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Report #: HL25215003

Date Concluded: March 13, 2019
Date of Visit: January 7, 2019

Facility Investigated:
Maple Senior Living
8421 Upland Lane North
Maple Grove, MN 55311
Hennepin County

Housing with Services Registration:
Nagomi, Inc.
14424 Lower Guthrie Court
Apple Valley, MN 55124
Hennepin County

Facility Type: Home Care Provider

Investigator’s Name: Kathleen Smith
DNP, RN, PHN

Finding: Substantiated, facility and individual 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:
It is alleged that a client was neglected when the facility did not adequately supervise the client.
The client became locked in a storage room and sustained head injuries requiring sutures.
Investigative Findings and Conclusion:
Neglect of supervision was substantiated against the facility and an unlicensed staff
member/alleged perpetrator (AP).
The investigation included interviews with home care provider staff members, including
administrative, nursing, and unlicensed staff. The investigator observed staff members
interacting with and monitoring clients residing on the lower level of the facility. Observations
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were made of the lower level laundry room and storage room. The laundry room was opened
and unlocked. The storage room door was closed and locked, and no key was in the door. At
the time of the investigation, two clients resided on the lower level. The investigation included
a review of documents, which included personnel files, client records and home care provider
policies.
The client had a diagnosis of Alzheimer’s disease and had a history of wandering behaviors. The
home care provider provided services to the client for most activities of daily living and
medication management. Upon returning to the home care provider from a hospital admission
for increasing behaviors, the client was assessed as requiring close monitoring and one‐to‐one
supervision at times. The client’s assessment noted the client was at high risk for falls, had
wandering behaviors, and frequently opened doors. The assessment noted the home care
provider staffing level of two staff members to five clients was adequate.
The investigator reviewed the client’s medical record, and there was no documentation of
safety checks found.
Two days after returning to the home care provider, a day shift staff member noted the client
was very confused and that she had locked herself in various facility rooms during the day. The
day shift staff member reported the client’s behaviors to the evening shift. That night, the AP
worked the night shift and was the only staff member working that night. During the night, the
client wandered the facility, and the AP put the client to bed at approximately 3:00 a.m. At 6:00
a.m., the AP realized during a routine safety check that the client was missing and could not be
located in the facility. Upon realizing the client was missing, the AP did not contact anyone or
report the AP as missing, until the day shift arrived.
According to an incident report, the AP informed a day shift staff member that he could not find
the client and that the bathroom door was locked. The incident report indicated the day shift
staff continued to look for the client in the house and checked everywhere except the storage
room. Law enforcement was contacted to report the client missing.
According to a review of a facility incident report and a law enforcement photos and report, the
client was discovered at approximately 8:30 a.m. in a locked storage room at the facility. A law
enforcement officer observed the client lying on the floor near a smashed whiskey bottle with a
golf ball size bump over her eye. The officer observed abrasions on her arms, dried blood on
mouth and face, and some torn hair on the corner shelf she was lying under. The client was
sent to the hospital for evaluation. The client required sutures to the injured area of her head.
The client had no memory of the incident.
During interview, the AP stated the client frequently went up and down the stairs and
wandered into other rooms. He stated he would often have to return the client to bed. The AP
stated the clients were checked every two to three hours. On the night the client went missing,
he stated he had last checked on the client around 3:00 a.m. after returning the client to bed.

Page 3 of 4
The AP stated at about 6:00 a.m. he was unable to locate the client. He stated he searched the
house and noted the bathroom door was locked, but he was unable to unlock the bathroom
door and did not hear any sounds coming from the bathroom. The AP stated, at that time, he
did not notify anybody the client was missing or that he was unable to unlock the bathroom
door. The AP stated he was sure the client had not left the home since the house alarm was on
and he was on the main floor of the home. The AP was the only staff member on duty that
night. He admitted he did nap during the shift. The AP stated he did not check the storage
room because he did not need to go into the room.
During interviews, staff members stated the storage room key was left in the storage room
door at times and the door was locked. Staff members stated clients should be checked on
every two hours.
During an interview, the facility administrator stated the client was confused after returning
from the hospital. He stated the client should have received checks every two hours per
protocol and this should have been documented. The administrator stated night staff are to be
awake and that the key was most likely left in the storage room door. The administrator stated
he told staff where to locate the spare storage room key when the client was reported as
missing.
According to a law enforcement document, the AP stated the client was last seen around 6:00
am. However, in a later interview with law enforcement, the AP stated the client was last seen
around 3:00 am. A home care provider report indicated the client was located in a locked
storage closet after about five and half hours. According to this report, and pictures, the client
had dried blood on her face and neck and was bleeding from her head. Law enforcement took
pictures of the client’s injuries and contacted emergency services to transport the client to the
hospital for evaluation. The client required sutures to the injured area.
During a phone conversation with the investigator, the administrator stated the home care
provider did not have any policies and procedures in place at the time of the incident regarding
safety checks, missing clients, or reporting of suspected maltreatment.
The facility did not immediately report the incident to the common entry point as required by
statute.
In conclusion, neglect of supervision was substantiated against the facility and the AP.
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:
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(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.
(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: No, deceased.
Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: Yes.
Action taken by facility:
The home care provider created written policies and procedures to implement at the facility.
The AP received training related to responding to a missing client and emergency procedures.
Action taken by the Minnesota Department of Health:
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.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. 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:

