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Date Concluded: January 18, 2019
Date of Visit: November 28, 2018
December 3, 2018

Name, Address, and County of Facility
Investigated:
Damacare Health Services
19131 Harappa Ave.
Lakeville, MN 55044
Dakota County

Name, Address, and County of Housing with
Services Registration:
Dr. Thomas H Johnson HWS
2221 West 55th Street
Minneapolis, MN 55419
Hennepin County

Facility Type: Home Care Provider

Investigator’s Name:
Yolanda Dawson, MSN, RN
Special Investigator

Finding: Substantiated, 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.
Allegations:
It is alleged a client was neglected when the client received the incorrect medication, which
resulted in hospitalization.
It is alleged that sexual abuse occurred when a client was reported to be involved in a sexual
relationship with a staff member/alleged perpetrator (AP).
It is alleged that drug diversion occurred when clients’ medications were diverted by a staff
member for resale.
It is alleged that clients were neglected when they were provided with alcohol and illicit drugs
by an alleged perpetrator (AP).
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Page 2 of 6
It is alleged that financial exploitation occurred when client’s funds were misappropriated by an
employee/alleged perpetrator (AP).
Investigative Findings and Conclusion:
Neglect was substantiated. AP #4 is responsible for the neglect. Client #3 was given scheduled
insulin when it should have been held for a reported low blood sugar. The administration of
insulin caused the client’s blood sugar to drop significantly, resulting in a medical emergency.
The investigation included interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The client’s medical chart and hospital admission records
were reviewed. The investigator observed staff members assisting clients with meals and
mobility, passing medications, and charting. The investigator reviewed policies and procedures,
staff schedules, and incident reports.
Client #3’s diagnoses included end stage renal failure, encephalopathy, diabetes type 2, and
heart failure. The client received services from the comprehensive home care provider,
including medication management and injection assistance. The client had a physician’s order
for sliding scale insulin, which indicated to contact the nurse before administration for blood
sugar of less than 70, six units normally, and additional units for over 150 and over 200.
Review of the client’s medication summary revealed that at 7:00 a.m. on the day of the
incident, AP #4 documented giving the client six units of insulin with a recorded blood sugar of
62mg/dl. As a result, the client’s blood sugar dropped significantly, resulting in a medical
emergency.
According to staff interviews and medical records, the client was hospitalized for treatment of
hypoglycemia and released back to the facility.
During an interview, AP #4 stated he checked the client’s blood sugar in the morning on the day
of the incident and then gave the scheduled insulin. AP #4 stated he did not follow protocol and
call the nurse to report the low blood sugar before giving the insulin.
This facility failed to report this incident to the Minnesota Adult Abuse Reporting Center
(MAARC).
Neglect was not substantiated concerning Client #1’s insulin administration. Facility documents
indicated the client was frequently away from the facility during scheduled medication times
and would often decline scheduled medications. It was also documented that the client
frequently self‐administered illicit drugs.
The investigation included interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The client’s medical chart and hospital admission records
were reviewed. The investigator observed staff members assisting clients with meals and
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mobility, passing medications, and charting. The investigation included review of policies and
procedures, staff schedules, and incident reports.
Client #1’s diagnoses included paranoid schizophrenia, benzodiazepine dependence, and
cannabis abuse. The home care provider provided medication management services, including
medication assistance. The client record indicates three hospitalizations for altered mental
status in September 2018. Hospital records revealed client labs were positive for illicit
substances. The client was treated and released back to the home care provider. In all three
events, client’s notes revealed the client received the correct administration of insulin.
During an interview, the client stated the incident in question was due to a drug overdose. The
client indicated that he was his own guardian and requested that family not be interviewed.
Sexual abuse was inconclusive. Four staff members stated that they heard conversations
indicating another staff member was in an inappropriate relationship with Client #2. The staff
member and the client denied the allegations.
Client #2’s diagnoses included end stage renal failure, lupus, and seizure disorder. The client
received assistance from the home care provider for medication assistance and monitoring of
vital signs.
During an interview, an administrator stated that there was a report of the client and a staff
member having a sexual relationship. The administrator stated that this report was forwarded
to the director of nursing.
During an interview, a staff member stated that there were conversations among staff
members that the client and a staff member were engaged in a sexual relationship. The staff
member stated that this information was reported to the office.
During an interview, Client #2 stated that they heard conversation among staff members that
they and AP #1 were too close. The client stated that she and AP #1 did talk and spend a lot of
time together. The client denied having a sexual relationship with AP #1.
During an interview, AP #1 stated they did hear that staff thought that he and the client were
too close. AP #1 stated he and the client did spend a lot of time talking together and that he did
visit the client once at the hospital. AP #1 denied having a sexual relationship with the client.
The allegation of drug diversion was inconclusive. Review of client’s records revealed
inconsistent documentation of medication administration by several staff members in the
record for Client #5.
Client #5’s diagnoses included arthritis, cirrhosis of the liver, encephalopathy, and mood
disorder. The client received medication assistance and transfer supervision.
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A paper document created to track client medication administration indicated the client did not
sign for oxycodone four times and trazodone 13 times during a month. These medications were
documented as given on the electronic medication summary document.
During an interview, a home health aide (HHA) stated the electronic medication summary of
medication given was correct, and the sign off sheet was a step that was missed by the HHA.
During an interview, the client stated that they had been receiving their pain medication
regularly; however, at the time of the interview they had not received their pain medication for
a week. The client explained that they understood their pain medication had run out and they
needed to be seen by their provider before the medication could be reordered.
