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Office of Health Facility Complaints Investigative Report
PUBLIC
Facility Name:
Whispering Pines Assisted Living

Report Number:
HL20533025

Date of Visit:
July 13, 2018

Facility Address:
830 W Main Street

Time of Visit:
8:30 am to 1:15 pm

Date Concluded:
August 24, 2018

Facility City:
Anoka

Investigator's Name and Title:
Earl F. Bakke RN, MS, BSN, CEN, EMT‐P
Special Investigator

State:
Minnesota

ZIP:
55303

County:
Anoka

Revised on: October 28, 2019
Revised by: Lindsey Krueger, OHFC Director

Home Care Provider/Assisted Living

Allegation(s):
It is alleged that client #1 was neglected with staff failed to provide adequate supervision that resulted in
client #2 touching client #1 inappropriately and also making inappropriate verbal remarks.
.

State Statutes for Home Care Providers (MN Statutes, section 144A.43 ‐ 144A.483)

.

State Statutes for Vulnerable Adults Act (MN Statutes, section 626.557)

.

State Statutes Chapters 144 and 144A

Conclusion:
Based on the preponderance of the evidence, the allegation of neglect of supervision was substantiated.
The facility failed to supply vulnerable adults with supervision that were necessary to maintain the
vulnerable adults' physical and mental health and safety, when repeated incidences of verbal abuse,
physical abuse, and touching from one client to another took place. These incidents between the two
clients occurred multiple times over the course of several months. Despite being aware of these issues,
there continued to be multiple incidences where Client 1 and Client 2 were sitting in close proximity and
multiple times Client 1 and Client 2 had negative interactions, such as finger gestures and physical
aggression.
Upon reconsideration, a separate allegation regarding potential abuse of a vulnerable adult by an alleged
perpetrator (AP) was found to be inconclusive.
Client 1 received services from the comprehensive home care provider for assistance with daily living
activities, medication management, and assistance with transfers and mobility. Client 1, because of a
medical diagnosis, had severe limitations in speaking, but his/her comprehension of surroundings,
questions asked, and thought process were intact. Client 1's mobility was limited by the use of assistive
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devices.
Client 2 received services from the comprehensive home care provider for medication management,
assistance with home care needs, reminders, and supervision/safety measures. Client 2, because of
previous diagnosed brain related event, had limited cognitive ability which greatly affected his/her memory
capabilities. The cognitive deficit caused unprovoked, unintentional, yet profane and verbally abusive
comments to be said out loud, many times directed at other clients.
Over the course of several weeks, Client 2 had numerous incidents were he/she would become verbally
aggressive. On several occasions, Client 2 used profane language and made obscene and derogatory
remarks towards Client 1. Client 1, in response, would become emotional and attempt to become physically
aggressive with Client 2. These events are documented in staff communication logs and incident reports.
The only response from nursing/management was to attempt to keep Client 1 and Client 2 separated by
staggering their eating times and having Client 2 face away from Client 1 if eating at the same time.
A review of Client 1 and Client 2's medical records indicated no vulnerability assessment updates had been
completed since the original ones completed when service started. Neither of the client's latest
assessments, completed by nursing professionals, mentioned the negative interactions between the clients.
Interview with multiple staff members revealed a well‐known knowledge of the conflict between the two
clients. A staff member said they had not received any communications from nursing professionals or
management on progressive interventions to try to reduce the abusive incidents, except as noted above.
During an interview, Client 1 indicated Client 2 had used words like “big" and "bitch” regarding Client 1 in
the past, and that Client 2 normally makes derogatory comments to Client 1 daily, sometimes three to four
times a day. On one occasion, Client 2 touched the top of Client 1's left breast in what Client 1 perceived in
a sexual manner, for approximately three seconds. Client 1 said he/she had gotten frustrated with the
constant belittling and would become physical. Several times during the interview with Client 1 become
emotional as noted by crying with watery eyes. Client 1 also shook his/her fist to show frustration with
Client 2's behavior. Client 1 said the facility had not done anything to stop or reduce Client 2's behavior
towards him/her, but instead, staff would say [Client 2] cannot help it because of a brain injury.
During an interview with Client 1's family members, they said on numerous occasions Client 2 had been
observed mocking Client 1, giving Client 1 the finger, and sticking his/her tongue out at Client 1. The family
members said all the staff know about this behavior, and the family members have called the office about
the incidences. Staff reply to family members by saying Client 2 has a medical condition and cannot help it.
The family members said no known interventions had been put into place, and the concerns told to the
office never had a return resolution. Client 2 had been seem making lude tongue gestures to Client 1,
seemingly depicting oral sex. The family members said Client 1 had gotten frustrated with the behavior
from Client 2 and he/she becomes physically aggressive. Family members said this constant behavior has
affected Client 1 and now he/she seems to have his/her guard up and was emotionally different and angry.
During an interview with Client 2, he/she could not remember Client 1's name, nor specific information
about himself or his family. Client 2 said he/she gets along with all the other clients, but he/she did not
Page 2 of 8

