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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), facility unlicensed staff, neglected the resident when the AP did
not follow the plan of care and the resident fell resulting in death.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was not substantiated. The AP was
not responsible for the maltreatment. The AP followed the resident’s plan of care. The
resident’s care plan directed unlicensed staff to allow the resident time and reapproach when
the resident was agitated. When the AP offered toileting assistance to the resident, the resident
became agitated, and the resident declined assistance. The AP told the resident she would
return to check on her. When the AP returned, the resident was on the floor not breathing.
Emergency services were called, and the resident was pronounced deceased.
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The investigator conducted interviews with facility staff members, including administrative
staff, nursing staff, and unlicensed staff. The investigator contacted a hospice agency and a
family member. The investigation included review of the resident records, death record,
hospital records, pharmacy records, facility internal investigation, personnel files, staff
schedules, law enforcement report, emergency service transcripts and related facility policy and
procedures. Also, the investigator observed unlicensed staff provide direct care to residents.

The resident resided in an assisted living memory care unit. The resident’s diagnoses included
Alzheimer’s disease and coronary artery disease (narrowing of the arteries). The resident’s
service plan included assistance with toileting seven times daily and cueing with tasks. The
resident’s assessment indicated resident utilized a four-wheel walker and wheelchair with
assistance for long distances. The assessment indicated at times the resident toileted and
transferred independently. The resident had a history of agitation with cares, and unlicensed
staff were directed to allow the resident time and reapproach. The resident was a do not
resuscitate (DNR).

The residents record indicated the resident was assisted to the bathroom by the AP and a
second unlicensed staff, the resident became agitated and refused assistance. The unlicensed
staff informed the resident they would return when unlicensed staff exited the resident’s
bathroom. The resident remained in the bathroom sitting on the toilet with pants up. The AP
returned within forty-five minutes and found the resident lying on the bathroom floor not
breathing. The AP summoned a second unlicensed staff to assist, and the AP called hospice
triage and emergency services.

Emergency medical services (EMS) arrived, and the resident was unresponsive. The EMS report
indicated the resident was pronounced deceased.

The resident’s camera footage included audio. The video indicated the resident was assisted to
the bathroom by the AP and a second unlicensed staff. Water was heard running in the
background, and the AP was heard offering the resident a sip of water. The AP then asked the
resident if she was feeling better and the resident replied yes. The AP asked the resident if she
would stand up for the AP and the resident replied not yet. The AP tells the resident she will
come back a little later and the apartment door is heard shutting. After the AP exited the room,
the resident can be heard coughing and minutes later a loud noise coming from the bathroom.
Thirty-nine minutes later the AP and a second unlicensed staff were observed entering the
bathroom and phoning 911.

The resident’s death record indicated cause of death was chronic diastolic congestive heart
failure and coronary artery disease.

During an interview, licensed staff stated the resident was independent with walking in her
apartment and received assistance with toileting from staff. However, the resident randomly
toileted herself without asking for assistance and would refuse assistance from staff. The



Page 3 of 4

resident would become agitated at times, and unlicensed staff were directed to reapproach.
Licensed staff stated there was an emergency pull cord on the wall to the left of the resident’s
toilet and a sign reminding the resident to use the pull cord for assistance.

During an interview, the AP stated on the day of the fall, she assisted the resident back into her
apartment to use the bathroom. The resident sat on the toilet with her pants up, and the AP
asked the resident to stand up to lower her pants, and resident stated no. After severa
attempts were made to assist the resident, the resident became agitated. The AP told the
resident she would return and left the bathroom. When the AP returned, the resident was
found lying on the bathroom floor. The AP summoned a second unlicensed staff, called 911, and
hospice. The AP stated emergency services and licensed hospice staff arrived and contacted
family.

During an interview, a family member stated there were no care concerns prior to the incident
and the resident walked independently with a walker in her room. Family placed a camera with
audio in the main living area of the apartment; however, it did not cover the bathroom. The
resident fell asleep easily, had gotten weaker, and needed reminders for toileting. A family
member stated the resident’s fall could be heard on audio.

The investigator attempted to reach a hospice licensed staff and a witness to the incident,
however neither responded to requests for interview.

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 interviewed: No, deceased.
Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: Yes.

Action taken by facility:
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The facility completed an internal investigation and held an all staff meeting to review the
incident and emergency processes.

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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