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F 000 INITIAL COMMENTS F 000

 On 2/14/22 through 2/16/22, a complaint survey 
was completed at your facility by surveyors from 
the Minnesota Department of Health (MDH). The 
facility was not found NOT to be in compliance 
with the requirements of 42 CFR Part 483, 
Subpart B, requirements for Long Term Care 
Facilities.

The IJ began on 2/6/22, when it was identified R1 
had eloped from the facility and was found 
outside in a snowbank during inclement weather. 
The administrator and director of nursing (DON) 
were notified of the immediate jeopardy on 
2/15/22 at 2:00 p.m. The immediate jeopardy 
removal was verified by the surveyor on 2/16/22 
with an effective date for removal as 2/15/22, but 
noncompliance remained at the lower scope and 
severity level of D, which indicated no actual 
harm with potential for more than minimal harm 
that is not immediate jeopardy. 

The above findings constituted Substandard 
Quality of Care and an extended survey was 
conducted on 2/16/22.

The following complaint was found to be 
SUBSTANTIATED: H5399057C  (MN80767), with 
a deficiency cited at F689.

The facility's plan of correction (POC) will serve 
as your allegation of compliance upon the 
Departments acceptance. Because you are 
enrolled in ePOC, your signature is not required 
at the bottom of the first page of the CMS-2567 
form. Your electronic submission of the POC will 
be used as verification of compliance.

 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

03/07/2022Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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F 000 Continued From page 1 F 000
Upon receipt of an acceptable electronic POC, an 
on-site revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

F 689 Free of Accident Hazards/Supervision/Devices
CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.
The facility must ensure that -
§483.25(d)(1) The resident environment remains 
as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate 
supervision and assistance devices to prevent 
accidents.
This REQUIREMENT  is not met as evidenced 
by:

F 689 3/8/22
SS=J

 Based on interview and document review, the 
facility failed to provide adequate supervision for 
1 of 3 residents (R1), who was identified as an 
elopement risk, and was found outside the facility 
in a snowbank during inclement weather, from 
elopement. This resulted in an immediate 
jeopardy (IJ) situation.

The IJ began on 2/6/22, when it was identified R1 
had eloped from the facility and was found 
outside in a snowbank during inclement weather. 
The administrator and director of nursing (DON) 
were notified of the immediate jeopardy on 
2/15/22 at 2:00 p.m. The immediate jeopardy 
removal was verified by the surveyor on 2/16/22 
with an effective date for removal as 2/15/22, but 
noncompliance remained at the lower scope and 
severity level of D, which indicated no actual 
harm with potential for more than minimal harm 
that is not immediate jeopardy. 

 Replaced R1 wandergaurd, care plan 
was reviewed and remains appropriate, 
educated staff on policy and procedure. 

All residents at risk for wandering and 
elopement care plans have been 
reviewed. There are standard orders for 
wander guard placement to be checked 
every day twice a day, on day and evening 
shift. We have changed the orders for 
wander guard function checks from once 
weekly to once every day and this is 
documented in the TAR. 

The elopement policy was reviewed and 
procedures were revised. We have 
performed an education with all staff in 
regards to our facility elopement policy 
and procedure. We are working with the 
state to get code approval to lock our two 
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F 689 Continued From page 2 F 689

Findings include:

R1's quarterly Minimal Data Set (MDS) dated 
11/9/21, indicated R1 had a diagnosis of 
dementia and had severe cognitive impairment. 
Further, R1's MDS indicated R1 exhibited 
wandering behaviors daily and required 
supervision from staff while ambulating. 

R1's care plan dated 10/29/19, indicated R1 was 
at risk for safety due to wandering. Further, R1's 
care plan directed staff to encourage activities 
during highest wandering times, observe 
wandering, redirect, perform hourly rounds during 
times of increased wandering, and place soft 
touch call light under bed sheets on open side of 
the bed. In addition, care plan indicated R1 had a 
WanderGuard on her walker and ankle, which 
required staff to monitor daily.

