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Name, Address, and County of Housing with
Services Registration:
The Sanctuary At West St. Paul
1746 Oakdale Avenue
West St. Paul, MN 55118
Dakota County

Facility Type: Home Care Provider

Investigator’s Name:
Earl F. Bakke, RN, MSOL, BSN, CEN, EMT‐P
Special Investigator

Finding: Substantiated, facility 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 did not receive adequate nursing services when the Facility failed to
complete physician’s orders for a chest X‐ray and complete blood lab tests. The client was
hospitalized with an unknown diagnosis.
Investigative Findings and Conclusion:
Neglect was substantiated. The Facility was responsible for the maltreatment. The Facility
failed to implement a physician’s medical orders for a chest X‐ray and laboratory work after the
client was found short of breath and lethargic. The client went to the hospi tal five days after
the physician’s orders were approved. The hospital diagnosed the client with having extra fluid
on her lungs and heart. The client was also diagnosed with a severe urinary tract infection.
The investigation included a tour of the Facility, with interviews of random clients and staff
members. The investigation included interviews with facility management, the client, and the
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client’s family member. Documents related to medical records, policies, incident reports, and
records with an external medical service were reviewed.
The client received services from the comprehensive home care provider for assistance with
activities of daily living, wellness checks, vital signs, medication management and escorts to
meals. The client had oxygen in her apartment and had been working with physical therapy.
In the middle of November, a physical therapist found the client lethargic. The client’s oxygen
level was low. The physical therapist could not find a nurse at the Facility and contacted the
client’s primary provider’s office. The client’s provider advised, via an online messaging service,
to put the client on oxygen and monitor her oxygen levels. The client’s provider also
recommended sending the client to the emergency department if agreed to by family
members. A nurse from the provider’s office happened to be at the Facility and spoke to the
Facility’s staff, advising them to put oxygen on the client right away. The provider’s nurse was
informed there was no nursing staff in the Facility’s building to help with this situation. The
client’s provider entered orders to have a chest X‐ray and lab work completed.
A short time later, after the physician’s orders had been entered and approved, a nurse, who
worked at the Facility through a staffing agency notified the provider through the provider’s
online messaging system that oxygen had been applied. Emergency medical services had
arrived but did not take the client to the hospital, and the client was no longer lethargic. The
nurse indicated staff members were going to check the client’s oxygen levels frequently and
make sure oxygen therapy was being implemented. There were no records in the client’s
medical records to indicate how frequently, if at all, staff members completed this.
Regarding the entry of the physician’s orders for diagnostic testing and the entry made by the
Facility’s nurse, a timeline review indicated the orders were entered 75 minutes before the
nurse made his entry. This indicates the nurse did, in fact, have access to the online system
used between the Facility and the physician’s office. Observations and explanation (by
management) of this online system showed when staff, such as nurses, signed in, all the
Facility’s client’s messages and physician’s orders could be seen.
The following day, after the physician’s orders had been entered, another Facility nurse entered
a message on the provider’s electronic messaging center regarding the client. Still, the orders
for the chest X‐ray and lab work were not completed. The client’s family member and primary
provider communicated back and forth, confirming that the orders were approved in the
system.
Three days later, the client’s family member visited. The client told the family member she was
having severe back pain that felt like razors going up and down. The client had been
hallucinating, telling the family member she was seeing white rabbits running on her floor. The
decision was made to take the client to the hospital. The following day, the client was taken to
the emergency department. The physician’s orders for a chest X‐ray and lab work still had not
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been done. The hospital performed multiple lab tests and radiological imaging. The hospital
admitted the client with the diagnoses of having extra fluid on her lungs and heart and a severe
urinary tract infection. The client required medication to reduce the extra fluid, as well as
intravenous antibiotics.
During an interview with a family member, she said the client had shortness of breath, and her
oxygen level was in the 80s. The family member said a physical therapist had been with the
client, but the physical therapist was not permitted to start the oxygen, and there had been no
Facility nurse around. The family member said she confirmed the physician's orders had been
entered into the electronic system. The family member said the orders had not been
completed, and a decision was made to take the client to the hospital because of severe back
pain and being lethargic. The family member said the client had started hallucinating, which
was a common sign of infection. The family member mentioned the client’s appetite was poor
and she was acting worse than her normal baseline.
The family member continued, saying the emergency department performed laboratory work
and radiological imaging because the chest X‐rays and lab work, ordered five days prior, had not
been done. The results indicated the client had extra fluid in her lungs and heart. The client
also had a severe urinary tract infection, which required intravenous antibiotics. The client
needed additional medications to reduce the extra buildup of water in her lungs and heart. The
family member said the excess fluid was probably there on the day the chest X‐ray and lab
orders were entered, and could have been the reason for the client’s shortness of breath,
lethargy, and need for supplemental oxygen.
During an interview, management said it had been an expectation to check the physician’s
electronic portal for orders at the beginning of the shift. There had been an issue of it not
being done, but now there was a check off list of items to be completed during a shift.
Management said the checklist had been developed and started before she started with the
Facility. Management said the person listed on the messaging portal as "by" had been a
consultant, but other staff members had used that log on as a generic in the past. This
explained why nurses had typed their names at the end of their messages. Management said
all staff now have their own log on. Management said nurses probably did not have access at
the beginning of the shift. Later on they had entered the messages, found in electronic
message portal, under the generic user log on. Management said the physician's orders should
have been caught on the subsequent days.
In conclusion, the Facility neglected the client. Over the course of five days, nurses failed to
implement physician orders for a chest X‐ray and laboratory work, which likely would have
allowed for the extra fluids and infection to be found and treated earlier.
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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.
Vulnerable Adult interviewed: Yes
Family/Responsible Party interviewed: Yes
Alleged Perpetrator interviewed: N/A
Action taken by facility:
A nursing responsibilities checklist was created to help guide nurses with ensuring all required
tasks for their shift is completed. A process was implemented to double check and review
Bluestone orders by a second nurse to ensure all orders in the Bluestone Bridge have been
reviewed/addressed. A nurse communication book was implemented, and education was
provided to nursing staff regarding documenting follow up needed in this binder at the end of
each shift and the expectation to review this binder at the beginning of each shift.
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.

