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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the

investigation to proper authorities.
Level of harm - Minimal **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on interview and record review, the facility failed to report to the State Agency (the Department) two incidents of
harm elopements (resident leaving facility without the facility knowing), which occurred on 3/2/20 and 5/24/20 for one of three
sampled residents (Resident 1). Thisresulted in adelay of an onsite inspection by the Department to ensure the safety of
Residents Affected - Few the other residents and to ensure the elopement allegation was investigated. Findings: A review of Resident 1's Admission
Record, dated 6/3/20, indicated the resident was originally admitted on [DATE] and readmitted on [DATE] with [DIAGNOSES

REDACTED)]. by brain damage caused by problems with supply of blood to the brain). A review of Resident 1's Minimum Data Set
(MDS- astandardized assessment and screening tool) dated 5/1/20, indicated the resident has ability to usually understand

others and usually understood. A record review of Resident 1's Elopement Risk Assessment, dated 1/31/20, indicates that the resident
had elopement risk score of 10 (high risk for potential elopement from the facility). A record review of the

facility's investigation report, dated 3/1/20, indicates they were unable to locate Resident 1 inside the facility. When

thefacility contacted Resident 1's family regarding the status of Resident 1's elopement, the family informed the facility that the
resident came to their house. Resident was brought back to facility. A record review of the facility's

investigation report, dated 5/24/20, indicates they were unable to locate Resident 1 inside the facility. When the facility contacted
Resident 1's family regarding the status of Resident 1's elopement, the family informed the facility that the

resident came to their house. Resident was brought back to facility. During an interview and concurrent record review on

6/3/20 at 10:50 am., the Director of Nursing (DON) verified that Resident 1 had eloped from the facility on 3/1/20. During afollow
up interview on 7/8/20 at 3:40 p.m., the DON stated there were no records to indicate the el opement on 3/1/20 was

reported to the State agency. DON stated she does not know why it was not reported. During an interview on 7/6/20 at

3:30p.m., the DON stated that on 5/24/20, after Resident 1 |eft the facility, Resident 1 was found by the police and taken

to hisfamily's home. DON stated the facility arranged to have the resident brought back to facility thereafter. DON was

unable to explain how come the incident was not reported again to the Department. During an interview on 7/6/20 at

2:30p.m., the Administrator (Admin) confirmed that the facility did not report Resident 1's elopement incident that

occurred on 5/24/20 to the State agency because there was alot going on at the facility. The Admin further stated the

facility should have reported the incident to the Department. A review of the facility's policy and procedure titled

Elopement/Unsafe Wandering dated 6/2018, indicates the facility will notify the appropriate State Agency in accordance with state
requirement.
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