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Investigated:

Elysian Senior Homes of Lake City

480 West Grant Street

Lake City, MN 55041

Goodhue County

Facility Type: Assisted Living Facility with Evaluator’s Name: Deb Schillinger RN
Dementia Care (ALFDC) Special Investigator

Finding: Substantiated, facility responsibility

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(s):
The facility neglected resident #1 and resident #2 when the facility did not provide sufficient
supervision and the two residents engaged in possible sexual activity.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was substantiated. While the
relationship between resident #1 and resident #2 may have been consensual, the facility staff
did not assess, document, or implement a plan of care to ensure the residents were free from

abuse within the relationship.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted decision makers of both
residents. The investigation included review of the resident records, facility internal
investigation, facility incident reports, staff schedules, related facility policy and procedures.
Also, the investigator observed resident and staff interactions during an onsite visit.
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Both resident #1 and resident #2 resided on the same assisted living memory care unit. During
the time that both residents lived there a concern arose that resident #2 would go to resident
#1’s room and the two would get undressed together.

Resident #1

Resident #1’s diaghoses included Alzheimer’s disease, dementia, and anxiety. Resident #1’s
service plan included assistance with medication management, cueing and safety checks. The
resident assessment indicated resident #1 had memory impairment, but was able to make
oneself understood, and could walk independently.

Resident #1’s assessment indicated areas of potential vulnerability and interventions designed
to address the area of vulnerability would be described in the resident’s care plan. However,
resident #1’s care plan mirrored the same documentation regarding the safety vulnerability;
“Interventions designed to address area of vulnerability are described on the residents care
plan”.

A review of resident #1’s medical record failed to identify interventions addressing the areas of
vulnerability identified in neither the RN assessment, care plan nor in the individual abuse
prevention plan (IAPP).

Resident #2

Resident #2’s diaghoses included dementia, mood disturbance and anxiety. Resident #2’s
service plan included assistance with medication management, cueing and safety checks. The
resident’s assessment indicated the resident had memory impairment and poor judgement, was
unable to identify an unsafe situation(s) and was able to walk independently.

A review of resident #2’s medical record did not identify an assessment addressing resident #2’s
view of relationship with resident #1. The same document included no instructions or
interventions for unlicensed caregivers to provide supervision or monitoring of resident #2 to
ensure her safety.

Interviews

During an interview, a member of administration indicated a relationship formed after resident
#1 admitted into the memory care unit. She indicated both resident #1 and resident #2 would
seek each other out and would become upset if staff tried to separate them. The member of
administration stated the facility engaged in discussions with both resident #1 and resident #2’s
decision-makers.

A review of the resident #1 and resident #2’s medical record did not identify documentation of
the communication described by the member of administration.
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During an interview, an unlicensed caregiver reported she attempted to keep resident #1 and
resident #2 out of each other’s rooms, however, the demands of providing care to the other
residents as well made this difficult. The unlicensed caregiver stated she was unsure whether
anyone from the facility had interviewed either resident to determine if they both wanted to be
with each other. She stated she believed they did want to be together because they sought
each other out. During the same interview, the unlicensed caregiver stated caregivers would
know how to provide care for each resident by reviewing each resident’s care plan.

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

Substantiated: Minnesota Statutes, section 626.5572, Subdivision 19.
“Substantiated” means a preponderance of evidence shows that an act that meets the
definition of maltreatment occurred.

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

(2) which is not the result of an accident or therapeutic conduct.

Vulnerable Adult interviewed: No, both R1 and R2 cognitively impaired
Family/Responsible Party interviewed: Yes
Alleged Perpetrator interviewed: Not Applicable

Action taken by facility:
Resident #1 moved to new facility prior to the investigation.

Action taken by the Minnesota Department of Health:
The responsible party will be notified of their right to appeal the maltreatment finding.

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 emalil


https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html
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cC:
The Office of Ombudsman for Long Term Care

The Office of Ombudsman for Mental Health and Developmental Disabilities
Goodhue County Attorney

Lake City, MN City Attorney
Lake City, MN Police Department
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(b) The facility must develop and implement an
iIndividual abuse prevention plan for each
vulnerable adult. The plan shall contain an
iIndividualized review or assessment of the
person's susceptibility to abuse by another
individual, including other vulnerable adults; the
person's risk of abusing other vulnerable adults;
and statements of the specific measures to be
taken to minimize the risk of abuse to that person
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes
self-abuse.

