
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      

245495 06/20/2024

The Emeralds at Grand Rapids LLC 2801 South Highway 169
Grand Rapids, MN 55744

F 0684

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43083

Based on interview and document review, the facility failed to ensure physician orders to obtain a Basic 
Metabolic Panel (BMP), and Urine Analysis (UA)/Urine Culture (UC) with susceptibility and sensitivity, timely 
for 1 of 3 residents (R1) reviewed, who was diagnosed with a urinary tract infection (UTI) 

Findings include:

R1's significant change Minimal Data Set (MDS) dated [DATE], indicated R1 had diagnoses which included 
vascular dementia, anxiety and R1 had severely impaired cognition.

R1's progress note dated 6/3/24, revealed R1 was evaluated by the physician related to nursing requested 
resident to be seen regarding her agitation, behaviors, and multiple falls. Resident had fallen 7 times since 
her admission. Resident is disoriented to place and time. Physician discussed with family who stated 
resident smelt like urine and her room smelled of strong urine. Further, family reported resident frequently 
would get a urinary tract infection (UTI) and exhibited behaviors and more confusion when she had a UTI. 
New orders were as follows, Basic Metabolic Panel (BMP), and Urine Analysis (UA)/Urine Culture (UC) with 
susceptibility and sensitivity.

R1's Active Order from Aeris Medical Group dated 6/3/24, revealed R1's physician ordered a BMP, UA)/UC 
with susceptibility and sensitivity. The order was signed by the physician on 6/7/24. 

R1's After Visit Summary dated 6/8/24, revealed R1 was evaluated due to altered mental status and was 
diagnosed with acute cystitis (infection in the bladder) with hematuria. 

On 6/18/24 at 12:51 p.m., family member (FM)-B stated R1 had a history of UTIs and would often show signs 
of confusion, hallucinations, unsteady on feet, and strong-smelling odor. Further, FM-B stated R1 was sent to 
the emergency room and diagnosed with a UTI recently.

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 6/20/24 at 11:35 a.m., registered nurse (RN)-C stated R1's nurse practitioner (NP) spoke to RN-C 
regarding ordering a UA/UC and BMP labs following the NP's evaluation on 6/3/24. RN-C stated NP 
communicated the orders verbally, and RN-C confirmed she did not follow-up on them and no evidence of 
the order in R1's record. Further, RN-C stated NP wrote another order on 6/11/24, wanting the results of the 
UA/UC and the BMP. RN-C stated staff were expected to contact the NP if the staff do not receive the order. 
Further, RN-C stated R1 was diagnosed and treated for a UTI following her emergency room visit on 6/8/24, 
she was noted to have had increased behaviors and the UTI could have contributed to R1's incident of 
leaving the facility without staff's knowledge as well as the falls R1 was having.

On 6/20/24 at 2:00 p.m., director of nursing stated R1 was very incontinent and would often urinate on the 
floor in her room. DON stated she spoke with R1's NP regarding the need to rule out a UTI due to behaviors 
and I know NP was going to order a UA/UC. Further, DON confirmed she was not aware the UA/UC was not 
obtained, and a BMP lab was not completed either. DON stated the NP ordered the UA/UC and BMP on 
6/3/24, however the facility did not receive the written order until 6/8/24 and R1 had already been to the 
emergency room and was diagnosed with a UTI there after completing a UA/UC. In addition, DON stated if 
staff were aware the NP ordered a UA/UA, they would be expected to follow up on getting the order timelier. 

Review of facility policy titled Medication and Treatment Orders dated 2/24, indicated verbal orders must be 
recorded in the resident's chart by the person receiving the order and must include prescriber's last name, 
credentials, the date and the time of the order. 
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Level of Harm - Minimal harm or 
potential for actual harm

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** 43083

Based on observation, interview and document review, the facility failed to provide adequate supervision for 
1 of 3 residents (R1) reviewed, who was cognitively impaired and able to leave the building without staff's 
knowledge into the courtyard which resulted in a fall and being able to exit the secured area. In addition, the 
facility failed to implement fall interventions for 1 of 3 residents (R1), who was at high risk for falls.