Health Regulation Division – Home Care and Assisted Living Program
The Office of Ombudsman for Long‐Term Care
Hennepin County Attorney
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******ATTENTION******

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.

HOME CARE PROVIDER LICENSING
CORRECTION ORDER
In accordance with Minnesota Statutes, section
144A.43 to 144A.482, these correction orders
are 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:

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).

On January 7, 2019, a complaint investigation
was initiated to investigate complaint
#HL25215003. At the time of the survey, there
were 5 clients receiving services under the
comprehensive license.
The following correction orders are issued.

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).
0 325 144A.44, Subd. 1(14) Free From Maltreatment
SS=G

0 325

Subdivision 1. Statement of rights. A person who
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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 interview and document review, the
home care provider failed to keep one of one
clients (C1) reviewed free from maltreatment.
The home care provider neglected to provide
necessary supervision of C1 as indicated by her
most recent assessment. C1 was found on the
floor of a locked storage room with a head injury
that required sutures to the injured area.
This 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 that a
situation has occurred only occasionally).
C1's Home Care Plan dated August 21, 2018,
indicated C1 received assistance with activities of
daily living and medication management
services. C1 had a diagnosis of Alzheimer's
disease and was hospitalized on July 24, 2018,
due to increasing behaviors.
C1's transfer order dated August 20, 2018,
indicated C1 would be discharged from the
hospital on August 21, 2018.
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C1's progress note from the home care provider
dated August 20, 2018, indicated C1 would return
to the facility the next day.
C1's Client Monitoring Visit Notes dated August
21, 2018, revealed C1 was discharged from the
hospital that morning. The notes indicated C1
had wandering behaviors and required 1:1
monitoring at times. The notes indicated a
staffing level of two persons for five clients
adequate. The notes indicated C1 was a high fall
risk, opened doors, and required close
monitoring due to wandering.
C1's Home Care Plan, dated August 21, 2018,
indicated C1 required close monitoring and 1:1
guidance due to wandering behaviors and
opening doors. The frequency of the close
monitoring and 1:1 guidance was not noted.
C1's medical record had no documentation of
completed safety checks for C1 on August 21 or
22, 2018.
An Incident Report dated August 22, 2018, at
7:58 a.m., revealed Unlicensed Personnel
(ULPC), (day staff,) was made aware C1 was
missing by ULPE (night staff.) that morning. The
time of incident was documented as 8:30 a.m.
The report indicated C1 was located in a locked
storage closet bleeding from the head. C1 was
taken to the hospital for evaluation.
According to a law enforcement document dated
August 22, 2018, law enforcement arrived at the
facility at 7:37 a.m. The document indicated
ULPC reported C1 was last seen around 6:00
a.m. However, in a later interview with law
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enforcement, ULPE stated C1 was last seen
around 3:00 a.m.
During interview on January 20, 2019, at 2:41
p.m., ULPC stated C1 was very confused and
had locked herself in facility rooms during the day
on August 21, 2018. ULPC stated she had
passed this information on to the evening shift,
but was not aware if it was passed on to the night
shift. ULPC stated clients are to be checked
every two hours. ULPC stated, at times, the key
was left in the storage room door, and the door
was locked.
During interview on February 26, 2019 at 10:25
a.m., ULPE indicated he received no report on
the night shift of August 21, 2018, that C1 had
locked herself in facility rooms earlier that day,
but that C1 was going up and down the stairs.
ULPE recalled that prior to August 21, 2018, C1
would go up and down the stairs, wander into
other rooms, and have to be returned to bed.
ULPE stated he would check on the clients
every two to three hours. He stated he had last
checked C1 around 3:00 a.m. after returning her
to bed. ULPE stated at about 6:00 a.m. he was
unable to locate C1 and he searched the house.
He noted the bathroom door was locked, but was
unable to unlock the door. ULPE admitted he did
not notify anybody C1 was missing or that he
was unable to unlock the bathroom door until day
shift arrived (nearly two hours later). ULPE was
the only staff on duty the night of August 21,
2018. ULPE admitted he napped during the
shift.
During interview, on January 7, 2019, at 2:10
p.m., ULPB stated clients are to be checked
every two hours. ULPB also stated the storage
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room was locked and required a key to get in.
During interview on January 7, 2019, at 1:15
p.m., the Administrator stated C1 was confused
after returning from the hospital and should have
received checks every two hours per protocol.
The Administrator stated these checks should
have been documented by staff. The
Administrator also stated night staff are to be
awake while at work, and that the storage room
was most likely left in the storage room door.
The Administrator stated when told C1 was
missing, he told ULPC where to locate the spare
key.
During interview on March 1, 2019 at 11:40 a.m.,
the Administrator stated at the time C1 went
missing on August 22, 2018, the home care
provider did not have documented policies and
procedures in place regarding client safety
checks.
TIME PERIOD FOR CORRECTION: SEVEN (7)
DAYS
0 805 144A.479, Subd. 6(a) Reporting Maltrx of
SS=D Vulnerable Adults/Minors

