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Finding: Not Substantiated

Nature of Investigation:

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.

Initial Investigation Allegation:
The alleged perpetrator (AP) emotionally abused the resident when she yelled “damn it” after

the resident fainted during a mechanical transfer and slipped in the lift.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined abuse was not substantiated. The AP used
improper language one time when the resident fainted midway through a mechanical lift
transfer from the bathroom using a standing mechanical lift. The AP then made sure the
resident was safe and went to get help. In addition, neglect was not substantiated. Although,
the AP transferred the resident without a second staff member using a mechanical lift, it was a
one-time occurrence, the resident was provided medical treatment, returned to baseline health

status, and the AP received retraining.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted the resident’s family member.
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The investigation included review of resident records, in room camera footage, policies and
procedures and personnel records. Also, the investigator observed staff members using the
standing mechanical lift to transfer residents and observed the resident receive hospice cares.

The resident resided in an assisted living facility. She lived on a unit, which housed residents
needing more 1:1 cares and mechanical lift transfers. The resident’s diagnoses included
Parkinson’s, diabetes, congestive heart failure, benign vertigo (dizziness) and weakness. The
resident’s service plan included assistance with toileting and transfers with a standing
mechanical lift with two staff. The resident’s assessment indicated she could make her needs
known.

One day, the AP helped the resident transfer from the toilet using the standing mechanical lift.
Room camera footage showed the AP backing the lift out of the bathroom by herself. The
resident stood facing the AP and grasping the two standing mechanical lift handles which were
positioned overhead and slightly behind her head. A safety sling encircled the resident’s chest.
About midway through the bathroom doorway, the resident went limp; her head dropped
forward, and she let go of the lift handlebars but remained upright. The AP yelled hang on and
the resident’s name. The AP yelled, hang on to the bar “damn it!” The AP checked the resident’s
hands and said her name twice as she pushed the standing lift back into the bathroom. The AP
was not on camera once she moved the lift into the bathroom, but said to the resident, “You
passed out, I’'m going to get help.”

Progress notes indicated staff notified the nurse of the incident and the nurse assessed the
resident. Several hours later, the resident complained of arm and shoulder pain and asked to go
to the hospital. The nurse called 911 and the resident went to the hospital by ambulance and
was admitted for treatment of a closed collar bone fracture.

Review of the resident’s hospital records indicated the resident told hospital staff she “passed
out” in the bathroom when she stood up but did not hit her head. Scans showed she had a
mildly displaced left mid clavicle (collarbone) fracture.

During an interview, the AP said she had transferred the resident many times with the standing
mechanical lift and never had the resident faint. The AP said she and a second staff member
were getting ready to transfer the resident off the toilet, but the resident said she needed a
little more time. The second staff member left to answer a resident call light and said she would
be right back. About 30 seconds later, the resident said she was done and wanted to get off the
toilet right away. The AP said the resident repeated she wanted to get off the toilet even
though the AP told her they needed to wait for the second staff person to return and help. The
AP said she started the standing lift transfer on her own expecting the second staff person to be
right back. The AP said the resident just fainted without any warning. The AP said she was
shocked, scared and yelled for help. As she moved the resident back into the bathroom, the
resident regained consciousness, was able to hang onto the handles and sit on the toilet while
the AP went for help. The AP said she did not see the in-room camera footage of the incident
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and she was not aware she yelled “damn it” until the internal investigation. She told
management she did not swear at the resident, it was just from fear. The AP said she was
suspended a few days during the investigation then retrained on using the standing mechanical
lift, which she knew always required two people. The AP said it was poor judgement on her part
using the lift by herself.

The second staff member who worked that shift said she did not remember much about the
incident.

During an interview, nursing management said an internal investigation was done. The AP was
suspended pending the investigation outcome and then retrained on proper use of the standing
mechanical lift. She was given a written warning for her language during the incident.
Management said the resident was reassessed and switched to a full mechanical lift for
transfers instead of the standing mechanical lift due to leg weakness.

During an interview, the family member said they were notified of the incident. The family
member said the resident fainted on the toilet once before but did not think the standing
mechanical lift was involved. He said he felt there was no intentional harm of the resident by
staff members and no concern about the AP swearing when the resident fainted. The family
member said the AP was the resident’s favorite staff member.

The resident was not available for an interview.

In conclusion, the Minnesota Department of Health determined abuse and neglect were not
substantiated.

“Not Substantiated” means:
An investigatory conclusion indicating the preponderance of evidence shows that an act
meeting the definition of maltreatment did not occur.