Neglect was not substantiated as to allegations staff members were impaired while on duty.
Staff and client interviews did not reveal evidence of alcohol or illicit drugs use. Observation of
client living space did not reveal evidence of alcohol or illicit drugs. During interviews, three
administrators and two home health aides all denied hearing about or seeing an employee
bringing in alcohol or illicit drugs for clients. AP #3 denied allegations of drinking and smoking
with clients.
Financial exploitation was not substantiated. Review of clients’ records indicated that clients
were receiving and signing for the funds that were allocated to them on a monthly basis.
During an interview, a client stated that they were not receiving their monthly allocated funds.
However, documents contained a client signature and dates for all funds dispersed to the client
from the facility.
During an interview, a client complained that someone had depleted their payee allocated debt
card of funds while they were hospitalized. An internal investigation by administration did not
reveal evidence of missing funds or possible perpetrators. The event was reported to the
Minneapolis Police Department.
AP #2 declined to be interviewed.
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.

Page 5 of 6
(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.
Financial exploitation: Minnesota Statutes, section 626.5572, subdivision 9
"Financial exploitation" means:
(a) In breach of a fiduciary obligation recognized elsewhere in law, including pertinent
regulations, contractual obligations, documented consent by a competent person, or the
obligations of a responsible party under section 144.6501, a person:
(1) engages in unauthorized expenditure of funds entrusted to the actor by the vulnerable adult
which results or is likely to result in detriment to the vulnerable adult; or
(2) fails to use the financial resources of the vulnerable adult to provide food, clothing, shelter,
health care, therapeutic conduct or supervision for the vulnerable adult, and the failure results
or is likely to result in detriment to the vulnerable adult.
(b) In the absence of legal authority a person:
(1) willfully uses, withholds, or disposes of funds or property of a vulnerable adult;
(2) obtains for the actor or another the performance of services by a third person for the
wrongful profit or advantage of the actor or another to the detriment of the vulnerable adult;
(3) acquires possession or control of, or an interest in, funds or property of a vulnerable adult
through the use of undue influence, harassment, duress, deception, or fraud; or
(4) forces, compels, coerces, or entices a vulnerable adult against the vulnerable adult's will to
perform services for the profit or advantage of another.
Abuse: Minnesota Statutes section 626.5572, subdivision 2
"Abuse" means:
(a) An act against a vulnerable adult that constitutes a violation of, an attempt to violate, or
aiding and abetting a violation of:
(1) assault in the first through fifth degrees as defined in sections 609.221 to 609.224;
(2) the use of drugs to injure or facilitate crime as defined in section 609.235;
(3) the solicitation, inducement, and promotion of prostitution as defined in section 609.322;
and
(4) criminal sexual conduct in the first through fifth degrees as defined in sections 609.342 to
609.3451.
A violation includes any action that meets the elements of the crime, regardless of whether
there is a criminal proceeding or conviction.
(b) Conduct which is not an accident or therapeutic conduct as defined in this section, which
produces or could reasonably be expected to produce physical pain or injury or emotional
distress including, but not limited to, the following:
(1) hitting, slapping, kicking, pinching, biting, or corporal punishment of a vulnerable adult;

Page 6 of 6
(2) use of repeated or malicious oral, written, or gestured language toward a vulnerable adult
or the treatment of a vulnerable adult which would be considered by a reasonable person to be
disparaging, derogatory, humiliating, harassing, or threatening;
(3) use of any aversive or deprivation procedure, unreasonable confinement, or involuntary
seclusion, including the forced separation of the vulnerable adult from other persons against
the will of the vulnerable adult or the legal representative of the vulnerable adult; and
(4) use of any aversive or deprivation procedures for persons with developmental disabilities or
related conditions not authorized under section 245.825.
(c) Any sexual contact or penetration as defined in section 609.341, between a facility staff
person or a person providing services in the facility and a resident, patient, or client of that
facility.
(d) The act of forcing, compelling, coercing, or enticing a vulnerable adult against the vulnerable
adult's will to perform services for the advantage of another.
Vulnerable Adult interviewed: Yes
Family/Responsible Party interviewed: Yes
Alleged Perpetrator interviewed: Alleged perpetrator #2 declined interview.
Action taken by facility:
AP #4 was retrained on insulin administration and when to call the nurse on October 8, 2018.
Action taken by the Minnesota Department of Health:
The facility was found to be in noncompliance with MN 144A.44 Subd. 1(14), 144A.479 Sbud.
6(a), 144A 4791 Subd. 11, and 144A. 4794 Subd. 3. 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. 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
Minneapolis City Attorney
Minneapolis Police Department
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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 document review and interviews, the
Licensee failed to keep 1 of 8 clients (C3)
reviewed free from maltreatment when the
Licensee failed to administer insulin according to
physician orders, resulting in hypoglycemia and a
medical emergency.
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:
C3's medical record was reviewed. C3 was
admitted to the licensee on July 30, 2018 with
diagnoses that included end stage renal disease,
respiratory failure, posttraumatic stress disorder,
encephalopathy, diabetes type 2, and heart
failure. C3 received comprehensive home care
services, including medication assistance,
injection assistance, oxygen assistance, bathing
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and dressing assistance, toileting assistance,
one person transfer assistance, and utilized a
walker and wheelchair.
