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Finding: Substantiated, individual responsibility
Nature of Visit:
An unannounced visit was conducted to investigate 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 that a client was neglected when the facility did not adequately supervise the client.
The client sustained a fall, which resulted in lacerations to the head and a fractured C6
Vertebrae.
Investigative Findings and Conclusion:
Neglect was substantiated. The alleged perpetrator (AP) was responsible for the maltreatment.
The AP failed to use a gait belt, as agreed upon in the client’s care plan and indicated in the
nurse’s assessment, while transferring the client from bed to a wheelchair and then from the
wheelchair to the toilet. The client subsequently fell to the floor, sustaining an injury and
required transport to the hospital. The AP failed to report the fall.
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The investigation included interviews with the client’s family members and the AP; review of
documents related to the client’s medical records and service agreement; and review of the
AP’s employee file, along with Facility policies and incident reports.
The client received services from the comprehensive home care provider for transfer
assistance, toilet assists, medication administration, and assistance with activities of daily living,
such as dressing. The client’s nursing assessment indicated the client needed help with
transfers with the assistance of one staff member with a gait belt. The assessment also
indicated the gait belt as a mobility device. The nursing assessment, under safety, indicated
balance problems while standing due to lower extremity weakness –staff assists with all known
transfers using a gait belt.
Using a pendant alert system, the client requested assistance during the early morning hours to
use the bathroom. The AP came in the client’s room and transferred her from the bed to a
wheelchair without the use of a gait belt. The AP then wheeled the client into the bathroom,
and again, without the use of a gait belt, transferred her to the toilet. Shortly after that, the AP
assisted the client to a standing position, without a gait belt, and began to help with pulling up
her pants. The client’s legs became weak, and she began to slip. After several minutes, the AP
guided the client to the floor. The AP then went to the client’s bedroom and got the gait belt.
The AP returned to the bathroom, put the gait belt on the client, and tried to get her up. The
client was too weak, and remained on the floor after several attempts. The client called out for
a family member to help. The family member came into the bathroom and assisted the AP in
putting the client into the wheelchair. The client was then transferred back into bed.
Later on in the morning, while a dayshift staff member tried to assist the client out of bed,the
client began experiencing severe pain in her upper leg. An ambulance took the client to the
hospital. The hospital admitted the client with possible fractures in her leg and back. The client
did not return to baseline and subsequently went to a skilled nursing facility for rehabilitation.
During an interview with the client’s family member, the family member said the AP helped the
client into the wheelchair but did not use the gait belt. The family member said the AP, to his
knowledge, never used the gait belt, even though he had suggested it and asked for it to be
used in times past. The family member figured the AP knew what he was doing. The family
member said the AP and the client were gone for a while,and then the AP came into the
bedroom and got the gait belt. A short time later, the AP “hollered” for assistance. The family
member got up from the bed and went into the bathroom to find the client on the floor in front
of the toilet. The gait belt was on, but it was not on correctly. The family member asked the
client if she was hurt, but she said she didn’t think so. They then helped the client up into the
wheelchair and back into bed. Later on the in the morning, the client’s leg hurt so bad, Facility
staff could not get her up.
During an interview, another family member said the gait belt was to be used for all transfers.
There was only one gait belt, and it was kept in the bedroom on a table, or with the client. The
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other family member had mentioned the AP not using the gait belt on the morning of the fall.
The family member said the AP told Facility nurses the gait belt was being used at the time of
the fall. The family member said the client had to be transported to the hospital,where they
found a possible fractured femur. The family member mentioned the client had not returned
to baseline and now required the services of a skilled nursing facility. The family member did
not know if the client was going to return to her baseline and be able to return to the Facility.
During an interview with the AP, he said he answered a pendant call from the client. She
needed assistance to the bathroom. The AP said the client could stand for brief moments,
maybe a minute or two. The AP said he put the gait belt on the client, transferred her to the
wheelchair and brought her to the bathroom,where he transferred her to the toilet. The AP
said after a short time, he assisted the client to a standing position and began bringing up her
pants. The client started to slip down due to her leg weakness. The AP said he held her up for
15 – 20 minutes, trying to coach her to stand, but soon she had to sit down. Later on during the
interview, the AP admitted he did not use the gait belt during the initial transfer from the bed
and onto the toilet. The AP said when he was in training, the person who did the training never
used a gait belt, but rather would “bear hug” clients to transfer them. The AP said after the
client fell to the floor, he went and got the gait belt and put it on the client,but still could not
get the client off the floor. It was then the client had called out for the family member. The AP
said this had been the first fall incident he had experienced. The AP further mentioned he did
not fill out an incident report, nor did he tell anyone about the fall. Later, on after the client
went to the hospital, management called him in to discuss what had happened. The AP said he
told management he had used the gait belt. The AP also said he had never read the client’s
care plan in the past.
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.
(c) For purposes of this section, a vulnerable adult is not neglected for the sole reason that:
(1) the vulnerable adult or a person with authority to make health care decisions for the
vulnerable adult under sections 144.651, 144A.44, chapter 145B, 145C, or 252A, or sections
253B.03 or 524.5‐101 to 524.5‐502, refuses consent or withdraws consent, consistent with that
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authority and within the boundary of reasonable medical practice,to any therapeutic conduct,
including any care, service, or
procedure to diagnose, maintain, or treat the physical or mental condition of the vulnerable
adult, or, where permitted under law, to provide nutrition and hydration parenterally or
through intubation; this paragraph does not enlarge or diminish rights otherwise held under
law by:
(i) a vulnerable adult or a person acting on behalf of a vulnerable adult,including an involved
family member, to consent to or refuse consent for therapeutic conduct;or
(ii) a caregiver to offer or provide or refuse to offer or provide therapeutic conduct;or
(2) the vulnerable adult, a person with authority to make health care decisions for the
vulnerable adult, or a caregiver in good faith selects and depends upon spiritual means or
prayer for treatment or care of disease or remedial care of the vulnerable adult in lieu of
medical care, provided that this is consistent with the prior practice or belief of the vulnerable
adult or with the expressed intentions of the vulnerable adult;
(3) the vulnerable adult, who is not impaired in judgment or capacity by mental or emotional
dysfunction or undue influence, engages in consensual sexual contact with:
(i) a person including a facility staff person when a consensual sexual personal relationship
existed prior to the caregiving relationship; or
(ii) a personal care attendant, regardless of whether the consensual sexual personal
relationship existed prior to the caregiving relationship;or
(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: No, per family, did not have cognitive ability to interview
Family/Responsible Party interviewed: Yes
Alleged Perpetrator interviewed: Yes
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Action taken by facility:
None taken at this time, as client has not returned to baseline or back to the Facility.
Action taken by the Minnesota Department of Health:
The facility was found to be in noncompliance with the client’s bill of rights, regarding the right
to be free from maltreatment. To view a copy of the Statement of Deficiencies and/or
correction orders, please visit
http://www.health.state.mn.us/divs/fpc/directory/surveyapp/provcompselect.cfm, or call 651‐
201‐4890 to be provided a copy via mail or email. If you are viewing this report on the MDH
website, please see the attached Statement of Deficiencies.
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.

