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Finding: Not Substantiated

Nature of Investigation:

The Minnesota Department of Health investigated an allegation of maltreatment, in accordance
with the Minnesota Reporting of Maltreatment of Vulnerable Adults Act, Minn. Stat. 626.557,
and to evaluate compliance with applicable licensing standards for the provider type.

Initial Investigation Allegation(s):
The facility neglected the resident when he had falls that resulted in a right hip fracture.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was not substantiated. The falls were
not foreseeable events. The facility staff were following the resident’s plan of care at the time
of the falls. Staff notified the resident’s provider, provided proper medical care, and placed
interventions in attempt to prevent future falls.

The investigator conducted interviews with facility staff members, including nursing staff and
unlicensed staff. The investigator contacted a family member. The investigation included review
of the resident records, facility internal investigation, facility incident reports, staff schedules,
and related facility policy and procedures. Also, the investigator observed staff providing
resident care while on site.
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The resident resided in an assisted living memory care unit. The resident’s diagnoses included
chronic heart failure and ataxia (a neurological condition resulting in unsteady movement,
balance problems, and difficulty with fine motor skills). The resident’s service plan included
assistance with transfers and toileting. The resident’s assessment indicated he was blind in one
eye, used hearing aids in both ears, used a wheelchair for locomotion and was alert and
oriented with verbal response delay.

A facility incident report indicated while being assisted by staff to get in his wheelchair, the
resident was not able to follow directions given by the staff member, so he was lowered to the
floor for his safety. The resident did not sustain any injury. The resident’s provider and family
were updated of the incident.

Four days later, a second facility incident report indicated staff heard a noise and noted the
resident to be on the floor in his room. The report indicated the resident stated he was trying to
check under his bed mattress. The report indicated staff noted the resident’s wheelchair brakes
were not engaged and believed that to be the cause of the fall. Staff noted an injury to the
resident’s head, notified the nurse, and then called 911. The resident’s family opted to not have
the resident sent to the emergency room. Staff applied pressure to the wound and bleeding
stopped. The report indicated the resident was open to receiving therapy services and the
medical provider was updated.

The next day, a third facility incident report indicated the resident fell in the bathroom during a
self-transfer attempt and sustained an abrasion to his right hip. The resident was seen by his
provider at that time who was in house. The provider ordered an x-ray of the right hip due to
the resident complaining of hip pain, and lab work.

The resident’s progress notes indicated the right hip x-ray revealed an avulsion fracture (a
fracture that occurs when a ligament or tendon pulls a small piece of bone away from the main
bone) to the right hip. The resident was sent to the hospital, received surgery and went to a
transitional care unit for recovery. After a couple of weeks, the resident returned to the facility
and required transfer assistance with a standing lift with two staff.

The resident’s service delivery record indicated staff completed safety checks every two hours
and toileting assistance every two hours as required.

Although the resident’s plan of care lacked documented fall interventions, the facility provided
photographs of environmental changes to the resident’s room to aide in fall prevention which
included the resident’s call pendant had been painted a dark color on the area of the pendant
that needs to be pressed to activate it to summons staff. The facility placed a sign on the
resident’s bedside table directing staff to ensure the table was next to the resident’s bed when
he was in bed, with a drawing indicating the table’s placement. The facility also placed a
reminder sign in the resident’s room that reminded the resident not to self-transfer and call
staff.
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During an interview, unlicensed personnel (ULP)-1 stated when a resident had a fall, the staff
have a meeting to go over any changes to the resident’s plan of care.

During an interview, ULP-2 stated staff could see changes or directions for fall preventions in
the resident’s care plan or behavior care plan.

During an interview, a nurse stated staff placed signs in the resident’s room to remind him to
use his call pendant and wait for help, and painted the resident’s call pendent so the resident
could better see exactly where he needs to press to activate the pendant. The nurse stated staff
check in on a resident for three days after a fall, and facility department heads review any falls
every morning in the daily meeting to try to determine the cause of the fall and any appropriate
interventions to initiate. The nurse stated the facility planned to implement a new fall program
called the Rose Program, that places any newly admitted resident into the high falls risk
category for 30 days after admission to monitor and assess them better. The nurse stated the
residents in the program will have a rose indicator on their room doors and on any devices such
as a walker if they use one to remind staff they are a high fall risk.

