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facility failed fo notify the Department within 24

! hours or the next business day of an elopement

regarding 1 of 1 residents reviewed (Resident
-1). Findings include:

Record review on 1/25/17 at 9:10 a.m. revealed
an entry in the nurses' notes that on 11/17/16
staff were notifled Resident C-1 was across the
strest, Staff assisted Resident C-1 back to the
facility without incident, There were no noted
injures. On 1/25/17 at 11:39 a.m. interview with
Staff B revealed staif from the clinic located
across the street from the facility noticed
Resident C-1 on their property and offered their
assistance. Staff B confirmed facility staff had
niot heen aware Resident C-1 had left and were
uncertain as to how long hefshe was out of the
building

On 1/25M17 at 3:15 p.m. the Administrator
confirmed Resident C-1's elopement that
occurred on 11/17/16 had not been reported to
the Department, The Administrator had sent
infarmation to the corporate office regarding the
elopement and received an emall back stating
the incident had been reported. The
Administrator assumed that meant the corporate
office reported the incident to the Department.
Resident C-1 was discharged from the facllity io
a memory care unit on 1/24/17.
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