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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 alleged perpetrator (AP) neglected the client when the client fell and sustained a broken
hip. The AP did not report the fall to a nurse, the home care agency, or family, resulting in a
delay of care. The client required surgery to repair the hip fracture.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was substantiated. The AP was
responsible for the maltreatment. The client fell in her home while the AP was caring for her.
The AP did not notify the family of the fall, nor did she notify the agency or call the on-call nurse
for further guidance. The next day a family member arrived at the clients home and noticed the
client was in pain. At that time the AP told the family member the client fell the day before, but
she was “okay.” The family member called 911, and the client was admitted to the hospital and
was diagnosed with a right broken hip.
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The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator also contacted family. The investigation
included review of the client records, hospital records, facility internal investigation, facility
incident reports, personnel files, staff schedules, and related facility policy and procedures.

The client received comprehensive home care services in their home. The client’s diagnoses
included dementia and osteoporosis. The client’s services included assistance with activities of
daily living, meals, housekeeping, and laundry. The client’s assessment indicated the client was
a fall risk due to her age and diagnoses.

The facility’s internal investigation indicated the client fell one afternoon in her home. The
client told the AP, her live-in caregiver, her right leg hurt. The AP helped the client off the floor,
and then helped her into her wheelchair. The AP said the client was not crying out in pain or
grimacing. The AP reported the client had some bruising on her left leg.

A disciplinary action indicated the client fell one day and the AP helped her up off the floor. The
AP did not report the fall to the agency when it happened, and she picked the client up without
calling for help. The AP called a family member the next day for help transferring the client. The
disciplinary action indicated the AP understood and was fully aware of the policy and protocol
for falls and said she should have reported fall to agency.

The AP did not document the clients fall or any interventions provided on the client’s care
sheets for the timeframe reviewed.

The AP’s training records indicated she received training in conditions to report to nurse,
including significant mobility differences, pain; abuse and neglect for health care
paraprofessionals; agency policies including Medical Information—When to Call (including
falls/dizziness or lack of coordination); recognizing abnormal changes in body functioning and
the importance of reporting such changes to a supervisor and/or nurse; and the Assisted Living
Bill of Rights.

The client’s hospital records indicated the client was admitted with complaints of fall and hip
pain. The client was diagnosed with a right hip fracture, which was surgically repaired. The
client was discharged to a transitional care unit (TCU) eight days later.

When interviewed, agency leaders said the client fell in her home and the AP did not report the
fall to the agency or a family member, per policy. After the client fell, the AP said the client did
not complain of pain until the following day, at which time the AP notified a family member.
The family member called 911 and the client was transported to the hospital where she was
diagnosed with a right hip fracture. The AP reported the fall to the agency two days later. The
AP said she understood and was aware of the policy requiring her to notify a nurse and the
agency at the time of a client fall. Agency leaders said there was an on-call nurse available every
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day around the clock and the expectation was that the AP would call the on-call nurse to notify
them of any client falls.

When interviewed, the AP said after the client fell, she notified a family member right away.
The AP said she thought she called and notified someone at the agency, as well, but she could
not remember.

When interviewed, a family member said the AP was the client’s live-in caregiver. The family
member said the AP telephoned her on a Sunday afternoon and told her to come over because
the client needed to use the bathroom and would not get up to transfer. The family member
arrived and saw the client sitting in a wheelchair, which was unusual for her. The family
member lifted the client’s right leg out of the wheelchair’s footrest, and the client cried out in
pain. It was then that the AP mentioned the client fell the day before, but the AP said she was
okay. The family member called 911. The client was admitted to the hospital where she was
diagnosed with a right broken hip. Hospital staff also noted bruises on the client’s shins and
chest, which the family member also was not aware of. The client’s hip was repaired surgically,
and she moved to a transitional care unit. The client never returned home. The family member
was upset that the AP continued to provide cares to the resident, move her around, transfer
her, with a broken hip and did not notify her or the agency about the client having fallen.

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, due to cognitive status.
Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: Yes.

Action taken by facility:
The agency counselled the caregiver and retrained her regarding falls protocols.
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Action taken by the Minnesota Department of Health:
The facility was issued a correction order regarding the vulnerable adult’s right to be free from

maltreatment.
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

You may also call 651-201-4200 to receive a copy via mail or email.

The responsible party will be notified of their right to appeal the maltreatment finding. If the
maltreatment is substantiated against an identified employee, this report will be submitted to
the nurse aide registry for possible inclusion of the finding on the abuse registry and/or to the
Minnesota Department of Human Services for possible disqualification in accordance with the
provisions of the background study requirements under Minnesota 245C.

CC:
The Office of Ombudsman for Long Term Care
The Office of Ombudsman for Mental Health and Developmental Disabilities
Hennepin County Attorney
Golden Valley City Attorney
Golden Valley Police Department
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Findings include:

The Minnesota Department of Health (MDH)
Issued a determination maltreatment occurred,
and an individual person 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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