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The alleged perpetrat P), a facility staff member, neglected the resident when safety checks
were not complete@ the resident was found on the floor in his bathroom with wounds to

his head, and I@

Investiga@'mdings and Conclusion:

The MinneSota Department of Health determined neglect was substantiated. The AP was
responsible for the maltreatment. The AP failed to complete two safety checks during the shift
to ensure the resident was safe. The resident was found on the floor after approximately 12
hours and was admitted to the hospital with injuries. The resident passed away.

Initial Investigation Allesa@cn?s):

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
the AP. The investigation included review of the resident records, death record, hospital
records, facility internal investigation, facility incident reports, personnel files, staff schedules,
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and related facility policy and procedures. Also, the investigator observed current staff and
resident interactions.

The resident resided in an assisted living facility. The resident’s diagnoses included hypertension
and chronic kidney disease. The resident’s service plan included safety checks three times a day
at 8:00 a.m., noon, and 7:00 p.m. The resident was independent with transfers, walking,
dressing, and bathing.

A facility incident report indicated one day the resident was found at 7:30 p.m. kneeling on the
bathroom floor unable to call for help with wounds to his legs and open areas o@ knees.
The incident report indicated the resident thought he had fallen on the floor b 7:00 or
8:00 a.m. The resident was transported to the hospital via ambulance.

Hospital records indicated the resident’s diagnoses included acute (se |dney failure
because of rhabdomyolysis (breakdown of muscle due to injury, wh not treated

immediately can lead to kidney damage), which occurred becau the fall and being on the
floor for a prolonged period of time. The resident had swelli en areas, and blisters to both
his legs. The resident also had bruising and scraped open s to his forehead. During the 10

days at the hospital, the resident’s kidney function co% ed to worsen. The family chose
comfort care and the resident transferred to a faC|I| t specialized in hospice cares.

The resident death record indicated the resi cause of death was acute kidney failure and
traumatic rhabdomyolysis. The resident p %away 10 days after being discharged from the
hospital.

During an interview, unlicensed pﬁmnel stated the resident was independent with cares,
however, the resident had an e@ﬁing safety check scheduled. The unlicensed personnel stated
that evening she went to ¢ te the resident’s safety check, knocked on the resident’s
apartment door howeveg, the resident did not answer like he usually did. The unlicensed
personnel let herself | he resident’s room, and upon entering, found the resident in a
kneeling position mg forward on the bathroom floor with no clothes on. The resident stated
he had fallen g out of the shower at approximately 8:00 a.m. The unlicensed personnel
called for a ce and remained the resident, while trying to keep him awake. The resident
had sorex& legs. Emergency services came and took the resident to the hospital.

During an interview, nursing leadership stated, the unlicensed personnel had an electronic
tablet with the resident’s plan care for review. The unlicensed personnel signed off when the
resident services were completed. The day the resident fell, the resident had three scheduled
safety checks. Leadership stated through the facility investigation, it was determined two of the
resident’s safety checks were not completed by the AP.

During an interview, the AP stated she was responsible for checking on the resident the day he
had fallen. The AP stated the resident was independent with cares but needed two safety
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checks on her shift. The AP provided no additional pertinent information on the lack of
completing safety checks on the resident.

During an interview, the resident’s family member stated the resident was independent with
cares and had three safety checks schedule to ensure the resident was okay. After his fall, the
resident passed away 20 days later.

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

“Substantiated” means a preponderance of evidence shows that an act that m

definition of maltreatment occurred. 0

Neglect: Minnesota Statutes, section 626.5572, subdivision 17 Q/
“Neglect” means neglect by a caregiver or self-neglect.

(a) "Caregiver neglect" means the failure or omission by a care?%to supply a vulnerable adult

Substantiated: Minnesota Statutes, section 626.5572, Subdivision 19. @
e

with care or services, including but not limited to, food, clothq elter, health care, or

supervision which is: &
(1) reasonable and necessary to obtain or maintain th %rable adult's physical or mental
health or safety, considering the physical and ment acity or dysfunction of the vulnerable

adult; and Q

(2) which is not the result of an accident or t utic conduct.
Vulnerable Adult interviewed: No. The nt was deceased.
Family/Responsible Party intervieweg, Yes.

Alleged Perpetrator interviewed: Q?

Action taken by facility: !
Resident was transport{b the hospital and the AP was placed on leave during investigation.
The facility initiated a nal resident checks at mealtimes. The AP is no longer employed by

the facility. OQ/

Action take e Minnesota Department of Health:

The fauh@%ﬁssued a correction order regarding the vulnerable adult’s right to be free from
maltreatment

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

The responsible party will be notified of their right to appeal the maltreatment finding. If the
maltreatment is substantiated against an identified employee, this report will be submitted to
the nurse aide registry for possible inclusion of the finding on the abuse registry and/or to the
Minnesota Department of Human Services for possible disqualification in accordance with the
provisions of the background study requirements under Minnesota 245C.
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CC:
The Office of Ombudsman for Long Term Care
The Office of Ombudsman for Mental Health and Developmental Disabilities
St. Louis County Attorney
Duluth City Attorney
Duluth Police Department
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