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Facility Type: Assisted Living Facility with 
Dementia Care (ALFDC)

Evaluator’s Name: 
Maerin Renee, RN, Special Investigator

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) neglected the resident when she failed to follow the resident’s 
care plan for transfers and the resident fell while toileting. The resident sustained bruising to 
her face and knee, and a broken toe.

Investigative Findings and Conclusion:
The Minnesota Department of Health determined neglect was not substantiated. The AP  was 
following the resident’s care plan and helped transfer the resident to and from the toilet. As the
AP helped the resident transfer using a gait belt, the resident lost her balance and fell, landing 
on top of the AP. After the resident fell, the AP obtained help, staff helped the resident up and 
managed the incident per facility protocol. 

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, death record, facility internal investigation, facility incident 



Page 2 of 3

reports, personnel files, staff schedules, and related facility policy and procedures. Also, the 
investigator observed resident cares and interactions with staff.  

The resident resided in an assisted living facility. The resident’s diagnoses included chronic 
kidney disease; hemiparesis, right-sided; and generalized muscle weakness. The resident’s 
services included assistance with activities of daily living, housekeeping, laundry, meals, and 
medication management. The resident’s assessment indicated she was at high risk for falls. 

A facility incident report indicated the AP was transferring the resident and the resident’s feet 
slipped on the floor. The resident fell and hit her head on the bathroom wall. Staff noted a 
hematoma on top of the resident’s scalp at the time of the fall. Staff did not observe any further
injuries. Staff notified the resident’s hospice provider and family, who came to visit resident. 
Staff called 911, but it was decided since the resident was on hospice she would not be sent in 
and she stayed at the facility. The resident’s progress notes indicated after the fall she 
complained of pain to her right shoulder, her knees and legs, and the top of her head. 

The resident’s service/care plan in place at the time of the fall, and her most recent nursing 
assessment, indicated she was an assist of one for toileting and transfers. After the resident fell,
nursing updated all resident documents to indicate the resident was an assist of two. 

The medical examiner report indicated the resident’s immediate cause of death was a “lung 
nodule concerning for malignancy.” The medical examiner documented the resident’s manner 
of death as natural.

When interviewed, a nurse said the resident was on hospice and her need for staff assistance 
varied day by day. When the AP helped the resident toilet, the AP said the resident stood up 
and then got scared. The resident said, “I can’t, I can’t” and then fell, landing on top of the AP. 
The resident had a previous fall, after which she went to a transitional care unit (TCU) for 
recuperation before returning to the facility. So, the resident had become anxious about 
transfers. Staff called 911, but the resident did not go to the hospital because she was receiving 
hospice services. The AP said she had transferred the resident twice that day and had no issues. 
After the fall, the nurse upgraded the resident to an assist of two staff members for transfers 
and toileting. The resident sustained bruising to her face. The nurse did not recall that the 
resident had a broken toe. The resident passed away soon after the fall.

When interviewed, the AP said she helped the resident to the toilet. The AP used a gait belt to 
help the resident back up and transfer to her wheelchair. However, the resident lost her 
balance and fell, landing on top of the AP. The AP called for help and another staff member 
helped both the resident and AP off the floor. Staff notified a nurse and called 911 and 
managed the fall per protocol.
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When interviewed, family members said the resident did not like the AP and felt the AP rushed 
her during cares. The resident lived at the facility for several years and after an adjustment 
period, a family said the resident’s care, overall, was good.

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, deceased.
Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: Yes. the 

Action taken by facility: 
The facility completed an investigation into the fall and managed the fall per protocol.

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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