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SS=D
26-40-303 (2)(a)(i)(ii)(iii) P E - Door monitoring 

system

(2) Door monitoring system. The nursing facility 

shall have an electrical monitoring system on 

each door that exits the nursing facility and is 

available to residents. The monitoring system 

shall alert staff when the door has been opened 

by a resident who should not leave the nursing 

facility unless accompanied by staff or other 

responsible person.

(A) Each door to the following areas that is 

available to residents shall be electronically

monitored:

(i) The exterior of the nursing facility, including 

enclosed outdoor areas;

(ii) interior doors of the nursing facility that open 

into another type of adult care home if the exit 

doors from that adult care home are not 

monitored; and

(iii) any area of the building that is not licensed as 

an adult care home.

This REQUIREMENT  is not met as evidenced 

by:

 S1174

The facility identified a census of 174 residents.  

The sample included 23 residents.  Based on 

observation, record review and interview, the 

facility failed to provide a functioning door 

monitoring system on patio doors for 2 cognitively 

impaired and independently mobile residents on 1 

or 4 onsite survey days.

Findings included:

-  On 7/21/16 at 8:17 AM, observation upon initial 

tour revealed the east patio door on a resident 
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hallway was unlocked and did not alarm when 

opened.

On 7/21/16 at 9:40 AM, Maintenance Staff AA 

removed the cover to the door alarm. There was 

a battery in the alarm.

Review of the maintenance door check log 

revealed the log lacked identification of this door 

to be checked on a routine basis for proper 

functioning.

On 7/21/16 at 8:26 AM, Maintenance Staff Y 

stated he/she was unsure when the door was last 

checked.  Staff Y further said he/she checked all 

exit doors daily, except for these patio doors.

On 7/21/16 at 8:31 AM, Maintenance Staff Z 

stated the staff checked the patio doors 3 times 

daily.

On 7/21/16 at 9:34 AM, Maintenance Staff AA 

stated maintenance staff did not check this door 

routinely. He/she was unsure which staff was 

responsible for checking the alarm on the patio 

door.

On 7/25/16 at 7:19 AM, licensed nursing staff H 

stated nursing staff did not check the patio door 

alarm.

On 7/26/16 at 7:35 AM, maintenance staff BB 

stated it was the nursing staff ' s responsibility to 

check the patio door alarm. He/she denied having 

documentation this was completed. 

On 7/27/16 at 11:10 AM, administrative nursing 

staff A stated the patio door alarm was not 

checked routinely.
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The facility ' s policy  " Resident 

Safety/Anti-Wander Door Devices " , dated 

7/27/16, revealed each battery operated device 

was inspected daily.

The facility failed to provide a functioning door 

monitoring system on the patio door which 

affected 2 cognitively impaired residents on the 

unit.
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