
Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

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.

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page 1  of      

245105 06/10/2026

The Estates at Roseville LLC 2727 North Victoria
Roseville, MN 55113

F 0689

Level of Harm - Immediate
jeopardy to resident health or
safety

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and document review, the facility failed to provide adequate supervision to prevent
elopement for 1 of 1 residents (R1) who was identified as an elopement risk and had exit-seeking
behavior. This resulted in Immediate Jeopardy (IJ) for R1 when he left the facility and independently
wheeled his wheelchair approximately 0.6 miles from the facility before being found, which placed R1
at likelihood for serious harm or death.The IJ began on 6/1/26 when R1 exited the building without
staff awareness through the secured unit doors and then through an unknown door to the outside of
the building. After a Good Samaritan contacted the facility related to their observation of a potential
facility resident, R1was found on a residential street near a highway/collector road (a road that has
more traffic than a residential street because the road is used to travel through parts of the city and
neighborhoods). The administrator, director of nursing, regional nurse consultant, and regional social
services consultant were notified of the immediate jeopardy on 6/10/26 at 5:11 p.m. The facility had
implemented immediate corrective action on 6/2/26 to prevent recurrence, so the IJ was issued at
past non-compliance. Findings include:R1's admission Record identified R1 was admitted to the
facility 5/11/23 with diagnoses which included dementia, major depressive disorder, and type 2
diabetes mellitus. R1's annual Minimum Data Set (MDS) dated [DATE], indicated R1 had severe
cognitive impairment, required staff assistance for ambulation, and used a wheelchair. R1 had
wandering behaviors and delusions.R1's Care Plan, dated 5/12/23, identified R1 was at risk for
elopement related to diagnosis of dementia, and directed staff to invite R1 to activities and
gatherings, keep family informed, ensure R1 followed the sign out policy when leaving facility, and to
answer door alarms promptly. Additionally, R1's vulnerable adult care plan section, dated 5/25/23,
indicated R1 had decreased cognitive and physical abilities related to dementia and major depressive
disorder and had history of delusional thoughts, wandering, and thoughts that he would be better off
dead. Interventions directed staff to implement safety monitoring as needed to ensure R1's safety and
monitor for signs of emotional distress or mood and behavior changes.R1's Elopement Risk Evaluation
dated 3/27/26, indicated R1 scored a 4 which identified R1 required an elopement care plan. The
assessment indicated R1 was on a secured memory care unit and had no prior attempts to leave the
facility.R1's progress notes dated from 3/11/26 to 6/1/26, indicated the following exit-seeking
behaviors:-On 3/22/26 at 5:26 a.m., R1 was wandering and exit-seeking as he wanted to go to the
bank and thought a hand sanitizer was a coin machine. R1 did not believe he had a bed at the facility
and was successfully redirected after several attempts.-On 3/23/26 at 4:43 a.m., R1 was
exit-seeking, pushing on unit doors, and stated, I'm going to get a haircut! and I need to get out of
here!. R1 was upset with redirection.-On 4/7/26 at 6:59 a.m., R1 was near an exit door and requested
the door to be opened. R1 was redirected to watch television.-On 4/17/26 at 5:20 a.m., R1 was
exit-seeking, pushing on exit doors, and sounding the exit door alarms. R1 appeared agitated and was
redirected multiple times.-On 5/14/26 at 6:00 a.m., R1 was trying to exit throughout the night and was
awake most of the overnight shift.-On 5/19/26 at 5:03 a.m., R1 was kicking, pushing on exit doors,
and sounding the exit door alarms during the overnight shift. Redirection and reassurance were
(continued on next page)
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provided and not effective.-On 5/27/26 at 5:30 a.m., R1 was exit-seeking and redirection from exit
doors was effective.-On 5/31/26 at 6:01 a.m., R1 was exit-seeking twice.R1's progress note dated
6/1/26 at 11:17 p.m., indicated R1 was found outside of the facility by staff after someone called the
facility around 8:50 p.m. to report they saw a person in a wheelchair looking confused outside. R1
stated he was visiting a friend and had no skin issues along with stable vital signs upon returning to
the facility. 15-minute checks were initiated, and management was notified. Report was given to the
night shift to monitor R1 closely, and R1 currently slept in his room.R2's care plan interventions dated
6/2/26, directed staff to follow elopement policy, monitor and document exit-seeking behavior, a
wander guard was in place and staff were to monitor for proper functioning. R2's care plan
intervention dated 6/5/26, directed staff to complete 30-minute checks.During interview on 6/8/26 at
4:17 p.m., nursing assistant (NA)-A stated R1 moved independently around the unit in his wheelchair.
He always wanted to get out the door to see his daughter, go outside, and/or find his key for his car.
NA-A would remind R1 the facility was his home, give him snacks or water, or turn on the television to
help calm him. NA-A stated R1 was not safe to leave the unit or be outside by himself as R1 would not
know where he was going.NA-A stated on 6/1/26 he saw R1 around 7:00 p.m. in the unit dining area.
As staff were helping other residents to bed, they heard a resident was missing. In response, NA-A
