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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), a facility staff member neglected the resident when the AP failed
to follow the resident’s plan of care, the resident fell, sustained a fractured femur and was

hospitalized.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was not substantiated. The AP did
not follow the resident’s plan of care, however, the plan of care tasks assigned to the AP would
not have prevented the resident’s fall. The resident walked independently, was hospitalized

after the fall, and returned to the facility.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted the county medical examiner. The
investigation included review of the resident records, hospital records, facility internal
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investigation, facility incident report, personnel files, and staff schedules. Also, the investigator
observed staff and resident interactions.

The resident resided in an assisted living facility. The resident’s diagnoses included dementia,
osteoporosis, and unsteady gait. The resident’s service plan included assistance with dressing,
oral care, bedmaking, meal reminders, and wellness checks. The resident’s assessment
indicated the resident had impaired cognition, was independent with transfers, and walked with
a walker.

The facility’s internal investigation indicated the resident had a camera setup in her apartment.
The camera footage indicated at 9:24 a.m. the AP arrived at the resident’s apartment to give
her medications. The AP provided medications, took the resident’s blood pressure and left the
apartment. At 10:57 a.m. the resident transferred from her bed to a standing position with
blankets wrapped around her waist. The resident attempted to walk with one hand on her
walker while holding onto blankets wrapped around her waist with the other hand. The
resident lost her balance and fell backwards between a bed and dresser. The resident hit the
left side of her head and fell onto her left elbow and left hip. Camera footage indicated for one
hour and 43 minutes the resident scooted herself around the apartment then got herself up
onto a couch. Through a camera speaker, a family member directed the resident to push her
call pendant. Three minutes later the AP arrived at the resident’s apartment. The resident told
the AP she fell, and the AP called the on-call nurse. Emergency medical services were notified,
and the resident was transported to the hospital.

Hospital records indicated the resident sustained a left hip fracture and surgery was completed.
The resident was hospitalized for 12 days and discharged back to the facility.

During an interview, the AP stated she remembered giving the resident her medications and
then left the resident’s apartment to go help other residents. After a while, the resident’s call
light was on, she went to answer the call light and ask the resident if she was ready for lunch.
The AP stated when she entered the resident’s apartment, she noticed the resident had blood
on her eyebrow and a family member informed her the resident fell. The AP stated she called
another staff member for help and then called emergency medical services. The resident was
transferred to the hospital.

During an interview, facility leadership stated the resident’s family supplied them with camera
footage from inside the resident’s apartment that showed the resident fall. Although the AP did
not follow the resident plan of care, the fall could not have been prevented. Facility leadership
stated following the hospitalization, the resident was moved into a memory care unit in the
facility due to the progression of the resident’s dementia.

During an interview, a family member stated the resident walked independently in her
apartment and did not blame the facility or the AP for the resident’s fall.
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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: No. The resident was deceased.
Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: Yes.

Action taken by facility:
Following the fall, the resident was transported to the hospital and education was completed

with the AP regarding following the resident’s plan of care.

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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