R1's physician's orders dated 5/27/21, indicated 
to check placement of WanderGuard on R1's 
ankle and walker twice daily, as well as check 
WanderGuard for proper functioning once weekly 
with machine. On 2/14/22, at 9:40 a.m. a new 
order was initiated to ensure proper functioning of 
R1's WanderGuard using machine daily during 
the night. 

Review of facility report number 346058 to the 
State Agency dated 2/6/22, indicated R1 was 
found outside sitting in the snow outside of the 
facility. Review of facility's five-day investigation to 
the SA dated 2/11/22, indicated licensed practical 
nurse (LPN)-A stated R1 was found sitting in a 
snowbank wearing pants, sweater, and socks but 
was not cold to touch. LPN-A escorted R1 back 
into the facility at 1:05 p.m. when the 

back doors from the inside. This is a long 
term solution and will not be completed 
until MDH approves. Lastly, we have 
adjusted the frequency of the roam alert 
signal to the walkies/pagers throughout 
the facility. Once set off, the signal will 
alert at an increased frequency, making it 
easier for staff to hear and act on the 
alert. 

An elopement drill has been implemented 
once a week for 1 month and 2 times a 
month for 2 months and 1 time a quarter 
thereafter to ensure ongoing compliance. 
Audit results will be brought to the 
quarterly QAPI and will be reviewed for 
ongoing recommendations.
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F 689 Continued From page 3 F 689
WanderGuard alarm sounded, and LPN-A 
canceled the alarm at 1:06 p.m. LPN-A assessed 
R1 for injury and assisted with changing into dry 
clothing. Facility indicated the following were 
initiated to prevent reoccurrence to R1 which 
included WanderGuard on ankle was replaced 
immediately following the incident and 
WanderGuard functioning check was changed to 
daily rather than weekly. To protect other resident 
who require the use of a WanderGuard the facility 
implemented the following interventions which 
included tested all doors for proper functioning, 
list of residents at risk were placed at the nursing 
dietary and activities stations, facility made 
contact with WanderGuard vendor to assure 
system is properly functioning, and education was 
completed with dietary staff concerning the 
procedure of responding to the WanderGuard 
alarm.

Review of WanderGuard alarm report dated 
2/10/22, indicated on 2/6/22 R1's WanderGuard 
alarmed at 12:56 p.m. and was canceled at 12:57 
p.m. R1's WanderGuard alarmed again at 1:05 
p.m. and was canceled at 1:06 p.m. when R1 
escorted back into the facility.   

Based on the weather history for Little Falls, MN 
on accuweather.com indicated the temperature 
range on 2/6/22 (day of R1's elopement) was a 
low of negative seven degrees to a high of 18 
degrees Fahrenheit. 

On 2/14/22, at 1:18 p.m. R1 was observed sitting 
at a table in the commons area on the Maple pod. 
R1 did not exhibit any wandering behavior at this 
time and a WanderGuard bracelet was attached 
to R1's walker and on her ankle. 
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F 689 Continued From page 4 F 689
On 2/14/22, at 12:28 p.m. LPN-A indicated she 
was R1's nurse on 2/6/22, when the incident 
occurred. LPN-A indicated R1 was very busy that 
day walking from pod to pod. Further, LPN-A 
indicated R1 exited the facility through the 
employee door by the garbage and R1 had been 
observed trying to go down that hallway in the 
past. LPN-A confirmed she did not hear the alarm 
system sound before R1 was found outside but it 
did alarm on the way back into the facility. In 
addition, LPN indicated there had been no further 
education provided since the incident.

On 2/14/22, at 12:45 p.m. dietary cook (DC)-A 
indicated she saw R1 on the ground outside and 
then alerted staff for assistance. DC-A confirmed 
she did not hear the WanderGuard alarm 
sounding. 

On 2/14/22, at 12:57 p.m. dietary aide (DA)-A 
indicated as he returned to the dining room on 
2/6/22, he saw R1's walker outside the window 
and saw her in the snow. DA-A confirmed he did 
not hear the alarm system at that time but 
indicated he has observed other dietary staff 
deactivate the alarm in the past. 

