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Facility Type: Assisted Living Facility with Evaluator’s Name: Willette Shafer, RN
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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 alleged perpetrator (AP) abused the resident when the AP held the resident’s apartment
door closed so she was unable to leave her apartment.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined abuse was not substantiated. Although the
AP held the door closed briefly to prevent the resident from exiting her apartment, the error
was an isolated incident, and no harm occurred to the resident. The AP held the door to provide
redirection of the resident’s wandering so she would go back to bed. The facility provided abuse
re-training to all staff who work at the facility.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted the resident’s family member.
The investigation included review of the resident records, facility internal investigation, facility
incident reports, personnel files, staff schedules, and related facility policies and procedures
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Also, the investigator toured the facility and observed facility staff members providing care to
the residents.

The resident resided in an assisted living memory care unit. The resident’s diagnoses included
dementia, paranoid psychosis, and impulsivity. The resident’s service plan included assistance
with behavioral redirection, escorts, and safety checks. The resident’s assessment indicated the
resident was disoriented and needed redirection.

The internal investigation indicated unlicensed personnel (ULP)-1 heard the AP held the
resident’s apartment door shut to prevent the resident from exiting the room. ULP-2 observed
the AP hold the door shut and told the AP holding a door shut was inappropriate. The AP
admitted she held the resident’s door shut to redirect the resident back to bed. The AP never
witnhessed a staff member hold a resident’s door closed but said she was told by an unknown
person she could. The internal investigation indicated five ULP were interviewed during the
internal investigation. ULP-3 said she observed ULP-1 hold a door shut so a different resident
was unable to exit their apartment. ULP-1 denied she ever held a door closed to prevent a
resident from exiting their apartment and denied she ever witnessed someone hold an
apartment door shut. The facility provided re-education to all staff who worked at the facility.

A nursing assessment completed after the incident indicated no change in the resident’s mental
or physical health.

During an interview, the AP said she held the resident’s apartment door closed for 10 seconds
to prevent the resident from exiting during the night shift. She said she tried to prevent the
resident from leaving her apartment so she would go back to bed. The AP said she entered the
resident’s apartment immediately after holding the door to ensure the resident was safe. She
said she received training on vulnerable adult maltreatment before and after the incident. She
said this was the only time she had held a resident’s door closed and said she would never do it
again.

During an interview, a member of management who was also a nurse, said ULP-2 reported she
observed the AP hold the resident’s door closed. The facility conducted an internal
investigation, the resident was assessed for safety, and the resident’s family member was
notified. The facility mandated all staff members complete vulnerable adult maltreatment
regardless of when they last received education. The AP was a newly hired ULP and was honest
about the incident and her error. The facility had adequate staffing during the incident.

During an interview, ULP-2 said she observed the AP hold the resident’s apartment door closed
to prevent the resident from exiting her room. The AP held the door closed for 15 seconds. The
AP wanted the resident to go back to bed and prevent her from wandering. She said she
received vulnerable adult maltreatment training before and again after the incident.
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During an interview, ULP-3 said she thought she observed ULP-1 hold a different resident’s door
closed but she never said anything to unlicensed personnel-1 during the incident. She said
during this incident she was standing at the medication cart located across the dayroom. She
reported this to management. This was the only time she withessed this type of incident.

During an interview, ULP-1 said she assisted with training the AP. She said she never told the AP
she could hold a resident’s door closed to prevent them from exiting their room. She said the
AP was a new staff member and this was her first healthcare job. She said all staff received
re-education on maltreatment of vulnerable adults after the incident. She said she never held a
resident’s door closed to prevent them from exiting their apartment.

During an interview, ULP-4 said she had never witnessed a staff member hold a resident’s door
closed to prevent them from exiting. She said she received vulnerable adult maltreatment
training before and after the incident.

A voice message from the resident’s family member indicated he was informed of the incident
after it happened and the resident’s mental health was unchanged due to the incident. He had
no further information to add.

In conclusion, the Minnesota Department of Health determined abuse 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.

Abuse: Minnesota Statutes section 626.5572, subdivision 2.