Facility Name: Whispering Pines Assisted
Living

Report Number: HL20533025

know their names. Client 2 also said the staff were nice. Client 2 said he/she did not know anything about
being touched or touching other clients. Client 2 was not aware of any bruises, nor did he/she recall being
physically grabbed, hit, or abused by Client 1. However, due to Client 2's medical diagnosis, s/he reportedly
does not remember any specific, recent events. Client 2 did not mention being abused by staff, but due to
his/her diagnosis, would not have the capability to remember if an abusive event did occur. The interview
and questions posed to Client 2 confirmed his/her cognitive and memory deficit.
During an interview with another a client of the facility, he/she said Client 2 cannot control his/her
emotions and has “flipped him off” before. This client said Client 1 told him/her about the problems with
Client 2 and how Client 2 will push Client 1's wheelchair and make gestures at him/her. This client said he/
she had observed Client 1 and Client 2 arguing, and Client 1 become physically aggressive. The client also
mentioned seeing Client 2 bother Client 1 while he/she was eating. This client said the problem between
the two has been going on for a while and had the potential to get worse. The client also said it had not
appeared the facility had done anything different, the situation had not gotten any better, and he/she did
not think Client 1 was safe around Client 2.
During an interview with a staff member, he/she said he/she had not received any communications from
management on interventions to be put in place to reduce or stop the abusive events between Client 1 and
Client 2. The staff member also mentioned making suggestions to management on how to reduce the
incidences, but to his/her knowledge, none of the suggestions had been implemented. The staff member
had witnessed Client 2 teasing or mocking Client 1, including mocking his/her speech deficit.
During an interview with a licensed professional, he/she said incidences of conflict between the two clients
were known and that staff had been instructed to try and keep each client away from the other. Client 1
and Client 2's meal times were to be staggered, and Client 2 was to face away from Client 1 if they were
eating at the same time. The licensed professional said nothing else had been done to stop or reduce the
behaviors between the clients. The licensed professional said the facility did have some documentation
challenges and there was room for improvement. The licensed professional also said vulnerability
assessments had not been updated even though the incidences between the clients had been frequent.
During an interview with management staff, he/she said Client 1 did have occasions where he/she would
get angry and frustrated, especially because of the communication barrier. Management further said Client
1 did understand what was being said and could be redirected if needed. Management acknowledged there
had been times of conflict between Client 1 and Client 2, and that the incidents of conflict might have
occurred more frequent than reported because staff may think that because it was an everyday occurrence,
they did not have to document the problems. Management said Client 2 had been known to make
comments about females' breasts and called people fat. There had been times when Client 2 had made a
hand gesture using the middle finger. Management reviewed the video footage where the AP slapped Client
2, and questioned if the AP's action was grabbing Client 2 rather than the AP hitting Client 2. Management
did confirm the other staff member sitting close to where Client 2 was slapped was a mandated reporter.
Minnesota Vulnerable Adults Act (Minnesota Statutes, section 626.557)
Under the Minnesota Vulnerable Adults Act (Minnesota Statutes, section 626.557):
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Neglect
Not Substantiated

Financial Exploitation
Inconclusive based on the following information:

Abuse was found to be inconclusive upon reconsideration.
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:

The facility is responsible for the neglect of supervision, because multiple staff, including direct care staff,
nurses, and management, had knowledge of ongoing verbal abuse from one client to another, and then an
incident of physical abuse from one client to another, but failed to implement progressive interventions or
evaluate existing interventions to reduce or stop the unsafe behavior.
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.
Compliance:
State Statutes for Home Care Providers (MN Statutes section 144A.43 ‐ 144A.483) ‐ Compliance Not Met
The requirements under State Statutes for Home Care Providers (MN Statutes, section 144A.43 ‐ 144A.483)
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.)
State Statutes Chapters 144 & 144A – Compliance Not Met ‐ Compliance Not Met
The requirements under State Statues for Chapters 144 &144A were not met.
State licensing orders were issued:

.