Findings include:

R1's significant change Minimal Data Set (MDS) dated [DATE], indicated R1 had diagnoses which included 
vascular dementia, anxiety and R1 had severely impaired cognition. Further, MDS indicated R1 had two or 
more falls with no injury and one fall with injury. 

R1's care plan as of 6/18/24, indicated R1 had an alteration in cognition related to dementia and R1's 
daughter assists with decision making. R1 had a history of consistent wandering, pacing, agitation, 
restlessness/anxiousness, hallucinations, and history of eloping the facility. Due to these behaviors, R1 was 
at high risk for falls. Further, R1's care plan identified R1 was at risk for elopement and directed staff to offer 
resident chocolate and diet coke when agitated or anxious, monitor and document exit seeking behaviors, 
WanderGuard was in place and would be monitored for proper functioning, door alarms answered promptly, 
and R1 would be invited to activities of their choosing. 

Review of R1's Incident Review and Analysis dated 6/1/24 at 10:44 a.m., indicated R1 was found on the 
ground next to the gazebo in the locked and gates courtyard. R1 was noted to be confuses and unable to tell 
staff what she was doing. After review of the fall, the interdisciplinary team implemented staff were to offer 
and assist resident with walks in the courtyard.

Review of R1's Incident Review and Analysis dated 6/8/24 at 4:30 p.m., revealed R1 was observed by 
nursing assistant (NA) walking outside wing 3 windows. Staff members responded immediately to direct 
resident back inside. Upon investigation, R1 went into the secured courtyard, and pushed on the gate to the 
fence and was able to exit through the fence. Following the incident, the following interventions were 
implemented by the IDT: R1 was sent to the emergency department for clinical evaluation, psychiatric 
provider to evaluate R1 on 6/12/24, remain on 15- minute checks, new elopement assessment completed, 
and skin check was completed with no injuries noted. 

Review of facility's Logbook Documentation, which was to check operation of door monitors and patient 
wandering system, indicated on 5/14/24 door E9 (the door in the dining room to exit into the courtyard) 
passed the inspection, on 5/21/24 E9 door failed the inspection, on 5/30/24 and 6/3/24 E9 door was marked 
as NA (not applicable), on 6/11/24 the inspection was not completed, and on 6/17/24 E9 door was marked as 
passed the inspection. 

On 6/18/24 at 12:15 p.m., R1 was observed laying in her bed accompanied by family member (FM)-A. R1 
was noted to have one gripper sock on and the other bare foot. Further, there was a WanderGuard observed 
on her right ankle. 

(continued on next page)
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On 6/18/24 at 12:15 p.m., FM-A stated R1 had left the facility without staff's knowledge a couple times, but 
did not get far. FM-A was unsure about the details of the incidents. Further, FM-A stated R1 has had a few 
falls with no major injuries however, FM-A felt R1 had improved within the last two weeks due to new 
medication changes.

On 6/18/24 at 12:51 p.m., FM-B stated R1's cognitive impairment and behaviors were new as of most recent 
surgery when she had anesthesia. FM-B stated since admission to the facility R1 had required a 
WanderGuard due to wandering and exiting the facility. 

On 6/20/24 at 8:42 a.m., R1 was observed in the commons area by the nursing station, sitting in a stationary 
chair and appeared to be sleeping. R1 had a 4-wheeled walker next to her. 

On 6/20/24 at 8:44 a.m., NA-A stated R1 was confused and would often exhibit wandering behaviors and 
staff were to visually check on R1 every 15 minutes to ensure safety. NA-A stated she was aware R1 exited 
the facility without staff knowledge but was unsure of details of the incident. 

