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Finding: Substantiated, individual responsibility

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), an unlicensed staff member, neglected the resident when he
failed to provide safety checks to the resident during his overnight shift. The resident sustained
an injury during the night that wasn’t discovered until the next morning.

Investigative Findings and Conclusion:
The Minnesota Department of Health determined neglect was substantiated. The AP was

responsible for the maltreatment. The AP failed to complete the resident’s scheduled overnight
safety checks. The resident allegedly fell and was found by staff the following morning. The
resident was transported to the hospital for evaluation. During the investigation it was found
the AP had a pattern of not completing services for residents and documenting that the services

were completed.
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The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigation included review of the resident records,
hospital records, pharmacy records, facility internal investigation, facility incident reports,
personnel files, staff schedules, and related facility policy and procedures.

The resident resided in an assisted living memory care unit. The resident’s diagnoses included a
history of severe dementia. The resident’s service plan included assistance with safety checks
three times overnight. The resident’s assessment indicated she was disoriented at baseline.

The facility’s internal investigation indicated an unlicensed staff entered the resident’s room at
the start of the morning shift and noticed the resident had a large cut on the top of her head
and a dent in the resident’s bathroom wall. The unlicensed staff contacted the nurse and
emergency services were called. The resident was transported to the hospital and received
staples to close the head wound. The internal investigation also indicated the resident did not
have a head wound when she was assisted to bed the night before by the evening shift.

A photo of the wall dent in the resident’s room indicated a corner sticking out of the wall
sustained significant damage characterized by a large indentation that fractured the drywall.
The photo indicated the damage was consistent with a forceful impact.

Hospital records indicated the resident was diagnosed with a bladder infection in addition to
the cut on her head. The hospital record indicated the physician suspected the resident suffered
a fall overnight when she was walking to the bathroom.

Service delivery records indicated the AP documented three safety checks completed. Each
safety check took approximately two minutes.

Review of facility documents indicated the AP documented in the resident’s chart that three
safety checks were completed at 11:15 p.m., 1:00 a.m. and 4:30 a.m. The AP reported he went
and checked on the resident at 11:00 p.m. and 2:00 a.m. however review of camera footage
showed the AP did not enter the resident’s room the whole night shift. Further review of facility
documents indicated the AP had a history and pattern of not completing services that were on
resident service plans.

During an interview, the AP stated he was trained to visually observe residents and confirm they
are breathing when completing safety checks. He stated he completed the first two safety
checks on the resident and that he had seen her in bed. He admitted he did not complete the
third safety check for the resident but he believed he accidentally checked the service

complete, and clicked “submit” on the safety check.

During an interview, the manager stated she reviewed video footage from the night of the
incident and did not see the AP enter the resident’s room at all during his shift. She stated the
AP could not have performed any of the three safety checks. The manager stated she asked the
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AP how he could have completed the first two safety checks when he failed to enter the
resident’s room, and the manager stated the AP had no response.

Video footage was requested for review but was no longer available.

In an interview, a family member of the resident stated he chose the facility so the resident
would stay safe and was concerned that the resident wasn’t being provided services that kept

her free of injury.

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

Substantiated: Minnesota Statutes, section 626.5572, Subdivision 19.
“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: Yes, unable to recall events
Family/Responsible Party interviewed: Yes
Alleged Perpetrator interviewed: Yes

Action taken by facility:
The facility had the resident transported to the hospital and terminated the employee.

Action taken by the Minnesota Department of Health:
Insert appropriate action from standard language document

cC:
The Office of Ombudsman for Long Term Care
The Office of Ombudsman for Mental Health and Developmental Disabilities
Hennepin County Attorney
Golden Valley City Attorney
Golden Valley Police Department
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