Yes

No

(State licensing orders will be available on the MDH website.)
ComplianceNotes:
Licensing order for Maltreatment, Dignity and Respect, and Failure to Report
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Definitions:
MinnesotaStatutes,section626.5572,subdivision
17  Neglect
"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.

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.

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 followingrecordswerereviewedduring the investigation:
.

Medical Records

.

Care Guide

.

Medication Administration Records

.

Nurses Notes
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Assessments

.

Treatment Sheets

.

Care Plan Records

.

Social Service Notes

.

Facility Incident Reports

.

Service Plan

Report Number: HL20533025

Other pertinentmedicalrecords:

Additionalfacility records:
.
Staff Time Sheets, Schedules, etc.
.
Facility Internal Investigation Reports
.

Personnel Records/Background Check, etc.

.

Facility In‐service Records

.

Facility Policies and Procedures

.

Other, specify: Video Footage

Number of additional resident(s) reviewed: Three
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
Specify:

No

N/A

Interviews:The followinginterviewswereconductedduringthe investigation:
Interview with reporter(s)
Yes
No
N/A
Specify:
If unable to contact reporter, attempts were made on:
Date:

Time:

Interview with family:

Date:
Yes

No

Time:
N/A

Specify:

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

Yes

Yes

No

Tennessen
Warnings
Tennessen Warning given as required:

No

N/A

Yes

Specify:

No

Total number of staff interviews: Five
Physician Interviewed:

Yes

Nurse Practitioner Interviewed:

No
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

Time:
No

Were contacts made with any of the following:
Emergency Personnel

Police Officers

Medical Examiner .

Other: Specify Social Services

Observationswereconductedrelatedto:
.
Personal Care
.
Infection Control
.

Medication Pass

.

Cleanliness

.

Dignity/Privacy Issues

.

Safety Issues

.

Facility Tour

Was any involved equipment inspected:

Yes

No

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

N/A
No

cc:
Health Regulation Division ‐ Home Care & Assisted Living Program
Minnesota Board of Nursing
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The Office of Ombudsman for Mental Health and Developmental Disabilities

Anoka Police Department
Anoka County Attorney
Anoka City Attorney
Anoka County Sheriff's Office, Case Aide Specialist
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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.
INITIAL COMMENTS:

PLEASE DISREGARD THE HEADING
OF THE FOURTH COLUMN WHICH
STATES,"PROVIDER ' S PLAN OF
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On July 13, 2018, a complaint investigation was
initiated to investigate complaint #HL20533025.
At the time of the survey, there were 9 clients that
were receiving services under the
comprehensive license. The following correction
orders are issued.
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SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
The letter in the left column is used for
tracking purposes and reflects the scope
and level issued pursuant to 1441.474
subd. 11 (b) (1) (2)
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receives home care services has these rights:
(13) the right to be treated with courtesy and
respect, and to have the client's property treated
with
respect;
This MN Requirement is not met as evidenced
by:
Based on observation, document review, and
interview, the Licensee failed to treat with dignity
and respect, 2 of 2 clients (C1 and C2) reviewed,
when C1 was subjected to repeated verbally
derogatory and humiliating comments from C2
and C2 was physically abused when a home
health aide (HHA)I slapped C2. C2 was also
physically abused by C1 after C2 used the
derogatory language towards C1, and C1 struck
C2 in the chest several times.
This practice resulted in a level two violation (a
violation that did not harm a client's health or
safety but had the potential to have harmed a
client'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 clients 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:
C1's medical record was reviewed. C1's service
agreement, dated August 14, 2017, indicated C1
received services from the comprehensive home
care provider for medication management,
assistance with activities of daily living, and
assistance with walking, transferring, and
Minnesota Department of Health
STATE FORM

