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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 resident #1 and resident #2 when they failed to provide appropriate
supervision for resident #1 and resident #2. As a result, resident #1 and resident #2 had an
altercation that led to resident #1’s fall and a fractured pelvis.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was not substantiated. At the time of
the altercation between resident #1 and resident #2, staff were providing the residents with
appropriate supervision. The altercation between resident #1 and resident #2 was a sudden and
unforeseen event between resident #1 and resident #2.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigation included review of resident #1 and resident
#2 records, resident #1 hospital records, facility internal investigation, facility incident reports,
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staff schedules, and related facility policy and procedures. Also, the investigator observed staff
and resident interactions.

Resident #1 resided in an assisted living memory care unit. Resident #1’s diaghoses included
dementia. Resident #1’s service plan included assistance with reassurance/redirection, dining
escorts, and safety checks three times a day. The resident was independent with transfers and
required standby assistance with a walker when walking outside of her apartment. The
resident’s assessment indicated the resident had cognitive impairment and was not able to
report abuse.

Resident #2 resident in an assisted living memory care unit for approximately four days.
Resident #2’s diagnoses included Alzheimer’s disease and Lewy body dementia. Resident 2’s
service plan included assistance with safety checks three times a day and assistance with being
redirected to her apartment when agitated or irritable. Staff were to monitor the resident for
signs of irritation or agitation which included when resident #2 twiddled her fingers or had
agitated facial expressions. The resident was independent with transfers and walking, had
cognitive impairment, and was not able to report abuse.

A seven minute and 13 second video with no sound was reviewed from the facility’s camera
pointing toward the end of hallway with the lower portion of resident #1’s apartment door in
the forefront of the video. When the video began both residents were in the common area,
resident #1 standing next to resident #2 who was sitting in a glider chair. A staff member stood
in front of both residents having a conversation. After approximately 15 seconds, the staff
member left the hallway and walked out of site. About 30 seconds into the video, resident #1
sat down in a glider chair next to resident #2. Resident #1 and resident #2 appeared to be
having a pleasant conversation for approximately three to four minutes. Next, resident #1 stood
up from the glider chair and walked down the hallway out of sight. Approximately one minute
later, resident #1 walked back towards resident #2. As resident #1 walked through the common
area to her apartment door, resident #2 stood up from the glider chair and attempted to pick
something up off the floor. Simultaneously, resident #1 walked around resident #2 to enter her
apartment. Without warning, resident #2 suddenly followed behind resident #1 who was
shutting the apartment door. The video showed resident #2 pushing on resident #1’s apartment
door against resident #1 who was attempting to shut the door. Next, the video showed the door
close with both resident #1 and resident #2 in resident #1’s apartment. Approximately one
minute later, the video showed a facility staff member entering resident #1’s apartment. The
staff member can be seen leading resident #2 out of resident #1’s apartment across the hall and
to resident #2’s apartment that was out of the video view.

The facility incident report indicated one evening resident #1 was screaming out for help. When
a nurse entered resident #1’s apartment, resident #1 was on the floor, and both resident #1 and
resident #2 were pulling on a kitchen apron. The nurse escorted resident #2 out of the
apartment and into her own apartment. The incident report indicated resident #1 was
transferred to the hospital for an evaluation.
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Hospital records indicated resident #1 sustained a right pelvic fracture and bruising to her right
elbow. Resident #1 was hospitalized for three days and transferred to a higher level of care.

During an interview, the nurse stated during a safety check for resident #2, screaming was
heard from resident #1’s apartment. Upon entering the apartment, resident #2 was standing
while holding onto one end of a kitchen apron and resident #1 was on the floor holding the
other end of the kitchen apron. The nurse stated they intervened and escorted resident #2 back
to her apartment. Resident #1 was checked on after resident #2 was in her apartment. The
nurse stated they did not see how the incident started.

During an interview, leadership stated resident #1 came out of her apartment and had talked
with resident #2. At some point resident #1 returned to her apartment and resident #2 followed
her as if “following a friend.” Leadership stated resident #1 and resident #2 did not have any
altercation before the incident. Following the incident, resident #2 was escorted back to her
room, and resident #2’s family member stayed with her for the evening. Three days after the
incident, resident 2’s family member transferred resident #2 to a behavioral health unit.
Leadership stated it was not clear what occurred between resident #1 and resident #2 after
resident #1’s apartment door closed.

During an interview, resident #1’s family member stated there had not been an incident like this
before between resident #1 and resident #2. Resident #1 sustained bruises and a fractured
pelvis after the incident with resident #2. Following the incident, resident #1 was hospitalized,
transferred to a transitional care unit, and to a different memory care unit.

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. Resident #1 no longer resided in the facility. An interview
with resident #2 was attempted but could not be completed due to cognition.
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Family/Responsible Party interviewed: Yes. Both resident #1 and resident #2 family members

were interviewed.
Alleged Perpetrator interviewed: Not Applicable.

Action taken by facility:
Following the incident, resident #2 was escorted to her apartment. Resident #1 was transported

to a hospital.

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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