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Date Concluded: May 9, 2023

Name, Address, and County of Facility 
Investigated:
Cottage Grove White Pines
6900 East Point Douglas Road South 
Cottage Grove, Minnesota 
55016
Washington County

Facility Type: Assisted Living Facility (ALF) Evaluator’s Name: James P. Larson
                                  Special Investigator

Finding: Not Substantiated

Nature of Visit:
The Minnesota Department of Health investigated an allegation of maltreatment, in accordance
with the Minnesota Reporting of Maltreatment of Vulnerable Adults Act, Minn. Stat. 626.557, 
and to evaluate compliance with applicable licensing standards for the provider type. 

 
Allegation(s):  
The facility neglected the resident when staff failed to implement fall interventions resulting in 
the resident sustaining multiple falls and fracturing his femur.
 
Investigative Findings and Conclusion:
The Minnesota Department of Health determined neglect was not substantiated.  Although the 
resident fell and sustained a femur fracture, the resident’s service plan, which included fall 
interventions, was followed at the time the incident occurred.   

The investigator conducted interviews with facility staff members, including administrative staff,
and nursing staff. The investigator also conducted an interview with the resident’s family. The 
investigation included review of the resident’s medical record, nursing assessments, service 
plans, care plans, and progress notes. The investigator conducted an onsite visit and observed 
staff interaction with residents. 
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The resident resided in an assisted living facility. The resident’s diagnoses included presence of 
bilateral artificial knee joints, bilateral artificial hip joints, and monoplegia (paralysis to one 
region of the body) of the upper limb. The resident’s service plan included safety checks, 
assistance with medication administration, activities of daily living, housekeeping, and meals.

Upon admission to the facility, nursing staff assessed the resident and identified a history and 
risk for falls.   Fall and safety interventions, including scheduled safety checks, were included on 
the resident’s service plan.  In addition, the resident was encouraged to request staff assistance 
when walking or using his walker.  

The night the fall occurred, the resident independently transferred himself from his chair and 
attempted to walk unassisted to the restroom.  During a scheduled safety check, staff found the
resident on the floor.  The resident was sent to the emergency room for an evaluation and 
diagnosed with a femur (thigh bone) fracture. 

Facility documentation and the resident’s medical record indicated the resident’s service plan 
was followed at the time of the fall.  The fall occurred in the time between scheduled safety 
checks.  

During an interview with administrative staff, they stated the facility conducted an internal 
review of the events, and all policies and procedures were followed. 

During an interview with a facility nurse, she indicated staff received re-education and 
additional training following the incident.  The resident was admitted to a transitional care unit 
for rehabilitation services before he returned to the facility.  

During an interview with a resident’s family member, they indicated the resident had a history 
of falls prior to admission and they had no concerns with the care provided at the facility.

In conclusion, the Minnesota Department of Health determined neglect was 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.

Neglect: Minnesota Statutes, section 626.5572, subdivision 17 
Neglect means neglect by a caregiver or self-neglect.
(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
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(2) which is not the result of an accident or therapeutic conduct.

Vulnerable Adult interviewed: N/A (Deceased) 
Family/Responsible Party interviewed: Yes 
Alleged Perpetrator interviewed: N/A 

Action taken by facility:  None. 

Action taken by the Minnesota Department of Health: 

No further action.

cc: The Office of Ombudsman for Long-Term Care 
The Office of Ombudsman for Mental Health and Developmental Disabilities
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