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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed, 
and revised by a team of health professionals.
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Highland Chateau Health and Rehabilitation Center 2319 West Seventh Street
Saint Paul, MN 55116

F 0657

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review the facility failed to revise R1's care plan after a change occurred for 1 of 3 
residents reviewed for care plan development and implementation. R1's care plan was not revised to include 
increased needs in cares for home exercise program dated 9/11/25 by physical therapy (PT), for R1's 
comprehensive assessment dated [DATE] for maximum assistance in some of her ADL's, and to restart 
therapy on 11/18/25.Findings include: R1's care plan dated 4/28/25 indicated R1's functional status required: 
Dressing supervision and set-up only. Eating - independent, no set-up or physical help. Personal hygiene - 
independent, no set-up or physical help. Toilet use - independent, no set-up or physical help. Transfers - 
independent, no set-up or physical help. R1's admission Minimum Data Set (MDS) dated [DATE] indicated 
R1 had a Brief Inventory of Mental Status (BIMS) score of 15 indicating R1 was cognitively intact. R1 had no 
limited ROM in her upper extremities or lower extremities. She was independent in eating, oral hygiene, 
upper body dressing, personal hygiene, rolling in bed, lying to sitting on the side of the bed, sitting to 
standing and toilet transfer. Ambulation and showering were not assessed. She used a manual wheelchair 
and was dependent to wheel at least 50 feet and make two turns. R1's pertinent diagnoses were metabolic 
encephalopathy (a brain dysfunction from a chemical imbalance due to a systemic illness), hypothyroidism, 
obesity, alcohol use, opioid dependence, paroxysmal atrial fibrillation (irregular heart rate that starts and 
stops on its own), aphasia following cerebral infarction (difficulty swallowing following a stroke), depression, 
anxiety, and heart failure. R1's PT discharge summary note dated 9/11/24 indicated R1 had a home exercise 
program for lower extremity strength and range of motion (ROM). This order did not indicate the frequency or 
staff involvement for R1. R1's progress note dated 8/18/25 indicated R1 was being sent to the hospital to 
evaluate severe back and hip pain not resolved with opioids. R1 stated she had a fall the previous day and 
did not tell anyone. R1's Hospital Encounter dated 8/18/25 indicated R1 was admitted with a urinary tract 
infection and falls, discharging on 8/20/25 with antibiotics. R1's Hospital service date 8/27/25 indicated R1 
admitted on [DATE] with acute respiratory failure with hypercapnia, acute metabolic encephalopathy, 
congestive heart failure, chronic obstructive pulmonary disease hypercarbic encephalopathy. R1's progress 
noted dated 9/1/25 indicated R1 admitted back to the facility using a wheelchair, resident was bedfast most 
of the time. R1's re-admission MDS dated [DATE] indicated R1 required maximum assistance with toileting 
hygiene, rolling from left to right in bed, sitting to lying and lying to sitting, sitting to standing and chair to bed 
and bed to chair transferring. Ambulation was not assessed. R1's progress note dated 10/25/25 indicated R1 
was sent to the hospital due to a fall and confusion. Hospital discharge date d 10/28/25 indicated R1 
admitted with acute metabolic encephalopathy after a fall and was currently on Macrobid for a urinary tract 
infection. R1 had a history of morbid obesity, hypercapnic respiratory failure, heart failure with preserved 
ejection fraction. R1 believed to be back at baseline cognitively and has gotten up and ambulated with the 
help of staff. Her hospital course acute metabolic encephalopathy, resolved, urinary tract infection, acute 
kidney injury improving, right leg pain, history of falls, bilateral neuropathy, essential tremor is new. R1's 
neuropathy is likely contributing to frequency of falls, R1 was recommended for home physical therapy, 
neurology referral for neuropathy and follow-up with primary care physician. R1's quarterly Minimum Data 
Set (MDS) dated [DATE] indicated R1 had a Brief Inventory of Mental Status (BIMS) score of 15 indicating 
R1 was cognitively intact. R1 was dependent upon staff for toileting hygiene, bathing, and lower body 
dressing. She required maximum assistance with upper body dressing and needed set-up with personal 
hygiene which included hair coming, shaving, applying make-up, washing and/drying face and hands. R1 
was independent with rolling in bed, sitting to lying, sitting to standing and refused to transfer from the bed to 
the chair. R1's provider nursing home visit note dated 11/18/25 at 3:02 p.m. indicated R1's assessment 
indicated R1 had functional decompensation related to, deconditioning, decreased endurance, activity of 
daily Living (ADL's) impairment, abnormality of gait, muscle weakness, decreased activity tolerance, deep 
vein thrombosis risk due to decreased mobility, constipation risk due to decreased mobility and pain 
medication, skin breakdown risk due to decreased mobility. R1's plan was to continue with current 
medication regimen with the plan to increase gabapentin in two weeks if she was still having pain. R1 was 
ordered to participate in rehabilitation with services PT/OT/Rehab nursing. Evaluation and treatment of 
deficits in ADL's including patient and caregiver education, ROM/stretching, strengthening, neuromuscular 
re-education, modalities. This order was never processed. R1's goals were Goals being set forth as 
determined from the therapy evaluations. Attain/maintain patient's highest level of function and quality-of-life 
and reduce disability to maximize physical, mental, and social well-being. Opiate/Narcotic Management: 