C3 had a physician's order for novolog insulin
100 units/ml  6 units subcutaneous three times a
day with meals (call nurse if blood sugar is below
70mg/dl) inject as per sliding scale if 150200
give 2 units, 201250 give 3 units, dated August
29, 2018.
Review of C3's medication recap summary
revealed that home health aide (HHA)2
documented giving C3 scheduled novolog 6 units
on September 24th, 2018 at 7:00 a.m. with a
recorded blood sugar of 62mg/dl.
During an interview on December 12, 2018 at
2:00 p.m. a registered nurse (RN)1 stated they
arrived to work on September 24, 2018 at
approximately 10:30am. RN1 then began rounds
to check on clients. RN1 state that when they
checked C3 they could not arouse the client and
the client had popcorn in their mouth. Client was
turned on side and popcorn was manually
removed. RN1 asked home health aide what
client's morning blood sugar was and was told
that it was 62mg/dl and 6 units of insulin was
given. RN1 then called the paramedics. RN1
stated they did not receive the required phone
call per protocol from the home health aide to
inform the nurse that C3's blood sugar was
62mg/dl before giving the insulin.
During an interview on December 14, 2018 at
10:30 a.m. a home health aide (HHA)2 stated
that at 7:00 a.m. September 24, 2018 they gave
C3 6 units of scheduled novolog with a recorded
blood sugar of 62mg/dl. At approximately 11:30
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a.m. C3 was sent to hospital for
unresponsiveness. HHA2 stated that RN2
spoke to them after the event about the correct
way to administration the client's insulin
according to the physician's orders, as well as
the protocol for calling the nurse when a client's
blood sugar is below ordered guidelines.
A facility policy titled "Human resource policies
orientation & training" undated indicated the
following; that all staff providing home care
services must: (1) be trained and competent in
the provision of home care services consistent
with current practice standards appropriate to the
client's needs; and (2) be informed of the home
care bill of rights under section 144A.44.
A facility policy titled "Minnesota Home Care Bill
of Rights" undated indicated, the right to be
served by people who are properly trained and
competent to perform their duties. It is the policy
of this agency to protect clients who are
vulnerable to neglect, abuse or maltreatment due
to physical or mental disability.
A facility policy titled "meeting the needs of
highrisk/complex cases" undated indicated a
care plan/assignment sheet is completed by the
RN outlining the cares, tasks and needs of the
client. Specific parameters are included in the
care plan/assignment sheet including specific
criteria regarding when to notify the RN and what
action to take in the event of an emergent
situation.
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This MN Requirement is not met as evidenced
by:
Based on interview and document review, the
licensee employed as a managerial official an
individual who was the owner or managerial
official of a home care provider whose license
was previously revoked or not renewed for
noncompliance. Administrative staff (ADM)5 was
involved in supervising employees and planning
for care of clients, and signed documents as a
manager at the facility.
This practice 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 a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the clients).
The findings include:
On February 19, 2016, the Department revoked
the Class F home care licensee of Unity Home
Care, following a contested case hearing. ADM5
was listed as the owner of Unity Home Care at
the time of the revocation. The revocation was
due to numerous ongoing violations identified
during previous surveys of Unity Home Care.
On March 24, 2016, the Department denied the
application for renewal of the comprehensive
home care license of Unity Home Care. ADM5
was an owner of Unity Home Care at the time of
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this action. On February 3, 2017, the
Commissioner upheld this denial, pursuant to an
Administrative Law Judge recommendation for
summary disposition.
Review of a document titled Employee Warning
Notice, dated April 24, 2017, indicated an
employee arrived late to a shift. The employee
wrote on the form that he has already spoken to
ADM5 about the issue, and ADM5 had spoken
to him about the consequences for the incident.
Review of a Resident Note for C1, dated October
1, 2018, at 4:26 p.m., indicated there was a plan
to return C1 to the facility, from the hospital, but
the team was waiting to coordinate this with
ADM5.
Review of a document titled Staff Quick Report,
dated November 28, 2018, and obtained from the
facility during the investigation, listed ADM5 as
Administrat [sic].
Review of a document titled Authorization for
Release of Information About Residence and
Shelter Expenses, dated December 11, 2018,
contained ADM5's name in the block
Owner/Manager/Caretaker Name.
During an interview on November 29, 2018, at
10:00 a.m., ADM5 declined to provide
information to the investigator.
TIME PERIOD FOR CORRECTION: Seven days
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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
maltreatment are reported.

This MN Requirement is not met as evidenced
by:
Based on document review and interviews, the
Licensee failed to report a medication error and a
possible inappropriate sexual situation to the
Minnesota Adult Abuse Reporting Center
(MAARC) for 2 of 8 clients (C2, C3) reviewed. C2
was reported to be having a sexual relationship
with a staff member. C3 was sent to the hospital
for hypoglycemia as a result of an error in insulin
administration.
This practice 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) 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:
C2's medical record was reviewed. C2 was
admitted to the licensee on December 23, 2015
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with diagnoses that included end stage renal
disease, systemic lupus, seizure disorder, and
anemia. C2 received comprehensive home care
services including, medication assistance,
bathing assistance, monitoring of vital signs,
weight and appetite.
During an interview on November 28, 2018 at
11:28 a.m. an Administrator (Adm)1 stated that
there had been a report of a staff member having
a sexual relationship with a client approximately
6 months prior. Adm1 identified the staff involved
as home health aide (HHA)1 and the client as
C2. Adm1 stated that they reported the
allegation to Adm4. Adm1 stated there was an
internal investigation regarding the allegation and
that they would provide that document. The
internal investigation document was not provided.
