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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to ensure a safe environment and adequate 
supervision to prevent elopement ( a person left a place without anyone knowing or without permission) for 1 
of 3 sampled residents (Resident 1), when the Wander Guard alarm system failed to activate when Resident 
1 exited through a secured door and staff were not immediately alerted to the resident's departure.This 
failure resulted in Resident 1 leaving the facility unsupervised, placing Resident 1 at risk for serious injury, 
harm or death due to potential environmental hazards, including vehicular traffic.During a review of Resident 
1's admission Record (a summary of important information regarding a patient which include patient 
identification, past medical history, insurance status, care providers, family contact information and other 
pertinent information), the admission Record indicated, Resident 1 was admitted to the facility on [DATE] 
with diagnoses including dementia (a progressive state of decline in mental abilities), and abnormalities of 
gait (walking) and mobility ( how easily a person could move their body when sitting, standing or using a 
wheelchair).During a review of Resident 1's Minimum Data Set (MDS-resident assessment tool which 
indicates physical and cognitive abilities), dated 5/20/25, the MDS indicated a Brief Interview for Mental 
Status (BIMS-an assessment of cognitive function) score of 8 (0-7 severe cognitive impairment, 8-12 
moderate cognitive impairment, 13-15 no cognitive impairment) indicating Resident 1 had moderate cognitive 
impairment.During an interview on 7/16/25 at 12:11 p.m. with Certified Nursing Assistant (CNA) 1, CNA 1 
stated she heard Resident 1's Wander Guard did not sound when she left the facility, but was not on shift the 
day the incident happened. CNA 1 explained when a resident wearing a Wander Guard approaches an exit 
door, the system is supposed to trigger an alarm. CNA 1 stated it was important for the system to be 
working, because that was how they knew everyone was in the facility.During an observation on 7/16/25 at 
12:18 p.m. in Resident 1's room, Resident 1 was observed sitting up in her bed. She was well groomed and 
dressed for the day. Resident 1 was oriented (person knew basic information such as who they are, the day, 
and what was happening around them) to self but displayed confusion regarding the day and the current 
situation. Resident 1's demeanor was calm. A Wander Guard device was observed on her left wrist.During 
an interview on 7/16/25 at 12:38 p.m. with CNA 2, CNA 2 stated there had been a recent elopement and they 
heard there was a possible malfunction of a Wander Guard. CNA 2 explained it was important for the alarm 
to sound, as it alerts staff when a high-risk resident is attempting to leave the facility. CNA 2 stated residents 
who wear a Wander Guard typically have dementia and stated the alarm has a distinct sound that differs 
from the call light.During an interview on 7/16/25 at 12:45 p.m. with Registered Nurse (RN) 1, RN 1 stated 
the alarm system notifies staff immediately when a resident wearing a Wander Guard attempt to leave the 
facility. RN 1 stated the system is a very important safety precaution, as elopements can result in falls, 
serious injuries and even death.During an interview on 7/16/25 at 1:19 p.m. with Licensed Vocational Nurse 
(LVN) 1, LVN 1 stated Wander Guards helped ensure resident safety, so it's important that the system 
functions properly. The LVN shared Resident 1 can be difficult to redirect.During a concurrent interview and 
review of Wander Guard Daily Functioning Log dated for month July 2025 with the Activities Director (AD), 
The AD stated Wander Guards system is checked daily, typically in the morning. The AD explained that the 
facility uses an approved system device that displays the Wander Guard number if it is active. If the number 
does not appear, the device is not active. The device only tests the Wander Guard that is placed on the 
resident wrist or ankle. The July 2025 log indicated on July 10, the day of the incident, Resident 1's Wander 
Guard was documented as active and had passed the daily check.During an interview on 7/16/25 at 2:24 p.
m. with the Administrator (ADMIN), the ADMIN stated on the day of the incident, Resident 1 requested her 
medication around 10:35p.m. The nurse informed Resident 1 it was too early to administer her medication 
but assured her it would be given at the earliest appropriate time. Resident 1 then returned to her room. At 
11:00p.m. the nurse went to administer the medication; Resident 1 was not there. Approximately thirty 
minutes later Resident 1 was found down the street in front of a Farmers Insurance building. Resident 1 was 
returned to the facility by staff. Upon reentry, Resident 1's Wander Guard alarm sounded. However, staff 
reported the alarm did not activate when Resident 1 initially exited the facility and they were not alerted to 
her departure. The ADMIN stated this may have been a potential system malfunction and emphasized that it 
is important to keep residents safe.During a review of Resident 1's Care Plan Report (CP), revised 1/3/25, 
the CP indicated, Resident 1 was identified as an elopement risk/wanderer and a fall risk. The goal was for 
Resident 1 to remain safely within the facility. Interventions included assessing Resident 1 for falls, 
identifying patterns of wandering and what they may indicate and checking the functionality of the Wander 
Guard.During a review of the facilities policy and procedure (P&P) titled, Elopement/Wandering, revised 
2/2025, the P&P indicated, the maintenance department or designee tests the monitoring system (at alarmed 
exits) on a daily basis using the manufactured supplied device (as applicable) and documents the test.
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