cc:
Health Regulation Division – Home Care and Assisted Living Program
The Office of Ombudsman for Long‐Term Care
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HOME CARE PROVIDER LICENSING
CORRECTION ORDER
In accordance with Minnesota Statutes, section
144A.43 to 144A.482, this correction order(s) has
been issued pursuant to a survey.
Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.
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Minnesota state statutes.

On November 14, 2018, a complaint investigation
was initiated to investigate complaint
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However, home care providers are
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Minn. Stat. 144A.474, Subd. 8(c).
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144A.474 Subd. 11 (b).
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Subdivision 1. Statement of rights. A person who
receives home care services has these rights:
(14) the right to be free from physical and verbal
abuse, neglect, financial exploitation, and all
forms
of maltreatment covered under the Vulnerable
Adults Act and the Maltreatment of Minors Act;
This MN Requirement is not met as evidenced
by:
Based on document review and interview, the
Licensee failed to keep 1 of 1 clients (C1)
reviewed free from maltreatment, when a
personal care attendant (PCA)C, failed to
transfer the C1 as indicated on C1's care plan
and failed to report a fall which occurred during
the transfer. C1 sustained an injury during the
fall and required transport to the hospital.
This practice resulted in a level three violation (a
violation that harmed a client's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death), and was
issued at an isolated scope (when one or a
limited number of clients are affected or one or a
limited number of staff are involved or the
situation has occurred only occasionally).
The findings include:
C1's medical record was reviewed. C1's service
agreement, dated September 25, 2018, indicated
C1 received services from the comprehensive
home care provider for medication
administration, transfer assistance, safety
checks, toileting assistance, and assistance with
activities of daily living, such as dressing.
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A document review, titled Assessment Summary,
dated September 6, 2018, indicated C1 needed
help with transfers with the assist of one staff
member with the use of a gait belt. Staff were to
apply C1's cervical collar prior to all transfers and
remove the collar after the transfer is complete.
The document indicated mobility aide of a gait
belt. The assessment, under safety, indicated
balance problem while standing due to lower
extremity weakness  staff assists with all known
transfers using a gait belt. The document
indicated a balance problem while walking, due
to lower extremity weakness  staff assists with
all known transfers using a gait belt. C1 is
unable to walk without assistance. Under fall risk
analysis, the assessment indicated transfer with
the assist of 1 and a gait belt.
A document, titled incident report  Fall, dated
November 7, 2018, indicated staff reported
assisting C1 to a standing position using a gait
belt. While standing, staff assisted in pulling up
C1's pants. C1 began to bend her knees and
had difficulty standing. Staff stated they held the
gait belt and lowered C1 to the floor in a seated
position to prevent fall/injury. The document
indicated the gait belt was being used and the
care plan was being followed.
A document, titled Licensee Incident
Assessment, dated November 7, 2018, indicated
staff was assisting C1 from the toilet to the
wheelchair. C1 became weak and unable to
stand. Staff lowered her to the floor to prevent
fall or injury. The document indicated wound
identified, yes  location: right upper leg.
Description of wound, hospital Xrays reports
questionable fracture to right femur.
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During an interview with the client's family
member (FM)A on November 19, 2018, at 9:00
am, FMA said a personal care attendant
(PCA)C helped C1 into the wheelchair but did
not use the gait belt. FMA said PCAC never,
that he knew of, used the gait belt, even though
he had suggested it and asked in times past, why
it was not being used. FMA figured PCAC
