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Finding: Not Substantiated

Nature of Investigation:
The Minnesota Department of Health investigated an allegation of maltreatment, in accordance
with the Minnesota Reporting of Maltreatment of Vulnerable Adults Act, Minn. Stat. 626.557, 
and to evaluate compliance with applicable licensing standards for the provider type.

Initial Investigation Allegation(s):
The alleged perpetrator (AP), a facility staff member, neglected the resident when he assisted 
the resident to the toilet but did not assist the resident back from the toilet to his bed. Staff 
later found the resident with a bruise on his forehead and blood around his nose and on his 
hands. The resident was sent to the hospital and diagnosed with a forehead hematoma and 
bilateral nasal fractures (a broken nose).

Investigative Findings and Conclusion:
The Minnesota Department of Health determined neglect was not substantiated. The resident’s
care plan was followed at the time of the incident. The resident was assessed, sent to the 
hospital for evaluation and returned to his baseline health condition. 

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted family. The investigation included 
review of the resident record, hospital records, the facility internal investigation, facility 
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incident reports, personnel files, staff schedules, and related facility policy and procedures. 
Also, the investigator observed staff interactions with residents.  

The resident resided in an assisted living facility memory care unit. The resident’s diagnoses 
included dementia and osteoarthritis in both knees. The resident’s service plan included 
reminders and cueing for some activities of daily living, escorts to meals, and medication 
management. The resident’s assessment indicated he was independent with activities, eating, 
ambulation, bed mobility, and transfers. 

The facility’s internal investigation indicated the resident fell in an unknown location and broke 
his nose after being left unattended in the bathroom. The resident was sent to the hospital for 
further assessment. Staff were re-educated and the resident’s service plan was updated. 

Prior to the fall, the resident’s service plan indicated he was independent with transfers, 
ambulation, and bed mobility. Staff were to change undergarments and provide peri care as 
needed. After the incident, the resident’s service plan was updated and staff were instructed to 
stay with the resident while he was in the bathroom. 
   
The resident’s progress notes indicated the AP, while working the overnight shift, took the 
resident to the bathroom. The AP left the resident in the bathroom to provide scheduled care to
another resident. The AP checked on the resident again at 5:50 a.m. and the resident was still in
the bathroom. At 8:35 a.m., staff found the resident in bed with a large bump on the left side of 
his forehead and a small bump on the right side. There was an abrasion on his nose and dried 
blood on his left hand. The resident was sent to the hospital. 

The resident’s hospital record indicated he was treated for nasal fractures and a peri-orbital 
contusion (bruising of the skin and soft tissues around the eye). The resident was discharged 
back to the facility later that day in stable condition.

When interviewed, an administrator said the AP assisted the resident with an unscheduled 
bathroom service. The AP left the resident in the bathroom while he went to help another 
resident with a scheduled service. Later in the morning, a caregiver found the resident sleeping 
in bed, injured. The resident was assessed and sent to the hospital. The AP was re-educated and
received corrective action. The resident returned to baseline health status.  

When interviewed, a supervisor said the AP was performing a safety check for the resident 
when he helped him to the bathroom. The AP left to help another resident with a scheduled 
service. The AP returned to check on the resident, but he was still on the toilet. Soon after, 
another staff member found the resident sleeping in bed with an injury to his face. At the time 
of the fall, staff were encouraged but not required to stay with the resident while toileting 
because the resident would play with his feces if left alone. Since the incident, the resident’s 
service plan was updated to instruct staff to stay with him in the bathroom. 



Page 3 of 4

When interviewed, the resident’s family member said the resident liked to tell staff he could do 
everything himself even when he needed help. The resident also did not like to use his walker. 
The family member appreciated that the resident’s service plan was updated with more 
detailed instructions for staff regarding toileting. The family member found the facility’s staff to 
be very helpful and stated they were good at keeping her informed. Overall, the family member
was happy with the care the resident received at the facility. 

When interviewed, the AP said he worked the overnight shift and before morning shift change, 
he found the resident in the bathroom. The AP asked the resident if he was alright, and the 
resident said he was and did not need help. The AP left to assist another resident with a 
scheduled service. When the AP checked on the resident again, the resident was still in the 
bathroom. The AP left again to assist another resident with morning cares. The AP said there 
were no instructions at the time informing staff to stay in the bathroom with the resident; 
however, after the fall the service plan was updated, instructing staff to stay in the bathroom 
with the resident.  

In conclusion, the Minnesota Department of Health determined neglect was not substantiated. 

“Not Substantiated” means: 
An investigatory conclusion indicating the preponderance of evidence shows that an act 
meeting the definition of maltreatment did not occur.

Neglect: Minnesota Statutes, section 626.5572, subdivision 17 
“Neglect” means neglect by a caregiver or self-neglect.
(a) "Caregiver neglect" means the failure or omission by a caregiver to supply a vulnerable adult
with care or services, including but not limited to, food, clothing, shelter, health care, or 
supervision which is:
(1) reasonable and necessary to obtain or maintain the vulnerable adult's physical or mental 
health or safety, considering the physical and mental capacity or dysfunction of the vulnerable 
adult; and
(2) which is not the result of an accident or therapeutic conduct.

Vulnerable Adult interviewed: No, the resident’s cognitive status prevented interview.
Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: Yes. the 

Action taken by facility: 
The facility completed an investigation of the incident. The facility updated the resident’s care 
plan and re-educated staff. 
Action taken by the Minnesota Department of Health: 
No further action taken at this time. 

cc:
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   The Office of Ombudsman for Long Term Care
   The Office of Ombudsman for Mental Health and Developmental Disabilities
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