0 805

Subd. 6. Reporting maltreatment of vulnerable
adults and minors. (a) All home care providers
must comply with requirements for the reporting
of maltreatment of minors in section 626.556 and
the
requirements for the reporting of maltreatment of
vulnerable adults in section 626.557. Each home
care
provider must establish and implement a written
procedure to ensure that all cases of suspected
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maltreatment are reported.

This MN Requirement is not met as evidenced
by:
Based on interview and document review, the
home care provider failed to immediately submit
a report of suspected maltreatment to the
common entry point when one of one clients (C1)
reviewed went missing and was later found
injured in a locked storage room at the facility.
This resulted in a level two violation (a violation
that did not harm a client's health or safety but
had the potential to have harmed a client'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 clients are affected or one or a limited number
of staff are involved or that a situation has
occurred only occasionally).
C1's Home Care Plan dated August 21, 2018,
indicated C1 received services from the home
care provider, which included assistance with
activities of daily living and medication
management services. C1 had a diagnosis of
Alzheimer's disease and was hospitalized on July
24, 2018, due to increasing behaviors.
C1's Client Monitoring Visit Notes completed by
the home care provider and dated August 21,
2018, revealed C1 was discharged from the
hospital that morning. The notes indicated C1
had wandering behaviors that required close
supervision with 1:1 monitoring at times. The
notes indicated the home care provider should
have staffing levels of two persons for five clients.
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The notes indicated C1 was a high fall risk,
opened doors, and required close monitoring due
to wandering.
C1's Home Care Plan dated August 21, 2018,
noted C1 required close monitoring and 1:1
guidance due to wandering and opening doors.
An Incident Report dated August 22, 2018, at
7:58 a.m., revealed Unlicensed Personnel
(ULPC) (day staff) was made aware C1 was
missing by ULPE (night staff).
During interview on February 20, 2019, at 2:41
p.m., ULPC stated C1 was not in her room when
she completed rounds on August 22, 2018. The
house was searched and the bathroom door was
locked, but there was no response coming from
the bathroom. She stated the bathroom door was
unlocked, and C1 was not in the bathroom.
ULPC contacted the Administrator and law
enforcement. At 8:30 a.m., C1 was found by law
enforcement in a locked storage room lying on
the floor bleeding from the head. C1 was taken to
the hospital for evaluation.
During an interview on February 26, 2019, at
10:25 a.m., ULPE stated C1 had wandered
during the night and returned to bed about 3:00
a.m. ULPE stated at about 6:00 a.m., he was
unable to locate C1 after searching the house.
ULPE stated the bathroom door was locked, and
he could not open it. ULPE stated he did not
notify anybody that he was unable to locate C1 or
that the bathroom door was locked until day shift
arrived, nearly two hours later. ULPE stated
since the doors were locked and he was upstairs,
C1 could not have left the house. ULPE
admitted to napping during the shift where C1
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went missing.
During interview on January 7, 2019, at 1:15
p.m., the Administrator revealed no report was
made to the common entry point regarding C1
being missing and injured on August 21, 2018.
According to a phone conversation on March 1,
2019 at 11:40 a.m., the Administrator stated at
the time of the incident in August 2018, the home
care provider did not have policies and
procedures in place related to missing persons or
reporting suspected maltreatment.
Minnesota Statutes section 144A.479 subdivision
6(a) requires a mandated reported who has
reason to believe a vulnerable adult is being or
has been maltreated or who has knowledge that
a vulnerable adult has sustained a physical injury
which is not reasonably explained shall
immediately report the information to the
common entry point.
Minnesota Statutes section 626.557 subdivision
4a requires a facility to develop and implement a
written procedure to report suspected
maltreatment.
TIME PERIOD FOR CORRECTION: SEVEN (7)
DAYS
02015 626.557, Subd. 3 Timing of Report
SS=D