On 2/14/22, at 1:34 p.m. registered nurse (RN)-A 
indicated she was aware of R1's incident that 
occurred but confirmed since the incident she has 
not received any additional education regarding 
the facility's elopement procedure or other 
interventions to prevent reoccurrence. 

On 2/14/22, at 3:17 p.m. Administrator indicated 
he was made aware of the incident on 2/6/22, by 
the Director of Nursing (DON) at approximately 
1:11 p.m. Administrator indicated during the 
internal investigation he interviewed all dietary 
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F 689 Continued From page 5 F 689
staff who were working on 2/6/22, to ensure none 
of the staff shut off the alarm prior to someone 
responding and ensured there was no resident 
elopement. All dietary staff denied shutting off the 
alarm and through further investigation and 
interviews staff reported no alarm was heard at 
this time. Administrator confirmed he did not 
interview all the nursing staff on the day of the 
incident and there was no additional education 
provided other than to the dietary department. 
Administrator indicated after the investigation was 
completed the root cause was determined to be 
the alarm system did sound however someone 
did turn it off according to the log. When asked 
about following the facility's policy on Elopement 
and monitoring the functioning daily, 
Administrator confirmed the facility policy 
indicated resident WanderGuards would be 
tested daily and the facility (previous to R1's 
elopement) was not following the policy as they 
were monitoring the WanderGuard functioning 
weekly. 

Review of  R1's treatment record indicate 
WanderGuard Protocol to ensure proper 
functioning of the WanderGuard of one time per 
day was initiated on 2/14/22 (after survey 
entrance), which was identified on the facility's 
five day investigation submitted to the SA as 
being initiated on 2/11/22. 

On 2/15/22, at 8:48 a.m. when asked why the 
order to ensure proper WanderGuard functioning 
daily was implemented on 2/14/22, at 9:40 a.m. 
rather than on 2/11/22, as indicated in facility's 
investigation to the SA, DON indicated she 
verbally informed the health unit coordinator 
(HUC) to add in the order on 2/11/22. Further, 
DON indicated she was informed on 2/14/22, that 
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F 689 Continued From page 6 F 689
order had not been initiated yet. In addition, DON 
indicated she expected staff to put the new order 
in "immediately".

On 2/15/22, at 9:56 a.m. HUC indicated she was 
informed by the DON on 2/11/22, at 
approximately 12:00 p.m. to change the treatment 
order for the Wander Guard, however HUC 
stated, "I ran out of time to do everything I 
needed to on Friday before I left." Further, HUC 
indicated it is important to get the new orders 
changed as soon as possible "to be in 
compliance with the policy and to ensure the 
safety of the residents."

Review of facility policy titled Elopement revised 
10/23/17, defined elopement as when a resident 
who is cognitively and physically impaired leaves 
a care center unsupervised. Further, the policy 
indicated nursing staff will test the WanderGuard 
daily for proper signaling and damage to bracelet. 
In addition, policy indicated designated staff will 
test the door units daily by passing a 
WanderGuard through the door sensors and 
opening the door. However, the policy lacks the 
procedure to respond to a resident who's 
WanderGuard is setting off the alarm system and 
when to deactivate the alarm. 

The immediate jeopardy that began on 2/6/22 
was removed on 2/15/22, and verified at 10:35 
a.m. on 2/16/22 when it was verified the facility 
trained all staff on the following: the night shift 
nursing staff will test all WanderGuard devices 
daily to ensure they are functioning properly and 
the Elopement Policy which included the process 
for when the WanderGuard system is alarming, 
conducting searches to ensure all residents are 
accounted for, process if resident is not found in 
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F 689 Continued From page 7 F 689
the building and notification of 
Administrator/DON/Family 
Representative/Doctor/law enforcement, and 
alarms will not be turned off until all resident with 
WanderGuard devices are located but 
noncompliance remained at the lower scope and 
severity level of D, which indicated no actual 
harm with potential for more than minimal harm 
that is not immediate jeopardy.
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