MDH ‘Minnesota

Department of Health

- Office of Health Facility Complaints Investigative Report

PUBLIC
Facility Name: S Report Number: Date of Visit:
The Estates at Chateau LLC ’ H5222070, H5222071, and \ay, 31, 2017
— H5222072

giﬁgt;nl\dd:\:::; South ~ Time of Visit: Date Concluded:
9:00 a.m to 4:00 p.m. October 23, 2017

:/T.Cr::?;;f::s . Investigator's Name and Title:
Michele Strahan R.N.

State: » ZIp; County:

Minnesota 55404 “Hennepin

Nursing Home

Itis alleged that Resident # 1 wa elected when the facility failed to provad adequate supervision.
Resident # 1 was struck with a blunt object at the back of the head by Resident # 2. Resident # 1 suffered a

contusion and injury to left eye. Resident # 1 required hospitalization.

[X] Federal Regulatlons 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)

Based on preponderance of ewdence the facility falled to provude adequate supervmon when Resident #2
assaulted Resident #1. Resident #1 and Resident #2 had four altercations within five days, three of which

were within the 24 hours prior to the assault. During the last altercation Resident #2 assaulted Resident #1.

Resident #1 went to the hospital and was dlagnosed with a broken arm, a swollen left eye, and facial
abrasions. : ,

‘Resident #1 resided in the facility for approximately three and a half months. Resident #1 had diagnoses

© that included depression, anxiety renal disease, and dependence on dialysis. S/he required minimal
assistance of staff for activities of daily living most of the time. S/he was up and around the facility using a
wheelchair, and was ableto make his/her needs known. Resident #1 had a history of verbal aggression
towards other residents. The facmty had mterventlons in place to monitor Resndent #1's behavior and
redirect him/her.

_Resident #2 was admitted to the facility with diagnoses that include depression, anxiety, psychosis, and a
below the knee amputation . S/he required the assistance of one staff person for activities of daily living,
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Facility Name: The Estates at Chéteau LLC _ Report Number: H5222070, H5222071, and H5222072

© wasup in wheelchair independently, and was able to make his/her need known. Withih the first month at

‘the facility, Resident #2 had six documented resident to resident altercations. ‘

Resident #1 and Resident #2 had 3 verbal altercation four days prior to the assault. Both residents yelled at
each other, used foul language, made threats, and threatened to kill each other. Resident #2 called Resident
. #1.derogat§)ry 'racial slurs, and ran at Resident #1 with his wheelchair.

Three days later, during the evening, Resident #1 and Resident #2 were on the patio with several other
residents from the facility. Resident #2 had an altercation with another resident and pushed that resident to
the ground. Resident #1 told Resident #2 not to treat others in that manner. Resident #1 and Resident #2 -
began arguing about the interaction that Resident #2 had with the other resident. Resident #2 called
Resident #1 derogatory names and spit into Resident #1's face several times. That evening the police were

- called by an unknown individual. Both residents went back inside the facility and continued to argue. Both

© residents made threats, yelled at each other, used foul language, and called each other‘names.'Staff‘were '

' unabie to redirect Resident #2 and unable to calm Resident #2. Resident #2 did not want to talk with staff
about what happened on the pati_’o. Resident #2 appeared intoxicated and slouched to the left side in his '
wheelchair. Staff called the police and the police were able to calm Resident #2 and deescalate the '
situation. Staff placed both residents on fifteen minute visual checks to prevent further incidents. The every

' fifteen minute visual checks began that morning for Resident #1 at 2:15 a.m., for Resident #2 at 1:45a.m.,
and continued for both residents until that night at 11:15 p.m. when Resident #1 was sent to the hospital.
There were no changes 1o either residents' care plans at this time. o

The next day, at approximately 11:00 a.m., staff heard Resident #1 and Resident #2 arguing loudly near the
nurse's station. Both residents were making accusations about each other, name-calling, and using foiul
' language. Resident #1 informed the staff that he had issues with Resident #2 the evening before, stated
th'a.t Resident #2 kept coming into Resident #1's room to start arguments,.and that Resident #2's arguments
. were escalating against Resident #1. Resident #1 told two staff members he was afraid of what Resident #2

might do to him. Staff attempted to notify administration during afternoon. Staff did not get a response
" ‘from administration and continued to monitor both'résident with fifteen minute visual checks. There were
" no changes to either residents' care plans at this time. No new interventions were implemented to protect
" or keep either resident safe at this time. e ’ . -

E  Thatnight, at 'approxifnate‘ly 11:15 b.m., the nurse was called to the unit bY’a staff pérson becausé Reéident o

* #2 had assaulted Resident #1. Police were called immediately. Staff found Resident #1 sitting in the hallway -~
~ in his wheelchair and Resident #1 told staff that s/he was ambushed when s/he got off the elevator.