checked R1's room and did not see him. NA-A stated there was a code to exit the unit and the door
alarmed when a resident pushed on the door and held it without the code or when the door was open
for a certain period of time; however, the door alarm had not sounded. During interview on 6/8/26 at
5:33 p.m., NA-B stated R1 had days when he was calm and other days when he was aggressive and
exit-seeking. On 6/1/26 R1 was aggressive from the beginning of her shift, which started at 2:00 p.m.
R1 was pushing on the unit exit door, and NA-B redirected him away from the door about every ten
minutes. NA-B reported this to the nurse, and the nurse told NA-B to monitor R1. Around 7:00 p.m., R1
had calmed; however, NA-B continued to monitor him. Around 7:40 p.m. to 7:50 p.m., R1 wanted to
watch the television in his room, so NA-A wheeled him to his room and left him to watch television
alone. After, NA-B went to assist another resident with a shower which took her about 30 minutes and
then went to help another resident, without checking on R1 in between. While NA-B was assisting
other residents, she heard a resident was in a wheelchair outside the building and the missing
resident protocol was activated. NA-B stated it was 8 something when R1 was returned to the unit.
R1 had been wearing pants, a shirt, and a sweater. NA-B stated the unit exit door had an alarm which
sounded if a resident pushed on the door without the code; however, did not hear any alarm sound on
6/1/26. NA-B indicated another resident, whose spouse resided on the secured unit, may have
entered the unit to visit their spouse, in which R1 may have exited at that time. NA-B stated the
facility changed the code which staff were to safeguard since the elopement, and staff were educated
to no longer give the code to family members or other visitors. Additionally, the other resident's
spouse, who resided inside the secured unit, was moved off the secured unit, mitigating the risk of
the secured residents exiting the unit unsupervised during visitor entry to the unit During interview on
6/8/26 at 6:54 p.m., the director of nursing (DON) stated she did not know how R1 exited the building
as R1 resided on a secured unit with a door alarm, and the door would beep if it was pushed to exit
the unit without the use of the code. The DON stated multiple facility exit doors were equipped with a
wander guard system, and the exit door would have sounded an alarm, and locked, if R1 had a wander
guard on. The DON stated facility staff completed an audit on residents in the secured memory care
units and reviewed elopement assessments and care plans. The DON stated the facility had changed
the secured unit door code multiple times since R1's elopement and changed the code whenever it
became known to family members or visitors.During interview on 6/9/26 at 12:51 p.m., NA-C stated
R1 was often more aggressive in the evening and appeared as his normal self on 6/1/26. NA-C stated
they heard the code pink (term used to signify a missing resident) on 6/1/26 and helped search for
R1. NA-C stated she did not know when or how R1 got off the secured unit, but there was a resident
couple (spouses) who were going on and off the unit often and thought R1 could have gotten out with
(continued on next page)
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them or someone else. NA-C stated the facility fixed that issue by moving the two family members to
the LTC area of the facility. NA-C stated R1 was returned to the unit around 9:00 p.m. or 9:15 p.m.
NA-C stated she asked R1 where he was going after he returned to the unit, and R1 stated he was
going to see his grandparents. NA-C stated R1 was not safe to be off the secured unit by himself
because R1 had a memory diagnosis. NA-C stated the facility changed the code to exit the secured
unit and were not allowed to tell family or visitors the code.During an interview on 6/9/26 at 1:10
p.m., LPN-A stated R1had a longstanding history of wandering and exit-seeking behaviors, which
were exhibited on 6/1/26, and thus R1 required close monitoring, including observation by a nursing
assistant, and staff awareness to prevent him from leaving the unit. LPN-A last saw R1 in the dining
area around 8:00 p.m. and, after returning from break at approximately 8:30 p.m., LPN-A heard
someone call a Code Pink. LPN-A responded to the code and learned staff received a report of a
resident down the street. LPN-A stated staff were looking for a different resident when he was told
the resident missing was R1. R1 was located by other staff and returned to the unit. LPN-A completed
an assessment with no injuries or concerns noted, notified the administrator, initiated staff
interviews, and implemented 15-minute checks for R1. LPN-A stated R1 was not safe to be outside
the facility independently because R1 could not make appropriate decisions. During follow-up
interview on 6/9/26 at 3:10 p.m., the DON stated the administrator received a phone call first about
R1's elopement, and she received a call on 6/1/26 around 9:20 p.m. to 9:30 p.m. after R1 was found. In
response, R1 was placed on 15-minute checks. This changed to 30-minute checks after the
interdisciplinary (IDT) team review determined R1's behaviors and exit-seeking had decreased. The
DON stated R1's behaviors and exit-seeking on 6/1/26 were not a change of condition. Additionally,
facility staff and providers reviewed R1's medications. The DON stated the IDT team should have
discussed wander guard use for R1 prior to his elopement, based on her expectation the IDT reviewed
residents progress notes, such as R1's, and discussed any exit-seeking behaviors for any potential
