Office of Health Facility Complaints Investigative Report
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Facility Name:
Walker Methodist Westwood Ridge II

Report Number:
H5618006

Date of Visit:
June 6, 2018

Facility Address:
61 Thompson Avenue West

Time of Visit:
11:30 a.m. to 6:25 p.m.

Date Concluded:
August 15, 2018

Facility City:
West St Paul

Investigator's Name and Title:
Arthur Biah, RN, Special Investigator
Report revised on January 24, 2019 by
Lindsey Krueger, Interim Director

State:
Minnesota

ZIP:
55118

County:
Dakota

Nursing Home

Allegation(
s):
It is alleged that resident was neglected when the facility failed to provide adequate assessment and follow‐
up after resident had a fall. Fall resulted in a femur fracture.
Federal Regulations for Long Term Care Facilities (42 CFR Part 483, subpart B)
State Licensing Rules for Nursing Homes (MN Rules Chapter 4658)
State Statutes for Vulnerable Adults Act (MN Statutes, section 626.557)
State Statutes Chapters 144 and 144A
Conclusion:
Based on preponderance of evidence, neglect is inconclusive as to what caused the resident's femur
fracture. The facility did follow up with a provider multiple times after notification of unimproved pain. with
occurred when staff did not notify the resident's orthopedic physician as instructed per the hospital
discharge order after a fall. The resident had unimproved pain with decline in his/her mobility, and required
a second surgery.
The resident admitted to the facility for short‐term rehabilitation after a left hip replacement surgery with
diagnoses including edema. The resident required staff's assistance for transfers, toileting, pain
management, and was able to make his/her needs known to staff. The initial physical therapy assessment
on the day of admission indicated the resident was able to safely complete sit‐to‐stand and bed‐to‐chair
transfers, and needed supervision or touching assistance with mobility and walking.
Review of hospital discharge note indicated the facility staff was to call the orthopedic surgeon's clinic or go
to the orthopedic urgent care clinic for any concerns related to the resident's affected hip.
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One week after admission to the facility, the resident had an unwitnessed fall. Staff assessed the resident
after the fall and indicated the resident had no injuries. The following day, the resident needed assistance of
two persons with transfers and mobility. An x‐ray ordered due to increased pain and swelling, indicated
negative result for fractures.
Over the next seven days, the resident continued to need more assistance of up to two persons for mobility
and transfers, and reported therapy participation had been very painful. Staff noted and reported to the
nurse decreased weight bearing and greater need for physical assistance with transfers for the resident. On
day four, the resident and family member had concern about swelling in his/her affected leg called
orthopedic clinic, and obtained instruction to go to the emergency department for further evaluation. The
nursing staff contacted the nurse practitioner, who instead informed the resident and family that the facility
would test for blood clot in the resident's affected leg.
Facility staff documentation indicated the resident had bruising in the left hip area, increased pain in the left
hip and thigh, increased pain medication, and increased swelling in the left hip more than the right. The
documentation indicated the resident complained of extensive pain in the left groin and thigh at rest and
with activity, had decreased weight bearing through the left leg, and was only able to take six steps with
four‐wheel walker. On the fifth day, a physical therapist told the nurse s/he was concern about dislocation,
possible emergency department discharge, communicated his/her concern to nursing staff, but the nurse
indicated the negative x‐ray result as a need not to worry about the resident's affected leg.
On the seventh day, the nurse practitioner progress note indicated the resident stated s/he was very
concerned about her limited movements and not being as strong as she should at this point. The resident
thought she should be walking farther distance, feel stronger this far out from surgery, and was hoping to
be at home at this time. The resident had a follow‐up appointment with the orthopedic surgery physician
on the next day and the resident planned to discuss her concerns with the orthopedic surgery team. The
discharging orthopedic provider scheduled the orthopedic appointment prior to the resident's admission
and fall.
There was no evidence that the facility followed the hospital discharge order to call the orthopedic
surgeon's clinic or go to the orthopedic urgent care clinic for any concerns related to the resident's affected
hip.
In an interview, the resident stated s/he told staff s/he had too much pain and could not do therapy. The
resident stated the facility staff told his/her family member that s/he was not cooperative and wished the
staff had done more about his/her pain. The resident stated s/he was not confused about her pain and
knew how much pain she experienced.
During an interview, the resident's family member stated the resident's pain was uncontrolled at the
facility. The family member stated, after the resident fell, the facility failed to call the orthopedic surgery
clinic or physician when the resident's pain worsened. The family member stated the resident was later
unable to stand up and the facility used mechanical device for standing him/her up.
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In an interview, the director of clinical services stated the resident admitted with discharge instruction to
contact the surgeon's office for any concerns regarding the resident's affected hip. She expected nursing
staff to call the orthopedic office for complications related to the resident's hip. S/he stated staff did not
notify the orthopedic provider.
In an interview, the nurse practitioner stated the facility notified her about the resident's fall, ordered an x‐
ray that was negative for fracture or dislocation. S/he stated the nursing staff did not notify her about
concern of possible dislocation or external rotation of the resident's affected leg and only notified him/her
about the resident's decreased weight bearing on the day of his/her scheduled orthopedic appointment.
In an interview, the orthopedic surgeon stated he expected the facility to notify him for complications, such
as worsening wound; increasing pain not managed by the primary facility provider, significant decreased in
weight bearing, and toe pointing in wrong direction. The orthopedic surgeon stated there was no record of
the facility staff contacting his office about any change of condition regarding the resident. The orthopedic
surgeon stated if any staff had concern about suspected dislocation, fracture, or external rotation, the
facility should have called his office for further evaluation. The orthopedic surgeon stated, upon arrival at
his office, his staff immediately noticed the resident's affected leg was shorter and rotated. The orthopedic
surgeon stated this observation at his office validated the physical therapist's concern at the facility and the
facility should have notified his office with that concern. The orthopedic surgeon was unable to say whether
the new fracture was due to the fall or continued activity at the facility. The orthopedic surgeon stated R1
underwent another surgery for fracture of the left (same) hip after x‐ray indicated a new fracture in the
affected leg.
Minnesota Vulnerable Adults Act (Minnesota Statutes, section 626.557)
Under the Minnesota Vulnerable Adults Act (Minnesota Statutes, section 626.557):
Abuse