) “Reéident #1's left eye was swollen to the size of a golf ball, a large amount of blood was dripping from his/
" her face, and his/her left ?rm appearéd defqrmed. As staff were assisting Resident #1, Resident #2 came out

of his/her room yelling that Resident #1 was a liar, parked his/her wheelchair in front of Resident #1, and
"Resident #1 pulled out a heavy black object wrapped in tape from behind his back and began hitting- -
Resident #2. Staff attempted to separated the residents, the police arrived at that moment, and assisted
" staff to separate the residents. Staff sent Resident #1 to the hospital for evaluation of his/her injuries.
Resident # 2 remained in the facility because he was not seriously injured. - :
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~ Facility Naime: The Estates at Chateau LLC ~ ~~ Report Number: H522207o, H5222071, and H5222072 .

- Resident #1 was mtervnewed and stated that Resident #2 called him names every day such fagot, gay,
vicious, and various derogatory racial slurs. Resident #1 stated that Resident #2 hit him first. Resident #1
"stated that no nurses were on the floor the evening ‘of the assault for apprommately two hours. S/he stated
that Resident #2 chased him around the floor for about forty minutes before help arrived. S/he stated that
: lt isa common occurrence to not see staff for extended perlods of t|me

Resrdent #2 was mtervrewed and stated that Resrdent #1 attacked him. S/he stated that Resrdent #1 wasa
o bully and sometimes. kicked or attempted to throw thmgs at hlm/her Resident #2 stated that s/he hurt

- ‘Resrdent #1 and sent hlm to the hosp|tal

o Several staff were mterwewed and stated that flfteen mmute visual checks of the residents location are

" completed to confirm that the residents are not together. Staff were unable to recall what the issues
Resident#1 and Resident #2 were arguing about durmg their altercations. One staff person stated that ‘
Resident #1 appeared upset after an argument with ReSIdent #2, and Resident #1 stated that Resident #2-
was calling Resident #1's mother names. Another staff person stated that Resident #1 was upset that
Resident #2 pushed another resident to the ground and after Resident #1 told Resident #2 not to do that,

* . Resident #2 became angry. All staff stated that there was a staff person on the floor with both residents the

 evening of the assault, and all fifteen minute visual checks were completed. All fifteen minute visual checks
- were. documented for both re5|dents untrl Resident #1 was sent to the hospltal

The Drrector of Nursmg was interviewed and stated that s/he was not aware of an argument or altercatron
" between Resident #1 and Resident #2 pnor to the assault. S/he was not aware that Resident #1 had -
- expressed fear of Resident #2. S/he stated that she would have lmplemented one to one staffmg for the
re5|dents to keep them' safe )

_‘Hospltal records |nd|cated that Re5|dent #1 was dlagnosed wrth a left ulna fracture, left eye swelling, and
lefteye abrasrons Resident #1 remains in the hospltal and h|s/her bed hold at. the facnlrty explred Resndent
_#2 remams in the facrllty ’ :

. 4Pol|ce records were reV|ewed and indicated that ReS|dent #1 and Re5|dent #2 had an altercatlon at the ,
-'faCIllty The resndents struck each other with blunt objects and both residents were injured. Resident #1
. was struck in ‘the back: of the head, had vnsrble blood and a'left eye. contusion. R1 reported that there were
S no staff on the unit for several hours '

AL' ’anesota Vulnerable Adults Act (anesota Statutes sectlon 626 557)

Under the anesota Vulnerable Adults Act (anesota Statutes, sectlon 626 557)

: : O Abuse FRRES _? . Neglect P [:l Fmanmal Explo1tat10n
L Substantlated _D_Not Substautiated S l'_'l Inconcluswe based on the foIlowmg mformatlon
"Mitiga‘ting Factors:
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 Facility Name: The Estates at Chateau LLC .~ Report Number: 5222070, H5222071, and H5222072