Goal ls to minimize high doses and long-term usage with safe pain control plan while Improving patient 
function and quality of life. The goals were not added to the care plan. R1's care plan review on 12/29/25 
indicated R1's functional status was not revised since her admission on [DATE]. Upon interview on 12/29/25 
at 1:38 p.m. via phone from the hospital R1 stated the hospital used a ceiling lift to transfer her from the bed 
to her chair or the toilet. She stated she was not certain how the facility was supposed to have transferred 
her as some of the staff would use a mechanical lift, other staff would get her up using two staff members 
and some staff would tell her she could get out of bed on her own. R1 believed staff was to assist her meal 
set-up and personal hygiene since she could not complete on her own due to hand tremors and shoulder 
pain. She stated did not recall a home exercise program or orders to restart therapy on 11/18/25. Upon 
interview on 12/29/25 at 2:02 p.m. nursing assistant (NA)-A stated when R1 was first admitted in the spring 
of 2025 she could walk on her own. NA-A had worked with her once in the past few weeks and believed R1 
required a mechanical lift as there was a sling for the lift in her room. NA-A did not get R1 out of bed. Upon 
interview on 12/29/25 at 2:40 p.m. NA-B stated R1 required the use of the mechanical lift for the past 2-3 
months, from approximately 9/2020 - 12/2025. NA-B stated prior to September R1 was independent and 
would walk around the facility. R1 could not get out of bed herself or comb her own hair or brush her teeth 
without assistance since approximately September. R1 had a a lot of urinary tract infections and then 
became confused and could not do any of her cares herself. Upon interview on 12/29/25 at 3:16 p.m. 
registered nurse (RN)-A stated in the summer of 2025 R1 was able to walk as she would see her walking to 
the smoking unit. She stated R1 had been admitted to the Transitional Care Unit (TCU) and then transferred 
to Long Term Care (LTC) and at that point required assistance to get up. RN-A was not certain how the staff 
got her up or what cares they assisted her with. Upon interview on 12/30/25 at 8:30 a.m. NA-C stated when 
he cared for R1 he got her up from her bed to her chair with the assistance of another staff. He did not 
transfer R1 often, because she refused to get out of bed on most days. He was not certain of what cares the 
staff assisted R1 with as her care plan indicated she was independent with her ADL's. Upon interview on 
12/30/25 at 9:08 a.m. R1's current Medical Provider stated he had not met R1 yet and he was not the 
provider who wrote the orders to restart therapies. His expectations were if a provider writes an order that the 
facility follows the order and if there was a concern with an order to reach out and have a discussion with the 
provider.Upon interview on 12/30/25 at 12:36 p.m. licensed practical nurse (LPN)-A the RAI coordinator 
stated she did complete R1's MDS on 11/1/25 however did not update the care plan. She stated she was 
new to her job and recently had started updating care plans when MDS's are completed and have any 
changes. Upon interview on 12/30/25 at 2:22 p.m. the assistant director of nursing, licensed practical nurse 
(LPN)-B stated she had worked at the facility for three months and she was not aware that upon admission 
R1 was able to walk around the facility. R1 was noncompliant and no matter how much education she 
completed with R1 she would refuse to get out of bed. She stated she did not document the education and 
attempts to get R1 up. Documentation was something all the nurses at the facility were currently working on. 
She denied reaching out to therapy, the NP, the Pain clinic, or psychiatric services with R1's noncompliance 
and deconditioning. She stated the intradisciplinary team (IDT) converses about R1 often and the NP is in 
the room. LPN-B believed the NP was aware that R1 was not getting up and should have offer inventions 
since she heard them team talk about R1 in the meetings. LPN-B stated R1's current transfer status was via 
a mechanical lift. She denied awareness of R1 having home therapy orders following her therapy sessions in 
September and stated the facility must have missed the providers order on 11/18/25 because they were not 
initiated. Upon interview on 12/30/25 at 3:46 p.m. the Administrator stated her expectation was when a 
change was made to the comprehensive assessment the care plan would be updated at the same time. A 
facility policy titled Care Plan, Comprehensive Person-Centered with a revision date of 10/2025 indicated:1. 
Care plan interventions are chosen only after data gathering, proper sequencing of events, careful 
consideration of the relationship between the resident's problem areas and their causes, and relevant clinical 
decision making.2. When possible, interventions address the underlying source(s) of the problem area(s), 
not just symptoms or triggers.3. Assessments of residents are ongoing, and care plans are revised as 
information about the residents and the residents' conditions change.4. The interdisciplinary team reviews 
and updates the care plan:a. when there has been a significant change in the resident's condition.b. when 
the desired outcome is not met.c. when the resident has been readmitted to the facility from a hospital stay; 
andd. at least quarterly, in conjunction with the required quarterly MDS assessment.5. The resident has the 
right to refuse to participate in the development of their care plan and medical and nursing treatments. Such 
refusals are documented in the resident's clinical record in accordance with established policies.
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Highland Chateau Health and Rehabilitation Center 2319 West Seventh Street
Saint Paul, MN 55116

