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Investigated:
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Name, Address, and County of Housing with
Services Registration:
Chappy’s Golden Shores
540 Park Avenue
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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 the client was neglected by the Facility when the Facility failed to provide medical
assessment for an injury of unknown origin two days prior to a change in condition and call 911.
This resulted in dehydration, bladder infection, and a diagnosed hip fracture.
Investigative Findings and Conclusion:
Neglect was substantiated. The facility was responsible for the maltreatment. The client was
permitted to stand outside in below freezing temperatures without appropriate clothing. The
client was not offered assistance to walk on a snow/ice covered wood deck, even though
assessments from a registered nurse suggested the client had a cognitive deficit and lacked
physical coordination and strength to walk on such conditions. The client sustained a hip
fracture, but Facility nurses did not recognize the client’s medially rotated leg (a common sign
of a hip fracture). The client was not sent to the hospital until nearly eight hours later,and only
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after an external social services nurse recognized the need for the client to be evaluated by
medical providers. There was no indication the client’s family or primary provider were notified
of the fall, and no indication any pain management was provided to the client.
The investigation included interviews with facility staff members,including nursing and
management staff, the client, and the client’s family member. The investigator completed a
tour of the Facility and the client’s room. The investigation included review of documents,to
include client’s medical records, incident reports, hospital records, and an emergency medical
services report. Facility policies were also reviewed. The investigator reviewed video footage
of the client’s fall.
The client received services from the comprehensive home care provider for assistance with
activities of daily living, such as bathing and dressing. The Facility assisted with incontinence
care by checking on the client while in the bathroom and assisted with peri‐care. The client
received services for medication management.
The client’s care plan, completed by a registered nurse employed by the Facility,indicated the
client was “very” confused and only had a five‐minute memory. The client was listed as only
partial weight bearing. An assessment, completed on the same day by the same nurse,
indicated the client had vertigo, which is a form of dizziness, and suffered from weak knees. In
a review of systems and physical assessment completed by the registered nurse,the form
indicated the client used a walker and wheelchair and required the assistance of one staff
member. The form marked yes, which indicated risk factors for falls or injury that occurred in
the past three months. The form indicated the client had a limitation with ambulation and
required the use of a wheelchair. The form further indicated, under safety measures, the client
was to have assistance with ambulation and/or transfers. There was a notation the client had
memory loss. Under neurological, the client was listed as having disorientation, dizziness,
fainting, headaches, muscle weakness, numbness, slurred speech and unsteady gait. The
mobility section of the vulnerability assessment, performed by the registered nurse, indicated
to monitor for fall risk due to “sneaking” alcohol. The client was to have the assistance of one
staff member to prevent falls when unsteady on feet. The form also noted to monitor for the
safety of the resident, and to use a wheelchair to prevent falls when unsteady.
In a follow‐up assessment by the registered nurse, the assessment indicated the client also
suffered from having brittle bones and required the use of a wheelchair. The assessment had
safety and falls checked in the interventions section,and under the summary checklist, there
was a notation for monitoring for falls.
In the early part of December, at 6:54 a.m., per the video’s date and time stamp, the client was
outside on the Facility’s raised wood deck smoking a cigarette. The Facility has a room inside
that is specifically designated for smoking. The wood deck appeared to have a thin layer of ice
or snow on it. Around the time of the client’s fall, the air temperature was 12 degrees
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Fahrenheit and th wind chill, based on the wind speed of 12 miles per hour, was negative two
degrees Fahrenheit. The client did not have gloves or a hat on.
At approximately 6:56 am, the client began to walk towards the wood deck steps,which lead
out to a parking area. While doing so, the client can be seen holding on to the table for either
support or balance. The client’s feet appeared to slip on the wood while walking. The client,
holding on to both handrails, began to walk down the steps. Upon reaching the second step, a
male was observed walking towards the client. On the third step, the client falls to the ground,
landing on her right side. The male helped the client to a standing position,and then picked the
client up into a carry position and carried her into the Facility.
Later in the mid‐afternoon, over seven hours later, social services representatives arrived
regarding an unrelated issue and found the client lying sideways in her bed. The client was
experiencing pain and said she had fallen. Based on a social services nurse assessment,
emergency medical services were called.