6899

JUYI11

If continuation sheet 2 of 19

PRINTED: 11/08/2019
FORM APPROVED

Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

A. BUILDING: ______________________
B. WING _____________________________

H20533
NAME
OF PROVIDER
OR SUPPLIER
WHISPERING
PINES
ASSTD LIVING

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

C
08/09/2018

STREET ADDRESS, CITY, STATE, ZIP CODE

830 WEST MAIN
ANOKA, MN 55303
(X4) ID
PREFIX
TAG

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

0 320 Continued From page 2

ID
PREFIX
TAG

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

(X5)
COMPLETE
DATE

0 320

repositioning.
C2's medical record was reviewed. C2's service
agreement, dated December 23, 2017, indicated
C2 received services from the comprehensive
home care provider for medication management
and assistance with activities of daily living.
A video review, dated July 9, 2018, at 8:20 am,
showed C1 and C2 sitting close to each other.
C2 was seen turning around and facing C1.
HHAJ was seen facing C2, pointing for him/her
to turn around. C2 remained facing C1.
Seconds later, the video showed HHAJ raising
his/her left arm/hand and quickly slap C2 on
his/her right forearm. The video showed C2
react by pulling his/her right arm back in a
defensive motion. Seconds later, the video
showed HHAJ pulling C2 up by his/her arms,
walking him/her away from the table and then
pushing C2 toward a common living room area.
HHAJ was then observed grabbing C2's arm.
During this incident, HHAH was observed sitting
several feet from C2, facing C2 such that HHAI
would have seen and heard HHAI slap C2.
A video review, dated July 10, 2018, at 12:40 pm,
showed C2 do a hand gesture using his/her
middle finger. Seconds later, the video showed
C1 move towards C2 and have what appeared to
be a confrontation. C1 begins to strike C2 in the
chest area. C1 hit C2 several times before staff
intervenes.
A document review, titled daily client report,
dated July 10, 2018, indicated on the 73 shift C2
had been cursing and provoked C1. The same
document indicated C1 tried to fight with C2
when C2 provoked C1.
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A document review, titled daily client report,
dated July 12, 2018, indicated on the 73 shift,
C2 swore, was very provocative and insulting.
The same document indicated C1, on the 311
shift, was abusive but had done better.
During an interview with C1 on July 13, 2018, at
9:00 am, he/she said C2 on multiple occasions,
had called him/her big, bitch, and used sexual
terms. C2 had made sexual gestures using
his/her tongue. On one occasion, C2 touched
the left upper side of C1's breast. C1 said staff
knows about these occurrences, but no incident
reports were made, and nothing was done. C1,
numerous times during the interview, started
crying.
During an interview with HHAG, on July 13,
2018, at 10:47 am, he/she said C1 and C2 had
been seen together at mealtime, but other than
that, the two do not interact. HHAG said no
communications had been received directly from
management on interventions to decrease
behaviors between C1 and C2. HHAG had even
made suggestions approximately 11.5 months
prior, but did not know if any of the suggestions
had been implemented. HHAG said C2 does
tease C1 because of his/her repeated use of the
word I, I, I, I. HHAG said C1 probably feels bad
about it. HHAG said C2 was not aware of
his/her actions, and he/she could be redirected.
HHAG was not aware of C1 becoming violent.
During an interview with another client, on July
13, 2018, at 10:16 am, he/she said there was a
problem between C1 and C2. This client said C2
had "flipped" him off in the past, but C2 cannot
control his/her emotions. C1 had told this client
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about problems with C2. C2 had even pushed
C1 in his/her chair. C2 makes signs at C1, and
they argue. C1 has hit C2. Usual the problem
occurs when C1 and C2 are eating, C2 would
bother C1. The situation was the same, and it
had been going on for a while. The client said it
had the potential to get worse and the client did
not think C1 was safe around C2. The client said
C2's actions are not intentional, but C2 does use
profanity and cannot control his/her temper, but
C2 has never become violent and never hit
anyone.
An employee handbook, page 23, dated March
2012, indicated employees are responsible for
performing in a professional manner on a daily
basis. Generally, no conduct that is disruptive,
unproductive, immoral, unethical, or illegal will be
tolerated. Engaging in any of the following
examples of unacceptable conduct violates the
Company's Code of Ethics  Client abuse or
misuse (Vulnerable Adult Act), Failure to report
evidence of the vulnerable adult act violations.
TIME PERIOD FOR CORRECTION: Seven (7)
Days
0 325 144A.44, Subd. 1(14) Free From Maltreatment
SS=E

