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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility to follow its policy and procedure (P&P) titled, Resident Going Out 
On Pass (OOP-short term leave from the facility) Policy, for three of three sampled residents (Resident 1, 2 
and 3) by failing to:1.Ensure Residents 1, 2 and 3's OOP orders indicated whether the Residents may leave 
OOP without a responsible person and/or indicated the length of time the Resident may be OOP. 2.Ensure 
Resident 3 was assessed before and after the Resident went OOP. 3.Ensure Residents 1 and 3 had a 
responsible person to accompany the Residents while OOP when the physician did not specify whether the 
Residents may leave OOP without a responsible person. These failures had the potential to negatively affect 
Resident 1, 2, and 3's safety and well-being while OOP. Findings:During a review of Resident 1's admission 
Record, the admission Record indicated Resident 1 was originally admitted to the facility on [DATE]. 
Resident 1's diagnoses included polyneuropathy (damage to nerves outside the brain and spinal cord 
causing problems, sensation, and movement) and spinal stenosis, lumbar region without neurogenic 
claudication (narrowing in the lower back's spinal canal without leg pain, numbness, or weakness).During a 
review of Resident 1's History and Physical (H&P) dated 12/14/2025, the H&P indicated Resident 1 had the 
capacity to understand and make decisions.During a review of Resident 1's OOP order, dated 12/19/2025, 
the OOP order indicated, Resident 1 May go out on pass. The OOP order did not indicate whether Resident 
1 could leave OOP unaccompanied by a responsible person and the length of time the resident may be on 
pass. During a review of Resident 1's Minimum Data Set ([MDS], a resident assessment tool) dated 
12/16/2025, the MDS indicated Resident 1 had moderate cognitive impairment (problems with thinking, 
memory, and decision-making). The MDS indicated Resident 1 required partial/moderate assistance (helper 
does less than half the effort) for Activities of Daily Living (ADLs) such as toileting hygiene and required 
supervision or touching assistance (helper provides verbal cues and/or touching/steadying and/or contact 
guard assistance as resident completes activity) to perform movements such as changing position from 
sitting to stand and transferring from bed to chair.During a concurrent interview and record review on 
1/2/2026 at 1:43 p.m., with Registered Nurse (RN) 1, Resident 1's OOP order, dated 12/19/2025, was 
reviewed. RN 1 stated staff should document whether the Resident was stable prior to the Resident leaving 
to go out OOP. RN 1 stated she received Resident 1's OOP order on 12/19/2025. RN 1 stated she did not 
verify with the medical doctor (MD) how long Resident 1 should have been OOP for. RN 1 stated she should 
have verified this with the MD when the order was placed for Resident 1.During a review of Resident 2's 
admission Record, the admission Record indicated Resident 2 was originally admitted to the facility on 
[DATE] and was readmitted on [DATE]. Resident 2's diagnoses included polyneuropathy. During a review of 
Resident 2's H&P, dated 11/26/2025, the H&P indicated Resident 2 had the capacity to understand and 
make decisions.During a review of Resident 2's MDS dated [DATE], the MDS indicated Resident 2 had no 
cognitive impairment. The MDS indicated Resident 2 required substantial/maximal assistance (helper does 
more than half the effort) for ADLs such as showering/bathing self and required partial/moderate assistance 
(helper does less than half the effort) to perform movements such as changing positions from sitting to stand 
and toilet transfer.During a review of Resident 2's OOP order, dated 12/28/2025, the OOP order indicated, 
OK for out on pass with family member. The OOP order did not indicate the length of time Resident 2 may be 
on pass.During a review of Resident 3's admission Record, the admission Record indicated Resident 3 was 
admitted to the facility on [DATE]. Resident 3's diagnoses included unspecified open wound of the left lower 
leg (non-specific cut or injury on the left lower leg after initial care). During a review of Resident 3's MDS, 
dated [DATE], the MDS indicated Resident 3 had moderate cognitive impairment. The MDS indicated 
Resident 3 required substantial/maximal assistance for ADLs such as showering/bathing self and required 
partial/moderate assistance to perform movements such as changing positions from sitting to stand and toilet 
transfer.During a review of Resident 3's OOP order, dated 12/30/2025, the OOP order indicated, Standing 
out on pass. The OOP order did not indicate whether Resident 3 could leave out on pass unaccompanied by 
a responsible person and the length of time the resident may be on pass.During an interview on 1/2/2026 at 
1:11 p.m., with Licensed Vocational Nurse (LVN) 1, LVN 1 stated staff should document and ensure that 
residents are assessed prior to leaving the facility when they go OOP to establish the resident's baseline 
(state to determine if there was any change) for safety. LVN 1 stated, OOP orders should include how long 
the primary care provider (PCP) approved the resident to be OOP for.During a concurrent interview and 
record review on 1/2/2026 at 4:06 p.m., with the Director of Nursing (DON), the following were 
reviewed:Resident 1's OOP order, dated 12/19/2025Resident 2's OOP order, dated 12/28/2025Resident 3's 
admission record, dated 12/24/2025Resident 3's OOP, progress notes, and sign out sheet, dated 
12/30/2025Facility's P&P titled, Resident Going Out On Pass, dated 8/22/2022.The DON stated, before 
residents leave the facility OOP, staff should assess and document whether the residents were stable prior 
to leaving and upon return to the facility to ensure the residents were safe while OOP. The DON stated 
Resident 1's OOP order, dated 12/19/2025, did not specify the length of time, when, and who was to 
accompany Resident 1 when she was to be OOP. The facility should have ensured Resident 1 had a 
responsible person to accompany the resident while OOP. The DON stated Resident 2's OOP order did not 
indicate the length of time Resident 2 was approved to be OOP for. The DON stated Resident 3's OOP 
order, did not indicate if Resident 3 could be unaccompanied while OOP, therefore should have been with a 
responsible person when Resident 3 was OOP on 12/30/2025. Resident 3's progress notes did not indicate 
Resident 3 was assessed to be stable prior to leaving and upon return from OOP on 12/30/2025. The DON 
stated, staff were not following the facility's P&P.During a review of facility's P&P titled, Resident Going Out 
On Pass Policy, dated 8/26/2022, the P&P indicated, an Out-on-pass request will be written as physician 
order in the clinical record to include, but not limited to:Whether the resident should be accompanied by a 
responsible person while out on pass or may leave the facility unaccompaniedThe length of time the resident 
may be on passIn the absence of a specific order that indicates the resident may go out on pass 
unaccompanied, the resident must be accompanied by a responsible person.The P&P also indicated Nursing 
Responsibilities included:1. Prior to the resident leaving on pass, a Licensed Nurse will assess the resident's 
physical and mental status and ensure that:The resident and responsible person (if applicable) been 
instructed of any special needs of the resident during the pass is applicable (e.g. special diet, needs, 
medications (if any).2. Licensed Nurse will document the provision of medication to the resident for use while 
out on pass (if applicable), the time the resident left the facility, the name of the accompanying responsible 
person as indicated, the destination, and contact phone number if possible, and expected time of return3. 
When the resident returns to the facility, a licensed nurse will re-assess the resident to determine the 
resident's condition and account for any medication returned after going out on pass, if applicable.
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