The "mitigating factors in Minnesota Statutes section 626 557, subdivision 9¢ (c) were considere'dand it was

- determined that the [] individual(s) and/or X  Facility is responsible for the . o
o D Abuse Xl Neglect aE! Fmanc1al Explmtatlon ThlS determlnatlon was based on the followm0

: Although the facility had an abuse prevention policy in place to prevent resident abuse mcludlng resrdent
to resident altercatlons, the facility had no policy related to resident supervision in place. Even though staff
were educated on the abuse prevention. pohcy, and staff followed the care plan, this did notprevent | v

_ Resident #2 from assaulting Resident #1. The facility failed to monitor staff increase supervrsnon, or
“implement care plan changes to prevent the assault.

The responsible party - will be notified of their right to appeal the maltreatment ﬁndmg If the maltreatment is
substantiated against an identified employec 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 p0551ble disqualification in accordance with the prov151ons of the background study requ1rements under
Minnesota 245C. - ' : :

' Federal Regulatrons for Long Term Care Facilities (42 CFR Part 483, subpart B) - Compllance Not Met
. The requirements under the Federal Regulations for Long Term Care Facrhtles (42 CFR, Part 483 subpart B)
were not met. : A

| Defrcnencnes are lssued on form 2567: . Yes - D, No
(The 2567 will be avallable on the MDH webSIte ) ,.

State Licensing Rules for Nursmg Homes (IVIN Rules Chapter 4658) Comphance Not Met
The requirements under State Llcensmg Rules for Nursing Homes (MN Rules Chapter 4658) were not met

State llcensmg orders were |ssued X X Yes [ No
‘(State llcensmg orders.will be avallable on the MDH website. )

-State Statutes for Vulnerable Adults Act (MN Statutes, section. 626 557) Comphance Not Met
The requ1rements under- State Statutes for Vulnerable Adults Act (MN Statutes sectron 626. 557) were not
met. ; - : _ _ .

‘-:State llcensmg orders were |ssued '- Yes - [JNo ;
o (State hcensmg orders W|II be avallable on'the MDH web5|te )

': State. Statutes Chapters 144 & 144A Comphance Not Met - Comphance Not Met
" The requnrements under State Statues for Chapters 144 &144A were not met. -

.State hcensmg orders were issued: . Yes - ] No

(State hcensmg orders W|II be avallable on the MDH websrte )

'.‘C(‘)"mplianvce Notes:
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* Facility Name: The Estates at Chiteau LLC: Report Number: 15222070, H5222071, and H5222072

hjg .

| Mihnesota Statutés. sec_tion 62.6_.'5572. subdivision 17 - N'eglect. )
“Nveglect" ‘means: ' o ’ o

( )The fallure or omission by a careglver to supply a vulnerable adult wrth care or servrces mcludlng
'but not lrmlted to food clothmg, shelter, health care, or superV|5|on whlch is:

(1) reasonable and necessary to obtaln or malntam the vulnerable adult s physucal or mental health
. or safety, consrdenng the physrcal and mental capacrcy or dysfunctlon of the vulnerable adult; and

(2) Wthh is not the result of an acadent or therapeutlc conduct

(b) The. absence or llkellhood of absence of care or servrces, mcludlng but not llmlted to food, »
' clothlng, shelter, health care, or superwsuon necessary to maintain the physrcal and mental health of the
" vulnerable adult which a reasonable person.would deem essential to obtainor maintain the vulnerable
} adult's health, safety, or comfort conS|der|ng the physrcal or mental capacrty or dysfunctlon of the
‘ vulnerable adult R : :

anesota Statutes. sectlon 626.5572, subd1v1smn 19 - Substantlated

B “Substantlated“ means a preponderance of the evrdence shows that an act that meets the deflmtlon of

maltreatment occurred

- Document Revnew.