knew what he was doing. FMC said PCAC and
C1 were gone for a while, and then PCAC came
into the bedroom and got the gait belt. A short
time later, PCAC "hollered" for assistance.
FMA got up from the bed and went into the
bathroom to find C1 on the floor in front of the
toilet. The gait belt was on, but it was not on like
it should be. FMA asked C1 if she was hurt, but
she said she did not think so. They helped C1 up
into the wheelchair and back into bed. Later in
the morning, Facility staff could not get C1 out of
bed because her leg hurt.
During an interview with FMB on November 14,
2018, at 11:15 am, she said the gait belt was to
be used for all transfers. There was only one gait
belt, and it was kept in the bedroom on a table, or
with C1. FMA had mentioned PCAC was not
using the gait belt on the morning of the fall.
FMB said PCAC had told Facility nurses the
gait belt was being used at the time of the fall.
FMB said C1 had to be transported to the
hospital, where they found a possible fractured
femur. FMB mentioned C1 had not returned to
baseline and now required the services of a
skilled nursing facility. FMB did not know if C1
was going to return to baseline and be able to
return to the Facility. C1 was not a new client,
and everyone was supposed to know to use the
gait belt, there was an order for such because C1
was unsteady. Even at home, the family used a
Minnesota Department of Health
STATE FORM

6899

510B11

If continuation sheet 4 of 6

PRINTED: 12/07/2018
FORM APPROVED

Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

H20004
NAME
OF PROVIDER OR SUPPLIER
INGLESIDE

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________
B. WING _____________________________

(X3) DATE SURVEY
COMPLETED

11/19/2018

STREET ADDRESS, CITY, STATE, ZIP CODE

2811 ROLAND AVENUE
FAIRMONT, MN 56031
(X4) ID
PREFIX
TAG

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

0 325 Continued From page 4

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSSREFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

0 325

gait belt. FMB said there was only one gait belt
in C1's room, felt the staff needs to use the
proper equipment.
During an interview with PCAC on November
19, 2018, at 9:32 am, he said he answered a
pendant call from C1. She needed assistance to
the bathroom. PCAC said C1 could stand for
brief moments, maybe a minute or two. PCAC
said he put the gait belt on C1, transferred her to
the wheelchair and brought her to the bathroom,
where he transferred her to the toilet. PCAC
said after a short time, he assisted C1 to a
standing position and began bringing up her
pants. C1 began to slip down due to her leg
weakness. PCAC said he held her up for 15 
20 minutes, trying to coach her to stand, but
eventually, she had to sit down. Later on during
the interview, PCAC admitted he did not use the
gait belt during the initial transfer from the bed
and onto the toilet. PCAC said when he was in
training, the person who did the training never
used a gait belt, but rather, would "bear hug"
clients to transfer them. PCAC said after C1 fell
to the floor, he went and got the gait belt, put it on
C1, but still could not get C1 off the floor. It was
then, C1 had called out for FMA. PCAC said
this had been the first fall incident he had
experienced. PCAC further mentioned he did
not fill out an incident report, nor did he tell
anyone about the fall. It had been later on after
the client went to the hospital, that management
called him in to discuss what had happened.
PCAC said he had told management he had
used the gait belt. PCAC also said he had never
read C1's care plan in the past.
A policy, titled Resident Fall, dated May 4, 2018,
indicated to contact the registered nurse and
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resident's emergency contact and inform them of
the fall and followup care needed. The policy
indicated to complete the incident report
immediately after ensuring the resident is safe
and stable.
A policy, titled Falls prevention and reduction,
dated March 30, 2018, indicated the RN will
incorporate any interventions to prevent or
reduce the risk of falls into the resident's plan of
care and will communicate these interventions to
staff providing services to the resident.
TIME PERIOD FOR CORRECTION: Seven (7)
Days
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