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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):
An alleged perpetrator (AP), a facility licensed staff member, neglected a resident when the AP 
delayed the resident receiving medical treatment for her symptoms. The resident suffered for 
two days before being transported to the hospital. 

Investigative Findings and Conclusion:
The Minnesota Department of Health determined neglect was not substantiated. 
Documentation indicated the AP responded appropriately and sent the resident to the hospital 
in a timely manner. There was no documentation the resident requested staff to call 911 until 
the day the facility arranged for the resident to be evaluated at a hospital. 

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted the resident’s family member, 
and licensed health professional. The AP was interviewed. The investigation included review of 
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the resident record, hospital record, clinic record, facility incident reports, the AP’s personnel 
file, staff schedules, and related facility policy and procedures. 

The resident resided in an assisted living facility. The resident’s diagnoses included chronic 
ureteral stents (tube inserted from the kidney to transport urine to the bladder), systemic lupus
erythematosus (chronic autoimmune disease where the body's immune system mistakenly 
attacks its own healthy tissues and organs), chronic kidney disease, and diabetes. The resident’s
service plan indicated the resident required staff assistance of one with toileting and personal 
cares. The resident’s history included frequent falls, dizziness, and lightheadedness. The 
resident was alert and oriented to person, place, time, and situation and made her needs 
known. The resident used a walker and manual wheelchair for mobility. 

The resident’s progress notes dated for a Wednesday, indicated the resident experienced a 
fainting spell while she sat on her commode. The facility immediately called 911. The resident 
told paramedics she got dizzy and lightheaded. The resident refused paramedics request to 
transfer the resident to the hospital, telling paramedics she felt better and wanted to stay at 
the facility.

That Friday morning, unlicensed personnel called the AP to the resident’s room. The resident 
sat on her commode, slumped over with glazed eyes, droopy face, and was non-verbal. After a 
few seconds the resident responded and requested assistance back to her bed. Thirty minutes 
later while the resident stood during peri-cares the resident went limp and slumped over. The 
resident required a gait belt and three staff to assist her back to bed. The AP reported the 
episodes to the resident’s provider and indicated staff were not able to safely transfer the 
resident to the commode. The resident’s provider responded to the AP, “Does the resident 
need to go into the emergency department (ED) for eval?” The AP responded with “I spoke with
her (resident) both times it happened and again after you sent the message, and she (resident) 
doesn’t want to go.” 

The next day, unlicensed personnel sent a text to the AP stating the resident refused her 
medications twice because the resident was afraid she would throw up. 

The following day, the AP documented the resident was “adamant” facility staff send her to the 
hospital. The AP indicated the resident did not take any medications Saturday or Sunday for fear
she would vomit. Later that same morning, emergency medical services (EMS) transported the 
resident to the hospital. 

The resident’s hospital record indicated the resident presented at the hospital with nausea and 
vomiting for two days. The resident complained of lightheadedness, stomach and side (flank) 
pain. The resident was diagnosed with sepsis and acute kidney failure. The resident was 
discharged five days later to a short-term rehabilitation center with eventual transfer to a 
higher level of care.
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During an interview, the AP stated she was the only licensed staff for the facility and was on-call
for the facility 24 hours a day seven days a week. The AP stated unlicensed personnel contacted
her Saturday morning stating the resident refused her medications afraid she would throw up 
but stated the resident never requested to go to the hospital until Sunday. The AP stated she 
checked in with staff later on Saturday stating staff told her the resident felt better, took her 
medications, and had no further complaints of feeling sick. 

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: Yes 
Family/Responsible Party interviewed: Yes 
Alleged Perpetrator interviewed: Yes

Action taken by facility: 
No action was taken.

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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