‘The follozvjng _records were.reviewed durl;lg the investigation: "
Medlcal Records S ' PR L
f."CareGmde 4

Medlcatron Admlmstratlon Records

.'Welght Records '

"~"Nurses l\lotes
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EHHE |

Number of additlonal resrdent( )revxewed Flve

- _Speeit\'/:

 Facility Name: The Estates #tChiteau [ LC - Report Number: 15222070, H5222071, and H5222072

Asse‘ssments- K

' 'P'hysician’Orders '
.Treatment Sheets

Physman Progress Notes
Care PIan Records

-SOC|aI Serv1ce No_tes»' '

' .,Skin'Asse'ssments‘. '
Facilitydlncide‘nt Reports'

: ACtIV!tIeS Reports A
Laboratory and X- -ray Reports
.Therapy and/or Ancﬂlary Serwces Records

k Hospltal Records

Pohce Report

Staff Time Sheets, Schedules etc _
"Facmty Internal Investngatmn Reports
~Facility In-service Records ‘

' Facnhty Pohcues and Procedures

.,'Were reS|dents selected based on the allegatlon(s)? @ Yes O No O‘N/A_ . |

Speclfy : : . e . i
E Were resndent( s) ldentlﬂed in the allegatron( ) present in the facmty atthe tlme of the mvestlgatlon? ‘

OYes ® N.O “ON/A

C ilnterview W|thwrepor';r(s) S OVYes - @®No ‘Y;O N/A -
Speufy | - S
S . If unable to contact reporter attempts were made on } Lo e
“Date: o o Tlme S pater . Tlme ... Date »: .Ti'me:
’ -_05/03/2017 S 2..56_p.m.r o 06/07/201_7 ,. 3:08 p m. '.'. 06/19/2017‘ o ‘2:45 pm.

' 939_?59@. ‘.
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 Facility Name: The Estates at Chateau LLC - . 'ReportNﬁrﬁbefr}-H522207o,'H522297,1,'andH5222'072 ot

|ntervrew wrth fam||y O Yes @ No O N/A SpeCIfy No workmg telephone number avallable
. Did you |nterV|ew the resndent( s) ldentlfled in allegatlon ' o
@ Yes' O No O N/A Speufy '
-Did you |nterv1ew add|t|onal residents? @ Yes Q Nof'.
. -Total ‘number of re5|dent mterwews Elght ' R
- Interwew with staff. y.@ Yes ‘O No Q N/A Spemfy‘:

, Tennessen Warning given as requrred ® Yes
e ; Total number of staff interviews: Fourteen

Physncnan Intervrewed QYes @ No
Nurse Practltloner Interwewed OYes : " ® No

Physician Assistant Interviewed:. OYes @. No ‘ B :
o ‘lnterv1ew W|th Alleged Perpetrator( s): O Yes O No @ N/A  Specify:

‘_O'No,

R Attempts to contact

pater Tlme R .Date:_ S "_Ti'me: S Date: ’ _Timeﬁ_ ;

i If unable to contact was subpoena issued: O Yes date subpoena was |ssued " o Q No

‘ Were. contacts made wrth any of the followmg L
- A. Emergency Personnel - Pohce Oﬁlcers [] Medlca| Exammer [1 _C')ther: ‘,Spec'i_fy"

Personal Care
;Nursmg Serv1ces

Call nght ,

'lnfectlon Control '
Cleanlmess B
ADlgmty/ Prlvacy lssues

.'Safety lssues

vFacsllty Tour

E Was any mvoived equrpment mspected O Yes - O No @ N/A

s Was eqmpment belng operated in safe manner O Yes O No @ N/A
o Were photographs taken O Yes @ No Specrfy
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- Facility;Name:' The _E-states at Che‘iteau LLC;" _': 3

.CC: o . .
:. '_Health Regulat|on Dwnsron Llcensmg & Certlflcatlon

' anesota Board of Exammers for Nursmg Home Admlmstrators
.- The Offlce of Ombudsman for Long-Term Care B ' |

' 3‘ aneapohs Pohce Department
Hennepm County Attorney

v Mlnneapolls Clty Attorney

: ;'U-'Pac;;eéof:'S I

Report Number: F5222070, H522207L, and H5222072.
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PRINTED: 02/15/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
245222 B. WING 09/21/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
THE ESTATES AT CHATEAU LLC 2106 SECOND AVENUE SOUTH
MINNEAPOLIS, MN 55404
(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 COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 000} | INITIAL COMMENTS {F 000}

A Post Certification revisit was conducted on
09/21/17, to follow up on deficiencies issued
relate to complaint H5222070, H5222071, and
H5222072. The Estates at Chataeu LLC 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 the facility
acknowledge receipt of the electronic documents.

_ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 11/28/2017

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 available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: QNEZ12 Facility ID: 00937 If continuation sheet Page 1 of 1
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

00937

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

R-C
09/21/2017

NAME OF PROVIDER OR SUPPLIER

THE ESTATES AT CHATEAU LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

2106 SECOND AVENUE SOUTH

MINNEAPOLIS, MN 55404

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

{2 000}

Initial Comments
*****ATTENTION******
NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section
144A.10, this correction order has been issued
pursuant to a survey. If, upon reinspection, itis
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
lack 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 assessmenis
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 licensing order follow-up was completed to
follow up on correction orders issued related to

complaint H5222070, H5222071, and H5222072.

The Estates at Chateau LLC was found in
compliance with state regulations.

The facility is enrolled in ePOC and therefore a

{2 000}

L TERRIERE

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

Electronically Signed

(X6) DATE
11/28/17

STATE FORM

6888 QNEZ12

If continuation sheet 1 of 2
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R-C
00937 B. WING 09/21/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
_ DEFICIENCY)
{2 000} | Continued From page 1 {2 000}
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page of the CMS-2567 form. Although no plan of
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acknowledge receipt of the electronic documents.
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PRINTED: 08/07/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES x1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
245222 B. WING 07/31/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2106 SECOND AVENUE SOUTH

THE ESTATES AT CHATEAU LLC MINNEAPOLIS, MN 55404

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000

An abbreviated standard survey was conducted
to investigate case H5222070, H5222071, and
H5222072. As a result, the following deficiencies
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.

Electronic submission of the POC will be used as
verification of compliance.

F 223 483.12(a)(1) FREE FROM F 223
55=G | ABUSE/INVOLUNTARY SECLUSION

483.12

The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This
includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat the resident’s symptoms.

483.12(a) The facility must-

(a)(1) Not use verbal, mental, sexual, or physical
abuse, corporal punishment, or involuntary
seclusion;

This REQUIREMENT is not met as evidenced
by:

Based on interview and documentation review
the facility neglected to supervise, and failed to
prevent abuse of two of six residents, (R1 and
R2), reviewed when R2 assaulted R1 and then
R1 retaliated assaulting R2. R1 was taken to the
hospital and diagnosed with a broken arm, a
swollen eye, and abrasions near his/her left eye.
The assault occurred during the third altercation
in 24 hours between R1 and R2.

Findings include:

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) 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 disclosabie 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 available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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F 223 | Continued From page 1 F 223

R1's medical record was reviewed. R1 was
admitted to the facility on 01/18/17. R1's
diagnoses included depression, anxiety, end
stage renal disease, dialysis, and drug abuse. R1
used a wheelchair for mobility.

R1's plan dated 02/06/17, indicated that R1 was
independent with locomotion, required two staff
for toileting, and set up assistance for activities of
daily living. The care plan indicated that R1
required unspecified monitoring related to
complications due to multipie medications and
daily use of antidepressants.

The care plan dated 02/28/17, indicated that R1
had incidents of verbal aggression towards other
residents. Interventions included, de-escalate,
redirect resident from situation, separate R1 from
other residents, call for assistance, and notify
physician of behaviors that are potentially
harmful.

R2's medical record was reviewed. R2 was
admitted to the facility 04/12/17. R2's diagnoses
included psychosis, depression, and anxiety.

An incident report dated 04/15/17, indicated that
during an argument R2 grabbed another resident
(roommate) by the head and shook the other
resident's head. After the incident staff moved
R2's roommate to a new room.

R2's care plan dated 05/01/17, indicated that R2
required the assistance of one staff person for all
activities of daily living, and uses a power Scooter
for mobility. R2 took antidepressants and
antianxiety medication.
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An incident report dated 05/09/17, at 4:30 p.m.
indicated that R2 and R1 had a verbal altercation

harassing, and running at R1 with his/her power
scooter. R2 called R1 derogatory racial slurs.
Both residents were using foul language, making
threats, and yelling at each other. Both were
placed on 15 minute visual checks for the

touch each other during this altercation.

An incident report dated 05/13/17, written at 1:15
a.m., indicated that on the evening of 05/12/17,
an unnamed resident pushed another resident to
the ground outside on the patio. This resident
reported to staff that an unnamed resident had
pushed him/her to the ground outside on the
patio. The resident that pushed this resident to
the ground was not named in the incident report
or the nurses notes regarding the incident, dated
05/13/17. There were no changes to this
residents care plan and no interventions were
implemented to keep this resident, or other
residents, safe.

