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Finding: Substantiated, facility and individual responsibility

Nature of Visit:
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.

Allegation(s):
It is alleged: The alleged perpetrators, (AP) 1 and AP 2, neglected resident 1 when they failed to
perform scheduled safety checks every two hours during an overnight shift and a day shift.

Investigative Findings and Conclusion:
Neglect was substantiated. The facility and AP 2 were responsible for the maltreatment of
resident 1. Resident 1 became symptomatic of COVID-19 with coughing and unsteady gait five
days prior to his death. The day before resident 1, the facility was aware of a low oxygen
saturation of 79% and failed to provide the resident with any respiratory intervention. That
night shift, AP 2 was scheduled to work and slept during her shift. AP 2 failed to provide
scheduling toileting services and safety checks to the residents, including resident 1. Resident 1
was found dead by the morning by an infusion therapy personnel. In addition, AP 2 also was
responsible for neglect of resident 2 during the night shift. Resident 2 also had COVID-19 and
required every two hour monitoring. The same morning, resident 1 was found dead, resident 2
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