cc:

Health Regulation Division – Home Care and Assisted Living Program
The Office of Ombudsman for Long‐Term Care
West Saint Paul Police Department
West Saint Paul City Attorney
Dakota County Attorney’s Office
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HOME CARE PROVIDER LICENSING
CORRECTION ORDER

Minnesota Department of Health is
documenting the State Licensing
Correction Orders using federal software.
Tag numbers have been assigned to
Minnesota State Statutes for Home Care
Providers. The assigned tag number
appears in the far left column entitled "ID
Prefix Tag." The state Statute number and
the corresponding text of the state Statute
out of compliance is listed in the
"Summary Statement of Deficiencies"
column. This column also includes the
findings that are in violation of the state
requirement after the statement, "This
Minnesota requirement is not met as
evidenced by." Following the surveyors'
findings is the Time Period for Correction.

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:
On January 10, 2019 a complaint investigation
was initiated to investigate complaint
#HL32476021 and HL32476022. No correction
orders are issued related to HL32476021. The
following correction order is issued related to
HL32476022.

Please disregard the heading of the fourth
column which states "Provider's Plan of
Correction." This applies to federal
deficiencies only. This will appear on each
page.
There is no requirement to submit a plan
of correction for violations of Minnesota
state statutes.
However, home care providers are
required to document any action taken to
comply with these correction orders, per
Minn. Stat. 144A.474, Subd. 8(c).
The letter in the left column is used for
tracking purposes and reflects the scope
and level issued pursuant to Minn. Stat.
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 observations, interviews, and
documents reviewed, the Licensee failed to keep
1 of 1 clients (C1) reviewed, free from
maltreatment, when the Licensee failed to
implement a physician's diagnostic orders for a
chest Xray and laboratory blood work. C1
subsequently went to the hospital and was
diagnosed with extra fluid on her lungs and heart,
along with a serious urinary tract infection.
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 service agreement, dated January 10, 2019,
indicated C1 received services from the
comprehensive home care provider for
assistance with activities of daily living, escort for
breakfast, lunch, and dinner, vital signs,
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medication management, wellness checks, and
skin condition monitoring.
During an observation on January 10, 2019, at
11:30 am, a regional nurse demonstrated the
Bluestone portal system, used by the Licensee
nurses and care providers, the Bluestone
Company, and client's family members. When
Licensee staff sign in, all of the clients for the
Licensee were visible. All orders and
communications were visible, to include different
icons to signify different services or
communications for clients. New orders were
shown with the symbol of a medication capsule.
The regional nurse said the Bluestone portal was
the main communication pathway with the
physician company and everyone has their own
log on.
A document review, titled Bluestone Physician
Service, dated November 14, 2018, at 4:26 pm
indicated a medical doctor (MD)E had talked to
a nurse, and a physical therapist who was with
C1, and they were concerned with low oxygen
levels and C1 being lethargic. The document
indicated MDE put in physician orders. The
document indicated "Order Details"  Lab, Chest
Xray, and oxygen, with the status showing as
approved.
A document review, titled Bluestone Physician
Service  Order, dated November 14, 2018, at
4:26 pm, indicated a physician order for a 2view
chest Xray for C1 with a diagnosis of low oxygen
saturation.
A document review, titled Bluestone Physician
Service  Order, dated November 14, 2018, at
4:26 pm, indicated C1 was to be administered
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oxygen, two liters, to keep her oxygen levels
above 88%.
A document review, titled Bluestone Physician
Service  Order, dated November 14, 2018, at
4:26 pm, indicated C1 was to have laboratory
work completed because of the diagnosis of
lethargy.
A document review, titled Bluestone Physician
Service, dated November 14, 2018, at 4:36 pm,
indicated Licensee staff were advised to place
oxygen on C1 right away, as well as to monitor
oxygen levels and to report to the oncall nurse.
The document indicated MDE was informed
there was no nursing staff in the Licensee's
building to help with this situation.
A document review, titled progress notes for [C1],
dated November 14, 2018, at 5:21 pm, indicated
a licensed practical nurse (LPN)C, who was an
agency nurse working for the Licensee, noted
concerns related to C1's oxygen saturation. A
physical therapist had given the information. The
document indicated emergency medical services
had been called. The document indicated
nursing followed up with C1 after the oxygen had
been implemented and C1 was no longer
lethargic. Staff were to check oxygen saturation
frequently to ensure oxygen therapy was being
implemented.