An incident report dated 05/13/17 at 1:15 a.m.,
indicated that R1 and R2 were arguing with each
other in the evening of 5/12/17. R1 and R2 were
making accusation at each other, name-calling,
yelling, and using foul language. R2 refused to
discuss an event that took place on the patio

and threatened to kill each other, R2 was verbally

evening and the night shift. The residents did not

F 223

where R2 pushed another resident to the ground.
R2 appeared intoxicated, the staff were unable to
deescalate the situation. Staff called the police
and the police de-escalate R2's mood. The facility
resumed 15-minute visual checks for the second
time on both residents. There were no changes
to either residents' care plans, and no increased
supervision for the safety of either resident. No
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new interventions were implemented to prevent
an altercation between R1 and R2.

Nurses' notes dated 05/13/17, at 2:28 p.m., and
2:39 p.m., indicated that R1 and R2 were yelling
at each other at the nurse's station and staff
directed the residents away from each other. R1
informed staff that he had issues with R2 the
evening before, R2 kept coming into R1's room
and starting issues, and R2 was escalating issues
against R1. R1 appeared tearful and shaky. The
notes did not detail the issues. Staff advised both
residents to avoid each other. There were no
changes to either residents’ care plans, and no
increased supervision for the safety of either
resident. No new interventions were
implemented to prevent an altercation between
R1 and R2.

An incident report dated 5/14/17, written at 1:11
a.m. indicated that staff were called to the 4th
fioor at approximately 11:15 p.m. R2 assaulted
R1 with a heavy black object wrapped in tape.
Staff found R1 sitting in his wheeichair in the
hallway and R1 said, "Look what he did to my
eye". R1's left eye was swollen 1o the size of golf
ball, a large amount of blood was dripping from
his face, and his left arm appeared deformed. As
staff were assisting R1, R2 came out of his room
yelling that R1 was lying, parked his wheelchair in
front of R1. Then R1 pulled out a heavy black
object wrapped in tape from behind his back and
struck R2 three times in the back of the head.
Staff separated the residents, called the police,
and sent R1 to the hospital.

Hospital records dated 05/14/17, indicated that
R1 suffered a left ulna fracture, left eye swelling
and left eye abrasions. R1 remains in the

F 223
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hospital at this time, and his bed hold expired at
the facility.

During an interview on 05/31/17, at 11:66 a.m,,
NA-D stated that R2 was verbally abusive to
another resident. NA-D stated that the other
resident reported that R2 had pushed her/him to
the ground on the patio during the evening of
05/12/17, incident report dated 05/13/17, and
afterwards R1 and R2 had an argument regarding
that incident. At that time R2 spat into R1's face
several times. NA-D stated that afterwards R1
and R2 were on 15 minute checks to ensure the
safety of both residents, staff visually checked the
residents location to confirm that the residents
ere not together, document, and sign each check.

During an interview on 06/06/17, 11:27 a.m.
Licensed Practical Nurse (LPN)-J stated that on
05/13/17, at approximately 11:00 a.m. a staff
person called her to assist with an argument
between R1 and R2. LPN-J sent R2 to his room
and then R1 stated that he was afraid of what R2
might do to R1. LPN-J called the Director of
Nursing (DON), left a voice message, and sent a
text message regarding R2's statement. LPN-J
did not get a return call from the DON. Both
residents agreed to avoid each other at that time.
Staff continued visual 15-minute checks on both
residents. No new interventions were
implemented to prevent an altercation between
R1 and R2.

During an interview on 06/07/17, at 12:52 p.m.,
DON-M stated that she she was not aware of an
altercation between R1 and R2 on 05/13/16, in
the afternoon at approximately 11:00 a.m.
DON-M stated that she did not receive a
voicemail or text from staff regarding R1's
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statement of fear after the altercation with R2
during the day at approximately 11:00 a.m. on
05/13/17. DON-M stated that if she had been
made aware of an altercation on 05/13/17, in the
afternoon she would have made sure that R1 and
R2 were safe. DON-M stated that she would
have implemented one to one supervision for the
residents.

The policy titled Abuse Prevention/Vulnerable
Adult dated 04/2017, provided by the facility
indicated that the policy is to ensure that
residents are not subjected to abuse by anyone
including other residents, to identify and remedy
any abusive situations, and to prevent injuries.