care plan adjustments. During interview on 6/9/26 at 3:45 p.m., the administrator stated they
completed Code Pink drills since 6/1/26 and maintenance checked on doors and the wander guard
system.During interview on 6/9/26 at 5:11 p.m., RN-B stated she was told to search the unit to make
sure the residents on her unit were present and called other units to check for their residents. RN-B
stated she and another staff member went looking for a missing resident in a car and headed North of
the facility when they saw RN-A and another staff member with R1. RN-B stated R1 was found by
himself and did not present with any behaviors.During interview on 6/9/26 at 5:20 p.m., RN-A stated
they got a call from another unit that a stranger called the facility to report a male resident was on
the street. RN-A stated they thought the resident on the street was one of her residents, because
there was a resident she did not see on her secured unit or in the facility parking lot when she looked
for him. RN-A told another staff member to call a Code Pink, and RN-A got into her car with another
staff member to drive around the facility and look for the missing resident. RN-A stated she was on
[NAME] Street, approximately half a mile away from the facility, when she saw a male in a
wheelchair who was alone and on the side of the street. RN-A stated R1 was not the resident she was
looking for but recognized him as a resident of the facility. RN-A stated R1 wore shoes, pants, and a
shirt. R1 was calm and stated he was going to his grandma's house. RN-A stated the weather was
sunny. RN-A and the other staff member who was with her were able to get R1 into the car and return
him to his secured unit. RN-A stated the resident she initially was looking for from the secured unit
was found in the unit dining area behind a door where she had not looked.During interview on 6/10/26
at 10:53 a.m., nurse practitioner (NP)-A stated the triage line was called on 6/1/26 about R1 leaving
the building unattended, and the facility followed up with her on 6/2/26. NP-A stated R1 was not safe
to be in the community by himself and was at risk for anything when outside the building by himself.
NP-A stated she would have wanted to be contacted if exit-seeking was an on-going issue after a few
resident redirections. NP-A stated she knew R1 was restless at night but not specifically
exit-seeking.During interview on 6/10/26 at 1:08 p.m., the medical director stated R1's mood changed
(continued on next page)
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quickly, and a wander guard may have reduced the likelihood of R1's elopement. The medical director
stated R1 had poor insight and was at risk for crossing roads, getting hit, hypoglycemia, and
dehydration depending on weather and how long R1 was out of the facility.During follow-up interview
on 6/10/26 at 4:10 p.m., RN-B verified she saw R1 with RN-A and another staff member on the left
side of a residential street near a highway route/collector road approximately 0.6 miles from the
facility, or about a 12-minute walk. RN-B stated she saw approximately two cars pass them while
searching, finding, and returning R1 to the facility.During interview on 6/10/26 at 5:18 p.m., RN-C
stated they received a call on 6/1/26 at 8:48 p.m. from a good Samaritan who stated they observed a
resident rolling himself in a wheelchair heading North from the facility. RN-C stated she did not know
who the caller was and knew the caller was driving. RN-C stated she told the nursing assistants to
check the residents on her unit to ensure they were all in the facility. RN-C stated RN-B returned from
break, and RN-C told RN-B to call the memory care units to tell staff there to check on their residents.
RN-C stated RN-A and another staff member came to her and asked her about the phone call before
they exited the building. A different staff member called a Code Pink approximately five to ten
minutes after the phone call from the good Samaritan when staff realized a resident was missing from
the facility. RN-C stated she got in her car and headed North from the facility, then saw RN-A and the
other staff member had already located R1 and were returning him to the facility. RN-C stated the
weather was warm and sunny but getting darker, and the time was approximately 9:30 p.m. when
RN-C returned to the facility. RN-C stated the street she drove on was normally a busy street but was
not at that time and about three cars passed by her while driving. The facility Elopement Policy dated
11/2025, directed staff to assure residents were assessed on an ongoing basis and had appropriate
safety precautions in place quarterly, annually, and as needed due to significant changes.The
past-noncompliance immediate jeopardy began on 6/1/26 and was removed on 6/2/26, when the
facility implemented a systemic plan to ensure all residents were safe. The following actions were
implemented prior to survey:- Immediately implemented 15-minute checks for R1.-Placed a wander
guard on R1 and updated the care plan.-Changed the door code to exit the unit with focus on only staff
having the code.-Moved another resident's family member outside the secured unit to decrease
visitation and risks associated with unit residents eloping.-Reviewed all like-residents who reside on
secured units, and implemented wander guards where appropriate, in addition to updating care
plan.-Educated staff on door code and escalation of interventions, such as a wander guards, for
residents identified to have exit-seeking behaviors.-Conducted elopement drills.
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