0 325

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;
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This MN Requirement is not met as evidenced
by:
Based on observation, interview, and
documented review, the Licensee failed to keep
2 of 2 clients (C1 and C2) reviewed free from
maltreatment when C1 and C2 were neglected of
supervision. Over the course of multiple months
and multiple incidences, C1 and C2 engaged in
verbal and physical aggression towards one
another. The Licensee failed to implement
appropriate and effective interventions that would
reduce or eliminate the abusive events.
Furthermore, a home health aide (HHA)J was
observed slapping C2 in video footage.
This practice resulted in a level two violation (a
violation that did not harm a client's health or
safety but had the potential to have harmed a
client'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 clients 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:
C1's medical record was reviewed. C1's service
agreement, dated August 14, 2017, indicated C1
received services from the comprehensive home
care provider for medication management,
assistance with activities of daily living, and
assistance with walking, transferring, and
repositioning.
C2's medical record was reviewed. C2's service
agreement, dated December 23, 2017, indicated
C2 received services from the comprehensive
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home care provider for medication management
and assistance with activities of daily living.
A document review, titled vulnerability
assessment/abuse prevention plan for C1, dated
August 14, 2017, indicated C1 was oriented to
person, place, and time. The document indicated
C1 had a chronic disability and speech/language
barriers. The document indicated C1 did not
have aggressive behaviors towards others and
was not able to report abuse/neglect/concerns.
The column indicating C1 was not able to report
abuse also indicated C1 was not able to report
abuse or neglect secondary to aphasia and staff
were trained to identify and report abuse and
neglect. The documented indicated C1 did not
appear to have areas of vulnerability requiring
intervention and C1 did not appear to pose a
threat to other vulnerable adults. There were no
other vulnerability assessments in C1's medical
record.
A document review, titled client assessment,
dated June 1, 2018, indicated C1 can be
emotionally labile, become frustrated, angry or
frustrated. The document indicated C1 yells out
at others if he/she is angry or frustrated. There
was no mention of interactions between C1 and
C2. There was no mention of what caused C1 to
become angry or frustrated.
A document review, titled incident report, dated
July 2, 2018, indicated C2 said: "you look fat like
my sister" to C1. C1 took offense and C1 went
after C2. A staff member removed C1 from the
situation. Agency response was to have staff
continue to keep clients apart. A licensed
practical nurse advised to keep C1 and C2
separate during meals and activities. The
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document indicated, by a director of nursing
(DON)A, C1 and C2 have been separated from
each other during meals, activities and other
times when in the common living areas of the
home.
A video review, dated July 9, 2018, at 8:20 am,
showed C1 and C2 sitting close to each other.
C2 was seen turning around and facing C1.
HHAJ was seen facing C2, pointing for him/her
to turn around. C2 remained facing C1.
Seconds later, the video showed HHAJ raising
his/her left arm/hand and quickly slap C2 on
his/her right forearm. The video showed C2
react by pulling his/her right arm back in a
defensive motion. Seconds later, the video
showed HHAJ pulling C2 up by his/her arms,
walking him/her away from the table and then
pushing C2 toward a common living room area.
HHAJ was then observed grabbing C2's arm.
A video review, dated July 10, 2018, at 12:40 pm,
showed C2 do a hand gesture using his/her
middle finger. Seconds later, the video showed
C1 move towards C2 and have what appeared to
be a confrontation.
A video review, dated July 10, 2018, at 12:44 pm,
showed HHAI quickly walk over to C2, stand
nearly over him/her, while at the same time C2
raises his/her right arm towards his/her body and
lean away defensively.
A video review, dated July 10, 2018, at 5:32 pm,
showed HHAH sitting next to C1. C2 was
seated across from C1 (again in close proximity).
HHAH was seen making a circling motion on the
side of his/her head, commonly known as a crazy
sign. Then C1 started doing it. Seconds later C2
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was observed doing it. HHAH was observed
allowing C1 and C2 to be close to each other and
what appeared to be mocking each other.
A video review, dated July 12, 2018, at 12:36 pm,
showed C1 and C2 in a confrontation. C1 had
moved over to C2 and started hitting C2. Staff
moved C1 away. There was no audio, but it
appeared C2 was speaking. C1 tried to stop staff
from taking him/her away.
None of the video footage mentioned above had
associated incident reports completed.
A document review, titled daily client report,
dated July 9, 2018, indicated on the 73 shift C2
ate all his/her food and looked at the TV. For the
311 shift, C2 had been wandering, but not
cursing, no further concerns. On the same
document, for the 73 shift, C1 documented as
happy and outside, and for the 311 shift, C1
asked staff to change bed position. The
document did not mention actions that would
have provoked HHAJ to slap C2.
A document review, titled daily client report,
dated July 10, 2018, indicated on the 73 shift C2
had been cursing and provoked C1. The same
document indicated C1 tried to fight with C2
when C2 provoked C1.
A document review, titled daily client report,
dated July 12, 2018, indicated on the 73 shift,
C2 swore, was very provocative and insulting.
The same document indicated C1, on the 311
shift, was abusive but had done better.
During an interview with a registered nurse
(RN)B, on July 24, 2018, at 9:02 am, he/she
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said the staff was supposed to stagger C1 and
C2's meal times, but if C1 and C2 ate together,
C2's back was to be facing C1. The staff has
also had C1 do other things while C2 was eating,
such as smoking. RNB said there was not
anything else the Licensee had done. RNB said
the Licensee did have documentation problems
and knows the aides were supposed to be
keeping track, but they may not be getting it, or
they had become complacent. RNB said he/she
did not think they had done enough and the
administer/director had been a barrier. RNB said
they could do a better job. RNB said may be
information on the care plan, but there was
nothing newer, and the vulnerability assessments
had not been updated since 2017. RNB said,
"we have work to do."
During an interview with HHAG, on July 13,
2018, at 10:47 am, he/she said C1 and C2 had
been seen together at mealtime, but other than
that, the two do not interact. HHAG said no
communications had been received directly from
management on interventions to decrease
behaviors between C1 and C2. HHAG had
made suggestions approximately 11.5 months
prior, but did not know if any of the suggestions
had been implemented. HHAG said C2 does
tease C1 because of his/her repeated use of the
word I, I, I, I. HHAG said C1 probably feels bad
about it. HHAG said C2 was not aware of
his/her actions, and he/she could be redirected.
HHAG was not aware of C1 becoming violent.
During an interview with another client, on July
13, 2018, at 10:16 am, he/she said there was a
problem between C1 and C2. This client said C2
had "flipped" him off in the past, but C2 cannot
control his/her emotions. C1 had told this client
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about problems with C2. C2 had even pushed
C1 in his/her chair. C2 makes signs at C1, and
they argue. C1 has hit C2. Usual the problem
occurs when C1 and C2 are eating, C2 would
bother C1. The situation was the same, and it
had been going on for a while. The client said it
had the potential to get worse and the client did
not think C1 was safe around C2. The client said
C2's actions are not intentional, but C2 does use
profanity and cannot control his/her temper, but
C2 has never become violent and never hit
anyone.
A policy and protocol, titled Vulnerable Adult
Reporting plan, dated August 20, 2017, indicated
the purpose of the plan is to outline procedures
to be followed in the event maltreatment of
vulnerable adult is observed or suspected. All
persons working in our homes with the residents
will receive training on vulnerable adult reporting.
Conduct which is not an accident, which
produces or could reasonably be expected to
produce physical pain or injury or emotional
distress including, but not limited to: a.) hitting,
slapping, kicking, pinching, biting, or corporal
punishment of a vulnerable adult, b.) use of
repeated 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. The policy provides the common
entry point calling information.
TIME PERIOD FOR CORRECTION: Seven (7)
Days
0 805 144A.479, Subd. 6(a) Reporting Maltrx of
SS=D Vulnerable Adults/Minors
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Subd. 6. Reporting maltreatment of vulnerable
adults and minors. (a) All home care providers
must comply with requirements for the reporting
of maltreatment of minors in section 626.556 and
the
requirements for the reporting of maltreatment of
vulnerable adults in section 626.557. Each home
care
provider must establish and implement a written
procedure to ensure that all cases of suspected
maltreatment are reported.