During an interview, the resident stated he did not recall having any falls at the facility. The
resident stated the staff treat him well and take care of him.

During an interview, a family member stated the resident does not always press his call pendant
and forgets he needs help with transfers and toileting. The family member stated she had no
concerns or issues with the care provided to the resident, and believed staff do a good job. The
family member stated there has been times she visited the resident who told her he had
pressed his call pendant and was waiting for help, and when she checked his pendant, it had not
bee pressed. The family member stated a care conference was held to discuss the resident’s
falls, and it was discussed how the resident does not see well and may be pressing the pendant
in the wrong spot. The family member stated staff painted a bright red spot on the resident’s
pendant to help him see where to press for help. The family member stated the resident has
not had a fall since the pendant had been painted, and now seems to realize he cannot do
things by himself.

In conclusion, the Minnesota Department of Health determined neglect was not substantiated.

“Not Substantiated” means:
An investigatory conclusion indicating the preponderance of evidence shows that an act
meeting the definition of maltreatment did not occur.

Neglect: Minnesota Statutes, section 626.5572, subdivision 17
“Neglect” means neglect by a caregiver or self-neglect.
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(a) "Caregiver neglect" means 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.

(d) For purposes of this section, a vulnerable adult is not neglected for the sole reason that:

(4) an individual makes an error in the provision of therapeutic conduct to a vulnerable adult
which does not result in injury or harm which reasonably requires medical or mental health
care; or

(5) an individual makes an error in the provision of therapeutic conduct to a vulnerable adult
that results in injury or harm, which reasonably requires the care of a physician, and:

(i) the necessary care is provided in a timely fashion as dictated by the condition of the
vulnerable adult;

(ii) if after receiving care, the health status of the vulnerable adult can be reasonably expected,
as determined by the attending physician, to be restored to the vulnerable adult's preexisting
condition;

(iii) the error is not part of a pattern of errors by the individual;

(iv) if in a facility, the error is immediately reported as required under section 626.557, and
recorded internally in the facility;

(v) if in a facility, the facility identifies and takes corrective action and implements measures
designed to reduce the risk of further occurrence of this error and similar errors; and

(vi) if in a facility, the actions required under items (iv) and (v) are sufficiently documented for
review and evaluation by the facility and any applicable licensing, certification, and ombudsman
agency.

Vulnerable Adult interviewed: Yes.
Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: Not Applicable.

Action taken by facility:
Staff notified the resident’s provider and ensured medical care was obtained as needed. Staff
implemented some fall interventions.

Action taken by the Minnesota Department of Health:
The facility was found to be in noncompliance. To view a copy of the Statement of Deficiencies
and/or correction orders, please visit:

https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html

If you are viewing this report on the MDH website, please see the attached Statement of
Deficiencies.
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You may also call 651-201-4200 to receive a copy via mail or email

cC:
The Office of Ombudsman for Long Term Care
The Office of Ombudsman for Mental Health and Developmental Disabilities
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following for each resident:

(1) identifying information, including the resident's
name, date of birth, address, and telephone
number:;

(2) the name, address, and telephone number of
the resident's emergency contact, legal
representatives, and designated representative;
(3) names, addresses, and telephone numbers of
the resident's health and medical service
providers, if known;

(4) health information, including medical history,
allergies, and when the provider is managing
medications, treatments or therapies that require
documentation, and other relevant health
records;

(5) the resident's advance directives, if any;

(6) copies of any health care directives,
guardianships, powers of attorney, or
conservatorships;

(7) the facility's current and previous
assessments and service plans;

(8) all records of communications pertinent to the
resident's services;

(9) documentation of significant changes in the
resident's status and actions taken in response to
the needs of the resident, including reporting to
the appropriate supervisor or health care
professional;

(10) documentation of incidents involving the
resident and actions taken in response to the
needs of the resident, including reporting to the
appropriate supervisor or health care
professional;

(11) documentation that services have been
provided as identified in the service plan;

(12) documentation that the resident has received
and reviewed the assisted living bill of rights;

(13) documentation of complaints received and
any resolution;
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(14) a discharge summary, including service
termination notice and related documentation,
when applicable; and

(15) other documentation required under this
chapter and relevant to the resident's services or
status.