During an interview on November 28, 2018 at
3:14 p.m. an Administrator (Adm)2 denied
reports of staff and clients having sexual
relationships. Adm2 stated they were unaware
of the nature of the relationship between HHA1
and C2. However, Adm2 stated that they
witnessed HHA1 and C2 spending time together
outside work, and thought this behavior was
inappropriate. Adm2 stated that they reported
this to Adm4. Adm2 stated that to date there
had been no follow up from Adm4 regarding the
complaint.
During an interview on November 28, 2018 at
1:09 p.m. C2 stated that there was gossip that
they were too close to a staff member because
they are always talking and always together. C2
denied that they were having a sexual
relationship with a staff member.
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During an interview on December 3, 2018 at 8:47
a.m. home health aide (HHA)1 stated that C2
liked to talk to them about their problems and
issues. HHA1 stated that he assisted C2 to walk
from house to house to visit other clients'. HHA1
stated that they visited C2 while they were in the
hospital because C2 requested them to come.
HHA1 stated that C2 had been spending time in
the house that they were working in, but C2 was
not there to see them, C2 was there to visit other
clients. HHA1 stated C2 looked up to them like a
sibling. HHA1 denied having a sexual
relationship with C2. HHA1 stated that
administration had never talked to them about
inappropriate behavior with clients.
During an interview on December 19, 2018 at
10:11 a.m. an Administrator (Adm)4 stated that
they were unaware of any allegations of sexual
misconduct between a staff member and a client.
Adm4 denied that they received a report from
staff regarding a staff member having a sexual
relationship with a client, or of a relationship that
appeared to be inappropriate. Adm4 stated that
several staff informed them that a staff member
was giving a client a ride to the store after work
hours. The staff informed them that this
relationship was too close. Adm4 stated that
they had a conversation with the alleged staff
member and the alleged client to make sure
nothing beyond the ride was happening. Adm4
stated there was no internal investigation
performed because the sexual allegations were
only gossip. Adm4 stated that it was not
reported to MAARC because there was nothing
to report.
C3's medical record was reviewed. C3 was
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admitted to the licensee on July 30, 2018 with
diagnoses that included end stage renal disease,
respiratory failure, posttraumatic stress disorder,
encephalopathy, diabetes type 2, and heart
failure. C3 received comprehensive home care
services, including medication assistance,
injection assistance, oxygen assistance, bathing
and dressing assistance, toileting assistance,
one person transfer assistance, and utilized a
walker and wheelchair.
C3 had a physician's order for novolog insulin
100 units/ml  6 units subcutaneous three times a
day with meals (call nurse if blood sugar is below
70mg/dl) inject as per sliding scale if 150200
give 2 units, 201250 give 3 units, dated August
29, 2018.
Review of C3's medication recap summary
revealed C3 received scheduled novolog 6 units
on September 24th, 2018 at 7:00 a.m. with a
recorded blood sugar of 62mg/dl. Further review
of documents revealed that licensee failed to
report a medication error to the Maltreatment
Adult Abuse Reporting Center (MAARC).
During an interview on December 12, 2018 at
2:00 p.m. a registered nurse (RN)1 stated they
arrived to work on September 24, 2018 at
approximately 10:30am. RN1 then began rounds
to check on clients. RN1 state that when they
checked C3 they could not arouse the client and
the client had popcorn in their mouth. Client was
turned on side and popcorn was manually
removed. RN1 asked home health aide what
client's morning blood sugar was and was told
that it was 62mg/dl and 6 units of insulin was
given. RN1 then called the paramedics. RN1
stated they did not receive the required phone
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call per protocol from the home health aide to
inform the nurse that C3's blood sugar was
62mg/dl before giving the insulin. RN1 stated
that no written medication error report was
completed.
During an interview on December 14, 2018 at
10:30 a.m. a home health aide (HHA)2 stated
that at 7:00 a.m. September 24, 2018 they gave
C3 6 units of scheduled novolog with a recorded
blood sugar of 62mg/dl. At approximately 11:30
a.m. C3 was sent to hospital for
unresponsiveness. HHA2 stated that RN2
spoke to them after the event about the correct
way to administration the client's insulin
according to the physician's orders, as well as
the protocol for calling the nurse when a client's
blood sugar is below insulin ordered guidelines.
A facility policy titled "Service Policies C.22
Vulnerable Client: Internal Reporting Procedure"
undated page 7, indicated; any employer, or
employee, or delegate of the client who has
knowledge of the abuse or neglect of a
vulnerable individual and has reasonable cause
to believe that a vulnerable individual is being or
has been neglected must verbally report said
incident to the Administrator. The supervisor will
also complete an incident report to be kept in a
separate file from the clinical record. If the staff
has not already done so, the supervisor will
report the incident to the Common Entry Point
(CEP). It is the reporter's responsibility to ensure
that the report reaches appropriate outside
investigative authorities.
TIME PERIOD FOR CORRECTION: Seven (7)
days
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Subd. 11. Client complaint and investigative
process. (a) The home care provider must have
a
written policy and system for receiving,
investigating, reporting, and attempting to resolve
complaints
from its clients or clients' representatives. The
policy should clearly identify the process by
which clients
may file a complaint or concern about home care
services and an explicit statement that the home
care
provider will not discriminate or retaliate against
a client for expressing concerns or complaints. A
home
care provider must have a process in place to
conduct investigations of complaints made by the
client or
the client's representative about the services in
the client's plan that are or are not being
provided or other items covered in the client's
home care bill of rights. This complaint system
must provide reasonable accommodations for
any special needs of the client or client's
representative if requested.