02015

Subd. 3. Timing of report (a) A mandated
reporter who has reason to believe that a
vulnerable adult is being or has been
maltreated, or who has knowledge that a
vulnerable adult has sustained a physical injury
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which is not reasonably explained shall
immediately report the information to the
common entry point. If an individual is a
vulnerable adult solely because the individual is
admitted to a facility, a mandated reporter is not
required to report suspected maltreatment of the
individual that occurred prior to admission,
unless:
(1) the individual was admitted to the facility
from another facility and the reporter has reason
to believe the vulnerable adult was maltreated in
the previous facility; or
(2) the reporter knows or has reason to believe
that the individual is a vulnerable adult as
defined in section 626.5572, subdivision 21,
clause (4).
(b) A person not required to report under the
provisions of this section may voluntarily report
as described above.
(c) Nothing in this section requires a report of
known or suspected maltreatment, if the reporter
knows or has reason to know that a report has
been made to the common entry point.
(d) Nothing in this section shall preclude a
reporter from also reporting to a law
enforcement agency.
(e) A mandated reporter who knows or has
reason to believe that an error under section
626.5572, subdivision 17, paragraph (c), clause
(5), occurred must make a report under this
subdivision. If the reporter or a facility, at any
time believes that an investigation by a lead
agency will determine or should determine that
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the reported error was not neglect according to
the criteria under section 626.5572, subdivision
17, paragraph (c), clause (5), the reporter or
facility may provide to the common entry point or
directly to the lead agency information explaining
how the event meets the criteria under section
626.5572, subdivision 17, paragraph (c), clause
(5). The lead agency shall consider this
information when making an initial disposition of
the report under subdivision 9c.

This MN Requirement is not met as evidenced
by:
Based on interview and document review, the
home care provider failed to immediately submit
a report of suspected maltreatment to the
common entry point when one of one clients (C1)
reviewed went missing and was later found
injured in a locked storage room at the facility.
This resulted in a level two violation (a violation
that did not harm a client's health or safety but
had the potential to have harmed a client'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 clients are affected or one or a limited number
of staff are involved or that a situation has
occurred only occasionally).
C1's Home Care Plan dated August 21, 2018,
indicated C1 received services from the home
care provider, which included assistance with
activities of daily living and medication
management services. C1 had a diagnosis of
Alzheimer's disease and was hospitalized on July
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24, 2018, due to increasing behaviors.
C1's Client Monitoring Visit Notes completed by
the home care provider and dated August 21,
2018, revealed C1 was discharged from the
hospital that morning. The notes indicated C1
had wandering behaviors that required close
supervision with 1:1 monitoring at times. The
notes indicated the home care provider should
have staffing levels of two persons for five clients.
The notes indicated C1 was a high fall risk,
opened doors, and required close monitoring due
to wandering.
C1's Home Care Plan dated August 21, 2018,
noted C1 required close monitoring and 1:1
guidance due to wandering and opening doors.
An Incident Report dated August 22, 2018, at
7:58 a.m., revealed Unlicensed Personnel
(ULPC) (day staff) was made aware C1 was
missing by ULPE (night staff).
During interview on February 20, 2019, at 2:41
p.m., ULPC stated C1 was not in her room when
she completed rounds on August 22, 2018. The
house was searched and the bathroom door was
locked, but there was no response coming from
the bathroom. She stated the bathroom door was
unlocked, and C1 was not in the bathroom.
ULPC contacted the Administrator and law
enforcement. At 8:30 a.m., C1 was found by law
enforcement in a locked storage room lying on
the floor bleeding from the head. C1 was taken to
the hospital for evaluation.
During an interview on February 26, 2019, at
10:25 a.m., ULPE stated C1 had wandered
during the night and returned to bed about 3:00
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a.m. ULPE stated at about 6:00 a.m., he was
unable to locate C1 after searching the house.
ULPE stated the bathroom door was locked, and
he could not open it. ULPE stated he did not
notify anybody that he was unable to locate C1 or
that the bathroom door was locked until day shift
arrived, nearly two hours later. ULPE stated
since the doors were locked and he was upstairs,
C1 could not have left the house. ULPE
admitted to napping during the shift where C1
went missing.
During interview on January 7, 2019, at 1:15
p.m., the Administrator revealed no report was
made to the common entry point regarding C1
being missing and injured on August 21, 2018.
According to a phone conversation on March 1,
2019 at 11:40 a.m., the Administrator stated at
the time of the incident in August 2018, the home
care provider did not have policies and
procedures in place related to missing persons or
reporting suspected maltreatment.
Minnesota Statutes section 144A.479 subdivision
6(a) requires a mandated reported who has
reason to believe a vulnerable adult is being or
has been maltreated or who has knowledge that
a vulnerable adult has sustained a physical injury
which is not reasonably explained shall
immediately report the information to the
common entry point.
Minnesota Statutes section 626.557 subdivision
4a requires a facility to develop and implement a
written procedure to report suspected
maltreatment.
TIME PERIOD FOR CORRECTION: SEVEN (7)
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