This MN Requirement is not met as evidenced
by:

Based on interview and document review, the
licensee failed to document personalized fall
prevention interventions, as required for 2 of 2
residents (R1, R2) reviewed.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death) and
was issued at a pattern scope (when more than a
limited number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings include:

R1's diagnosis included stroke and congestive
heart failure. R1's service plan dated May 2,
2025, indicated R1 received assistance with
transfers, bathing, toileting, dressing, and
medication administration.

R1's assessment dated November 1, 2024,
Indicated R1 was at risk for falling, but lacked
documentation of any fall prevention
interventions.

R1's incident report dated April 9, 2025, at 3:13
p.m., lacked documentation of any fall prevention

Minnesota Department of Health
STATE FORM

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

DEFICIENCY)
0 730 | Continued From page 2 0 730

Assisted Living Provider 144G.

Minnesota Department of Health is
documenting the State Correction Orders
using federal software. Tag numbers have
been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
assigned tag number appears in the far
left column entitled "ID Prefix Tag." The
state Statute number and the
corresponding text of the state Statute out
of compliance is listed in the "Summary
Statement of Deficiencies" column. This
column also includes the findings which
are in violation of the state requirement
after the statement, "This Minnesota
requirement is not met as evidenced by."
Following the evaluators' findings is the
Time Period for Correction.

PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
STATES,"PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS
WILL APPEAR ON EACH PAGE.

THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
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p.m., lacked documentation of any fall prevention ISSUED PURSUANT TO 144G.31
Interventions initiated after a fall. SUBDIVISION 1-3.

R1's incident report dated April 14, 2025, at 1:00
p.m., lacked documentation of any fall prevention
interventions initiated after a fall.

R1's post falls progress notes dated April 10,
2025 through April 16, 2025, lacked any
documentation of fall interventions initiated after
falls.

R1's individual abuse prevention plan (IAPP)
dated May 8, 2025, lacked any documentation of
fall prevention interventions.

R1's medical records lacked a care plan or
behavior care plan that indicated fall
interventions.

R1's medication administration records (MARS)
dated April 2025 and May 2025, lacked any
orders to complete or monitor fall prevention
interventions.

On June 3, 2025, an email from registered nurse
(RN)-E to the investigator included photographs
of fall interventions including painting the call
pendant that needs to be pressed a darker color,
a sign directing staff to move R1's bedside table
close to the bed when R1 was in bed and a sign
to remind R1 not to self-transfer and call staff for
help.

R2's diagnosis included dementia and falls. R2's
service plan dated May 2, 2025, indicated R2
received assistance with transfers, bathing,
Minnesota Department of Health
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toileting, dressing and medication administration.

R1's service plan dated May 2, 2025, lacked
documentation on any personalized fall
prevention interventions.

R2's incident report dated April 8, 2025, indicated
R2 had a fall. The report indicated staff were to
remove R2's walker from R2's view by hiding it in
her closet, and indicated R2 was to wear shoes
and not just socks.

R2's change in condition assessment dated April
15, 2025, lacked documentation on R2's need to
use a back brace when out of bed. The
assessment lacked documentation of any fall
prevention interventions, including the
iInterventions identified in the incident report.

R2's medical record lacked documentation on
directive for the caregivers to be aware of and
complete fall interventions.

While onsite on June 2, 2025, at 11:21 a.m., the
iInvestigator noted signs hung in R2's room
reminding R2 to use the call pendant and wait for

help. The investigator noted a blue safety matt on
the floor next to R2's bed while R2 was in bed.

During an interview on June 2, 2025, at 11:00
a.m., unlicensed personnel (ULP)-A stated there
was a staff meeting to go over changes after a
resident fell.

During an interview on June 2, 2025, at 11:05
a.m., ULP-B stated changes to resident cares or
fall interventions were stated in the resident's plan
of care or behavior plan of care.

During an interview on June 5, 2025, at 11:00
Minnesota Department of Health
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a.m., registered nurse (RN)-E stated fall
iInterventions were added on to the incident report
and to the service plan where ULP sign off on
cares, along with a note in the MAR so ULP see
it. RN-E stated ULP would sign off on the fall
prevention interventions.

TIME PERIOD FOR CORRECTION: Twenty-One
(21) days
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