
STATE LICENSING COMPLIANCE REPORT
Report #: HL273982187C Date Concluded: September 12, 2023

Name, Address, and County of Facility
Investigated:
Ecumen Seasons at Maplewood
1670 Legacy Parkway East
Maplewood, MN 55109
Ramsey County

Facility Type: Assisted Living Facility with
Dementia Care (ALFDC)

Evaluator’s Name: Lori Pokela, R.N.
Special Investigator

The Minnesota Department of Health conducted a complaint investigation to determine
compliance with state laws and rules governing the provision of care under Minnesota Statutes,
Chapter 144G. The purpose of this complaint investigation was to review if facility policies and
practices comply with applicable laws and rules. No maltreatment under Minnesota Statutes,
Chapter 626 was alleged.

To view a copy of the correction orders, if any, please visit:
https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html, or call
651-201-4201 to be provided a copy via mail or email. If you are viewing this report on the
MDH website, please see the attached state form.
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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:

#HL273985052C/# HL273983082M
#HL273982187C

On June 1, 2023, 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 61 residents receiving
services under the provider's Assisted
Living/Assisted Living with Dementia Care
license.

The following correction order is issued/orders
are issued for #HL273985052C/#H273983082M ,
tag identification: 2310.

02310 144G.91 Subd. 4 (a) Appropriate care and
SS=G services

02310

(a) Residents have the right to care and assisted
living services that are appropriate based on the
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02310 Continued From page 1

resident's needs and according to an up-to-date
service plan subject to accepted health care
standards.

02310

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee 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 nine residents (R1) reviewed for falls. The
licensee failed to ensure injuries were monitored
and/or resolved and failed to develop and
implement new interventions related to the root
cause of the falls.

This practice resulted in a level three violation (a
violation that harmed a resident'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 residents 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,
Alzheimer's disease, Osteoarthritis and
Osteopenia.

R1's service plan dated July 29, 2021, indicated
the resident required staff assistance with
activities of daily living (ADL's), had cognitive
impairments, needed staff assistance with safety
checks, to be wearing a call pendent at all times,
staff reminders to use the walker and was in high
fall risk.

Minnesota Department of Health
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02310 Continued From page 2 02310

R1's progress notes dated October 23, 2021,
indicated the resident utilized a motion sensor on
her bed. Documentation that a motion sensor
was being monitored was not provided.

R1's progress notes, dated January 18, 2022, at
11:30 a.m., indicated R1 had a change in
condition and would be using a Broda Char for all
mobility.

R1's 90-day assessment, dated July 28, 2022,
indicated the resident was receiving the
licensee's organizational hospice services
services, had multiple falls within two weeks of
the assessment being completed, needed staff
assistance of one person for all transfers, used a
Broda Chair for mobility and a floor mat by the
bed. The assessment also indicated R1 was on a
behavior management plan and safety checks,
every two hours and up to twelve times per day.
The assessment further indicated R1 recieved
staff assistance with medication administration
which included medication for pain and
behaviors.

R1 Falls:

Fall 1:
An incident report dated July 25, 2022, at 5:30
a.m., indicated R1 obtained two skin tears from
an unwitnessed fall after self-transferring. The
root cause analysis (RCA) included: history of
falls, vision/hearing deficits, impaired safety
judgement and weakness. Current Interventions:
R1's hospice case management to visit and
evaluate R1, staff will assist with transfers and
ADLs, locomotion and assistive devices. The
incident report lacked content regarding any new
fall prevention intervention(s) were provided.

Minnesota Department of Health
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02310 Continued From page 3 02310

R1's progress notes dated July 25, 2022, at 6:48
a.m., signed by R1's hospice triage registered
nurse (RN)-P, to instruct facility staff to monitor
R1 for changes or concerns after the fall and call
back for questions or any changes regarding R1's
fall.

R1's progress notes dated July 25, 2022, at 5:22
p.m., signed by licensed practical nurse (LPN)-E,
indicated R1's hospice orders for treatment to
right forearm skin tear to be completed twice per
week.

No documentation was provided regarding R1's
hospice order for skin tear monitoring, treatment
or resolve date, in R1's medication
administration records (MAR) , treatment
administration records (TAR) or other medical
records documents.

Fall 2:
An incident report dated July 27, 2022, at 3:30
a.m., indicated R1 was found agitated on the floor
in her bathroom. The incident report indicated R1
did not sustain injuries. The incident report lacked
content of a root cause analysis (RCA) or that any
new fall prevention intervention(s) were provided.

