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 0 000 Initial Comments  0 000

******ATTENTION****** 

ASSISTED LIVING PROVIDER CORRECTION 
ORDER

In accordance with Minnesota Statutes, section 
144G.08 to 144G.95, these correction orders are 
issued pursuant to a complaint investigation.

Determination of whether a violation is corrected 
requires compliance with all requirements 
provided at the statute number indicated below. 
When a Minnesota Statute contains several 
items, failure to comply with any of the items will 
be considered lack of compliance. 

INITIAL COMMENTS:

#HL215748964C/#HL215741480M

On January 17, 2024, the Minnesota Department 
of Health conducted a complaint investigation at 
the above provider, and the following correction 
orders are issued. At the time of the complaint 
investigation, there were 174 residents receiving 
services under the provider's Assisted Living with 
Dementia Care license.

The following correction order is issued/orders 
are issued for 
#HL215748964C/#HL215741480M, tag 
identification 2310.

 

 02310
SS=G

144G.91 Subd. 4 (a) Appropriate care and 
services

(a) Residents have the right to care and assisted 
living services that are appropriate based on the 
resident's needs and according to an up-to-date 
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service plan subject to accepted health care 
standards.

This MN Requirement  is not met as evidenced 
by:
Based on interview, and record review, the facility 
failed to ensure the care and services were 
provided according to a suitable and up-to-date 
plan, and subject to acceptable health care and 
medical, or nursing standards, for one of one 
resident (R1) with records reviewed. The facility 
failed to develop and implement new 
interventions related to the root cause of R1's 
multiple falls. This resulted in harm for R1 when 
R1 had repeated falls and was diagnosed with a 
rib fracture. 

This practice resulted in a level three violation (a 
violation that harmed a client's health or safety, 
not including serious injury, impairment, or death, 
or a violation that has the potential to lead to 
serious injury, impairment, or death), and was 
issued at an isolated scope (when one or a 
limited number of clients are affected or one or a 
limited number of staff are involved or the 
situation has occurred only occasionally).

The findings include:

R1's diagnoses included, but were not limited to, 
dementia and osteoarthritis. 

R1's service plan dated July 11, 2023, indicated 
the resident required staff assistance with 
activities of daily living (ADL's), medication 
management, meals, required reorientation due 
to forgetfulness, and needed staff assistance with 
safety checks.

R1's 90-day assessment, dated November 15, 
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2023, indicated R1 was independent with bed 
mobility, and was able to get into and out of bed 
without assistance. The assessment indicated the 
resident was independent with toileting and could 
take himself to the restroom. Conversely, per the 
assessment, staff were instructed to provide 
standby assist during transfers due to 
unsteadiness and high risk for falls. The 
assessment indicated R1 had a balance problem 
while standing, unsteadiness, and back pain, and 
was to always use a walker, and a wheelchair for 
long distances. The assessment indicated R1 
required no special monitoring, yet staff were also 
instructed to monitor R1 for any unsafe activity 
and notify a nurse with concerns.

R1 Falls: 

Fall 1:
An incident report dated September 3, 2023, at 
7:30 p.m., indicated R1 was found by staff on his 
apartment floor. R1 stated he had fallen 
attempting to get into bed. The incident report 
indicated actions needed to be taken were 
"implementation of new intervention (new 
intervention to be put into client's service plan)." 
The incident report indicated "see assessment 
details" when prompted for the date of last 
change in condition/fall assessment by a 
registered nurse (RN). The date of the last new 
intervention implementation was August 16, 2023. 
The incident report lacked content regarding any 
new fall prevention intervention(s) that were 
provided. R1's last updated service plan was 
dated July 11, 2023. R1's last RN/fall assessment 
was dated August 16, 2023, with no concerns 
regarding transfers documented.

R1's progress note dated September 4, 2023, at 
12:19 p.m., indicated R1 fell to the floor while 
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getting into bed. R1 said his back hurt, but not 
from the fall. R1 was able to stand without any 
increase in pain. Staff took vital signs and notified 
a family member. 