F 0727

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Have a registered nurse on duty 8 hours a day; and  select a registered nurse to be the director of nurses on 
a full time basis.

Based on interview and record review the facility failed to designate a registered nurse to serve as the 
director of nursing (DON) on a full-time basis following the exit of the former DON. This practice had the 
potential to affect all 54 residents who resided at the facility. Findings include: Upon entrance interview on 
12/29/25 at 9:39 a.m. licensed practical nurse, (LPN)-B stated she was the only administration staff on duty 
and had been acting as the DON for the last two weeks. The former DON's human resource file indicated 
she was let go of her duties on 12/17/25. Upon interview on 12/30/25 at 9:17 a.m. the Director of Human 
Resources stated he was not certain who was acting as the DON currently. He stated that he was not 
involved in the hiring process of a new DON as the corporate office had been taking care of new DON 
applications and interviews. Upon interview on 12/30/25 at 3:46 p.m. the Administrator stated the facility did 
not have a DON. The facility was using a team effort with the ADON, nursing staff and the [NAME] President 
of Clinical Services to cover the open role. She was not certain where corporate was in the process of a new 
hire. Upon interview on 12/30/25 at 4:25 p.m. the [NAME] President of Clinical Services stated the facility 
was working without a DON and she was not able to assume the role on a full-time basis. A facility policy 
regarding required nursing services was requested however none received.
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