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Office of Health Facility Complaints Investigative Report

PUBLIC
Facility Name: Report Number: Date of Visit:
Good Sam Society Special Care Comm. H5279087 December 1, 2015
Facility Address: Time of Visit: Date Concluded:
3815 West Broadway 9:15a.m.-5:15 p.m. September 27, 2016
Facility City: Investigator's Name and Title:
Robbinsdale William Nelson, RN
State: 2IP: County:
Minnesota 55422 Hennepin
B Nursing Home
Allegation(s): - 0w )

Itis élleged that a resident was neglected when s/he had a fall in his/her bathroom and was not found by
facility staff until approximately seven hours later. In addition, facility failed to follow leave of absence
procedure and protocols.

(X} Federal Regulations for Long Term Care Facilities (42 CFR Part 483, subpart B)
[x] State Licensing Rules for Nursing Homes (MN Rules Chapter 4658)

[x] State Statutes for Vulnerable Adults Act (MN Statutes, section 626.557)

[xi State Statutes Chapters 144 and 144A

Conctusion: - sy )
Based on a preponderance of evidence, neglect is substantiated. The facility failed to provide necessary
supervision to the resident, resulting in failing to detect that the resident had fallen.

The resident required assistance of one to complete all activities of daily living (ADL). The resident's care
plan interventions included taking the resident to the bathroom every two hours. During the evening shift,
the resident had medications scheduled at 5:00 p.m. and 8:00 p.m. The resident's family visited frequently
and would take the resident for walks outside or to play pool on the first floor of the facility. The family also
took the resident out of the facility routinely for various activities.

The day of the fall, a family member visited the resident in the morning. The visitor and resident went
outside for a walk and then returned to the unit. When the evening shift arrived, staff did not see the
resident. The staff did not search for the resident at that time. The staff checked the medications scheduled
for 5:00 p.m. and 8:00 p.m. and reported that the medications were out of the medication card. This
reinforced the staff's belief that the resident had gone out on a pass. The staff called the resident's family
member at 9:00 p.m. to question when they were returning. The family member stated that the resident
did not go home on a pass. The staff then went into the resident's room and discovered the resident on the
floor. The resident did not know when the resident fell or how long the resident had been on the floor.
There were no injuries identified. The resident required hospitalization several days later due to
Rhabdomyolysis (results from the death of muscle fibers and release of their contents into the
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bloodstream). The resident later returned to the facility.

Interviews indicated the staff member assigned to the resident was not aware at the beginning of the shift
that the staff member was assigned to the resident; the staff member was informed approximately 45
minutes into the shift. The facility did not enforce their policy on signing residents in and out, and so staff
helieved the resident was out of the facility even though the resident was not signed out.

Minnesota Vulnerable Adults Act (Minnesota Statutes, section 626.557)

Under the Minnesota Vulnerable Adults Act (Minnesota Statutes, section 626.557):

] Abuse Neglect [] Financial Exploitation
X Substantiated (] Not Substantiated [ Inconclusive based on the following information:

Mitigating Factors:
The "mitigating factors” in Minnesota Statutes, section 626.557, subdivision 9¢ (c) were considered and it was

determined that the [] Individual(s) and/or Facility is responsible for the
1 Abuse X Neglect [T Financial Exploitation. This determination was based on the following:

The facility failed to ensure a staff member was assigned to the resident and had not enforced their policy
on signing residents in and out.

The responsible party will be notified of their right to appeal the maltreatment finding. If the maltreatment is
substantiated against an identified employee, this report will be submitted to the nurse aide registry for
possible inclusion of the finding on the abuse registry and/or to the Minnesota Department of Human Services
for possible disqualification in accordance with the provisions of the background study requirements under
Minnesota 245C.

Compliance:

Federal Regulations for Long Term Care Facilities {42 CFR, Part 483, subpart B) - Compliance Met
The facility was found to be in compliance with Federal Regulations for Long Term Care Facilities (42 CFR,
Part 483, subpart B). No deficiencies were issued.

State Licensing Rules for Nursing Homes {MN Rules Chapter 4658) ~ Compliance Met
The facility was found to be in compliance with State Licensing Rules for Nursing Homes (MN Rules Chapter
4658). No state orders were issued.

State Statutes for Vulnerable Adults Act (MN Statutes, section 626.557) — Compliance Met
The facility was found to be in compliance with State Statutes for Vulnerable Adults Act (MN Statutes,
section 626.557. No state licensing orders were issued.

State Statutes Chapters 144 & 144A — Compliance Met
The facility was found to be in compliance with State Statutes for Chapters 144 & 144A. No state licensing
orders were issued.
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Compliance Notes:

[Eéi:il‘ify“}‘ Corrective Action: .
The facility took the following corrective action(s):

Modified the shift change procedure now requiring the staff to go into each assigned resident's rooms and
establish the resident's location. Modified the signing out procedure to assure all residents are signed out
when leaving the unit. Corrective action completed on the two staff involved in this error. Updated the
resident’s service plan to include “Monitor every hour for specific whereabouts and activity."

{Definitions: e

Minnesota Statutes, section 626.5572, subdivision 17 - Neglect

"Neglect” means:

(a) The failure or omission by a caregiver to supply a vulnerable adult with care or services, including
but not limited to, food, clothing, shelter, health care, or supervision which is:

{1} reasonable and necessary to obtain or maintain the vulnerable adult's physical or mental health
or safety, considering the physical and mental capacity or dysfunction of the vulnerable adult; and

(2) which is not the result of an accident or therapeutic conduct.

(b) The absence or likelihood of absence of care or services, including but not limited to, food,
clothing, sheiter, health care, or supervision necessary to maintain the physical and mental health of the
vuinerable adult which a reasonable person would deem essential to obtain or maintain the vulnerable

adult's health, safety, or comfort considering the physical or mental capacity or dysfunction of the
vulnerable adult.

