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N 104 50.7(4} 481 50.7 (10A,135C) Additional
notification

481-80.7 (10A,135C) Additional notification. The
director or the director ' s designee shall be
notified

within 24 hours, or the next business day, by the
most expeditious means available (11,11}

50.7(4) When a resident elopes from a facility.
For the purposes of this subrule, " glopes
means .

whan a resident who has Impalred
deciston-making ability leaves the facllify without
the knowiedge or

autherizatlon of staff.

This Statute is not met as evidenced by:

Based on recard review and siaff inferview, the
facility falled to notify the lowa Department of
Inspections and Appeals within 24 hours or the
nexf business day when a resident elopad from
the facility. On 5/14/17 (Sunday), Resident #6
¢laped from the facility and the facllity did not
report the elopement until 5/17/17 (Wednesday).
The sample consisted of 9 rasldents and the
facility reported a cansus of 75 residents.

Findings include:

1. An incident report dated 5/14/17 at 3:30 p.m.
identified Resident #6 eloped through the east
dining room door end was found wandering in the
east parking lot corner. The report Identified the
resident to be alert and easily redirected into the
facility and returned to his/her room.

The Progress Note dated 5/16/17 at 2:53 p.m.
(late entry) by Staff A, Licensed Practical Nurse
{LPN) identifled he notified the supervisor about
the resident's elopement.
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On 5/31/17 at 4:00 p.m. the DON (Director of
Nursing) was Intarviewed and stated she was
unaware of the 5/14/17 elopsment until she read
the Progress Notes on 5/M6/17. The DON stated
she [nitiated an investigation at that time and
raported the incident on 5/17/17. The DON
stated the House Supervisor was aware of the
Incident on 5/14/17 and did not follow up with
anyone.
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Preparation and/or execution of this plan of correction does not constitute admission or agreament by
this provider of the facts alleged, or conclusion set forth in the statement of deficiencies. The plan of
correction is prepared and/ar executed solely because it is required by the provisions of federal and/or
state law. The plan of correction constitutes our credible allegation of ¢ compliance.

L Resident #6 was immediately returned to the facility and assessed with no negative
outcome jdentified. (The resident was in the facility east parking lot corner,) Resident #6
has secured placement in a CCDI Unit {Chronically Confused Dementia lliness Unit) and is
scheduled for transfer on Tuesday, June 20, 2017, The administrator reported the
elopement upon notification on May 17, 2017,

1. Facility residents were re-assessed for elopement risk. Nursing staff has verified the
functionality of each resident’s wander guard,

ik On May 17, 2017, facility staff was educated on the elopement policy, as well as timely
reporting requirements. Facility management staff was educated by the corporate office on
the elopement policy and timely reporting requirements on May 19, 2017.

iv. The Administrator and/or the Director of Nursing will complete random audits timely
reporting of elopements weekly for 1 month, monthly for three months, then quarterly for
two quarters. Results of the audits will be reviewed at the QAPI meetings for revisions as
needed,

V. Compliance Date: June 1, 2017,