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the
Licensee failed to report physical abuse events to
the common entry point for 2 of 2 clients (C1 and
C2) reviewed, when C1 was observed physically
hitting C2 on video and a home health aide
(HHA)J was observed slapping C2.
This practice resulted in a level two violation (a
violation that did not harm a client's health or
safety but had the potential to have harmed a
client'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 clients 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:
C1's medical record was reviewed. C1's service
agreement, dated August 14, 2017, indicated C1
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received services from the comprehensive home
care provider for medication management,
assistance with activities of daily living, and
assistance with walking, transferring, and
repositioning.
C2's medical record was reviewed. C2's service
agreement, dated December 23, 2017, indicated
C2 received services from the comprehensive
home care provider for medication management
and assistance with activities of daily living.
A video review, dated July 9, 2018, at 8:20 am,
showed C1 and C2 sitting close to each other.
C2 was seen turning around and facing C1.
HHAJ was seen facing C2, pointing for him/her
to turn around. C2 remained facing C1.
Seconds later, the video showed HHAJ raising
his/her left arm/hand and quickly slap C2 on
his/her right forearm. The video showed C2
react by pulling his/her right arm back in a
defensive motion. Seconds later, the video
showed HHAJ pulling C2 up by his/her arms,
walking him/her away from the table and then
pushing C2 toward a common living room area.
HHAJ was then observed grabbing C2's arm.
During this incident, HHAH was observed sitting
several feet from C2, facing C2 such that HHAI
would have seen and heard HHAI slap C2.
Review of the record indicated there was no
incident report completed regarding this incident.
No report was made to the common entry point
regarding the incident.
A document review, titled daily client report,
dated July 9, 2018, indicated on the 73 shift C2
ate all his/her food and looked at the TV. For the
311 shift, C2 had been wandering, but not
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cursing, no further concerns. On the same
document, for the 73 shift, C1 documented as
happy and outside, and for the 311 shift, C1
asked staff to change bed position. The
document did not mention the C2 being slapped
by HHAI.
A video review, dated July 10, 2018, at 12:40 pm,
showed C2 do a hand gesture using his/her
middle finger. Seconds later, the video showed
C1 move towards C2 and have what appeared to
be a confrontation. C1 begins to strike C2 in the
chest area. C1 strikes several times before staff
intervene.
No report was made to common entry point
regarding the July 10, 2018 incident.
During an interview with a director of nursing
(DON)A, on August 10, 2018 at 10:12 am,
he/she was shown multiple video clips, to include
the video of HHAI slapping C2 and the video
footage of C1 hitting C2. RNA said HHAH
would have been a mandated reporter. RNA
said both HHAH and HHAI were to blame. For
the video footage regarding C1 hitting C2, RNA
agreed the event was physical between C1 and
C2. RNA said it would have required
documentation and it had to be reported.
A policy, titled Vulnerable Adult Reporting Plan,
dated August 20, 2017, indicated all persons who
work with residents who live in our homes are
mandated by law to report any witnessed or
suspected maltreatment. Upon suspicion of
abuse, the employee will fill out an incident report
and also contact a nurse. The nurse will review
the information and made a decision on what
action needs to be taken.
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TIME PERIOD FOR CORRECTION: Seven (7)
Days
02015 626.557, Subd. 3 Timing of Report
SS=D