This MN Requirement is not met as evidenced
by:

Based on interview and document review, the
licensee failed to update individual abuse
prevention plans (IAPP)s and develop
iIndividualized interventions to ensure safety and
prevent harm to two of two (R1 and R2) residents
reviewed after the residents were reportedly
iInvolved in a known ongoing intimate relationship.

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 an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved, or the
situation has occurred only occasionally).

The findings include:

During an inteview July 8, 2024, R1's
power-of-attorney (POA) stated R1 and R2 spent
time together and at times undressed. POA
stated she discussed this with the facility
administration and caregivers on multiple

Minnesota Department of Health
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occassions in late 2023 and early 2024.
R1

R1 was admitted to the memory care unit on
October 28, 2023, with diagnoses including
Alzheimer's disease, dementia, and anxiety. R1's
care plan dated February 1, 2024, indicated R1
required assistance with medication
management, cueing and safety checks.

R1's comprehensive assessment dated February
1, 2024, indicated R1 was not at risk to abuse
others and had areas of identified vulnerability.
The same document indicated interventions to
address the area of vulnerability could be found
described in R1's care plan.

R1's care plan dated February 1, 2024, indicated
R1 had areas of vulnerability and those
interventions could be found in R1's
comprehesnive assessment.

A review of both documents found neither
included a descrption of R1's vulnerability nor
Interventions.

R1's |IAPP dated on March 1, 2024, mirrored the
same statements found on the comprehensive
assessment and care plan indicating R1 was not
at risk to abuse others and had areas of identified
vulnerability and interventions to address the area
of vulnerability are described in R1's care plan.

R2

R2 was admitted to the memory care unit on May
19, 2023, with diagnoses including dementia,
mood disturbance and anxiety.

Minnesota Department of Health
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R2's master care plan dated February 6, 2024,
included assistance with medication
management, cueing and safety checks. R2's
care plan indicated cognitive impairment and R2
IS unable to identify an unsafe situation.

R2's comprehensive assessment dated February
6, 2024, indicated resident was sometimes able
to make self understood, demonstrated poor
judgement, was unable to identify an unsafe
situation and demonstrated occasional agitation.

A review of R2's medical record did not identify
doucmentation addressing a relationship with
R1, indicate an assessment addressing R2's view
of relationship with R1, or include instructions or
Interventions for unlicensed caregivers to provide
supervision or monitoring of R2 to ensure her
safety.

A review of the medical record did not reveal
documentation of assessments to understand if
both residents were consenting to the
relationship, interventions to guide unlicensed
caregivers on how to care for R1 and R2 or
ongoing monitoring to assess status of
relationship.

During an interview on July 3, 2024, with a
member of administration, R1 and R2 formed a
relationship while residing in the facility's memory
care unit. She also stated both R1 and R2's
decision makers were notified of the situation.

During an interview on July 10, 2024, the nurse
stated she was unsure if R1 or R2 were assessed
for consent or if their respective care plans were
updated.
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The licensee's Individual Abuse Prevention Plan
policy, dated August 01, 2021, indicated the
facility would develop and implement an
iIndividualized abuse prevention plan for each
vulnerable adult. The plan also indicated the
IAPP "will contain an individualized review or
assessment of the person's susceptibility to
abuse by another individual, including statements
of the specific measures to be taken to minimize
the risk of abuse to that person and other
vulnerable adults”.

TIME PERIOD FOR CORRECTION: Seven (7)
days

02360| 144G.91 Subd. 8 Freedom from maltreatment 02360

Residents have the right to be free from physical,
sexual, and emotional abuse; neglect; financial
exploitation; and all forms of maltreatment
covered under the Vulnerable Adults Act.

This MN Requirement is not met as evidenced
by:

The facility failed to ensure two of two resident(s) Please see public maltreatment report for
reviewed (R1 and R2) were free from details.

maltreatment.

The findings include:

The Minnesota Department of Health (MDH)
Issued a determination maltreatment occurred,

and the facility was responsible for the
maltreatment, in connection with incidents which

occurred at the facility.

Please refer to the public maltreatment report for
details.
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