The facility has no policy related to supervision of
residents.
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Initial Comments
ik AT TENT |QNFF#
NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section
144A.10, this correction order has been issued
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
lack 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 H5222070, H5222071, and

H5222072. As a result, the following correction
orders are issued. The facility has agreed to
participate in the electronic receipt of State
licensure orders consistent with the Minnesota
Department of Health Informational Bulletin

2000

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S S
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14-01, available at
http://www.health.state.mn.us/divs/fpc/proﬁnfo/inf.
obul.htm The State licensing orders are
delineated on the attached Minnesota
Department of Health orders being submitted
electronically. Although no plan of correction is
necessary for State Statutes/Rules, please enter
the word "corrected” in the box available for text.
Then indicate in the electronic State licensure
process, under the heading completion date, the
date your orders will be corrected prior to
electronically submitting to the Minnesota
Department of Health.

21850| MN St. Statute 144.651 Subd. 14 Patients & 21850
Residents of HC Fac.Bill of Rights

Subd. 14. Freedom from maltreatment.
Residents shall be free from maltreatment as
defined in the Vulnerable Adults Protection Act.
"Maltreatment" means conduct described in
section 626.5572, subdivision 15, or the
intentional and non-therapeutic infliction of
physical pain or injury, or any persistent course of
conduct intended to produce mental or emotional
distress. Every resident shall also be free from
non-therapeutic chemical and physical restraints,
except in fully documented emergencies, or as
authorized in writing after examination by a
resident's physician for a specified and limited
period of time, and only when necessary to
protect the resident from self-injury or injury to
others.

This MN Requirement is not met as evidenced
by:

Based on interview and documentation review the
facility failed to ensure residents were free from
maltreatment for two of six residents, (R1 and

Minnesota Department of Health
STATE FORM 6899 QNEZ11 if continuation sheet 2 of 7
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R2), reviewed when the facility neglected to
supervise and prevent abuse. R2 assaulted R1
and then R1 retaliated assaulting R2. R1 was
taken to the hospital and diagnosed with a broken
arm, a swollen eye, and abrasions near his/her
left eye. The assault occurred during the third

altercation in 24 hours between R1 and R2.
Findings include:

The policy titled Abuse Prevention/Vulnerable
Adult dated 04/2017, provided by the facility
indicated that the policy is to ensure that
residents are not subjected to abuse by anyone
including other residents, to identify and remedy
any abusive situations, and to prevent injuries.

The facility has no policy related to supervision of
residents.

R1's medical record was reviewed. R1 was
admitted to the facility on 01/18/17. Ri's
diagnoses included depression, anxiety, end
stage renal disease, dialysis, and drug abuse. R1
used a wheelchair for mobility.

R1's plan dated 02/06/17, indicated that R1 was
independent with locomotion, required two staff
for toileting, and set up assistance for activities of
daily living. The care plan indicated that R1
required unspecified monitoring related to
complications due to multiple medications and
daily use of antidepressants.

The care plan dated 02/28/17, indicated that R1
had incidents of verbal aggression towards other
residents. Interventions included, de-escalate,
redirect resident from situation, separate R1 from
other residents, call for assistance, and notify
physician of behaviors that are potentially
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harmful.

R2's medical record was reviewed. R2 was
admitted to the facility 04/12/17. R2's diagnoses
included psychosis, depression, and anxiety.

An incident report dated 04/15/17, indicated that
during an argument R2 grabbed another resident
(roommate) by the head and shook the other
resident's head. After the incident staff moved
R2's roommaite to a new room.

R2's care plan dated 05/01/17, indicated that R2
required the assistance of one staff person for all
activities of daily living, and uses a power scooter
for mobility. R2 took antidepressants and
antianxiety medication.

An incident report dated 05/09/17, at 4:30 p.m.
indicated that R2 and R1 had a verbal altercation
and threatened to kill each other. R2 was verbally
harassing, and running at R1 with his/her power
scooter. R2 called R1 derogatory racial slurs.
Both residents were using foul language, making
threats, and yelling at each other. Both were
placed on 15 minute visual checks for the
evening and the night shift. The residents did not
touch each other during this altercation.

An incident report dated 05/13/17, written at 1:15
a.m., indicated that on the evening of 05/12/17,
an unnamed resident pushed another resident to
the ground outside on the patio. This resident
reported to staff that an unnamed resident had
pushed him/her to the ground outside on the
patio. The resident that pushed this resident to
the ground was not named in the incident report
or the nurses notes regarding the incident, dated
05/13/17. There were no changes to this
residents care plan and no interventions were
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implemented to keep this resident, or other
residents, safe.

