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Initial Investigation Allegation(s): The facility neglected resident #1 and resident #2 when 
supervision was not provided and resident #1 groped resident #2.

Investigative Findings and Conclusion: The Minnesota Department of Health determined 
neglect was not substantiated. 

Resident #1: Although it was true resident #1 groped resident #2 and there may have been an 
initial miscommunication between an unlicensed caregiver and the manager, the facility took 
appropriate actions to ensure there was no injury and took steps to reduce the risk of 
recurrence. 

Resident #2: Although it was true resident #1 behaved touched himself and groped resident #2, 
the facility took appropriate action to redirect resident #1 when it occurred. Resident #1 had 
been recently admitted and had not behaved in this way before at the facility. 
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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, 
facility internal investigation, facility incident reports, personnel files, staff schedules, and 
related facility policy and procedures.  Also, the investigator observed interactions between 
facility staff and residents within the memory care unit.  

Both resident #1 and resident #2 lived in an assisted living memory care unit. 

Resident #1
The resident’s diagnoses included dementia and depression, who had been recently admitted to
the facility. The resident’s service plan included assistance with medication management and 
administration, assuring the resident dines with male residents, and hourly safety checks. The 
resident’s assessment indicated the resident was oriented to self only and ambulated 
independently using a wheeled walker.  

Resident #2
The resident’s diagnoses included Alzheimer’s disease and anxiety. The resident’s service plan 
included assistance with medication management and administration and hourly safety checks. 
The resident’s assessment indicated the resident was disoriented, but able to ambulate 
independently with a walker.  The resident also received hospice services.  

The facility’s internal investigation indicated an unlicensed caregiver witnessed resident #1 
touching himself and groping resident #2’s breast, over her clothing in a public area.  After 
separating the residents, the unlicensed caregiver reported the incident to a manager regarding
resident #1’s touching himself but indicated the manager did not realize was also resident #2’s 
involved. At the time, the manager instructed the unlicensed caregiver to redirect resident #1 
back to his room and to write a communication note to alert the nurse of the incident.  The 
unlicensed caregiver wrote the note to alert the nurse of the incident with information 
including the involvement of resident #2, which the nurse received the following day.  The nurse
completed an assessment of resident #2 the following day and found no injury, nor was the 
resident able to recollect the incident.

During an interview, the manager stated a phone call was received regarding the incident, 
however the manager stated information regarding resident #2 was not discussed during the 
phone call.  The manager stated when the information was presented the following day, the 
process was followed, including notification of the nurse who assessed resident #2 for injury.  

During an interview, the nurse stated upon notification, resident #2 was assessed and no injury 
was identified.  The nurse also notified the medical provider, and the plan of care was adjusted 
for resident #1.  The nurse stated service plans were updated for both residents and new 
interventions were added. 
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The investigation included attempts to interview the unlicensed caregiver who witnessed this 
event, but those attempts were unsuccessful. 

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, both with cognitive impairment
Family/Responsible Party interviewed: Yes
Alleged Perpetrator interviewed: Not applicable 

Action taken by facility: Individual Abuse Prevention Plans were updated for both residents and
reeducation provided to all unlicensed caregivers on vulnerable adult abuse.

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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