Emergency medical services arrived at the client’s bedside at 2:59 pm. Per a paramedic’s
report, the client was found sitting on a bed. The client seemed confused. The client’s right leg
appeared to be slightly medially (meaning inwardly) rotated, which is a common sign of a hip
fracture. The client reported to the paramedic that she slipped on ice,and she was
experiencing pain from the pelvic area down to the knees. The client reported the pain level
was a 10 out of a 10. Because of the severe pain, the client was given pain medication through
an intravenous line prior to moving for transport. The client then had to be lifted from the bed
and into a wheelchair. The use of a wheelchair was needed because of the client’s small room
and a narrow hallway. Emergency medical services transported the client to the hospital. The
hospital diagnosed the client with a hip fracture and required transport to another hospital for
surgical repair.
During an interview with the client, responses to questions were not consistent with the actual
event. The client kept referring to “here,” not recognizing she had not been at her current
Facility when the fall took place. The client said she got out of a chair to go to the bathroom
and broke her hip. The client said this occurred in the morning, before breakfast. The client
kept repeating the stitches were out, and the hip was healed.
During an interview with the client’s family member, the family member said she had called the
Facility around 1:00 pm on the day of the fall. The family member had spoken to the manager
regarding an appointment the client had previously attended. While speaking with the
manager, the family member had asked how the client was doing,and the manager replied the
client was fine. The family member was not told about the fall that occurred in the morning.
The family member said she later spoke to the client at the hospital. The client told the family
member she had fallen while going to the bathroom,and that she had told the Facility staff she
was hurt and the Facility did not do anything,such as a nurse assessment. The family member
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said she kept asking the same questions to the client,and the responses remained consistent.
The family member said the client was now using a wheelchair and receiving therapy.
During an interview, a nurse from a social services organization said she had been asked to
come to look at the client because of the client having severe pain. The nurse said she found
the client lying diagonally across the bed. The nurse said moving the client caused severe pain.
The nurse had lightly palpated the client’s leg and hip area, and the client winced and cried out
in pain. The nurse said she stopped and requested emergency medical services be called
because the client needed to be moved with some sort of transfer board. The nurse said the
client’s legs had been found hanging over the edge of the bed,and when the nurse attempted
to lift them to a more comfortable position, the client screamed out in pain. The nurse said the
client could not get up, even to use the bathroom, and was in severe pain. The client kept
repeating “this is the worst pain [she’d] ever felt, this is horrible.” The nurse said, in her
professional opinion, it was not feasible for the client to get up or to be up walking around. The
nurse also mentioned the client appeared to have a cognitive and memory deficit.
During an interview, management said the client had fallen while outside on the Facility’s wood
deck. Management had reviewed the video, and it showed the client swaying while walking.
Management said a staff member, who had been watching the client from the inside of the
building, went out and picked up the client to bring her in from the cold weather. Management
said they were notified of the fall and nurses performed assessments. Management said the
client repeatedly said she was fine and she did not want to go to the hospital. Management
also mentioned the client had been up walking after the fall and had walked to breakfast and
lunch.
The employee who picked the client up did not reply to a request for an interview.
The Facility’s incident report indicated the client was alert, oriented, able to follow directions,
and not confused before and after the fall, which was not consistent with the previous
assessment. The Facility’s incident report also indicated the client had an unsteady gait,visual
impairment, and weakness prior to the fall. The incident report said the client had a call bell
within reach; however, there was no call bell system noted on the Facility’s deck.
In conclusion, neglect was substantiated.
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.
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(b) The absence or likelihood of absence of care or services,including but not limited to, food,
clothing, shelter, health care, or supervision necessary to maintain the physical and mental
health of the vulnerable adult which a reasonable person would deem essential to obtain or
maintain the vulnerable adult's health, safety, or comfort considering the physical or mental
capacity or dysfunction of the vulnerable adult.
Vulnerable Adult interviewed: Yes
Family/Responsible Party interviewed: Yes
Alleged Perpetrator interviewed: N/A
Action taken by facility:
None noted. The facility’s license was under a temporary suspension immediately following
this incident.
Action taken by the Minnesota Department of Health:
The facility was found to be in noncompliance.
The responsible party will be notified of their right to appeal the maltreatment finding.
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Minnesota Board of Nursing

