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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.
Level of Harm - Immediate

jeopardy to resident health or *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

safety interview and record review, the facility failed to provide supervision to one resident (Resident #2),
when the facility did not initiate a Code Purple (missing resident), per facility policy, when Resident

Residents Affected - Few #2 failed to return to the facility for dinner and evening medications and did not return all night. The

resident signed out at 8:30 A.M. on the morning of [DATE] with an expected return time of 5:25. The
resident did not return to the facility and per the facility policy, staff should have initiated a Code
Purple when the resident did not return at the expected time and staff couldn't contact the resident.
When the resident did not return for dinner or medications that evening, staff did not initiate a Code
Purple. The resident did not return on the night shift and staff did not initiate a Code Purple or a
search. Per the hospital records, the resident was found on [DATE] at approximately 8:30 A.M., face
down, next to a wall, unresponsive in a puddle of water. The resident had a history of falls and
returning from leave of absences intoxicated. The facility did not provide care plan interventions for
staff to follow regarding the resident returning from leaves of absences intoxicated. The resident
expired at the hospital on [DATE]. The sample was six and the census was 106.The Administrator
was notified on [DATE] at 4:06 P.M. of the immediate jeopardy (1J) past non-compliance, which
occurred on [DATE]. On [DATE], the Administrator became aware of the incident. The facility
provided training and in-services for all staff regarding the facility's resident safety, outside pass,
behavior emergency, incidents/accidents, when to notify management, drug/alcohol, and
abuse/neglect policies. The IJ was corrected on [DATE]. Review of the facility's Resident Outside
Pass (OSP) policy, revised [DATE], showed:-Purpose: To ensure the facility provides education and
treatment/medications to the resident's responsible party upon the resident's absence from the
facility to ensure continuity of care while the resident is out of the facility, therefore allowing for a
successful out of the facility visit without negative effects on the resident.-If the resident is his/her
own responsible party, the facility will obtain the following information: a. Where to contact the
resident in the event of an emergency; b. Who will be transporting the resident; c. How long the
resident will be absent from the facility; d. When the resident will return to the facility; e. Any
additional information which requires the facility to further provide care;-Twenty-four-hour advance
notice of the resident's absence from the facility is requested for continuity purposes;-Orders will be
obtained to allow the resident to go on OSP with or without medications as determined by the primary
care physician;-The nurse/designee will complete the OSP form prior to the resident leaving the
facility;-In the event the resident does not return at the time given, the facility will attempt to contact
the resident/resident's responsible party to verify the resident's return;-If the facility cannot contact
the resident, the facility will then follow the Code Purple procedures. Review of the facility's
Elopements and Wandering Resident's policy, revised [DATE], showed: -Any staff member becoming
aware of a missing resident alerted personnel using facility approved protocol;-Code purple meant
elopement outside of facility;-The designated facility staff looked for the resident;-If the resident was
not located in the building or on the grounds, the Administrator or designee notified the police
department and served as the designated liaison between the facility and the police department.- The
(continued on next page)
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Director of Nursing (DON) or designee notified the physician and family member or legal
representative;-The police were given a description and information about the resident; -All parties
where notified of the outcome when the resident was located;-Appropriate reporting requirements to
the state agency would be conducted. Review of Resident #2's quarterly Minimum Data Set (MDS), a
federally mandated assessment instrument completed by facility staff, dated [DATE],
showed:-Moderate cognitive impairment;-No behaviors noted;-No mobility device;-Supervision or
touching assistance with activities of daily living (ADLs) and transfers;-Diagnoses included: diabetes,
acute kidney failure, depression, and high blood pressure. Review of the resident's progress notes,
showed on [DATE] at 10:50 P.M., front desk staff reported the resident fell outside. The resident was
on the ground on the back patio. He/She was responsive and smelled of alcohol. Range of motion
(ROM) was within normal limits. Wheelchair used to assist the resident to his/her room. The resident
said he/she lost his/her balance. He/She was assisted to bed. Neurological (neuro) checks started.
Review of the resident's post fall evaluation, dated [DATE] at 11:00 P.M., showed-Unwitnessed
fall;-Location: Patio;-Other activity: The resident smelled of alcohol;-No injuries noted;-No clinical
suggestions. Review of the resident's elopement risk assessment dated [DATE] showed the resident
was not an elopement risk. Review of the resident's progress notes, showed on [DATE] at 9:30 A.M.,
the resident said he/she fell outside last night. The resident said he/she did not report the fall,
because the nurse did not ask him/her if he/she fell. He/She said he/she fell on the sidewalk leading
to the front door. He/She landed on his/her elbows and knees and hit the top of his/her forehead.
He/She had two scratches on the back of his/her left forearm. ROM within normal limits. Neuro
checks started. Review of the resident's post fall evaluation, dated [DATE] at 1:46 P.M.,
showed:-Unwitnessed fall;-Location of fall: Patio;-Other activity: Resident was intoxicated;-No
injuries noted;-No clinical suggestions. Review of the resident's progress notes, showed:-On [DATE]
at 11:05 P.M., the resident was sitting in a chair in the lobby. He/She was alert. His/Her speech was
slurred and gait was unsteady. His/Her eyes were red and his/her face was flushed. He/She said
he/she drank alcohol. He/She declined assistance to his/her room. No acute concerns noted. Front
desk staff notified the nurse of any changes;-On [DATE] at 1:21 A.M., the resident arrived on the floor
via elevator. His/Her gait was slow and unsteady. He/She was assisted to his room and to bed by
two staff. Review of the resident's care plan in use during the survey showed:-Problem: The resident
was at risk for falls due to acute pain. He/She had a fall risk score of six (initiated
[DATE]);-Interventions: Staff anticipated the resident's needs. Educated the resident about safety
reminders and what to do if fall occurred. Followed facility fall protocol.Reviewed information on past
falls and attempted to determine cause of falls. Recorded possible root causes. Altered and removed
any potential causes if possible. Educated resident/family/caregivers/Interdisciplinary team (IDT) as
to causes (initiated [DATE]). Social services consulted with resident regarding alcoholism and