(b) The home care provider must document the
complaint, name of the client, investigation, and
resolution of each complaint filed. The home care
provider must maintain a record of all activities
regarding complaints received, including the date
the complaint was received, and the home care
provider's investigation and resolution of the
complaint. This complaint record must be kept for
each
event for at least two years after the date of entry
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and must be available to the commissioner for
review.
(c) The required complaint system must provide
for written notice to each client or client's
representative that includes:
(1) the client's right to complain to the home care
provider about the services received;
(2) the name or title of the person or persons with
the home care provider to contact with
complaints;
(3) the method of submitting a complaint to the
home care provider; and
(4) a statement that the provider is prohibited
against retaliation according to paragraph (d).
(d) A home care provider must not take any
action that negatively affects a client in retaliation
for a
complaint made or a concern expressed by the
client or the client's representative.
This MN Requirement is not met as evidenced
by:
Based on document review and interviews, the
licensee failed to investigate staff complaints and
concerns of a home health aide (HHA) actions
with suspected maltreatment (neglect) of
vulnerable adults for 1 of 8 clients (C2) reviewed
when it was reported that a client was having a
sexual relationship with an employee.
This practice 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) and was issued at an
isolated scope (when one or a limited number of
clients are affected or one or a limited number of
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staff are involved or the situation has occurred
only occasionally).
The findings include:
C2's medical record was reviewed. C2 was
admitted to the licensee on December 23, 2015
with diagnoses that included end stage renal
disease, systemic lupus, seizure disorder, and
anemia. C2 received comprehensive home care
services including, Medication assistance,
bathing assistance, monitoring of vital signs,
weight and appetite.
During an interview on November 28, 2018 at
12:30 a.m. an Administrator (Adm)1 stated that
there had been reports of home health aide
(HHA)1 having a sexual relationship with C2.
Adm1 stated that they had spoken to RN1 who
confirmed that they had also heard that HHA1
was having a sexual relationship with C2. Adm1
stated she would not handle something of this
nature and reported it to Adm4. Adm1 stated
there was no written complaint from staff. Adm1
stated that there was an internal investigation
done and would provide the documents. The
internal investigation documents were not
provided.
During an interview on November 28, 2018 at
3:14 p.m. an Administrator (Adm)2 denied
reports of staff and clients having sexual
relationships. Adm2 stated they were unaware
of the nature of the relationship between HHA1
and C2. However, Adm2 stated that they
witnessed HHA1 and C2 spending time together
outside work, and thought this behavior was
inappropriate. Adm2 stated that they verbally
reported this to Adm4. Adm2 stated that to date
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there had been no follow up from Adm4
regarding the complaint.
During an interview on December 19, 2018 at
10:11 a.m. an Administrator (Adm)4 stated that
they were unaware of any allegations of sexual
misconduct between a staff member and a client.
Adm4 denied that they received a report from
staff regarding a staff member having a sexual
relationship with a client, or of a relationship that
appeared to be inappropriate. Adm4 stated that
several staff informed them that a staff member
was giving a client a ride to the store after work
hours. The staff informed them that this
relationship was too close. Adm4 stated that
they had a conversation with the alleged staff
member and the alleged client to make sure
nothing beyond the ride was happening. Adm4
stated there was no internal investigation
performed because the sexual allegations were
only gossip. Adm4 stated that it was not
reported to MAARC because there was nothing
to report. Adm4 stated there was no
documentation of the verbal communication with
the staff member and the client. Review of
records lacked a written complaint from the
nurse, the HHA, and the administrators regarding
the reported sexual relationship allegations.
Review of records lacked documentation of the
reported verbal communication between Adm4,
the alleged staff and the alleged client.
A facility policy titled "human resource policies:
orientation and training" undated included
handling of clients' complaints, reporting of
complaints, and where to report complaints and
the Common Entry Point.
A facility policy titled "home and
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communitybased services standards employee
education" undated, indicated that staff are
trained in its policies that prohibit abuse, neglect
and financial exploitation. People receiving
services and responsible parties are provided
with information about how to file complaints and
concerns. Reports that are filed anonymously will
be given the same investigative follow up as
those that are submitted with identifying
information.
TIME PERIOD FOR CORRECTION: Seven days
01080 144A.4794, Subd. 3 Contents of Client Record
SS=F

01080

Subd. 3. Contents of client record. Contents of a
client record include the following for each client:
(1) identifying information, including the client's
name, date of birth, address, and telephone
number;
(2) the name, address, and telephone number of
an emergency contact, family members, client's
representative, if any, or others as identified;
(3) names, addresses, and telephone numbers of
the client's health and medical service providers
and
other home care providers, if known;
(4) health information, including medical history,
allergies, and when the provider is managing
medications, treatments or therapies that require
documentation, and other relevant health
records;
(5) client's advance directives, if any;
(6) the home care provider's current and previous
assessments and service plans;
(7) all records of communications pertinent to the
client's home care services;
(8) documentation of significant changes in the
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client's status and actions taken in response to
the
needs of the client including reporting to the
appropriate supervisor or health care
professional;
(9) documentation of incidents involving the client
and actions taken in response to the needs of the
client including reporting to the appropriate
supervisor or health care professional;
(10) documentation that services have been
provided as identified in the service plan;
(11) documentation that the client has received
and reviewed the home care bill of rights;
(12) documentation that the client has been
provided the statement of disclosure on
limitations of
services under section 144A.4791, subdivision 3;
(13) documentation of complaints received and
resolution;
(14) discharge summary, including service
termination notice and related documentation,
when
applicable; and
(15) other documentation required under this
chapter and relevant to the client's services or
status.