02015

Subd. 3. Timing of report (a) A mandated
reporter who has reason to believe that a
vulnerable adult is being or has been
maltreated, or who has knowledge that a
vulnerable adult has sustained a physical injury
which is not reasonably explained shall
immediately report the information to the
common entry point. If an individual is a
vulnerable adult solely because the individual is
admitted to a facility, a mandated reporter is not
required to report suspected maltreatment of the
individual that occurred prior to admission,
unless:
(1) the individual was admitted to the facility
from another facility and the reporter has reason
to believe the vulnerable adult was maltreated in
the previous facility; or
(2) the reporter knows or has reason to believe
that the individual is a vulnerable adult as
defined in section 626.5572, subdivision 21,
clause (4).
(b) A person not required to report under the
provisions of this section may voluntarily report
as described above.
(c) Nothing in this section requires a report of
known or suspected maltreatment, if the reporter
knows or has reason to know that a report has
been made to the common entry point.
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(d) Nothing in this section shall preclude a
reporter from also reporting to a law
enforcement agency.
(e) A mandated reporter who knows or has
reason to believe that an error under section
626.5572, subdivision 17, paragraph (c), clause
(5), occurred must make a report under this
subdivision. If the reporter or a facility, at any
time believes that an investigation by a lead
agency will determine or should determine that
the reported error was not neglect according to
the criteria under section 626.5572, subdivision
17, paragraph (c), clause (5), the reporter or
facility may provide to the common entry point or
directly to the lead agency information explaining
how the event meets the criteria under section
626.5572, subdivision 17, paragraph (c), clause
(5). The lead agency shall consider this
information when making an initial disposition of
the report under subdivision 9c.