On 6/20/24 at 8:58 a.m., NA-B stated R1 required a lot of staff prompting to completed activities of daily 
living (ADLs) and exhibited wandering behaviors. NA-B stated staff were expected to visually check on R1 
every 15 minutes to ensure safety. NA-B stated when R1 exhibits wandering behaviors staff were directed to 
walk with her and attempt to redirect, offer to call her family, and offer different activities. NA-B stated R1 had 
wandered outside without staff and had a fall in the courtyard where another resident's family found her. 
Further, NA-B stated R1 did not obtain any injuries from the fall and had a WanderGuard on at the time of 
the incident, but NA-B stated she did not recall hearing the WanderGuard system alarming and alerting staff 
of R1's exit of the building. In addition, NA-B stated she was aware of the incident that occurred on 6/8/24, 
when R1 was able to exit the building without staff's knowledge and was able to get through the fence in the 
courtyard. 

On 6/20/24 at 9:14 a.m., NA-C stated R1 had impaired cognition and would exhibit wandering behaviors. 
NA-C stated most often when R1 was wandering she was looking for her family, and her family would often 
come to the facility which was beneficial. Further, NA-C stated R1 required a 1-1 staff often due to wandering 
behaviors to ensure R1 was safe and not getting out of the facility. NA-C stated she was working on 6/8/24, 
the day of R1's incident where she exited the building, and NA-C stated at approximately 3:30 p.m., she 
observed R1 through the window walking outside of another wing on the unit, without her walker. NA-C 
stated she notified registered nurse (RN)-A, who ran down the hallway to get R1 back into the facility. 
Further, NA-C stated once R1 was back inside the building, NA-C checked the doors on R1's unit and noted 
one of the two courtyard doors was alarming and NA-C shut it off. NA-C stated she exited through that door 
and into the secured courtyard and walked to the fence and shook the fence when NA-C noted the fence 
was loose and R1 could have got through a gap in the fence. NA-C stated R1 was assessed, and no injuries 
were noted, and R1 was sent to the emergency room for further evaluation where she was diagnosed with a 
urinary tract infection. In addition, NA-C stated there were two doors that lead to the secured courtyard, one 
of the doors WanderGuard system does not work at this time and had recently been blocked off following 
R1's incident. 

(continued on next page)
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On 6/20/24 at 9:38 p.m., RN-A stated R1 was confused and would often exit seek and wander the facility 
asking to leave. RN-A stated R1 had a WanderGuard on due to elopement risk and staff were directed to 
visually check on R1 every 15 minutes, offer snacks and beverages, listen to music, or have R1 sit close to 
the nursing medication cart if R1 was exhibiting any wandering or exit seeking behaviors. RN-A stated she 
was R1's floor nurse on 6/8/24, and R1 was sitting by RN-A medication cart when RN-A went to administer 
medications to another resident and was then notified by NA-C that R1 was outside of the facility. RN-A ran 
outside of the facility to retrieve R1 and bring her back inside, R1 was observed wearing socks on her feet 
and no walker. RN-A assessed R1 for injury and none were noted at that time, and R1 kept stating she 
wanted to go home. Further, RN-A stated there were two doors that leads to the secured courtyard, the door 
located in the dining room was known to have a broken or malfunctioning WanderGuard system on it, and 
RN-A stated that was the door R1 would always use to go out into the courtyard with family and was also the 
closed door to RN-A's medication cart and the last known location of R1 on the day of the incident. RN-A 
stated there was no WanderGuard alarm sounding at the time of the event that would have alerted staff of 
R1's exit of the facility, so RN-A determined R1 had exited through the door in the dining room and out into 
the courtyard where R1 must have climbed through a gap in the metal fence. RN-A stated since this incident, 
management had since blocked the exit from the dining room into the courtyard and residents can now only 
exit through the other door. 

