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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) an unlicensed staff neglected the resident when the resident had
increasing, untreated pain for eight hours.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was substantiated. The facility was
responsible for the maltreatment. The resident reported to the AP multiple times he had
stomach and back pain, which was new for the resident. The AP did not notify the nurse or treat
the residents pain during the AP's 8 hour shift. When the morning staff arrived they assessed
the resident and contacted 911. When emergency medical services arrived, the resident passed
away. The residents death certificate indicated the residents cause of death was heart failure (a
chronic condition where the heart muscle is too weak or stiff to pump blood efficiently). The AP,
an unlicensed staff, was not trained by the facility on managing residents pain, recognizing a
change of condition, and when to notify the nurse.
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The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigation included review of the resident records,
death record, emergency medical records, facility incident reports, facility internal investigation,
personnel files, staff schedules, and related facility policy and procedures.

The resident resided in an assisted living facility. The resident’s diagnoses included hypertensive
heart disease with heart failure, atrial fibrillation, and gallstones. The resident’s service plan
included assistance in pain relief. The resident’s assessment indicated he was oriented and
wheelchair bound.

An incident report indicated the resident complained of stomach pain since before the evening
meal. The AP advised the resident to press his call light if he had continued pain in a couple of
hours. The resident pressed his call pendent early the next morning two hours before the shift
changed and the AP reported when the resident called, he had continued complaints of
stomach pain and new complaints of back pain. The resident was told he could have more
Tylenol later in the morning and the resident was left in his room. When an unlicensed staff
arrived, the resident complained of bad pain, was holding his abdomen, and sweating while
rocking back and forth in distress. An unlicensed staff took the resident’s vitals and found them
to be elevated. The manager and a triage nurse were notified and advised the staff to call 911.

The emergency medical service report indicated the resident was alert, orientated, and sweaty.
He was holding his lower stomach, breathing heavily and stated his groin and lower stomach
were in pain. The resident reported he had been sitting in his wheelchair in pain for
approximately four and a half hours. The resident stated he could not take the pain anymore,
bent forward and vomited. The resident went unconscious and emergency medical personnel
did not find pulses and agonal breathing (an abnormal, reflexive gasping pattern that is a critical
medical emergency) was noted. An unlicensed staff could not provide the code status and CPR
was started however the resident was pronounced deceased at the facility.

The resident’s death record indicated the resident died from acute on chronic congestive heart
failure.

Facility documents indicated that the resident complained of pain on the night shift three times
and the AP did not provide interventions for the resident or escalate concerns to a nurse or
provider. The facility lacked evidence the AP had any education in her personnel file throughout
the approximately two years the AP worked at the facility.

During an interview, the AP stated the resident complained of stomach pain and she told him to
press his call pendent in a few hours if he didn’t feel better. The AP stated he did press his call
pendent again early the next morning and complained of back pain at that time as well. The AP
did not take vital signs and she did not believe he looked in distress. When asked about training,
she stated she did not receive any training in changes of condition or emergencies. The AP
stated she missed the last annual training and that she was aware that the facility had no record
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of her training since she started working there 2 years ago. The AP stated the nurse did reach
out to reschedule training but nothing was set up.

During an interview, the nurse stated any complaint requiring a nursing assessment, such as
pain, should be reported to the nurse on site or to the afterhours triage line. If there were
complaints of pain, the staff were to check vital signs. The nurse stated training staff involved
onboarding training, shadowing of other staff, and a written exam with a skills checklist. After
onboarding training, staff are assigned computer modules and must complete annual training.
The nurse stated The AP did not have education completed prior to the incident.

During an interview, the manager stated The AP did not follow the facility process when the
resident was in pain however the AP was not up to date on training, specifically that there was
no training for the last two years. The manager stated since the incident the AP was retrained.

During an interview, a family member stated he did not know anything regarding the incident
and was not told what happened. A family member stated he did not even know the cause of
the resident’s death.

In conclusion, the Minnesota Department of Health determined neglect was substantiated.

Substantiated: Minnesota Statutes, section 626.5572, Subdivision 19.
“Substantiated” means a preponderance of evidence shows that an act that meets the
definition of maltreatment occurred.

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

Action taken by facility:
Emergency medical services were called, and the facility did an internal investigation.

Action taken by the Minnesota Department of Health:
The responsible party will be notified of their right to appeal the maltreatment finding.
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The facility was found to be in noncompliance. To view a copy of the Statement of Deficiencies
and/or correction orders, please visit:

https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html

If you are viewing this report on the MDH website, please see the attached Statement of
Deficiencies.

You may also call 651-201-4200 to receive a copy via mail or email

cC:
The Office of Ombudsman for Long Term Care

The Office of Ombudsman for Mental Health and Developmental Disabilities
Steele County Attorney

Ellendale City Attorney
Steele County Sheriff
Steele County Medical Examiner
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