Fall 2: 
An incident report dated September 18, 2023, at 
7:50 p.m., indicated R1 was found by staff on his 
apartment floor. The fall was described as 
unwitnessed and there was no statement from R1 
documented. R1 complained of pain to his left 
thumb. R1 was able to move all extremities 
without pain except his left thumb. The incident 
report indicated actions needed to be taken were 
"none." The incident report indicated "see 
assessment detail" when prompted for the date of 
last change in condition/fall assessment by a 
registered nurse (RN). When prompted to enter 
the date of the last new intervention 
implementation and description, staff 
documented "no new interventions." The incident 
report lacked content regarding any new fall 
prevention intervention(s) that were provided. 
R1's last updated service plan was dated July 11, 
2023. R1's last RN/fall assessment was dated 
August 16, 2023, with no documented concerns 
regarding transfers.

R1's progress note dated September 19, 2023, at 
10:17 a.m., indicated R1 was sent to the hospital 
for evaluation of left wrist pain, swelling, and no 
range of motion. R1's progress note dated 
September 19, 2023, at 2:00 p.m., indicated R1 
returned to the facility with diagnosis of a broken 
left arm. R1's arm was placed in a splint, and he 
was to follow up with orthopedics as soon as 
possible. 

Fall 3: 
An incident report dated September 27, 2023, at 
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2:30 p.m., indicated R1 was found by 
occupational therapy (OT) on his apartment floor. 
There was no statement from R1 indicating how 
he had fallen. The incident report indicated 
actions needed to be taken were "update to the 
fall risk assessment by an RN." The incident 
report indicated the date of last change in 
condition/fall assessment by an RN was October 
2, 2023 (this was added to the incident report on 
October 18, 2023, at 12:58 p.m.). The date of the 
last new intervention implementation, description 
of intervention, was documented as October 2, 
2023 (this was added to the incident report on 
October 18, 2023, at 12:58 p.m.). No description 
of interventions was documented. At the time of 
this fall, the most recent RN/fall assessment was 
dated September 23, 2023. There was no RN/fall 
assessment dated October 2, 2023 in R1's 
record. The incident report lacked content 
regarding any new fall prevention intervention(s) 
that were provided. R1's last updated service plan 
was dated July 11, 2023. R1's last RN/fall 
assessment prior to the fall was dated August 16, 
2023, with no concerns regarding transfers noted.

R1's progress note dated September 27, 2023, at 
2:54 p.m., indicated R1 was found on the floor by 
OT, and the fall was unwitnessed. R1's walker 
was documented as not being close to him, and 
he had unwrapped the elastic bandage on his left 
arm. R1 said he did not hit his head and did not 
complain of pain. No injuries were noted. OT 
rewrapped R1's arm.

Fall 4: 
An incident report dated October 26, 2023, at 
6:10 a.m., indicated R1 was found by staff on the 
floor in his apartment. He was unable to tell staff 
how he had fallen. The incident report indicated 
the last change in condition/fall assessment by an 
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RN was completed on August 16, 2023. The date 
of the last new intervention implementation, and 
description of the intervention, was documented 
as August 16, 2023. There was no documentation 
of a description of new interventions 
implemented. Action needed to be taken in 
response to the fall was documented as "update 
to the fall risk assessment by an RN." R1's last 
updated service plan was dated July 11, 2023. 
R1's last RN/fall assessment was dated August 
16, 2023, with no concerns regarding transfers 
noted.

R1's progress note dated October 26, 2023, at 
6:43 a.m., indicated R1 was found on the floor 
between the dresser and his bed. R1's walker 
was not within reach. No concerns were noted.

