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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and document review the facility failed to develop and implement a process to ensure 
the wander alert system was in working order. This had the potential to affect 2 of 2 residents (R1, R2) who 
utilized a wander alert device. Findings include:R1's admission Record indicated he admitted to the facility 
2/23/24. Diagnosis included vascular dementia, Alzheimer's disease and bilateral below the knee 
amputations.R1's quarterly Minimum Data Set (MDS) dated [DATE], identified a memory problem and 
delusions. The MDS indicated R1 did not wander during the assessment period and wore a wander alert 
device daily. R1's care plan dated 9/3/25, identified a high risk for elopement and directed staff to provided 
one to one supervision while awake and 15-minute checks while in bed. The care plan indicated R1 had 
wander device bracelets placed on his left wrist and on the back of his wheelchair.Facility incident report 
dated 8/24/25, indicated R1 was able to exit the facility via the front entrance doors, wander guard did not 
work. Nursing students observed R1 exiting the building and assisted him back inside and alerted staff. The 
report indicated the door had recently been open and had not locked which allowed R1 to exit the facility. 
Facility incident report dated 9/1/25, indicated Staff noted the wander guard alarm for R1's unit was 
sounding. Staff found R1 in the water in the tall grass in a culvert on the west side of the building with his 
wheelchair on top of him. The report indicated R1 was able to push and hold the exit door long enough for 
the emergency release to activate, allowing the door to open.During interview on 9/5/25 at 7:30 a.m., the 
administrator stated the facility did not currently have a maintenance director and had not for only about two 
weeks. The administrator said they had the maintenance staff from another facility come and look at the 
doors to ensure everything was working properly. She said everything was reported to be working fine. 
During interview on 9/5/25 at 7:52 a.m., the regional director of operations (RDO) stated the wander alert 
system was checked every Monday. The RDO stated there were two options for checking the doors, a 
testing device, handheld remote or using a FOB (transmitter). The RDO said the doors were checked using a 
handheld remote.During observation on 9/5/25 at 9:36 a.m., the RDO used the handheld remote to check the 
facility doors that had a wander alert system. The doors alarmed and locked when tested.During interview on 
9/5/25 at 9:03 p.m., nursing assistant (NA)-A stated the doors alarmed when R1 was near but did not 
physically lock and said it had happened 4-5 times. During interview on 9/9/25 at 12:15 p.m., licensed 
practical nurse (LPN)-A stated she was working when R1 was found outside the facility. LPN-A said she felt 
the issue was the door had not been locking and said it had been reported to management.During interview 
on 9/9/25 at 12:39 p.m., NA-A stated it was pretty common knowledge the door had not been locking and 
said the issue had been going on for about 3-4 weeks. NA-A said it had been reported.During interview on 
9/9/25 at 1:15 p.m., the administrator said the maintenance director from another facility had done an 
inspection of the doors to ensure they were working after R1 had eloped from the facility. During interview on 
9/5/25 at 2:00 p.m., the maintenance director whom the administrator had been referring to, stated he had 
tested the doors at the facility on 8/26/25, but had not been out since. He said at that time the doors were 
functioning properly.During interview on 9/10/25, at 8:16 a.m., the former maintenance director said he did 
not think the doors would unlock if a wander alert device was near and said he never tested for that. The 
former maintenance director said the used a bracelet (transmitter) and checked the doors on Mondays to 
make sure they locked. He said the device checker never worked on the doors. The former maintenance 
director said he did not know who would be called if there were any technical issues with the wander alert 
system.During interview on 9/10/25 at 10:34 a.m., the RDO stated as far as he knew, the doors should not 
be able to unlock when pushed and held if the person was wearing a wander alert bracelet. The RDO said 
he had reached out to a third party who was going to send a technician to look at the system.
DoorGUARDIAN Installation Manual dated 12/6/2023, indicated the following recommended weekly testing: 
Patient Escort Feature Test- Enter the monitoring zone with a transmitter on your ankle. The red light will turn 
on and the door will quietly lock. Enter the primary reset code and the light will turn green, and the door will 
unlock.Anti-tailgate Feature Test- With the door locked, apply pressure on the opening hardware of the door. 
The exit panel will begin to alarm, and the red light will remain on. The light will remain red and the audible 
alarm will sound. After 15 seconds the audible alarm will become a continuous tone and the door will 
release. Open the door and the audible alarm will change to a seagull sound. Close the door and enter the 
resent code. The panel will stop alarming, and the door will re-lock.Remote Keypad test- repeat the steps 
above.Push Button Test- Pass through the door from the exit panel side using the reset code. Close the 
door. Depress the push button. No alarm condition will be activated.Advanced Security Mode Test- Bring a 
transmitter into the monitoring zone. The green light will turn red; the yellow light will blink. Now enter the 
reset code. The red light will flash green momentarily indicating a valid code was entered while a monitored 
resident was nearby. Next, try to gain access via the indoor/outdoor push button if one is installed. With a 
transmitter in range, the door will remain locked, and an audible alarm will sound. Only by entering the 
secondary reset code will access be granted in this situation.
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