Neglect

Substantiated

Not Substantiated

Financial Exploitation
Inconclusive based on the following information:

Mitigating Factors:
The "mitigating factors" in Minnesota Statutes, section 626.557, subdivision 9c (c) were considered and it was
Individual(s) and/or
Facility is responsible for the
determined that the
Abuse
Neglect
Financial Exploitation. This determination was based on the following:
Facility failed to effectively implement its Physician Notification policy when it did notify the specialty
provider for a resident as per the physician's order.
The responsible party will be notified of their right to appeal the maltreatment finding. If the maltreatment is
substantiated against an identified employee, 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 possible disqualification in accordance with the provisions of the background study requirements under
Minnesota 245C.
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Compliance:
Federal Regulations for Long Term Care Facilities (42 CFR, Part 483, subpart B) – Compliance Met
The facility was found to be in compliance with Federal Regulations for Long Term Care Facilities (42 CFR,
Part 483, subpart B). No deficiencies were issued.
State Licensing Rules for Nursing Homes (MN Rules Chapter 4658) – Compliance Met
The facility was found to be in compliance with State Licensing Rules for Nursing Homes (MN Rules Chapter
4658). No state orders were issued.
State Statutes for Vulnerable Adults Act (MN Statutes, section 626.557) – Compliance Met
The facility was found to be in compliance with State Statutes for Vulnerable Adults Act (MN Statutes,
section 626.557. No state licensing orders were issued.
State Statutes Chapters 144 & 144A – Compliance Met
The facility was found to be in compliance with State Statutes for Chapters 144 & 144A. No state licensing
orders were issued.
Federal Regulations for Long Term Care Facilities (42 CFR, Part 483, subpart B) ‐ Compliance Not Met
The requirements under the Federal Regulations for Long Term Care Facilities (42 CFR, Part 483, subpart B),
were not met.
Deficiencies are issued on form 2567:

Yes

No

(The 2567 will be available on the MDH website.)
State Licensing Rules for Nursing Homes (MN Rules Chapter 4658) ‐ Compliance Not Met
The requirements under State Licensing Rules for Nursing Homes (MN Rules Chapter 4658) were not met.
State licensing orders were issued:

Yes

No
(State licensing orders will be available on the MDH website.)
State Statutes for Vulnerable Adults Act (MN Statutes, section 626.557) ‐ Compliance Not Met
The requirements under State Statutes for Vulnerable Adults Act (MN Statutes, section 626.557) were not
met.
State licensing orders were issued:

Yes
No
(State licensing orders will be available on the MDH website.)
ComplianceNotes:

Definitions:
MinnesotaStatutes,section626.5572,subdivision
11  Inconclusive
"Inconclusive" means there is less than a preponderance of evidence to show that maltreatment did or did
not occur.
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MinnesotaStatutes,section626.5572,subdivision
19  Substantiated
"Substantiated" means a preponderance of the evidence shows that an act that meets the definition of
maltreatment occurred.

The Investigationincludedthe following:
DocumentReview:The followingrecordswerereviewedduringthe investigation:
Medical Records
Care Guide
Medication Administration Records
Nurses Notes
Assessments
Physician Orders
Treatment Sheets
Physician Progress Notes
Care Plan Records
Facility Incident Reports
Therapy and/or Ancillary Services Records
Other pertinentmedicalrecords:
Hospital Records
Additionalfacilityrecords:
Resident/Family Council Minutes
Staff Time Sheets, Schedules, etc.
Facility Internal Investigation Reports
Personnel Records/Background Check, etc.
Facility Policies and Procedures
Number of additional resident(s) reviewed: 3
Were residents selected based on the allegation(s)?
Yes
No
N/A
Specify:
Were resident(s) identified in the allegation(s) present in the facility at the time of the investigation?
Yes

No

N/A
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Specify: Discharged
Interviews: The following interviews were conductedduring the investigation:
Interview with reporter(s)
Yes
No
N/A
Specify:
If unable to contact reporter, attempts were made on:
Date:
Time:
Date:
Time:
Interview with family:

Yes

No

N/A

Date:

Time:

Specify:

Did you interview the resident(s) identified in allegation:
Yes
No
N/A Specify:
Did you interview additional residents?
Total number of resident interviews:9
Interview with staff:

Yes

No

TennessenWarnings
Tennessen Warning given as required:
Total number of staff interviews: 13
Physician Interviewed:

Yes

Yes

No

N/A

Yes

Specify:

No

No

Nurse Practitioner Interviewed:
Yes
No
Physician Assistant Interviewed:
Yes
No
Interview with Alleged Perpetrator(s):
Yes
No
Attempts to contact:
Date:

Time:

Date:

If unable to contact was subpoena issued:

N/A

Specify:

Time:

Date:

Yes, date subpoena was issued

Were contacts made with any of the following:
Emergency Personnel
Police Officers

Medical Examiner

Observationswere conductedrelated to:
Nursing Services
Call Light
Cleanliness
Facility Tour
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Yes

No

Was equipment being operated in safe manner:
Yes
Were photographs taken:
Yes
No Specify:

N/A
No

cc:
Health Regulation Division ‐ Licensing & Certification
Minnesota Board of Examiners for Nursing Home Administrators
The Office of Ombudsman for Long‐Term Care
West St Paul Police Department
Dakota County Attorney
West St Paul City Attorney
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*****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, 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
reinspection with any item of multipart 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 noncompliance with these
orders provided that a written request is made to
the Department within 15 days of receipt of a
notice of assessment for noncompliance.
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A complaint investigation was conducted to
investigate complaint #H5618006. As a result of
the IDR no correction orders are issued. The
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receipt of State licensure orders consistent with
the Minnesota Department of Health
Informational Bulletin 1401, available at
Minnesota Department of Health
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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
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Department of Health.
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An abbreviated standard survey was conducted
to investigate case #H5618006. As a result of the
IDR, no 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
CMS2567 form. Electronic submission of the
POC will be used as verification of compliance.
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