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F 0609

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the
 investigation to proper authorities.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to implement its policy and procedure of reporting unusual
 occurrences to the Department of Public Health (DPH) for one of three sampled residents (Resident 1). Resident 1 was
 missing from the facility for more than 24 hours. Findings: A review of Resident 1's Face Sheet (Admission Record) indicate the
resident was admitted to the facility on [DATE]. Resident 1's [DIAGNOSES REDACTED]. A review of Resident 1's History
 and Physical (H/P), dated 11/27/19 indicated Resident 1 had the capacity to understand and make decisions. The H/P
 indicated Resident 1 had history of polysubstance (dependency of three or more drugs) abuse. A review of the physician's
 orders [REDACTED]. A review of the Nurses Progress Notes dated [DATE] and timed 9:30 p.m., the licensed vocational nurse 1
 (LVN) documented Resident 1 was going out of the facility. LVN 1 instructed the resident to wait until the morning,
 however, Resident 1 insisted and called a taxi. On 12/16/19 and timed 8:37 a.m., the registered nurse 4 (RN) documented
 Resident 1 was OOP and did not return to the facility, the physician and family was informed of the resident not returning
 back to the facility A review of the Release of Responsibility for Leave of Absent (OOP) for 12/19, indicated Resident 1
 signed out on 12/15 at 9:15 p.m. On 12/17/19 at 8:30 a.m., during an interview, the Director of Nurses (DON) stated a
 police report was filled on 12/16/19 for Resident 1 being missing, however, the DON did not report the resident missing to
 DPH. On 12/17/19 at 11:35 a.m., during an interview Resident 1 stated while OOP on [DATE] the resident had to be
 hospitalized   due to being assaulted by a stranger that kick the resident's legs. On 1/9/20 at 1:05 p.m., during an
 interview the DON stated she was not aware that missing residents needed to be reported to DPH. The DON stated the GACH
 called the facility on 12/16/19 to report Resident 1 was hospitalized  . The DON stated Resident 1 had a four (4) hour OOP
 order, The DON stated it was the facility's staff to ensure Resident 1 was signing in and out and return safe to the
 facility within the four hours as indicted in the physician orders. A review of the facility's policy and procedures
 titled, Unusual Occurrence Reporting, revised 12/2007 indicated the facility was to report unusual occurrences or other
 reportable events which affect the health, safety, or welfare of the residents. Unusual occurrences should be reported via
 telephone to the appropriate agencies as required within 24 hours of such incident.
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