On 6/20/24 at 10:30 a.m., maintenance director (MD)-A stated the WanderGuard system on the doors were 
monitored by maintenance and checked for functioning weekly. MD-A stated the door to exit into the 
courtyard in the dining room had been broken for approximately a month and a half. Further, MD-A stated 
the front door's WanderGuard alarm had failed, so MD-A swapped the front door with the door in the dining 
room because the courtyard was secured, and residents were unable to leave. MD-A reviewed 
WanderGuard functioning logs and confirmed the courtyard door in the dining room was identified as E9 on 
the logs and stated between 5/14/24 and 5/21/24 the WanderGuard alarm was switched with the front door, 
6/3/24 the E9 door had failed functioning and no alternative alarm was placed, on 6/11/24 the log and 
function check were not completed, and on 6/17/24 the E9 door was marked as pass which would be 
inaccurate as the alarm system had not been fixed at the time of the survey. MD-A stated he was aware of 
R1's exit from the building without staff's knowledge and assumed R1 had exited through the E9 door due to 
the alarm not functioning, and she got through the metal fence which had been addressed and fixed. 

On 6/20/24 at 10:53 a.m., RN-B stated if a resident was identified as an elopement risk a WanderGuard 
would be placed on the resident and if the resident were to attempt to leave or exit the facility the 
WanderGuard system would alert staff by an alarm. RN-B stated the door to the courtyard through the dining 
room had a WanderGuard system, however the alarm system had not been working for a couple weeks now 
and that exit was now blocked as of last week. Further, RN-B stated R1 was at risk for eloping and falls due 
to cognition. RN-B stated she was R1's nurse the day R1 had fallen outside by the Gazebo on 6/1/24, and 
RN-B stated she was alerted of R1's fall by another family member. RN-B stated she went out into the 
courtyard and observed R1 on the ground, she had on gripper socks and R1 did not have her walker with 
her. RN-B stated R1 had not obtained any injuries and R1 must have exited through the courtyard door in the 
dining room because there was not a WanderGuard alarm going off at the time of the fall. 

(continued on next page)
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On 6/20/24 at 11:23 a.m., RN-C stated maintenance staff were expected to monitor the exit doors for 
WanderGuard functioning and confirmed the door to the courtyard from the dining room was not functioning 
for a couple weeks now and the door was now blocked and not in use. RN-C stated R1 was confused and 
impulsive and exhibited behaviors of wandering and combativeness. RN-C stated R1 had a fall on 6/1/24, 
out in the courtyard and RN-C was unsure how R1 got out into the courtyard but believed R1 had exited 
through the dining room door into the courtyard without staff's knowledge and stated the IDT had not 
investigated the fall. 

 On 6/20/24 at 1:21 p.m., administrator stated the WanderGuard system on the courtyard door in the dining 
room was switched with the front door alarm that was broken and the IDT determined the front door was 
priority because the courtyard was secured by the fence. Administrator stated the facility was working on the 
repair of the door alarm but did not have any alternative alarm on the door until the alarm was able to get 
fixed. Administrator confirmed staff did not assess the fence to ensure the fence was secure prior to making 
the decision to leave the door without a functioning WanderGuard system. Further, administrator stated she 
completed the investigation for R1's incident that occurred on 6/8/24. Administrator stated there were no 
witnesses to R1 exiting the facility, so it was inconclusive to which door she exited from but did confirm there 
were no reports from staff of the WanderGuard system alarming at the time of the event. In addition, 
administrator stated all falls were reviewed in the IDT meeting but there was not an investigation completed 
as to how R1 was able to exit the facility on 6/1/24, without staff's knowledge, and resulted in a fall. 

On 6/20/24 at 2:00 p.m., director of nursing (DON) stated any resident was able to go out into the courtyard 
since the courtyard was secured. DON stated R1 had severe dementia and would not be appropriate to be 
out in the courtyard without staff's knowledge as R1 was at risk for falls and elopement. DON confirmed R1's 
fall on 6/1/24, was not investigated and DON was unsure how R1 was able to get out into the courtyard 
without staff's knowledge. Further, DON stated the courtyard door through the dining room was not working 
and maintenance was in the process of fixing and the door was now blocked and residents were unable to 
use at the time. 

