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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 facility neglected the resident when staff failed to provide supervision and the resident
exited the facility unsupervised. The resident walked to a gas station, fell outside, and cut his
head. The gas station employee called for an ambulance, which transported the resident to the
emergency room (ER) for treatment and hospitalization.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was substantiated. The facility was
responsible for the maltreatment. Although the resident was sent to the ER for treatment, the
facility failed to identify or implement interventions to prevent the resident from exiting the

facility unsupervised or falls.

The investigator conducted interviews with nursing staff and unlicensed staff. The investigator
contacted the resident’s family member. The investigation included review of the resident’s
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record, and facility policies and procedures. Also, the investigator toured the facility and
completed observations.

The resident resided at an assisted living facility. The resident’s diagnoses included Parkinson’s
disease. The resident’s service plan included supervision to walk, use of a front wheeled walker,
and identified him as at risk for falls. The resident’s assessment indicated decreased muscular
coordination, balance problems while walking, forgetfulness, and disorientation to place and
time. The assessment further indicated the resident wandered inside the facility communal
areas but did not leave the building.

The resident’s medical record indicated he fell down multiple times in the facility during the ten
weeks prior to his hospitalization beginning in the late fall and ending in winter. The same
documents indicated he began trying to exit the facility without supervision in the last week
prior to his hospitalization.

During the first week the resident’s incident report indicated the resident was found on the
bathroom floor with an abrasion on his back. The report indicated the resident did not use the
call system appropriately; however, actions taken to prevent future falls indicated to always
have the call pendant within reach.

During the third week the resident’s incident report indicated the resident lost his balance and
fell while walking. The report indicated the resident did not use his pendant because he was
not wearing it. The report indicated actions taken to prevent future falls were to assess the
need for transfer and ambulation assistance.

Early one morning during the fourth week the resident’s incident report indicated the resident
was found on the bedroom floor, had a cut to his left ear, a suspected head injury, and was
transported to the ER. The report indicated the resident did not use the call system
appropriately. The report indicated actions taken to prevent future falls were to provide the
resident with a front-wheeled walker for walking. The resident’s medical record indicated he
return later the same morning.

However, a second incident report for the same day indicated the resident fell a second time
shortly after returning from the hospital. The second incident report indicated the resident was
found on the bathroom floor with a cut to his head and laying in a “puddle” of blood. The
report indicated the resident did not use the call system appropriately and was walking from
the bed to the bathroom by himself. The resident was transported to back to the ER for
evaluation and treatment. Further review of the report indicated the area labeled "actions
taken to prevent future falls" was left blank. The resident returned to the facility the following
day.

The resident’s hospital record from this hospitalization indicated the resident admitted to the
ER with bleeding in the space surrounding the brain, a laceration of the left ear, and a cut on the
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head. The record indicated the resident had been in the ER earlier because of another fall and
both falls caused multiple injuries. The record further indicated, as discharge instructions, the
resident required a fall risk assessment and implementation of falls precautions as needed
when back to the facility.

During the fifth week the resident’s incident report indicated the resident fell out of bed. The
same report indicated the resident did not use the call system appropriately. Further review of
the report indicated the area labeled "actions taken to prevent future falls" was blank.

Later during the fifth week the resident’s incident report indicated the resident rolled out of
bed, was found on the floor, and got bump on the left side of his forehead with a small cut. The
report indicated the resident did not use the call system appropriately. The report indicated
actions taken to prevent future falls were to assist with toileting.

Approximately twelve hours later the resident’s incident report indicated the resident rolled out
of bed again. The report indicated the resident did not use the call system appropriately.
Further review of the report indicated the area labeled "actions taken to prevent future falls"
was blank.

During the sixth week the resident’s incident report indicated the resident fell from a
wheelchair while attempting to stand up. The report indicated the resident did not use the call
system appropriately. Further review of the report indicated the area labeled "actions taken to
prevent future falls" was blank.

During the ninth week the resident’s incident report indicated the resident was found on the
floor in his bedroom doorway on top of his walker, the resident sustained a skin tear laceration
and a bruise. The report indicated the resident did not use the call system appropriately. The
resident’s progress notes indicated the walker may have caught the edge of the couch, so the
room was rearranged to clear a wider walkway.

During the tenth week the resident’s incident report indicated the resident required a staff
member to direct him back into the building on two separate incidents. The report indicated
the resident was not dressed appropriately for the weather when he was outside for the
incidents. The report indicated during the first incident the resident was in a fenced area trying
to open the gate and said he was trying to get out to go home. The resident’s progress note
indicated during the second incident he was redirected back into the facility from the main
foyer area. Neither the incident report nor the progress notes described interventions put in
place to address the resident’s exit-seeking behavior.

The next day the resident’s incident report indicated the resident fell while ambulating in his

room and hit his head. The report indicated his walker was within reach and the resident did
not use the call system appropriately. The area labeled "actions taken to prevent future falls"
was blank.
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Two days later the resident’s incident report indicated the resident was found on the bathroom
floor and sustained a skin tear. The report indicated the resident did not use the call system
appropriately. A review of the document indicated the area labeled "actions taken to prevent
future falls" was blank.

Less than 24 hours later the resident’s incident report indicated a worker at the gas station next
to the facility called 911 because the resident fell at the gas station. The report indicated the
ambulance and police officer arrived on scene and the resident was transported to the ER. The
resident’s progress notes indicated law enforcement came to the facility and informed facility
staff members the resident fell at the gas station, sustained a cut on his head and was
transported to the ER. The note further indicated the resident admitted to the hospital and had
not returned to the facility.

The resident’s medical records indicated he did not return to the facility.

During an interview, a family member stated the resident had a history of falls related to his
Parkinson’s and three out of the last four falls resulted in a brain bleed. The family member
stated the resident did use a walker and staff had rearranged his room so he would not run into
things with it. The family member stated he thought there was always staff on first floor to
keep an eye on the resident. The family member stated the resident passed away during the
month following the last incident at the facility.

During an interview, an unlicensed staff member stated the resident was one of two residents
who resided on the first floor. The staff member stated she and a coworker were on other
floors assisting residents with bedtime cares when a walkie talkie notification came in for
assistance at the main entrance. The staff member stated a law enforcement officer came to
the facility and notified them the resident had fallen at the gas station next door and was
transported to the hospital. The staff member stated she had taken the resident to his room
approximately a half an hour prior to being notified of the incident. The staff member stated
the resident had a walker but did not use it often, had a history of wandering, had left the
facility before, and a history of falls.

During an interview, the nurse stated the resident moved in with a history of multiple falls
related to Parkinson’s. The nurse stated the resident’s falls increased about four months prior
to discharge as he began to stumble more while ambulating. The nurse stated there were
incidents she knew about, but she did not consistently complete the follow-up or put
interventions in place.

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

Substantiated: Minnesota Statutes, section 626.5572, Subdivision 19.
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“Substantiated” means a preponderance of evidence shows that an act that meets the
definition of maltreatment occurred.

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, deceased.
Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: Not Applicable.

Action taken by facility:
Resident was admitted to the hospital and did not return to the facility. The facility completed
an internal investigation.

Action taken by the Minnesota Department of Health:
The responsible party will be notified of their right to appeal the maltreatment finding.

The facility was found to be in noncompliance. To view a copy of the Statement of Deficiencies
and/or correction orders, please visit:

https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html

If you are viewing this report on the MDH website, please see the attached Statement of
Deficiencies.

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

cc:
The Office of Ombudsman for Long Term Care
The Office of Ombudsman for Mental Health and Developmental Disabilities
Aitkin County Attorney
Aitkin City Attorney
Aitkin Police Department
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