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{D 000} Initial Comments {pocoy  [Response fo cited deficiencies do not constitute
an admission or agreement by the facility of the
The Adult Gare Licensure Section conducteda AuiP] sie Ko allpget orthia £o ol stoniset
& 0/25 6/22 : Carrective Action Report; the Plan.of Correction
is prepared solely as a matter of compliance
{D 270} 10ANCAC 13F .0001(k) Personal Care and with State law.

. {p270}
Supervision :

_10ANCAC 13F .0801 Personal Care and
Supervision :
(b} Staff shall provide supervision of residents in

- acoordance with each resident's assessed needs,
care plan and current symptoms,

Clayton Housa staff shall provide supervision of
residents In accordance with each resident's
assessed needs, care plan and current symptoms.

Execufive Director (ED) in-serviced all staff on the
importance of notifying the Maintenance Tech or
ED anytime there are any noted issues with the
functioning of the doors and/or door alarms in

" The findings are:

* Review of the facilly ' s curent 2022 ficense |
_revealed the facilily was licensed as a special
care urit (SCU) with 2 60-bed capagity.

Review of Resident#5 ' s current FL-2 dated
04719/22 revealed: !

This Rule is not met as evidenced by: order to ensure resident safety at all times.  10y27/22
FOLLOW-UP TO TYPE B VIOLATION y '
. i ith increase ,
?:\%g;mrggiﬁg';?ﬁ r:gg%ii::’g;geg Zf ’ The Maintenance Tech repalred door alarms in th
substantiaj risk that death or serious physical \f%?:}%?ngdensur e?] Eehat or an!}?rmsﬂ:.ad soun%r -
o x QLIC enaul Qr s ear them
harm, abuse, neglect or exploitation will occur. ‘ throughout the facgﬂity_
THIS IS ATYPE A2 VIOLATION : o .
. 3 - Facility will have Safety Smte? whto vi'\]fill be located
observations and inferviews, the faciflty : centrally near the nurse’s slation {0 have increased
?a?lzzdtgg , ovid:’s&lp ervislon for a facility Iicensef:ly : visualization of the exit doors of the facility for res
. @s a Spacial Care Unit during a fime when the ssi?t g:&e&yéi;ED or designea will ensure this is 11/b5/22
. front door was malfunctioning resulting in 1 of 5 g &
sampled residents (#5) with a diagnosis of
dementia and wandering behaviors eloping from th?T I‘f\llaiglt)en?(nc? “{‘eé:rt\ et?]sure Ithat hef {_:t?ec&ks for
i staff feedback related to the volume of the door
: ti facilly witholt taff knowiedge. . larms while completing daily doorf alarm 11/25/22

thecks for function. Maintenance Tech will ensurg
staff is able to hear the alarms sounding through-
but the facility and down the halls to ensure prapgr
resident safety,

=D will follow-up on the functional status of the
Hoor alarms, as well as the proper functioning of
he exit doars with the Maintenance Tech daily
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{D 270} . Continued From page 1

-Diagheoses included dementia, expressive :
aphasia, and amdeiy.

~He was ambulatory and had wandering

- behaviars.,
-There was no documentation related his
orientation status.

Observations on 10/25/22 at 8:45am revealsd:
~The front door was lacked and therewas a
doorbell at the door. )
~The stafi unlocked the front doar fram the Inside .
of the building using a keypad.

- ~There was a sounding device that sounded whlle ,
the door was opened, but immediately stopped !
soundlng when the door was closed. ’
~The staff did not have to deactivate the sounding :
device, :
-There were 4 other exit doors throughoutthe
facility that had the same type of sounding deviee !
and keypad as the front door. -
~-The sounding devices were not controlled by fhe !
keypad and were not connected 1o a fire panel, !