A document review, titled Bluestone Physician
Service, dated November 14, 2018, at 5:41 pm,
indicated LPNC documented concerns related to
C1's oxygen saturation. A physical therapist had
given the information. The document indicated
emergency medical services had been called.
The document indicated nursing followed up with
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C1 after the oxygen had been implemented and
C1 was no longer lethargic. Staff were to check
oxygen saturation frequently to ensure oxygen
therapy was being implemented. Less than two
minutes later, in the same message string, MDE
replies to LPNC that a Bluestone nurse was still
at building and they will call 911. The aides have
been notified, but the aides did not have a
contact for nursing. This confirms that LPNC
had access and was logged in to the Bluestone
Physician online system after the physician's
orders had been placed.
A document review, titled Bluestone Physician
Service, dated November 15, 2018 at 5:26 pm,
indicated LPND, who was an agency nurse who
worked at the Licensee, made an entry on C1's
Bluestone Physician Services message portal
that it had been reported to nursing that C1 had a
portable oxygen tank in her apartment and
nursing had noticed it was still there while C1
was away for lunch. This confirms a second
nurse had logged into the Bluestone Physician
Services Portal, where the physician orders
should have been visible.
A document review, titled progress notes for [C1],
dated November 19, 2018, at 1:14 pm, indicated
life enrichment aides reported to nursing that C1
was not feeling well, and C1's family member
(FM)B followed up with nursing and was taking
C1 to the hospital.
A document review, titled C1 MAARC
Investigation, undated, indicated an RN
consultant met with LPNC, and per LPNC, he
did not have access to the Bluestone system at
the time of the order and therefore was not able
to view orders in this system.
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During an interview with a director of nursing
(DON)A on January 15, 2018, at 2:00 pm,
DONA said it had been an expectation for staff
to check the Bluestone portal for orders at the
beginning of the shift. There had previously been
an issue of it not being done, but now there was
a check off list of items to complete during a shift.
DONA said the checklist had been developed
and started before DONA started with the
Licensee. DONA said the person listed on the
messaging portal at "by" had been a consultant,
but other staff had also used that log on as a
generic in the past. This explained why LPNC
and LPND had typed their names at the end of
their message. DONA said all staff now have
their own log on. DONA said LPNC and LPND
probably did not have access at the beginning of
the shift, but had entered the messages found in
Bluestone message portal. DONA said the
physician's orders should have been caught on
the subsequent days.
During an interview with a family member (FM)B
on January 22, 2019, at 8:32 am, FMB said on
November 14, 2018, C1 had shortness of breath
and her oxygen level was in the 80s. (Normal
oxygen levels are above 93%.) FMB said a
physical therapist had been with C1, but the
physical therapist was not permitted to start the
oxygen in C1's apartment, and there was no
Licensee nurse around. FMB said on November
18, 2018, FMB confirmed physician's orders had
been entered into the Bluestone physician
services system. FMB said the orders had not
been completed, and on November 19, 2018, a
decision was made to take C1 to the hospital
because of severe back pain and being lethargic.
FMB said C1 had started hallucinating, which
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was a common sign of infection. FMB said C1's
appetite was poor and she was acting worse than
her normal baseline. FMB said the hospital
emergency department performed laboratory
work and radiological imaging because the chest
Xrays and lab work ordered five days prior still
had not been done. The results indicated C1 had
extra fluid in her lungs and heart. C1 also had a
serious urinary tract infection which required
intravenous antibiotics. C1 required additional
medications to reduce the extra buildup of water
in her lungs and heart. FMB said the extra fluid
was probably there on November 14, 2018, and
was likely the reason for C1's shortness of
breath, lethargy, and need for supplemental
oxygen. FMB believed the Licensee's care has
been substandard and not having the chest Xray
and laboratory work completed had absolutely
been neglectful.
The licensee's "Medication & Treatment Orders
Policy", dated October 20, 2017, indicated "The
RN is responsible for assuring that current,
authorized prescriber orders for medications and
treatments administered by the staff are kept on
file in the clients' records, communicated to the
client providing education, and that changes in
orders are addressed in the client's service plan
and are communicated to the other staff." The
policy included "an order for medication or
treatment must be dated, signed by the
prescriber and must be current and consistent
with the client's nursing assessment."
TIME PERIOD FOR CORRECTION: Seven (7)
Days
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