An incident report dated 05/13/17 at 1:15a.m,,
indicated that R1 and R2 were arguing with each
other in the evening of 5/12/17. R1 and R2 were
making accusation at each other, name-calling,
yelling, and using foul language. R2 refused to
discuss an event that took place on the patio
where R2 pushed another resident to the ground.
R2 appeared intoxicated, the staff were unable to
deescalate the situation. Staff called the police
and the police de-escalate R2's mood. The facility
resumed 15-minute visual checks for the second
time on both residents. There were no changes
to either residents' care plans, and no increased
supervision for the safety of either resident. No
new interventions were implemented to prevent
an altercation between R1 and R2.

Nurses' notes dated 05/13/17, at 2:28 p.m., and
2:39 p.m., indicated that R1 and R2 were yelling
at each other at the nurse's station and staff
directed the residents away from each other. R1
informed staff that he had issues with R2 the
evening before, R2 kept coming into R1's room
and starting issues, and R2 was escalating issues
against R1. R1 appeared tearful and shaky. The
notes did not detail the issues. Staff advised both
residents to avoid each other. There were no
changes to either residents' care plans, and no
increased supervision for the safety of either
resident. No new interventions were
implemented to prevent an altercation between
R1 and R2.

An incident report dated 5/14/17, written at 1:11
a.m. indicated that staff were called to the 4th
floor at approximately 11:15 p.m. R2 assaulted
R1 with a heavy black object wrapped in tape.
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Staff found R1 sitting in his wheelchair in the
hallway and R1 said, "Look what he did to my
eye". R1's left eye was swollen to the size of golf
ball, a large amount of blood was dripping from
his face, and his left arm appeared deformed. As
staff were assisting R1, R2 came out of his room.
yelling that R1 was lying, parked his wheeichair in
front of R1. Then R1 pulled out a heavy black
object wrapped in tape from behind his back and
struck R2 three times in the back of the head.
Staff separated the residents, called the police,
and sent R1 to the hospital.

Hospital records dated 05/14/17, indicated that
R1 suffered a left uina fracture, left eye swelling
and left eye abrasions. R1 remains in the
hospital at this time, and his bed hold expired at
the facility.

During an interview on 05/31/17, at 11:56 a.m.,
NA-D stated that R2 was verbally abusive to
another resident. NA-D stated that the other
resident reported that R2 had pushed her/him to
the ground on the patio during the evening of
05/12/17, incident report dated 05/13/17, and
afterwards R1 and R2 had an argument regarding
that incident. At that time R2 spat into R1’s face
several times. NA-D stated that afterwards R1
and R2 were on 15 minute checks to ensure the
safety of both residents, staff visually checked the
residents location to confirm that the residents
ere not together, document, and sign each check.

During an interview on 06/06/17, 11:27 a.m.
Licensed Practical Nurse (LPN)-J stated that on
05/13/17, at approximately 11:00 a.m. a staff
person called her to assist with an argument
between R1 and R2. LPN-J sent R2 to his room
and then R1 stated that he was afraid of what R2
might do to R1. LPN-J called the Director of
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Nursing (DON}), left a voice message, and sent a
text message regarding R2's statement. LPN-J
did not get a return call from the DON. Both
residents agreed to avoid each other at that time.
Staff continued visual 15-minute checks on both
residents. No new interventions were
implemented to prevent an altercation between
R1 and R2.

During an interview on 06/07/17, at 12:52 p.m.,
DON-M stated that she she was not aware of an
altercation between R1 and R2 on 05/13/186, in
the afternoon at approximately 11:00 a.m.
DON-M stated that she did not receive a
voicemail or text from staff regarding R1's
statement of fear after the altercation with R2
during the day at approximately 11:00 a.m. on
05/13/17. DON-M stated that if she had been
made aware of an altercation on 05/13/17, in the
afternoon she would have made sure that R1 and
R2 were safe. DON-M stated that she would
have implemented one to one supervision for the
residents.

SUGGESTED METHOD OF CORRECTION:
The Director of Nursing or designated person to
review policies and procedures, revise as
necessary, educated staff on revisions, and
monitor to ensure compliance.

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