and evaluation of this Plan of
Correction. The QAA committee will oversee the actions taken.

@YVULQ, WA gy

Completion Date: 11/15/2021
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