possible support groups (initiated: [DATE]);-Problem: The resident had a fall on [DATE]. He/She had
two scratches on the left forearm;-Interventions: Staff assessed vitals per facility protocol. Notified
legal guardian of any falls or updates to fall risk for resident (initiated [DATE]). Provided activities
that promoted exercise and strength building where possible.Provided one-to-one activities if
bedbound;-No documentation the resident returned from leave of absence (LOA) intoxicated and what
staff were supposed to do when this occurred. Review of the resident's sign out sheet, showed on
[DATE] at 8:30 A.M., the resident signed out to smoke outside. The expected return time/date was
5:25, no date noted. The actual return date/time was blank. Review of the resident's progress notes,
showed:-On [DATE] at 8:50 P.M., the resident signed out of facility this morning and remained on
LOA. The Assistant Director of Nursing (ADON) was notified. Staff continued to monitor and would
document his/her return;-On [DATE] at 7:28 A.M., the resident was outside facility the entire night
shift. At 9:05 A.M., staff received a call from the hospital social worker. He/She said the resident was
found unresponsive on the corner of city streets (approximately two miles away from the facility).
The resident was in critical condition. The hospital social worker inquired about the resident's next of
(continued on next page)
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kin (NOK). The resident did not have NOK. The ADON was notified. At 10:23 A.M., the resident's
physician was notified. At 10:24 A.M., the ADON noted he/she called the hospital social worker. The
social worker said the resident was in critical, but in stable condition. He/She was admitted for
cardiac arrest while on LOA. The resident signed him/herself out at 8:30 A.M. on [DATE]. The
resident did not have a cellphone. The resident has left the faciity on extended outside pass in the
past. The hospital social worker would follow up. At 11:07 A.M., the hospital social worker called and
said the resident was deceased . At 12:08 P.M. the resident's physician was notified. Review of the
resident's hospital Discharge summary, dated [DATE], showed:-The resident was found face down,
next to a wall, unresponsive in a puddle of water. He/She was cold to the touch and pulseless. It was
unclear how long he/she was down. Paramedics suspected the resident fell off a small ledge he/she
slept on. He/She received cardiopulmonary resuscitation (CPR) for 30 minutes and was intubated
prior to hospital transport;-The resident was admitted to the emergency room on [DATE] at 8:45
A.M.;-The resident had scattered abrasions to his/her face and extremities;-The resident was
unresponsive and put on a ventilator (a medical machine that acts as life support to breathe for
patients who cannot breathe effectively on their own);-The resident expired on [DATE], time
unknown. During an interview on [DATE] at 10:02 A.M., Certified Nursing Assistant (CNA) F said
he/she worked from 3:00 P.M. to 11:00 P.M. on [DATE]. He/She did rounds at 3:00 P.M., and the
resident was not in his/her room. He/She did rounds at 5:00 P.M. and still did not see the resident.
Certified Medication Technician (CMT) G said the resident was not in his/her room during the
medication pass. The resident did not usually miss dinner. When CMT G passed meds at 7:00 P.M., the
resident was not in his/her room. They started to worry. CMT G told the nurse the resident was not in
his/her room. They were told the resident signed out on the day shift. Staff thought he/she left with
family. The resident usually signed out and smoked on the back patio. He/She rarely left the facility.
At 11:00 P.M., CNA F told the nurse the resident still had not returned. He/She did not know what
staff were supposed to do if a resident did not return from LOA. He/She did not initially know what
Code Purple meant. When residents returned to the facility intoxicated staff notified the nurse and
CMT. He/She could not recall the resident being intoxicated. He/She was in-serviced on
abuse/neglect and other things. During an interview on [DATE] at 10:23 A.M., CMT G said he/she
worked from 3:00 P.M. to 11:00 P.M. on [DATE]. An aide asked him/her if he/she saw the resident.
The resident's breakfast and lunch were still in his/her room at 5:00 P.M. The resident was not in
his/her room for the 5:00 P.M. medication pass. CMT G asked the nurse and an aide if they saw the
resident. The nurse and aide said the resident would Pop up soon. The resident was not in his/her
room during the 8:00 P.M. medication pass. It was unusual for the resident to not be in his/her room.
CMT G asked the receptionist if the resident signed out. He/She could not remember what the
receptionist said. CMT G went back to the second floor. The nurse called around looking for the
resident. He/She did not know what the nurse found out. The resident always returned from LOA. The
resident was usually on the patio or in his/her room. Staff were supposed to initiate a Code Purple
and search for the resident. He/She searched around the building, but not outside. The nurse did not
call a Code Purple. He/She did not know if anyone searched the neighborhood for the resident. The
resident did drink alcohol. Staff had to pick him/her up off the ground a couple of times. He/She
thought other residents were bringing the resident beer. The last time the resident was drunk was a
few months ago. If a resident was intoxicated, he/she held their medications and notified the nurse.
During an interview on [DATE] at 12:24 P.M., Licensed Practical Nurse (LPN) D said he/she worked
until 11:00 P.M. He/She notified the ADON when the resident did not return to the facility by 9:00 P.M.
The ADON told him/her to document it. He/She did not know he/she was supposed to call a Code
Purple. The ADON did not tell him/her to call a Code Purple. During an interview on [DATE] at 12:11
P.M., LPN A said the resident was not in the building when his/her shift started at 11:00 P.M. He/She
documented the resident was not in the building and notified the ADON. He/She called the
receptionist and he/she said the resident signed out of the facility at 8:30 A.M. The residents are
(continued on next page)
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supposed to return to the facility by 10:00 P.M. It was common for residents to leave the building and
not return. When residents did not return from LOA, staff were supposed to notify the administrator,
Director of Nursing (DON), family, and try to contact the resident. The resident did not have a number
on file. A Code Purple was for missing residents. During a Code Purple, staff searched the facility for
the resident. If a resident was not in the building, staff drove around the neighborhood to look for
him/her. LPN A did not initiate a Code Purple, because the resident was not in the building when
his/her shift started. He/She received a call from the hospital social worker on [DATE]. He/She was
not sure what time the social worker called. The social worker wanted to know if the resident had
NOK. The social worker said the resident was found unresponsive and was in critical condition. The
resident had returned to the facility intoxicated in the past. Sometimes the resident could not make it
back into the facility. He/She had to help pick the resident up off ground in the alley behind the
facility. Staff put the resident in a wheelchair and brought him/her into the facility. During an

