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Facility Type: Assisted Living Facility (ALF) Evaluator’s Name: Barbara Axness, RN
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Finding: Inconclusive

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 facility neglected the resident when the registered nurse (RN) failed to assess the resident’s
ability to use bedrails. The resident became entrapped in a bedrail and sustained a bruise.

Investigative Findings and Conclusion:
The Minnesota Department of Health determined neglect was inconclusive. While the RN failed 
to assess the resident’s bedrail, there was insufficient evidence and conflicting information 
provide about the incident. It was unable to be determined if the resident was entrapped in the 
bedrail and/or what area of the resident’s body was bruised. 

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted the case manager. The 
investigation included review of the resident record, facility incident reports, staff schedules, 
and related facility policy and procedures. Also, the investigator observed the resident’s 
bedrails.   
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The resident resided in an assisted living facility. The resident’s diagnoses included dementia. 
The resident’s service plan included assistance with activities of daily living, repositioning, 
transfers, and mobility. The resident’s assessment indicated the resident had a standard bed 
frame and did not use assistive devices. The resident did not have a bedrail assessment 
completed. The resident transferred with assistance of two people and a gait belt, had 
decreased muscle coordination in his legs, and was impulsive with decision making. The 
resident had impaired cognition that fluctuated throughout the day and night.  

An incident report indicated the resident fell and sustained a bruise on an unidentified part of 
his body after he fell out of bed. The incident report indicated staff had found the resident “half 
on the floor and half on the bed…hanging on to the side rail of the bed and his butt and legs on 
the floor…” Additional staff were called to help get the resident off the floor and the resident 
was put back in bed and assessed for injuries. 

Multiple unlicensed personnel (ULP) interviewed could not recall specific details of the alleged 
incident and could not recall if the resident had been entrapped in the bedrail or if any part of 
his body was bruised.

The primary nurse stated she didn’t hear of any reports regarding the resident getting 
entrapped in bedrails and since she hadn’t completed the incident report, she wasn’t aware of 
any other details. The primary nurse stated the resident had a history of falling out of bed and 
having his legs hang over the side of the bed but she wasn’t sure if he had ever gotten stuck in 
the bedrails. The nurse who completed the incident report could not recall exact details of the 
incident and did not remember if the resident had been entrapped in the bedrail at all.

During an interview, the resident’s responsible party stated she heard the resident’s arm or 
hand got stuck in the bed rail so they removed one of the bedrails from his bed. 

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

Inconclusive: Minnesota Statutes, section 626.5572, Subdivision 11. 
"Inconclusive" means there is less than a preponderance of evidence to show that 
maltreatment did or 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
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(2) which is not the result of an accident or therapeutic conduct.

Vulnerable Adult interviewed: Unable due to cognition.
Family/Responsible Party interviewed: Yes 
Alleged Perpetrator interviewed: Not Applicable

Action taken by facility: 
No action 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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