Fall 3:
An incident report dated July 28, 2022, at 11:50
a.m., indicated R1 was found on the floor without
injury in her bedroom, lying on her back. The root
cause analysis (RCA) included: history of falls,
vision/hearing deficits, impaired safety judgement
and was resistive to cares. Interventions
included: R1's service plan and nursing
assessment were updated. Other current

Minnesota Department of Health
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02310 Continued From page 4

interventions documented included: equipment
would be checked for wear and tear, staffing
patterns were reviewed and care would be
coordinated with the hospice services. The
incident report lacked content regarding any new
fall prevention intervention(s) were provided.

02310

R1's progress notes dated July 28, 2022, at 9:35
a.m., signed by LPN-E, indicated the nurse would
call R1's hospice service to discuss frequent
unwitnessed falls and inquire regarding R1's
safety. R1's medical records lacked content that a
follow-up discussion was conducted with R1's
hospice personnel.

R1's progress notes dated July 29, 2022, at 3:52
p.m., included late entry documentation signed by
RN-P regarding R1's fall on 7/28/22 , instructed
facility staff to monitor R1 for changes or
concerns after the fall and call back for questions
or any changes.

R1's progress notes dated July 29, 2022, at 2:04
p.m., signed by LPN-E , indicated R1 had a
physician visit with no new orders.

R1's progress notes dated July 31, 2022 at 8:38
a.m. and 8:39 a.m. signed by unlicensed
personnel, (ULP)-R, indicated R1's medication for
restlessness had been changed.

Fall 4:
An incident report dated August 6, 2022, at 4:05
a.m., indicated R1 was found on the floor, lying
on her side, with her head under the bed. The
incident report lacked content of a root cause
analysis (RCA) or that any new fall prevention
intervention(s) were provided.

Minnesota Department of Health
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R1's progress notes dated August 6, 2022, at
4:14 a.m., signed by RN-P, instructed facility staff
to monitor R1 for changes or concerns after the
fall and call back for questions or any changes
after R1's fall. No further information was
provided.

02310

Fall 5:
An incident report dated August 7, 2022, at 7:15
p.m., indicated R1 had been in the Broda Chair
when the fall had occurred. The incident report
indicated R1 obtained bruises and a bump above
her left eyebrow. The RCA included: R1 had
impaired cognition, confusion and agitation.
Interventions included: continue to adjust
medications, looking at quiet versus busy
environments, staff education and use Broda
Chair at night. The incident report lacked content
regarding any new fall prevention intervention(s)
were provided. The resident's medical records
lacked content that indicated a quiet versus busy
environment had been discussed.

R1's progress notes dated August 7, 2022, at
7:31 p.m., signed by R1's hospice triage
registered nurse (RN)-Q, indicated hospice staff
instructed facility staff to administer an as needed
(PRN) medication and place an ice pack to R1's
left eyebrow, monitor R1 and update hospice as
needed regarding R1's fall.

There was no documentation of R1's hospice
order for left eyebrow monitoring, treatment, or
resolved date, in R1's MAR, TAR ,or other
medical records.

R1's progress notes dated August 8, 2022, at
1:24 p.m., signed by LPN-E indicated R1's
behavior medication orders were changed.

Minnesota Department of Health
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R1's progress notes dated August 8, 2022, at
4:03 p.m., by R1's former hospice registered
nurse case manager (RN)-G, indicated R1's
hospice nurse visited and observed R1 yelling
out, fidgeting, and attempting to get out of her
chair. The progress note indicated the resident's
family had concerns regarding R1's behavior
medication and the hospice nurse changed R1's
behavior medications. The progress note also
indicated the hospice nurse instructed staff to
continue to monitor R1 for agitation, restlessness,
falls, and continue comfort focus cares.

Fall 6:
An incident report dated August 10, 2022, at 1:00
a.m., indicated R1 was found on the floor of her
bedroom, and obtained a left hip fracture. The
RCA included: history of falls, vision/hearing
deficits, impaired safety judgement, impaired
mental status, gait disorder and weakness.
Interventions: Service plan updated,
documentation in nurse progress notes,
medication review. Current interventions listed
included: the use of Broda Chair added, staffing
patterns reviewed, staff education, safe care plan
in place and resident receiving hospice services.
The incident report lacked content regarding any
new fall prevention intervention(s) were provided.
An updated service plan was not provided.

R1's progress notes dated August 10, 2022, at
12:56 a.m., signed by RN-P, indicated R1 was
found on the floor next to her bed, R1 had
complaints of leg pain and had no injuries. RN-P
instructed staff to get R1 off of the floor with two
staff check vital signs then call back to update.