Abuse: Minnesota Statutes section 626.5572, subdivision 2.

"Abuse" means:

(b) Conduct which is not an accident or therapeutic conduct as defined in this section, which
produces or could reasonably be expected to produce physical pain or injury or emotional
distress including, but not limited to, the following:

(2) use of repeated or 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.

Neglect: Minnesota Statutes, section 626.5572, subdivision 17
Neglect means neglect by a caregiver or self-neglect.
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(a) "Caregiver neglect" means 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

(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: Attempted, not available to interview.
Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: Yes.

Action taken by facility:

The facility conducted an internal investigation into the incident, provided medical treatment to
the resident in a timely fashion, filed a report, retrained the AP and reassessed the resident for
safety with transfer devices.

Action taken by the Minnesota Department of Health:
The facility was found to be in noncompliance. To view a copy of the Statement of Deficiencies
and/or correction orders, please visit:

https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html

If you are viewing this report on the MDH website, please see the attached Statement of
Deficiencies.

You may also call 651-201-4200 to receive a copy via mail or email
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cC:
The Office of Ombudsman for Long Term Care
The Office of Ombudsman for Mental Health and Developmental Disabilities
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(a) All assisted living facilities must establish and
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complies with accepted health care, medical, and
nursing standards for infection control.

(b) The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.

(c) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to establish and
maintain an infection control program that
complied with accepted health care, medical, and
nursing standards for infection control when
unlicensed personnel (ULP)-D, failed to disinfect
an standing mechanical lift between the transfers
of two of two residents (R2 and R3) observed.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident'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 residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

Findings include:

R2's medical diagnoses included Type 2
diabetes, morbid obesity, weakness, difficulty
walking, peripheral neuropathy, dizziness, kidney
failure and heart failure.

Minnesota Department of Health
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R2's service plan agreement dated January 1,
2023, indicated R2 received daily assistance with
full mechanical lift transfers. Transfer instructions
iIncluded: assist of two staff with full mechanical
lift, XL sling, ensure all straps are secure and
explain to resident what you are doing.

R3's medical diagnoses included hypertensive
heart disease with heart failure, stage 3 chronic
Kidney disease, and repeated falls.

R3's service plan agreement dated May 25, 2023,
indicated R3 required two staff for transfers for
use of mechanical lift. Routine services included
call AL/CS (assisted living/care suites) for transfer
assist. Transfer instructions included: assist of
two staff with full mechanical lift, ensure all straps
are secure and explain to resident what you are
doing.

During an observation on August 21, 2023, at
11:19 a.m., ULP-D and licensed practical nurse
(LPN)-I used the standing mechanical lift to
transfer R2 from her recliner to her wheelchair.
R2 grasped the handle bars while staff raised her
to a standing position and transferred her. After
R2's transfer, ULP-D moved the standing
mechanical lift to R3's room without disinfecting
the lift. At 11:30 a.m., ULP-D and a hospice staff
member used the standing mechanical lift to
transfer R3 from her recliner to her wheelchair.
R3 grasped the handle bars while staff raised her
to a standing position and transferred her. ULP-D
moved the standing mechanical lift back to R2's
room without disinfecting the lift.

During an interview on August 21, 2023, at 10:35
a.m., ULP-F said she was trained on using the
standing mechanical lift and staff needed to
Minnesota Department of Health
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disinfect and inspect lifts before each use.

During an interview on August 21, 2023, at 11:00
a.m., ULP-D said three residents in the Care
Suites needed standing mechanical lift transfers
and there was just the one lift in the unit for their
resident transfers. ULP-D stated equipment was
wiped down.

During an interview on August 21, 2023, at 1:46
p.m., director of health services (DHS)-C said the
standing mechanical lift slings don't go from one
resident room to another so they do not need
cleaning but the standing mechanical lift and total
body mechanical lifts should be cleaned between
each resident use with a bleach wipe. DHS-C
said there was no equipment cleaning log.

During an interview on August 21, 2023, at 1:46
p.m., executive director (ED)-A said she was not
aware of any equipment cleaning logs.

A policy titled Infection Prevention and Control
Program, revised date April 2020, indicated

all resident care items shall be cleaned,
disinfected or sterilized according to the use of
the item. Patient Care Equipment: Cleaning and
disinfecting patient care equipment is an
important process to inactivate bacteria, fungus
and viruses. This type of disinfection is used for
equipment that touches skin. These items may
Include: stethoscopes, oximeters, blood pressure
cuffs, patient care lifts, house glucometers,
tablets and cell phones.

Time Period to Correct: Seven (7) Days
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