This MN Requirement is not met as evidenced
by:
Based on document review and interviews, the
Licensee failed to document incidents involving
six clients and actions taken in response to the
needs of 6 of 8 clients (C1, C2, C3, C4, C5 and
C6) reviewed. Medical emergency was called for
C1 for altered mental status. C2 was reported to
administration for an alleged sexual relationship
with staff. C3 was given insulin when it should
have been held for a low blood sugar. A medical
emergency was called for C4 for seizure activity.
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C5's medication was not properly documented.
C6 reported that he had fallen and injured his
shoulder but there was no report of this fall.
This practice 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), and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
of the clients).
The findings include:
C1's medical record was reviewed. C1 was
admitted to the licensee on May 21, 2015 with
diagnoses that included paranoid schizophrenia,
benzodiazepine dependence, cannabis abuse,
diabetes type 2, neurological complications, and
osteomyelitis of foot. C1 received comprehensive
home care services including medication
assistance, blood glucose monitoring, bathing
and dressing assistance, prosthetic assistance,
meal assist, transfer assist, safety checks,
monitoring of behaviors. Client has walker and
electric scooter.
C1's resident notes dated September 24, 2018
and signed by a registered nurse (RN)1
indicated that RN1 followed up with Hennepin
County Medical Center (HCMC) regarding C1's
admission on September 23, 2018 for altered
mental status. The resident notes revealed that
per the HCMC nurse the client was treated for a
multiple drug overdose. The resident notes also
revealed that the client had been hospitalized on
two additional occasions September 7, 2018 and
September 18, 2018 for excessive drowsiness
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and unresponsiveness. Review of records
revealed the lack of documentation in the
resident notes for the actual event that occurred
on September 23, 2018, and also lacked a
completed incident report.
C2's medical record was reviewed. C2 was
admitted to the licensee on December 23, 2015
with diagnoses that included end stage renal
disease, systemic lupus, seizure disorder, and
anemia. C2 received comprehensive home care
services including, medication assistance,
bathing assistance, monitoring of vital signs,
weight and appetite.
During an interview on November 28, 2018 at
11:28 a.m. an Administrator (Adm)1 stated that
there had been a report of a staff member having
a sexual relationship with a client approximately
6 months ago. Adm1 identified the staff involved
as home health aide (HHA)1 and the client as
C2. Adm1 stated that she reported the allegation
to the director of nursing (DON). Adm1 stated
there was an internal investigation regarding the
allegation and that she would provide that
document. The internal investigation document
was not provided.
During an interview on November 28, 2018 at
3:14 p.m. an Administrator (Adm)2 denied
reports of a staff member and clients having
sexual relationships. However, the Adm2 stated
they did report to the director of nursing (DON)
that a staff member was hanging outside of work
with a client and Adm2 thought this behavior
was inappropriate. Adm2 stated there was no
follow up to their complaint from the DON.
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During an interview on November 28, 2018 at
1:09 p.m. C2 stated that there was gossip that
they were too close to a staff member because
they are always talking and always together. C2
denied that they were having a sexual
relationship with a staff member and stated that it
was just rumors.
During an interview on December 3, 2018 at 8:47
a.m. home health aide (HHA)1 stated that C2
liked to talk to them about their problems and
issues. HHA1 stated that he assisted C2 to walk
from house to house to visit other clients'. HHA1
stated that they visited C2 while they were in the
hospital because C2 requested them to come.
HHA1 stated that C2 had been spending time in
the house that they were working in, but C2 was
not there to see them, C2 was there to visit other
clients. HHA1 stated C2 looked up to them like a
sibling. HHA1 denied having a sexual
relationship with C2. HHA1 stated that
administration had never talked to them about
inappropriate behavior with clients.
During an interview on December 19, 2018 at
10:11 a.m. an Administrator (Adm)4 stated that
they were unaware of any allegations of sexual
misconduct between a staff member and a client.
Adm4 denied that they received a report from
staff regarding a staff member having a sexual
relationship with a client, or of a relationship that
appeared to be inappropriate. Adm4 stated that
several staff informed them that a staff member
was giving a client a ride to the store after work
hours. The staff informed them that this
relationship was too close. Adm4 stated that
they had a conversation with the staff member
and the client to make sure nothing beyond the
ride was happening. Adm4 stated there was no
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internal investigation performed because the
sexual allegations were only gossip. The DON
stated there was no documentation of the verbal
communication with the staff member and the
client. Review of records revealed the lack of
documentation of the reported sexual relationship
allegations. Review of records revealed the lack
of documentation of the verbal communication
between Adm4, the alleged staff member and
the alleged client.
C3's medical record was reviewed. C3 was
admitted to the licensee on July 30, 2018 with
diagnoses that included end stage renal disease,
respiratory failure, posttraumatic stress disorder,
encephalopathy, diabetes type 2, and heart
failure. C3 received comprehensive home care
services, including medication assistance,
injection assistance, oxygen assistance, bathing
and dressing assistance, toileting assistance,
one person transfer assistance, and utilized a
walker and wheelchair.