Minnesota Statutes, section 626.5372, subdivision 19 - Substantiated

“Substantiated" means a preponderance of the evidence shows that an act that meets the definition of
maltreatment occurred.

ﬁﬁé’iIhve&ﬁg_atiOn included 'iﬁé;own. v g L L i
Document Review: The following records were reviewed during the investigation:
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Medical Records

Care Guide

Medication Administration Records
Nurses Notes

Care Plan Records

Social Service Notes

X X XX E XX

Facility Incident Reports

[Othér pertinent medical records .
Hospital Records

[Additionial facility records: ¢ :
Resident/Family Counci! Minutes
Staff Time Sheets, Schedules, etc.

Facility Internal Investigation Reports
Personnel Records/Background Check, etc.

B & X & E

Facility Policies and Procedures

Number of additional resident(s) reviewed: Three

Were residents selected based on the allegation(s)? (8 Yes ONo QON/A

Specify:

Were resident(s} identified in the allegation(s) present in the facility at the time of the investigation?
@® Yes ONo (ON/A

Specify:

Interviews: The following interviews were conducted during the investigation:

TR s e

Interview with complainant(s) O Yes (O No (® N/A

Specify:
If unable to contact complainant, attempts were made on:
Date: Time: Date: Time: Date: Time:

Interview with family: (@ Yes O No  (ON/A  Specify:
Did you interview the resident(s} identified in allegation:

@® Yes ONo (O N/A Specify:

Did you interview additional residents? (@) Yes O No
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Total number of resident interviews Three
Interview with staff: @ Yes (O No (O N/A Specify:

(Tennessen Warnings . _
Tennessen Warning given as required: (@ Yes O No

)

Total number of staff interviews: Six
Physician Interviewed: () Yes ® No
Nurse Practitioner Interviewed: () Yes ® No

Physician Assistant Interviewed: () Yes ® No
Interview with Alleged Perpetrator(s): () Yes ONo (@ N/A Specify:
Attermnpts to contact:

Date: Time: Date: Time: Date: Time:

If unable to contact was subpoena issued: (O Yes, date subpoena was issued O No
Were contacts made with any of the following:

0 Emergency Personnel [ Police Officers [0 Medical Examiner [7] Other: Specify

[Obsérvations were conducted r
Cleanliness

Dignity/Privacy Issues
Safety Issues

Facility Tour

Other: Resident monitoring

X X X X &=

Was any involved equipment inspected: (O Yes ONo @® N/A
Was equipment being operated in safe manner: () Yes O No @ N/A
Were photographs taken: () Yes ® No  Specify:

cc:
Health Regulation Division - Licensing & Certification
The Office of Ombudsman for Long-Term Care

Robbinsdale Police Department

Hennepin County Attorney
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Robbinsdale City Attorney
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PRINTED: 04/01/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
245279 B. WING 12/15/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3815 WEST BROADWAY
GOOD SAMARITAN SOCIETY - SPECIALTY CARE COMMUNITY ROBBINSDALE, MN 55422
X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000
An abbreviated standard survey was conducted
to investigate case #H5279087. Good Sam
Society Speicalty Care Community is in
compliance with 42 CFR Part 483, subpart B,
requirements for Long Term Care Facilities. The
facility is enrolled in ePOC and therefore a
signature is not required at the bottom of the first
page of the CMS-2567 form. Although no plan of
correction is required, it is required that you
acknowledge receipt of the electronic documents.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XB) 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 avaitable fo the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation,

FORM CMS-2567{02-89) Previous Versions Obsolete Event ID:09PT11 Facility 10 00890 If continuation sheet Page 1 of 1




PRINTED: 04/01/2016
FORM APPROVED

Minnescta Department of Health

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED

C
00890 B. WING 12/15/2015

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

3815 WEST BROADWAY
ROBBINSDALE, MN 55422

X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PAECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

GOOD SAMARITAN SOCIETY - SPECIALTY CA

2 000y |nitial Comments 2 000
et AT TENT QN
NH LICENSING CORRECTION QORDER .

In accordance with Minnesota Statute, section
144A.10, this correction order has been issuad
pursuant to a survey. If, upon reinspection, it is
found that the deficiency or deficiencies cited
herein are not corrected, a fine for each violation
not corrected shall be assessed in accordance
with a schedule of fines promulgated by rule of
the Minnesota Department of Health.

Determination of whether a violation has been
corrected requires compliance with all
requirements of the rule provided at the tag
number and MN Rule number indicated below.
When a rule contains several items, failure to
comply with any of the items will be considered
tack of compliance. Lack of compliance upon
re-inspection with any item of multi-part rule will
result in the assessment of a fine even if the item
that was violated during the initial inspection was
corrected.

You may request a hearing on any assessments
that may result from non-compliance with these
orders provided that a written request is made to
the Department within 15 days of receipt of a
notice of assessment for non-compliance.

INITIAL COMMENTS:

A complaint investigation was conducted to
investigate complaint #H5273087. No correction
orders are issued. The facility is enrolled in ePOC
and therefore a signature is not required at the
bottom of the first page of the CMS-2567 form.
Although no plan of correction is required, it is
required that you acknowledge receipt of the

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THLE (X6} DATE

STATE FORM 6898 09PTH If continuation sheet 1 of 2
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FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES ™1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
C
00890 B. WING 12/15/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3815 WEST BROADWAY
GOQD SAMARITAN IETY - SPECIALTY CA
00D S Soc ROBBINSDALE, MN 55422
X4} ID SUMMARY STATEMENT OF DEFIGIENGCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDRED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
2000 Continued From page 1 2000
electronic documents,
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