; D270}

—%Hesemmeﬂded-{eve!—af-eamwas—a—sehl——— interventions-putin-plaeeimmediately—

during management meeting to ensure proper

functioning. This will also be the time to check in

with any noted concerns from the other member:

of the management team, Any concemns will ha *%5
221

Residents identified as wanderers/ increased rish
for elopement by the Resident Care Coordinator
(RCC) will be placed on documented increased

supervision by the care staff for safety. 11/256/22

All newly hired staff will be educated on the impoy
tance of increased supervision wandering resi-
dents, as well as ensuring that they are to use
main exit doors to enter and exit the building. 11j25/22
They will also be educated to ensure that no
residents are following them out of the facility,
and to enstre the doors close securely behind
them before walking away.This will occur during
the orientation process.

Residents identified as increased risk for elope-
ment will be discussed in the weekly At-Risk

meeting with the ED, RCC, and other members
of the lnterdlsmpllnary Team to ensure there is ag
appropriate plan to meet the needs of the resi-
dent, i.e. supervision, activities, medical needs, _|_.

Observation of Resident #5 on 10/26/22 at ,

2:00pm revealed Resident #5 was at the 200 hall

exit door attempting to push the door opened and
* pushing buttons on the key pad.

and appropriate setting. 11425/22

ED/RCC wil round no less than twice daily to
ensure that resident safety is secured, and any
:danhﬁad_cnncems_aLe_addtessed_promptly 425722

- Review of an acoidentfincident report for Resident .
' #5 dated 10/14/22 revealed:
-At approximately 6;15pm, Resldent #5 eloped

' from the facility and returned with no injuries

_ sustained.

i \Resident#3 ' s primary care provider (PCP),

- family member and the adult hotme specialist ]
were notified, i
-Resident#6 was placed on increased :
supervision, the door codes were changed, and

- the contractad company was nolifled and
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{D 270} Continued From page 2
assessed the doors.

D27}

——Interview with-a medieation-aide-(VA)-on
10/26/22 at 9:20am revealad:

Resident #5 was there,

medical complex center calling.

turned off when the doors were closed.

sounding on 10/14/22,

inside of the building.

-On the evening of 10/14/22, she was in the

dining room assisting residents with supper when |
the medical complex center across the strest

from the facllity calied and informed them

-The staff got Resident #5 from across the street, |,
he was assessed with no injurles noted, and !
placed on safely checks every 15 minutes, '
~-She had last seen Resident#3 in the dining

room approximately 20 minutes prior to the

~The alamning device on the exit doors sound
when the doors were opened, and automatically

- -She did not remember hearing the door alarm |
-She was informed earlier that date that the front |

door was not functicning properly, and the door
had to be unlocked using the keypad on the

1

~The door was locked prior to supper.

exit doors every 2 hours.

-t was the rasponsihiiity of the MA to eheck all
exit doors fo ensure they were locked every hour
and the personal care aides (PCA} to check the

statton.

10/26/22 at 9:48am revealed:

functioning properly.

~The exit door safely checks were documented by,
the MA and the PCA In a binder at the nurses

Interview with the Malntenance Director on !

-0On 10/14/22, af approximately 8:30am, he was
alerted by staff that the front exit doorwas not ~ ;

-He chacked the door and noted the door would |
not unlock using the keypad on the outside of the -
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{0270} Confinued From page 3

building but would unlock if the keypad was used
on {he inside of the building.

{0 270}

-He removed the-keypad-on-the outside ot the
bullding, tested it, but could not figure out what

* the problem was.

-He placed a note on the outside of the huilding

notifying the staff to use the doorbell and wait fo

be et inside of the facility. :
-He checked the door about 15 - 20 times :
throughout the day and there were times thatthe ¢
door was able fo be pushed opened without :
having to use the keypad. '

- =He reset the keypad several times by putting the *

code in continuously, and the deor would
eveniually lock.

-He nofified his corporate point of contact and
informed them of the door issue and was

informed someone would be out fo the facilityon
Monday, 10/17/22, fo check the doors.

* -He did not receive any guidance related to

ensuring the deors were locked until the !