C3's resident notes dated September 25, 2018
and signed by registered nurse (RN)1, indicated
that RN1 received a report from the home health
aide that C3's blood sugar was 62mg/dl, and 6
units of scheduled novolog was given. RN1 was
unable to arouse client. RN1 turned client to one
side and manually removed popcorn from clients'
mouth. RN1 called paramedics who retrieved a
blood sugar of 17mg/dl. C3 was transported to
Fairview South dale and treated for
hypoglycemia. Review of records revealed lack
of a completed medication error incident report.
C4's medical record was reviewed. C4 was
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admitted to the licensee on November 1, 2018
with diagnoses that included altered mental
status, hemiplegia following cerebral vascular
incident, and epilepsy. C4 received
comprehensive home care services, including
medication assistance, dressing and grooming
assistance, and assistance with prosthesis.
C4's resident notes dated November 28, 2018
and signed by a registered nurse (RN)3
indicated that at approximately 7:30am staff
witnessed client shaking. Client stated that he
was having a seizure and staff called 911. Client
was examined by paramedics and cleared to
remain at the facility. MDH investigator was
present during this event. Review of records on
December 3, 2018 lacked a completed incident
report of the event.
C5's medical record was reviewed. C5 was
admitted to the licensee on November 1, 2013
with diagnoses that included arthritis, cataract,
and cirrhosis of liver, encephalopathy, asthma,
diabetes type 2, hypertension, and mood
disorder. C5 received comprehensive home care
services including, medication assistance,
bathing and dressing assistance, and transfer
supervision.
A document titled "med recap summary" dated
November 2018 indicated that C5 received
scheduled trazodone 100mg 1 tab daily at 8:00
p.m. A document titled "trazodone dispensed to
client" was utilized to have C5 sign that they had
received the trazodone. The document indicated
that C5 did not sign for trazodone that was
recorded as given 13 times on the following
dates; 11/9, 11/10, 11/12, 11/14, 11/15, 11/17,
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11/18, 11/19, 11/20, 11/24, 11/25, 11/27 and
11/30.
A document titled "med recap summary" dated
November 2018 indicated that C5 received as
needed oxycodone/Apap 5 325mg tab, take one
tab by mouth twice a day as needed for
moderate pain. A document titled "oxycodone
dispensed to client" was utilized to have C5 sign
that they had received the oxycodone. The
document indicated that C5 did not sign for
oxycodone that was recorded as given 4 times
on the following dates; 11/9, 11/16, 11/17, and
11/24.
During an interview on December 3, 2018 a
home health aide (HHA)6 stated the electronic
medication summary of medication given was
correct, and the sign off sheet was a step that
was missed by the HHA.
C6's medical record was reviewed. C6 was
admitted to the licensee on November 1, 2018
with diagnoses that included chronic kidney
disease. C6 received comprehensive home care
services, including medication assistance,
bathing and dressing assistance, toileting
assistance, repositioning assistance, and transfer
assistance. Client is wheelchair bound.
During an interview on November 29, 2018 at
8:20 a.m. C6 stated that he had fallen at 2:00
a.m. two weeks prior to the interview. C6 stated
that they were transferring from the toilet to the
wheelchair and fell to the floor and two ladies
came and helped him up. C6 stated that he hurt
his shoulder and back and was not assessed by
a nurse after the fall. Review of records revealed
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lack of documentation for the need of additional
assistive devices for toileting. Review of records
revealed lacked of a completed incident report for
the reported fall.
During an interview on December 20, 2018 at
12:10 p.m. administrator (Adm)2 indicated that
when C6 moved in, it was established that the
rails on the toilet did not work for him. He needed
different rails and those rails were not available
so they gave him a urinal to use until rails came
in. Adm2 stated that she was unaware of this
client falling but understood that he was having
difficulty with toileting.
A facility document titled "Report an Incident"
undated, listed the types of incidents to be
reported by staff which included the following;
911 callother, aggressive behavior, elopement,
fall, financial exploitation, medication error, other
behavior, other injury, possible abuse, possible
neglect, possible theft, and skin breakdown.
A facility policy titled Incident Reporting undated
indicated that all incidents will be reported and
investigated. Every effort will be made to provide
training and guidance to avoid adverse incidents.
The incident report is to be given to the
Administrator, who will then review it.
A facility policy titled, Service Policies C.22
Vulnerable Client: Internal Reporting Procedure,
undated page 7, indicated any employer, or
employee, or delegate of the client who has
knowledge of the abuse or neglect of a
vulnerable individual and has reasonable cause
to believe that a vulnerable individual is being or
has been neglected must verbally report said
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incident to the Administrator. The supervisor will
also complete an incident report to be kept in a
separate file from the clinical record. If the staff
has not already done so, the supervisor will
report the incident to the Common Entry Point
(CEP). It is the reporter's responsibility to ensure
that the report reaches appropriate outside
investigative authorities.
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
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).
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(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
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 document review and interviews, the
Licensee failed to report a medication error and a
possible inappropriate sexual situation to the
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Minnesota Adult Abuse Reporting Center
(MAARC) for 2 of 8 clients (C2, C3) reviewed. C2
was reported to be having a sexual relationship
with a staff member. C3 was sent to the hospital
for hypoglycemia as a result of an error in insulin
administration.
This practice 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) 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:
C2's medical record was reviewed. C2 was
admitted to the licensee on December 23, 2015
with diagnoses that included end stage renal
disease, systemic lupus, seizure disorder, and
anemia. C2 received comprehensive home care
services including, medication assistance,
bathing assistance, monitoring of vital signs,
weight and appetite.