"Abuse" means:

(a) An act against a vulnerable adult that constitutes a violation of, an attempt to violate, or
aiding and abetting a violation of:

(1) assault in the first through fifth degrees as defined in sections 609.221 to 609.224;

(2) the use of drugs to injure or facilitate crime as defined in section 609.235;

(3) the solicitation, inducement, and promotion of prostitution as defined in section 609.322;
and

(4) criminal sexual conduct in the first through fifth degrees as defined in sections 609.342 to
609.3451.

A violation includes any action that meets the elements of the crime, regardless of whether
there is a criminal proceeding or conviction.

(b) Conduct which is not an accident or therapeutic conduct as defined in this section, which
produces or could reasonably be expected to produce physical pain or injury or emotional
distress including, but not limited to, the following:

(1) hitting, slapping, kicking, pinching, biting, or corporal punishment of a vulnerable adult;
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(2) use of repeated or malicious oral, written, or gestured language toward a vulnerable adult or
the treatment of a vulnerable adult which would be considered by a reasonable person to be
disparaging, derogatory, humiliating, harassing, or threatening; or

(3) use of any aversive or deprivation procedure, unreasonable confinement, or involuntary
seclusion, including the forced separation of the vulnerable adult from other persons against
the will of the vulnerable adult or the legal representative of the vulnerable adult unless
authorized under applicable licensing requirements or Minnesota Rules, chapter 9544.

(c) Any sexual contact or penetration as defined in section 609.341, between a facility staff
person or a person providing services in the facility and a resident, patient, or client of that
facility.

(d) The act of forcing, compelling, coercing, or enticing a vulnerable adult against the vulnerable
adult's will to perform services for the advantage of another.

Vulnerable Adult interviewed: No, due to cognitive deficit.

Family/Responsible Party interviewed: No, family member left voicemail. No further
information to add.

Alleged Perpetrator interviewed: Yes.

Action taken by facility:
The facility completed an internal investigation, assessed the resident, and re-educated all staff
members.

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.

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


https://www.revisor.mn.gov/statutes/cite/609.341
https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html
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courtesy and respect, and to have the resident's
property treated with respect

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to provide residents
with a dignified alternative means to summon
assistance when the licensee removed call
pendant lights due to cognitive abilities for 3 of 3
residents (R3, R4, R5) reviewed. The licensee's
alternate option to call for assistance was the
residents yell for help if they needed assistance.

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:

R3's diagnosis included vascular dementia. R3's
care plan dated March 20, 2025, indicated R3
was unable to activate the emergency call system
due to cognitive deficit. The careplan directed
staff need to anticipate needs, and complete
safety checks every 30 minutes.

During an observation on April 8, 2025, at 9:40
a.m., R3's call pendant light was not on person.
Also, R3's apartment lacked an alternative means
to summon for assistance.

R4's diagnosis included Alzheimer's disease. R4's
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care plan dated March 31, 2025, indicated R4
was unable to activate the emergency call system
due to cognitive deficit. The careplan directed
staff need to anticipate needs, and complete
safety checks every 30 minutes.

During an observation on April 8, 2025, at 9:43
a.m., R4's pendant light was not on person. Also,
R4's apartment lacked an alternative means to
summon for assistance.

R5's diagnoses included vascular dementia. RS's
care plan February 17, 2025, indicated R5 was
unable to call for help but lacked documentation
her pendant light had been removed. The care
plan specified safety checks every 30 minutes but
RS5's service plan dated January 3, 2025,
indicated safety checks three times per day.

During an observation on April 8, 2025, at 9:45
a.m., RS's pendant light was not on person. Also,
RS's apartment lacked an alternative means to
summon for assistance.

During an interview on April 8, 2025, at 9:41 a.m.,
unlicensed personnel (ULP)-H stated R3, R4, and
R5's pendant lights were removed due to inability
to use them. She said 80% of the residents who
reside in the memory care area had their pendant
lights removed. ULP-H said there was no
alternate option to call for assistance; the resident
would need to yell.

During an interview on April 8, 2025, at 10:40
a.m., clinical services director (CSD)-B stated
push pendants were removed for residents in
memory care who were assessed as not capable
to use appropriately. Residents who had their
pendent lights removed would need to yell for
help.
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The licensee's Bill of Rights policy dated February
2022, indicated all staff members will be trained
on the resident's Bill of Rights.

TIME PERIOD FOR CORRECTION: Seven (/)

02350
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