- contracted company was able fo come chack the -

doors.
-There was no staif that sat at the door while the

door was not functioning properly.
-He checked the exit doors hefore lsaving for the |

- day at approximately 3:00pm on 10/14/22, and

the front door was still locked.
-He received a call from the facility on 10/14/22 at !

- approximately 6.00pm - 8:30pm and was

Informed that Resident #5 got ouf of the faciiity.
-He returned to the facllity, reset the keypad on
th? front door, and was able to get the front door !
io lnck.

. -He ¢ame to the facllity on that 10/15/22 and

10/16/22 to check the exit doors and noted them i
to be locked.

=Dt 10/17/22, a contractor came to cutto the :
facllily and replaced the keypad on the outside of :
the front door and the staff were able to unfock
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{P 270} Continued From page 4

the front door using the outside keypad.

1 {D270}

Intepviewrwith-the-Resident Care Dirsctor (RCD)
on 10/26/22 at 12:30pm reveaied It was the :
responsibility of the MA and the PCA to check the
exit doors hourly to ensure they were locked and |
document the checks in a binder at the nurse ' s

: station.

" Interview with the Administrator on 10/26/22 &t

8:45am revealed:

-On the evening of 10/14/22, Resident#5 eloped °
from the facility and walked across the streetlo a
medical complex. :
-Resident #5 was eating supper and after he .
finished, he left from the dining raom. :
~The medical complex cailed the facility and

- Informed them that Resident #5 was across the

straet,

~The staff drove across the strest and brought
Resident#5 back to the facility and he was

placed on safely checks every 15 minutes. :
~There were no injuries sustained. :
-Earlier that same date, she and the Maintehance

Director was made aware by staff that the front -
door was not working properly.

" ~The staff were trying to enter the front door usmg _

the keypad, but the door would not unjock.

, ~The Maintenance Director worked on the doors, -

informed the Adrministrator and statf that the '
keypad on the outside of the door was noperable
so the staff inside the building had to let staff and
visiters in.

- «The staff were to ring the doorbell outside to alert
" the staff inside for entry.

- “The Maintenance Diractor and staff chacked the |
 front exit door every 30 minutes that date to ;

ensure that the door was locked.
~The door was not unlocked during the 30 :
minutes checks they completed throughoutthe !
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day. '

- It was the expectation that a staff member -
alls to monitorvesidents ag

- they exited the dining room., :

Athird interview with the Administrator on

10/26/22 at 2:44pm revealed resident#5 could

have fallen or gotten hit by a car when he eloped :
* from the facility on 10/14/22.

The facllity failed to provide supsrvision of all
residents residing In a ficensed Special Care Unit .

- when the front entrance door which all resldents
had access was malfunctoning. This resulted in
Resident#5 sloping from the facility without staff' .
s knowledge, fraveling across the street and {o
another medical facility where she was found by a*
medical office staff. This faflure resulted in )
substantial risk for harm and constitutes a Type
A2 Violation.

» The facility provided a plan of protection in
accordanee with G.8. 131D-34 on 10/26/22 for '
this violation,

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED November 25,
2022,

{De12} G.8, 131D-21(2) Declaration of Residents' Rights ' {0912}

.8, 131D-21 Daclaration of Residents' Rights
Every resident shall have the fallowing rights:

: 2, 'To receive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.

See above POC Response.
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relevant federa! and
Supervision.

* The findings are:

This Rule is not met as evidenced by:

Based on obsarvations, interviews and record
———raviews, the faciliy failed fo ensure residents
were free from mental and physieat abuse,
neglect, and exploitation and in compliance with

- regulations related to Personal Care and

1. Based on observations and Interviews, the
Tacility falled to provide supervision for a facility
licensed as a Special Care Unit during a time 3
when the front door was malfunctioning resulting
. In 1 of 5 sampled residents #5) with a diagnosis -
of dementia and wandering behaviors eloping
from the facility without staff knowledge.[Refer to
Tag 270 10ANCAC 13F. 0801(b} Personal Care ;
and Supervision (Type A2 Violation)]

state laws and rules ang i

el S5
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