During an interview on November 28, 2018 at
11:28 a.m. an Administrator (Adm)1 stated that
there had been a report of a staff member having
a sexual relationship with a client approximately
6 months prior. Adm1 identified the staff involved
as home health aide (HHA)1 and the client as
C2. Adm1 stated that they reported the
allegation to Adm4. Adm1 stated there was an
internal investigation regarding the allegation and
that they would provide that document. The
internal investigation document was not provided.
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During an interview on November 28, 2018 at
3:14 p.m. an Administrator (Adm)2 denied
reports of staff and clients having sexual
relationships. Adm2 stated they were unaware
of the nature of the relationship between HHA1
and C2. However, Adm2 stated that they
witnessed HHA1 and C2 spending time together
outside work, and thought this behavior was
inappropriate. Adm2 stated that they reported
this to Adm4. Adm2 stated that to date there
had been no follow up from Adm4 regarding the
complaint.
During an interview on November 28, 2018 at
1:09 p.m. C2 stated that there was gossip that
they were too close to a staff member because
they are always talking and always together. C2
denied that they were having a sexual
relationship with a staff member.
During an interview on December 3, 2018 at 8:47
a.m. home health aide (HHA)1 stated that C2
liked to talk to them about their problems and
issues. HHA1 stated that he assisted C2 to walk
from house to house to visit other clients'. HHA1
stated that they visited C2 while they were in the
hospital because C2 requested them to come.
HHA1 stated that C2 had been spending time in
the house that they were working in, but C2 was
not there to see them, C2 was there to visit other
clients. HHA1 stated C2 looked up to them like a
sibling. HHA1 denied having a sexual
relationship with C2. HHA1 stated that
administration had never talked to them about
inappropriate behavior with clients.
During an interview on December 19, 2018 at
10:11 a.m. an Administrator (Adm)4 stated that
they were unaware of any allegations of sexual
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misconduct between a staff member and a client.
Adm4 denied that they received a report from
staff regarding a staff member having a sexual
relationship with a client, or of a relationship that
appeared to be inappropriate. Adm4 stated that
several staff informed them that a staff member
was giving a client a ride to the store after work
hours. The staff informed them that this
relationship was too close. Adm4 stated that
they had a conversation with the alleged staff
member and the alleged client to make sure
nothing beyond the ride was happening. Adm4
stated there was no internal investigation
performed because the sexual allegations were
only gossip. Adm4 stated that it was not
reported to MAARC because there was nothing
to report.
C3's medical record was reviewed. C3 was
admitted to the licensee on July 30, 2018 with
diagnoses that included end stage renal disease,
respiratory failure, posttraumatic stress disorder,
encephalopathy, diabetes type 2, and heart
failure. C3 received comprehensive home care
services, including medication assistance,
injection assistance, oxygen assistance, bathing
and dressing assistance, toileting assistance,
one person transfer assistance, and utilized a
walker and wheelchair.
C3 had a physician's order for novolog insulin
100 units/ml  6 units subcutaneous three times a
day with meals (call nurse if blood sugar is below
70mg/dl) inject as per sliding scale if 150200
give 2 units, 201250 give 3 units, dated August
29, 2018.
Review of C3's medication recap summary
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revealed C3 received scheduled novolog 6 units
on September 24th, 2018 at 7:00 a.m. with a
recorded blood sugar of 62mg/dl. Further review
of documents revealed that licensee failed to
report a medication error to the Maltreatment
Adult Abuse Reporting Center (MAARC).
During an interview on December 12, 2018 at
2:00 p.m. a registered nurse (RN)1 stated they
arrived to work on September 24, 2018 at
approximately 10:30am. RN1 then began rounds
to check on clients. RN1 state that when they
checked C3 they could not arouse the client and
the client had popcorn in their mouth. Client was
turned on side and popcorn was manually
removed. RN1 asked home health aide what
client's morning blood sugar was and was told
that it was 62mg/dl and 6 units of insulin was
given. RN1 then called the paramedics. RN1
stated they did not receive the required phone
call per protocol from the home health aide to
inform the nurse that C3's blood sugar was
62mg/dl before giving the insulin. RN1 stated
that no written medication error report was
completed.
During an interview on December 14, 2018 at
10:30 a.m. a home health aide (HHA)2 stated
that at 7:00 a.m. September 24, 2018 they gave
C3 6 units of scheduled novolog with a recorded
blood sugar of 62mg/dl. At approximately 11:30
a.m. C3 was sent to hospital for
unresponsiveness. HHA2 stated that RN2
spoke to them after the event about the correct
way to administration the client's insulin
according to the physician's orders, as well as
the protocol for calling the nurse when a client's
blood sugar is below insulin ordered guidelines.
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A facility policy titled "Service Policies C.22
Vulnerable Client: Internal Reporting Procedure"
undated page 7, indicated; any employer, or
employee, or delegate of the client who has
knowledge of the abuse or neglect of a
vulnerable individual and has reasonable cause
to believe that a vulnerable individual is being or
has been neglected must verbally report said
incident to the Administrator. The supervisor will
also complete an incident report to be kept in a
separate file from the clinical record. If the staff
has not already done so, the supervisor will
report the incident to the Common Entry Point
(CEP). It is the reporter's responsibility to ensure
that the report reaches appropriate outside
investigative authorities.
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