interview on [DATE] at 10:43 A.M., CNA E said he/she worked from 11:00 P.M. to 7:00 A.M. on
[DATE]. The CNAs and nurses completed rounds. He/She did not remember the incident. The
resident was usually in the facility. If a resident did not return from LOA, CNA E notified the nurse and
called a code. During an interview on [DATE] at 11:26 A.M., CNA H said he/she usually worked from
7:00 A.M. to 3:00 P.M. The CNAs and nurses completed rounds. He/She was not sure who the resident
was assigned to on [DATE]. He/She could not remember what happened on [DATE]. He/She did not
remember if the resident was in the building during his/her shift. When a resident did not return from
LOA, he/she notified the nurse. During an interview on [DATE] at 9:11 A.M., the Social Worker said
the resident did not have any behaviors. The Social Worker was not aware the resident had returned
to the facility intoxicated. If a resident had a substance abuse issue, she would offer Alcoholics
Anonymous (AA) groups or drug treatment. If a resident had substance abuse issues and was his/her
own responsible party, he/she could still go out on LOA. They cannot force residents to stay in the
facility. If staff suspected a resident was intoxicated, they notified the Administrator, and it was
discussed in the IDT meeting. During an interview on [DATE] at 11:51 A.M., the Administrator said
she was the ADON when the incident occurred. On [DATE] between 10:00 P.M. and 11:00 P.M., the
nurse informed her the resident was not in the building. She told the nurse to document it and keep
her posted. The nurse did not call her again. The residents are supposed to return from LOA by 10:00
P.M. When residents do not return from LOA, staff should check the sign out book to determine their
expected return time. Then, staff should notify the supervisor, contact the resident and/or their

family. If the resident was not alert and oriented, staff searched the neighborhood for the resident.
The resident did not have a number on file. She was not sure if the resident had a cellphone. The
resident was alert and oriented and had no issues. He/She usually returned on time from LOA. A Code
Purple was called when a resident did not return from LOA or eloped. During a Code Purple, staff
called the police, notified the family, searched for the resident, documented the incident and
in-serviced staff. She thought the Code Purple was not initiated, because the resident had stayed out
overnight before and he/she was his/her own responsible party. During an interview on [DATE] at
2:12 P.M., the Physician's Social Worker said the facility reported the resident was intoxicated
through the exchange on [DATE]. It was reported after hours and was sent to a provider. On [DATE]
at 1:02 P.M., the Physician was notified the resident had a fall with no injuries and no information
about the resident being intoxicated. The Physician's note mentioned chronic cannabis as a diagnosis.
The Physician gave an order to see psychiatry services. On [DATE], the facility reported the resident
was LOA with family, taken to the hospital and expired in the emergency department. It was unclear
who reported the information to the Physician. 2801020
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