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the
Licensee failed to immediately report physical
abuse events to the common entry point for 2 of
2 clients (C1 and C2) reviewed, when C1 was
observed physically hitting C2 on video and a
home health aide (HHA)J was observed
slapping C2.
This practice resulted in a level two violation (a
violation that did not harm a client's health or
safety but had the potential to have harmed a
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client'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 clients 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:
C1's medical record was reviewed. C1's service
agreement, dated August 14, 2017, indicated C1
received services from the comprehensive home
care provider for medication management,
assistance with activities of daily living, and
assistance with walking, transferring, and
repositioning.
C2's medical record was reviewed. C2's service
agreement, dated December 23, 2017, indicated
C2 received services from the comprehensive
home care provider for medication management
and assistance with activities of daily living.
A video review, dated July 9, 2018, at 8:20 am,
showed C1 and C2 sitting close to each other.
C2 was seen turning around and facing C1.
HHAJ was seen facing C2, pointing for him/her
to turn around. C2 remained facing C1.
Seconds later, the video showed HHAJ raising
his/her left arm/hand and quickly slap C2 on
his/her right forearm. The video showed C2
react by pulling his/her right arm back in a
defensive motion. Seconds later, the video
showed HHAJ pulling C2 up by his/her arms,
walking him/her away from the table and then
pushing C2 toward a common living room area.
HHAJ was then observed grabbing C2's arm.
During this incident, HHAH was observed sitting
Minnesota Department of Health
STATE FORM

6899

JUYI11

If continuation sheet 17 of 19

PRINTED: 11/08/2019
FORM APPROVED

Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

A. BUILDING: ______________________
B. WING _____________________________

H20533
NAME
OF PROVIDER
OR SUPPLIER
WHISPERING
PINES
ASSTD LIVING

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

C
08/09/2018

STREET ADDRESS, CITY, STATE, ZIP CODE

830 WEST MAIN
ANOKA, MN 55303
(X4) ID
PREFIX
TAG

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

02015 Continued From page 17

ID
PREFIX
TAG

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

(X5)
COMPLETE
DATE

02015

several feet from C2, facing C2 such that HHAI
would have seen and heard HHAI slap C2.
Review of the record indicated there was no
incident report completed regarding this incident.
No report was made to the common entry point
regarding the incident.
A document review, titled daily client report,
dated July 9, 2018, indicated on the 73 shift C2
ate all his/her food and looked at the TV. For the
311 shift, C2 had been wandering, but not
cursing, no further concerns. On the same
document, for the 73 shift, C1 documented as
happy and outside, and for the 311 shift, C1
asked staff to change bed position. The
document did not mention the C2 being slapped
by HHAI.
A video review, dated July 10, 2018, at 12:40 pm,
showed C2 do a hand gesture using his/her
middle finger. Seconds later, the video showed
C1 move towards C2 and have what appeared to
be a confrontation. C1 begins to strike C2 in the
chest area. C1 strikes several times before staff
intervene.
No report was made to common entry point
regarding the July 10, 2018 incident.
During an interview with a director of nursing
(DON)A, on August 10, 2018 at 10:12 am,
he/she was shown multiple video clips, to include
the video of HHAI slapping C2 and the video
footage of C1 hitting C2. RNA said HHAH
would have been a mandated reporter. RNA
said both HHAH and HHAI were to blame. For
the video footage regarding C1 hitting C2, RNA
agreed the event was physical between C1 and
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C2. RNA said it would have required
documentation and it had to be reported.
A policy, titled Vulnerable Adult Reporting Plan,
dated August 20, 2017, indicated all persons who
work with residents who live in our homes are
mandated by law to report any witnessed or
suspected maltreatment. Upon suspicion of
abuse, the employee will fill out an incident report
and also contact a nurse. The nurse will review
the information and made a decision on what
action needs to be taken.
TIME PERIOD FOR CORRECTION: Seven (7)
Days
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