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My Pager 10/8/2013… 

 
 

“Dead Body Found in Stairwell – Please 
Come to the 5th Floor Right Away”  









Briefly What Happened 

54 year old woman admitted to hospital for progressive physical and cognitive 
decline.  On the 3rd day of hospitalization she went AWOL.  Her nurses called 
our security service (we contract with the San Francisco Sheriff’s Department) 
requesting assistance locating and returning her to the floor.  Listening to the 
taped phone calls we learned her description was grossly incorrect and security 
had a limited response since she was not on a legal hold.  She was not found 
that day. 
 
Over the subsequent 5-7 days the family initiated a missing persons campaign 
in the neighborhood.  Meeting with our security regularly we noted the need to 
be certain the whole campus was searched so we could work with family to 
focus search efforts in the community. 

 



Briefly What Happened 

On day 13 following Ms. Spalding’s AWOL a person reported to a senior nurse 
they saw a person sleeping in a stairwell.  The senior nurse concerned about an 
unsafe situation in the stairwell called security.  On the taped phone calls we 
learned security confirmed they would secure the stairwell. 
 
On day 17 following her AWOL, on a standard quarterly patrol of the service 
stairwell a building engineer found Ms. Spalding's remains. 
 
The San Francisco Medical Examiner reported she had no traumatic injuries.  
Presumed death from metabolic or infectious cause. 



What Did We Learn? 

1. Assessment and Care of “At Risk” Patients 
 

2. A well-coordinated significant event plan is 
critical 

 
3. Clear leadership oversight of security 

 
4.  Importance of Transparency 



Assessment and Care of 
 “At Risk” patients 

 
• Definition 
 
• Monitoring/Interventions 
 
• Code Green 

 



Assessment and Care of 
 “At Risk” patients 

Definition: 
 

A patient who (1) exhibits behavior indicating a 
compromised mental status that may put him/her in 
danger and requires further assessment, or (2) is on a 
legal psychiatric hold, or (3) has a surrogate decision-
maker. 

 



Assessment and Care of 
 “At Risk” patients 



Assessment and Care of 
 “At Risk” patients 

Environment of Care Policy: 13.09 
TITLE: CODE GREEN - MISSING “AT RISK” PATIENT ALERT 
RESPONSE & SEARCH PROCEDURES 
 
Administrative Policy Number: 18.02 
TITLE:  CLOSE OBSERVATION OF THE HOSPITALIZED PATIENT 
 
Administrative Policy Number: 1.10     
TITLE: AMA, AWOL & AWOL “AT-RISK”: ADULT PATIENTS 
LEAVING SFGH PRIOR TO COMPLETION OF THEIR 
EVALUATION OR TREATMENT  
 
Administrative Policy Number: 1.09 
TITLE: PATIENT TRACKING SYSTEM 
  



Monitoring/Interventions  

Administrative Policy Number: 18.02 
TITLE:  CLOSE OBSERVATION OF 
THE HOSPITALIZED PATIENT 



Monitoring/Interventions  
 
 

Administrative Policy Number: 1.09 
TITLE: PATIENT TRACKING SYSTEM 



“CODE GREEN” 

Environment of Care Policy: 13.09 
TITLE: CODE GREEN - MISSING “AT 
RISK” PATIENT ALERT RESPONSE & 
SEARCH PROCEDURES 



A well-coordinated significant 
event plan is critical 



Communication Tools and Strategies- 
1. Internal 

a. Staff 
b. Foundation 
c. Governing Body 

2. External 
a. Media 
b. Regulatory Agencies 
c. Family Attorney 
d. Law Enforcement 
 

A well-coordinated significant 
event plan is critical 



Significant Event  Notification 



Clear Leadership Oversight of 
Security (Sheriff’s Dept.) 

• Coordinated search plan  
 
• Assistance with “At Risk” patients 
 
• Performance metrics 

 



Importance of Transparency 

• Open dialogue with family spokesperson and their 
lawyer 

 
• Regulatory agencies 
 
• The media 
 
• Our staff 
 



Supporting Staff 
Emotional Impact 

     

https://www.google.com/imgres?imgurl=http://www.thenephrologist.com/wp-content/uploads/2014/06/sfgh-heart.jpg&imgrefurl=http://www.thenephrologist.com/2014/06/21/bitch-i-dont-know-you/&h=1090&w=1474&tbnid=_RdAAzzh4j9iyM:&docid=0RDijlZsyp-ubM&ei=eGyNVtabL5i8jwPqsrGwBQ&tbm=isch&ved=0ahUKEwjWt5ej95XKAhUY3mMKHWpZDFYQMwgdKAAwAA


 
 

Discussion and Questions 
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