R1's progress notes dated August 10, 2022, at
Minnesota Department of Health
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1:10 p.m., signed by RN-P, indicated unlicensed
personnel, (ULP)- H, called RN-P back and
asked if R1 could get up off of the floor with a
mechanical lift and stated R1 was agitated and
yelling about pain in her left leg. ULP-H was not
able to get vital signs due to R1's to agitation.
This same document indicated RN-P could hear
R1 yelling: "ow, ow and ahhh" and instructed
ULP-G to give R1's PRN pain and behavior
medications. This same document also indicated
RN-P instructed ULP-H to call back in one hour if
no relief or decrease in symptoms, to monitor for
changes, concerns and call back twenty-four
hours per day for questions or changes.

02310

R1's progress notes dated August 10, 2022, at
2:20 p.m. signed by RN-P, indicated R1's family
member was with R1 and had requested an
immediate visit from R1's hospice nurse due to
severe pain in R1's left leg. The progress notes
indicated RN-P called RN-G to request to visit
R1, RN-G would be at the facility in an hour.

R1's progress notes dated August 10, 2022, at
3:54 a.m. signed by RN-P indicated RN-G had
R1's new medication orders for post-fall pain and
behaviors entered with no other changes.

R1's hospice progress notes dated August 10,
2022, at 10:36 a.m., signed by R1's hospice
registered nurse, (RN)-S, indicated R1 was
having pain and had bruising to her left eye in
various stages of healing. The progress notes
indicated R1 had an x-ray completed on her left
hip and RN-S instructed staff R1 was to be
placed on bedrest, to be turned and repositioned
every two hours.

There was no documentation on R1's MAR, TAR
or other medical records was provided regarding

Minnesota Department of Health
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monitoring, treatment or resolved dates of R1's
left eye bruises.

02310

R1's progress notes dated August 10, 2022, at
11:15 a.m., signed by RN-G, indicated R1 to
continue to be restless, agitated and yelling "ow."
The progress notes indicated RN-G was not able
to obtain vital signs and RN-G could barely touch
R1's left leg. The progress notes indicated staff to
continue to monitor pain, restlessness and
agitation.

On July 14, 2023, at 10:33 a.m., R1's family
member (FM)-N provided a photo that indicated
R1 had a bruise encircled around her left eye.
The photo had a handwritten date and note of:
(August 10, 2022, the afternoon of the fall.)

During an interview, dated July 7, 2023, at 1:35
p.m., RN-G stated: "The facility works towards fall
prevention intervention."

During an interview, dated July 12, 2023, at
2:59pm, FM-N stated R1 had a camera installed
in R1's room. FM-N confirmed R1 had multiple
falls and stated licensee staff would place her in
the "Great Room" with the Broda Chair reclined
back to be able to better monitor her but stated
that staff were not always able to monitor. FM-N
confirmed R1 had used a motion detection device
while in her room, but FM-N stated staff ignored
when the alarm went off.

During an interview, dated July 26, 2023, at 1:33
p.m., RN-K stated in regard to a resident's
equipment, safety, wear and tear: "Staff typically
looked at resident's equipment for those items on
the resident's shower day."

Minnesota Department of Health
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During an interview, dated July 31, 2023, at 9:33
a.m., hospice registered nurse (RN)-L stated the
licensee was responsible for the development of
post-fall prevention interventions due to the
licensee providing the primary care to the
resident. RN-L also stated the organization's
hospice does recommend post-fall prevention
interventions in collaboration with the licensee,
however, it is the licensee's responsibility to
update the interventions on the resident's plan of
care.

02310

The undated Hospice Care for Nursing Facility
Residents-Hospice Plan of Care policy indicated
a written plan of care is established and
maintained for each hospice resident who resides
in a licensee and is developed and coordinated
with hospice, the resident's physician and
licensee personnel. (1) The hospice registered
nurse assigned to the licensee is responsible for
coordinating and implementing the resident's plan
of care in collaboration with representatives from
the licensee.

The licensee's Falls and Fall Risk Managing
Policy dated March 2018 included:
(1) The staff, with the input of the attending
physician, will implement a resident-centered fall
prevention plan to reduce the specific risk
factor(s) of falls for each resident at risk or with a
history of falls.

The licensee's undated Monitoring Subsequent
Falls and Fall Risk:
(3) If the resident continues to fall, staff will
re-evaluate the situation and whether it is
appropriate to continue or change current
interventions. As needed, the attending physician
will help the staff reconsider possible causes that
may not previously have been identified.
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No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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