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F 0610 Respond appropriately to all alleged violations.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on observation, interview and record review the facility failed to ensure athorough investigation for one (Resident
harm or potential for actual | #1) of one residents reviewed for elopement. This failure placed this resident at risk for accidents and elopement and or
harm related injuries. Findingsincluded . RESIDENT #1 Review of the resident's Minimum Data Set (a assessment tool) showed

Resident #1 admitted to the facility on [DATE] for multiple care needs. The resident was assessed to need extensive
Residents Affected - Few assistance of one person for bed mobility and limited assistance of one person for dressing and transferring into and out
of the wheelchair. She was wheelchair dependent and was cognitively impaired. Review of the facility's Incident Log showed

the resident eloped on 07/13/2020 at 1:50-2:00 AM. Review of the facility's Event and Occurrence Conclusion Sheet, dated
07/20/2020, showed the resident was last seen in bed at approximately midnight. At this time the resident was noted to be

in her bed, soundly sleeping. The above form states the resident was found outside the facility near unit A exit in her
wheelchair at approximately 1:50-2:00 AM fully dressed, wearing proper shoes, socks, pants, shirt and sweater. The above
document showed when the resident was asked by the nurse what she was doing when found outside, the resident stated, | am
going home. The investigation included a statement by the licensed nurse who found the resident outside the facility, but

did not include statements from any other staff who were working at the time of the incident. In an interview with Staff A, facility
Administrator on 08/18/2020 at 12:20 PM, she was asked who else was working at the time of the incident. Staff A

replied there were two CNAs (certified nursing assistants) on that side of the building as well. When asked if the other

staff members should have written statements about their knowledge of this incident stated yes. The facility's root cause
analysis for the elopement, stated it was related to the the resident's cognitive impairment and memory loss and the

residents extended hospitalization prior to her arrival at (the facility) leading to her desire to return home. Their

summary did not address the resident's limited mobility or the level of assistance the resident needed for bed mobility,

transfers or dressing and how the resident would have been able to get out of bed, get dressed and transfer into a

wheelchair. Review of the resident's progress notes showed that Resident #1 had a room move on 07/12/2020. The summary did
not include enough information to support the documented conclusion or rule out abuse or neglect. The investigation did not address
or draw aconclusion to how the resident was able to exit the building or how she was able to get herself fully

dressed and outside in 50 minutes considering she needed extensive assistance with bed mobility. In an interview on

08/19/2020 at 12:20 PM, Staff A acknowledged the Event and Occurrence Conclusion Sheet did not include the above
information, and that the investigation was not thorough. Reference WAC 388-97-0640(5)
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