Fall 5: 
An incident report dated November 10, 2023, at 
12:00 p.m., indicated R1 was found by staff on 
the floor in his apartment. R1 said he was walking 
and then he fell. The incident report did not 
indicate the last change in condition/fall 
assessment by an RN completed, only "see 
assessment details." The date of the last new 
intervention implementation, and description of 
the intervention was only documented as "see 
assessment details." There was no 
documentation of a description of new 
interventions implemented. Action needed to be 
taken in response to the fall was documented as 
"update to the fall risk assessment by an RN." 
R1's last updated service plan was dated July 11, 
2023. R1's last RN/fall assessment was dated 
August 16, 2023, with no concerns regarding 
transfers noted.

R1's progress note dated November 10, 2023, at 
3:06 p.m., indicated R1 was found lying on the 
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floor of his apartment. R1 said he was trying to 
walk, and he fell. No injuries were noted. 

Fall 6: 
An incident report dated November 14, 2023, at 
6:45 a.m., indicated R1 was found by staff on the 
floor in the dining room. Staff heard R1 fall but did 
not see it. The incident report did not indicate the 
last change in condition/fall assessment by an RN 
completed, only "see assessment details." The 
date of the last new intervention implementation, 
and description of the intervention was only 
documented as "see assessment details." There 
was no documentation of a description of new 
interventions implemented. Action needed to be 
taken in response to the fall was documented as 
"update to the fall risk assessment by an RN." 
R1's last updated service plan was dated July 11, 
2023. An RN/fall assessment was completed on 
November 15, 2023. R1 was upgraded to standby 
assistance as needed with transfers and 
instructed to always use a walker, and a 
wheelchair as needed.

R1's progress note dated November 14, 2023, at 
6:41 a.m., indicated R1 was walking into another 
room, pushed the door, and fell. No injuries or 
pain were noted. 

Fall 7:
An incident report dated November 17, 2023, at 
1:00 a.m., indicated R1 was found on the floor 
when staff were doing rounds. R1 was able to 
move all extremities without pain, but staff noted 
a skin tear to his left elbow. The incident report 
did not indicate the last change in condition/fall 
assessment by an RN completed, only "see 
assessment details." The date of the last new 
intervention implementation, and description of 
the intervention was only documented as not 
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applicable. There was no documentation of a 
description of new interventions implemented. 
Action needed to be taken in response to the fall, 
documented on November 28, 2023, at 9:14 
a.m., indicated "will wait until resident return from 
hospital/TCU." R1's last updated service plan was 
dated July 11, 2023. R1's last RN/fall assessment 
was dated November 15, 2023.

R1's progress note dated November 18, 2023, at 
8:08 a.m., indicating the on-call nurse received 
notice from staff on November 17, 2023, at 10:00 
p.m., that R1's ability to transfer was not as 
strong as usual. R1 was moving his upper 
extremities but transferring to his recliner was 
difficult. A progress note dated November 18, 
2023, at 9:10 a.m., indicated nurse received word 
that R1's transfers were not at baseline. A 
progress note dated November 18, 2023, at 2:40 
p.m., indicated R1 would not let the nurse 
complete range of motion to his left leg. A 
progress note dated November 18, 2023, at 7:15 
p.m., indicated R1 was sent to the hospital for 
further evaluation. A progress note dated 
November 19, 2023, at 2:54 p.m., indicated R1 
was going to have surgery to repair a left hip 
fracture.

During an interview on January 17, 2024, at 1:20 
p.m., registered nurse (RN)-A stated R1 did 
experience frequent falls, and interventions 
included R1 using a walker. The majority of R1's 
falls occurred in his apartment, so it was difficult 
to manage. On January 29, 2024, at 4:48 p.m., 
RN-A stated there were no additional RN/fall 
assessments for this timeframe, nor were there 
any changes to the service plan during this 
timeframe. The most recent individual abuse 
prevention plan (IAPP) was dated September 23, 
2023. 
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The facility's Falls Prevention and Rection policy, 
dated August 1, 2021, indicated if a resident was 
assessed as being at a high risk for falls, the 
nurse would identify any needed interventions 
and work with the client and caregivers to 
incorporate interventions into the client's 
care/service plan.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7) 
days
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