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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, facility staff failed to replace the resident's wanderguard (a device used to 
protect at-risk-residents from wandering outside a facility without staff's awareness) after staff identified the 
resident did not have a wanderguard in place as ordered by the physician, which resulted in the resident 
leaving the facility without staff's knowledge before he/she was taken back to the facility by a member of the 
community. The facility census was 68.The administrator was notified on 12/12/25 of past Non-Compliance, 
which occurred on 12/05/25 when staff reported the resident had left the facility without staff knowledge. Staff 
immediately assessed the resident for physical injuries and presence of the wanderguard, replaced the 
wanderguard, initiated new orders from the physician to increase the wanderguard checks from two to six 
times daily, in-serviced staff on wanderguard placement checks and to replace if a resident's wanderguard is 
missing, and updated the resident's care plan. 1. Review of the facility's Wandering and Elopements policy, 
revised 03/2019, showed the facility will identify residents who are at risk for unsafe wandering and strive to 
prevent harm while maintaining the least restrictive environment for residents. 2. Review of the facility's Staff 
Quick Guide to the Resident Guard System, undated, showed staff are directed: -Residents will be evaluated 
for their elopement risk on admission and periodically;-Any resident that is determined to be an elopement 
risk will have a resident tag placed on them;-The device must be activated by the charge nurse prior to 
placing it on the resident;-If a resident attempts to elope from the building, the charge nurse will contact the 
physician, Director of Nursing (DON), and administrator, and a resident tag will be placed on the resident 
immediately. 3. Review of Resident #1's quarterly Minimum Data Set (MDS), a federally mandated 
assessment, dated 09/26/25, showed staff assessed the resident as moderate cognitive impairment, 
independent with ambulation, and no wandering behaviors in the seven-day review period. Review of 
resident's face sheet, dated 12/11/25, showed the resident admitted to the facility on [DATE] with primary 
diagnosis of Alzheimer's Disease, and is his/her own responsible party. Review of the resident's care plan, 
revised 06/14/25, showed staff assessed the resident requires a wanderguard to his/her left ankle related to 
resident wanders aimlessly. Review of the resident's quarterly elopement/wandering assessment form, dated 
06/15/25, showed staff assessed the resident wanders, and with a history of or attempted elopements. 
Review of the resident's quarterly elopement/wandering assessment form, dated 09/24/25, showed staff 
assessed the resident wanders, and with a history of or attempted elopements. Review of the resident's 
physician order sheet (POS), dated 10/01/25 through 10/31/25, showed an order for wanderguard bracelet to 
left ankle, check placement every shift and as needed, start date of 06/15/25. Review of the resident's 
progress notes, dated 10/01/25 through 10/31/25, showed staff documented the resident did not have a 
wanderguard on 10/04/25, 10/05/25, 10/06/25, 10/08/25, 10/09/25, 10/10/25, 10/14/25, 10/18/25, 10/19/25, 
10/22/25, 10/23/25, 10/27/25, and 10/28/25. The record did not contain documentation staff replaced the 
wanderguard, or reason the resident did not have a wanderguard on. Review of the resident's POS, dated 
11/01/25 through 11/30/25, showed an order for wanderguard bracelet to left ankle, check placement every 
shift and as needed, start date 06/15/25. Review of the resident's progress notes, dated 11/01/25 through 
11/30/25, showed staff documented the resident did not have a wanderguard on 11/01/25, 11/02/25, 
11/05/25, 11/06/25, 11/07/25, 11/10/25, 11/11/25, 11/12/25, 11/13/25, 11/14/25, 11/15/25, 11/16/25, 
11/18/25, 11/19/25, 11/20/25, 11/21/25, 11/22/25, 11/23/25, 11/24/25, 11/25/25, 11/26/25, 11/29/25, and 
11/30/25. The record did not contain documentation staff replaced the wanderguard, or reason the resident 
did not have a wanderguard on. Review of the resident's POS, dated 12/01/25 through 12/04/25, showed an 
order for wanderguard bracelet to left ankle, check placement every shift and as needed, start date 06/15/25. 
Review of the resident's progress notes, dated 12/01/25 through 12/04/25, showed staff documented the 
resident did not have a wanderguard on 12/01/25, 12/02/25, 12/03/25, and 12/04/25. The record did not 
contain documentation staff replaced the wanderguard, or reason the resident did not have a wanderguard 
on. Review of the facility's investigation, dated 12/05/25, showed staff documented a member of the 
community saw the resident sitting on a curb on a residential street close to the facility and transported the 
resident back to the facility. The resident had been outside the facility for approximately one hour, was 
dressed appropriately for the weather, assessed with an abrasion to his/her buttock, and did not have a 
wanderguard in place when he/she returned to the facility. During an interview on 12/11/25 at 12:30 P.M., the 
DON said he/she was not aware the resident did not have a wanderguard prior to 12/05/25. The DON if a 
nurse identified and documented the resident did not have a wanderguard in place, he/she would expect the 
nurse to replace the wanderguard. During an interview on 12/11/25 at 2:12 P.M., Registered Nurse (RN) A 
said he/she was the DON until 11/26/25 and was never notified the resident did not have a wanderguard in 
place. RN A said the nurses are responsible to check wanderguard placement and document on the TAR, so 
if a nurse identified the resident did not have his/her wanderguard in place, he/she would expect the nurse to 
replace the wanderguard. During an interview on 12/11/25 at 3:24 P.M., the administrator said shortly after 
he/she came to the facility, someone had mentioned the resident's wanderguard was missing, he/she 
suggested the nurse notify the DON to reassess the resident, contact the physician to replace the 
wanderguard if needed, but he/she did not follow up and was not aware the resident did not have a 
wanderguard in place prior to leaving the facility on 12/05/25. The administrator said the nurses are 
responsible to check wanderguard placement on residents as ordered by the physician, and if a nurse 
identified a resident did not have his/her wanderguard, he/she expects the nurse to get with the maintenance 
director or the administrator for a replacement wanderguard. During an interview on 12/12/25 at 7:47 A.M., 
RN B said the resident had a wanderguard at one point, but he/she was not sure when or how the 
wanderguard was removed. RN B said he/she has documented the resident did not have a wanderguard in 
place but had not attempted to replace the wanderguard because the resident had not been displaying any 
exit-seeking behaviors, and he/she was told by someone, the resident was no longer considered a safety risk 
for elopement. During an interview on 12/12/25 at 8:22 A.M., Licensed Practical Nurse (LPN) C said the 
resident did not have a wanderguard for a while, he/she attempted once to replace the wanderguard but did 
not document his/her attempt to do so. LPN C said he/she documented several times the resident did not 
have a wanderguard, but he/she did not notify the DON or the administrator about replacing it since the 
resident had not been displaying any exit-seeking behaviors, and staff would visually monitor the resident 
during his/her shift. During an interview on 12/12/25 at 9:40 A.M., the Maintenance Director said he/she 
recalls the resident having a wanderguard at one point then he/she no longer had one, but the nurses are 
responsible to assess and place wanderguard on any resident who needs one. He/She said he/she did not 
recall any request from staff for a replacement wanderguard for the resident before 12/05/25. Intake# 
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