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Nature of the 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 facility neglected a resident when a staff member left them alone in the bathroom,

resulting in the resident's fall.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was not substantiated. Although the
resident fell, the error was an isolated incident. The resident suffered a hematoma on their
forehead, received treatment in the Emergency Room (ER), and returned to their baseline

health condition.

The investigator conducted interviews with facility staff members, including nursing staff, and
unlicensed staff. The investigator contacted the resident's family member. The investigation
included review of resident's records, facility's policies and procedures, incident reports, and
the resident's external medical record. The investigation included an onsite visit, observations,
and interactions between residents and facility staff.
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The resident resided in an assisted living building. The resident’s diagnoses include dementia
and pleural effusion (a buildup of fluids in the lungs and chest). The resident’s service plan
included assistance of one person with hygiene, dressing, toileting, and medications.

One night a staff member heard the resident getting up in his room, so he entered the room
and assisted the resident to the bathroom. After helping the resident sit on the toilet, he left to

respond to another call light. While the staff member was gone, the resident fell and hit his
head.

The resident progress notes indicated staff member heard the resident fall and returned
immediately. The same document indicated the staff member observed labored breathing and
the resident was sent to the emergency department. The resident returned from the
emergency room the next day with an antibiotic ordered to treat a urinary tract infection.

The day before this incident the resident’s progress notes indicated the resident was seen by his
medical provider after a recent hospitalization. The same progress noted indicated the resident
had audible wheezing but described his lungs sounds as clear and with no deep wheezing. The
same document indicated the plan for was for a follow-up appointment about five days later
with the medical provider.

During an interview, a nurse stated she was notified and spoke to the staff member on duty
that night. As there was only one staff member working, he left the resident alone in the
bathroom to assist another resident. The nurse clarified only one staff member was assigned
during the night shift. Following the incident, a new intervention was added to the care plan a
day later, ensuring staff stayed with the resident at all times. Additionally, a bed alarm was

implemented. The nurse said a focus assessment was conducted after the resident's discharge
from both hospital stays.

During an interview, the staff member stated he worked overnight and helped the resident use
the bathroom that night. After assisting the resident to sit down, he noticed another call light
was on, so he left the resident alone momentarily. Upon hearing a noise, he quickly returned to
find the resident had fallen. He called for assistance, and the resident was subsequently taken
to the hospital. The staff member noted up until that day, they were not required to stay with
the resident in the bathroom. However, after the incident, new protocols were implemented,
and staff were instructed to stay with the resident within arm's reach at all times.

During an interview, the family member stated the resident had been discharged from the
hospital recently due to fluid overload. A day after returning, he fell in the bathroom and was
taken to the ER during the night. Although he had a hematoma on his head, there was no major
injury, so he was discharged the next day. The family member also noted the facility informed
her promptly about the incidents. The facility took steps to address the situation, implementing
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bed and chair alarms, and relocating his room closer to the nurse's station for better monitoring
by the staff.

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 was deceased.
Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: Not Applicable.

Action taken by facility:

After the resident's discharge, the facility conducted a focused assessment. A new intervention
was implemented, requiring staff to remain within arm's reach of the resident at all times.
Additionally, chair and bed alarms were installed, and the resident's room was relocated closer
to the nurse's station.

Action taken by the Minnesota Department of Health:
No further action taken at this time.

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