Review of facility policy titled Elopement Policy dated 6/23, revealed a specific system had been developed 
to notify staff that an external door had been opened in an area accessible to residents. The facility would 
identify such environmental hazards such as entrances, stairwells, or exits that pose a foreseeable danger to 
residents who wander or have an exit seeking behavior. The facility would implement interventions to 
minimize these risks and hazards as appropriate. 

AND

R1's significant change Minimal Data Set (MDS) dated [DATE], indicated R1 had diagnoses which included 
vascular dementia, anxiety and R1 had severely impaired cognition. Further, MDS indicated R1 had two or 
more falls with no injury and one fall with injury. 

R1's care plan as of 6/18/24, indicated R1 was at risk for falls related to diagnosis of vascular dementia with 
other behavioral disturbance and heart failure. R1's care plan directed staff to encourage resident to wear 
skid free footwear, utilize a 2-wheeled walker for ambulation, and non-skid strips to floor in bathroom. 

(continued on next page)
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On 6/18/24 at 11:45 a.m., R1 was observed sitting at a table in the dining room in a standard chair 
accompanied by FM-A, who was seated on R1's 4-wheeled walker. R1 was observed to independently stand 
up from the chair and was wearing one gripper sock and the other was barefoot. Social Services (SS)-A 
assisted R1 to ensure she was able to ambulate away from the table and chair without losing balance, and 
R1 walked out of the dining room with FM-A utilizing the 4-wheeled walker and only one gripper sock on. 

On 6/18/24 at 8:44 a.m., NA-A stated R1 was at risk for falls and had fallen many times since admitting to the 
facility, and staff were direct to ensure R1 had gripper socks or shoes on since she was unsteady while 
ambulating, remind R1 to use one of her walkers, either the 2-wheeled or 4-wheeled walker, with assistance 
while ambulating.

On 6/20/24 at 8:58 a.m., NA-B stated R1 required a lot of staff prompting to completed activities of daily 
living (ADLs) and required a 4-wheeled walker for ambulation. Further, NA-B stated R1 was at risk for falls 
and staff were directed to ensure R1 always had gripper socks on, which R1 was compliant with and would 
not remove them, and visually check on R1 every 15 minutes to ensure safety. 

On 6/20/24 at 9:38 a.m., RN-A stated R1 required the use of a 4-wheeled walker to ambulate and would 
often forget to grab her walker and forgets to apply the brakes on the walker prior to sitting on the seat. RN-A 
stated she was a high fall risk and staff were directed to visually check on R1 every 15 minutes, ensure she 
had on non-slip footwear, cues to utilize her walker, low bed and reminders to use call light for assistance. 

On 6/20/24 at 11:04 a.m., R1 was observed at the nursing station sitting on the seat of her 4-wheeled walker, 
brakes locked, and wearing gray slipper socks. Further, there was not non-skid strips on R1's bathroom floor.

On 6/20/24 at 11:23 a.m., RN-C stated R1 was at risk for falls and staff were expected to utilize the 
2-wheeled walker or the 4-wheeled walker, had a psychiatric referral with some medication changes, ensure 
the proper footwear, offer walks in the courtyard, and assisting R1 was tasks. RN-C stated following a fall in 
R1's bathroom, non-skin strips was the intervention determined by the interdisciplinary team (IDT) but did not 
get implemented.

On 6/20/24 at 2:00 p.m., DON stated following a fall, the IDT would meet to discuss the root cause of the fall 
and determine an appropriate intervention to prevent future falls. Further, the DON stated the intervention 
would be implemented following the IDT meeting and the managers on the unit would be expected to follow 
up the next day to determine if the intervention was effective. 

Review of facility policy titled Fall Prevention and Management dated 2/24, indicated staff would monitor and 
document the resident's response to and the effectiveness of interventions put in place to prevent further 
falls for 72 hours post fall. Further, if the resident continued to fall, staff would re-evaluate the situation and 
whether it was appropriate to continue or change the current interventions. 
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