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Finding: Not Substantiated
Nature of Visit:
An investigator from 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.
Allegation(s):
It is alleged: The facility failed to assess and evaluate factors for falls and failed to ensure
adequate interventions were implemented to reduce falls for the resident, who sustained falls.
Investigative Findings and Conclusion:
Neglect was not substantiated. The facility staff assessed the resident as a fall risk,
implemented fall interventions, reassessed the resident after each fall, and implemented new
interventions to prevent falls. After a fall in late autumn, facility staff responded to the
resident’s fall appropriately, notified the resident’s family, the resident’s physician, and the
staff supervisor.
The investigation included interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigation found adequate staffing levels through a
review of staff schedules and census records. The investigator reviewed the resident’s medical
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record. The investigation included a review of policies, procedures, and staff training records
related to fall prevention, care plans, and abuse prevention.
The resident resided at the facility and his diagnoses included Alzheimer’s disease, atrial
fibrillation, and depression. The resident required limited assistance from one staff person to
groom, and dress. The resident required the assistance of one staff member when he
transferred and ambulated. Accordingto his care plan, the resident required staff to
implement several measures to prevent falls. Staff needed to anticipate his needs, observe for
changes in his gait, check the placement of his room alert daily (an alert system to prevent
wandering), maintain a clutter free environment, keep grip tape on the bathroom floor, matt
on floor, bed in a low position, use a tilt body wheelchair, and keep him in the dining room as
much as possible. The resident required supervision to ambulate. The resident took blood
thinner medication. He participated in physical therapy, and The Wellness Center
strengthening program two days a week to focus on general strengthening, endurance, and
balance.
Accordingto interviews and documentation, the nurse saw the resident stand up in his
wheelchair and ambulate without assistance. The nurse attempted to redirect the resident. He
pulled away from her and fell to the ground. The resident fell on his left hip. The nurse, and
another staff member, assisted the resident back into his wheelchair. The nurse assessed and
monitored the resident. The resident did not have pain or injuries. The nurse notified the
resident’s family, the resident’s physician, and facility management.
Several days later, the nursing assistant reported to the nurse that the resident had a large
bruise on his left hip and buttock area. The nurse notified the resident’s family, the resident’s
physician, and the staff supervisor. The nurse assessed the resident, and applied an ice pack to
the resident’s left hip. The resident had pain when the area was touched, but continued to get
up and ambulate independently. The resident’s physician ordered an xray and laboratory work.
The xray revealed the resident suffered a left nondisplaced hip fracture. The physician
ordered: ambulating as tolerated, monitor for any pain or discomfort, and hold the blood
thinner medication.
During an interview, the client’s family member stated the Client start to fall frequently
because of his Alzheimer’s disease.
During interviews, several staff members stated the resident’s care was very challenging. The
resident did not want assistance from staff. The resident had several falls and was in a
transitional stage from ambulating independently to needing the assistant of staff with an
assistive device. The staff stated they implemented all the fall interventions, checked on the
resident frequently, and brought him out to the nurse’s station frequently to keep a close eye
on him.
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Physician orders and notes indicated the resident had no pain, ambulated short distances
independently, and had no change in activity after his hip fracture.
In conclusion, neglect is not substantiated.
Neglect: Minnesota Statutes, section 626.5572, subdivision 17
"Neglect" means:
(a) 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.
(b) The absence or likelihood of absence of care or services, including but not limited to, food,
clothing, shelter, health care, or supervision necessary to maintain the physical and mental
health of the vulnerable adult which a reasonable person would deem essential to obtain or
maintain the vulnerable adult' s health, safety, or comfort considering the physical or mental
capacity or dysfunction of the vulnerable adult.
Vulnerable Adult interviewed : No.
Family/Responsible Party interviewed : No.
Alleged Perpetrator interviewed : Not Applicable.
Action taken by facility:
The facility reassessed and reevaluated the resident for casual factors for falls, and updated his
care plan with more specific interventions to reduce further falls. The facility reviewed and
revised the Bowel and Bladder Evaluation and Falls RiskData Collection policies, and enhanced
the Interdisciplinary Team process, including the report process and the individualized
interventions. The facility educated staff regarding assessment and evaluation of casual factors
for falls, and performed daily audits of residents who fall.
Action taken by the Minnesota Department of Health:
The facility was issued a federal deficiency and/ or a state correction order for noncompliance
with licensing requirements. For a copy of the Statement of Deficiencies, please call 651201
4890.
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