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Finding: Not Substantiated

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) abused the resident by slapping
the resident on the buttocks.

Investigative Findings and Conclusion: The Minnesota Department of Health determined abuse
was not substantiated. No specific AP could be identified. The resident gave a name, but no one
could be found to match it.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted other residents and care
managers. The investigation included review of the resident records, facility internal
investigation, facility incident reports, personnel files, staff schedules, related facility policy and
procedures. Also, the investigator observed staff interactions with other staff, visitors and
residents.
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The resident resided in an assisted living facility. The resident’s diagnoses included personality
disorder and paralyzed from the waist down.

A concern arose when the resident reported being inappropriately touched when an employee
slapped the resident’s buttocks and commented about the size of the resident’s “backside”. The
resident provided a specific name as the person who did this.

A review of documents identified no employee nor visitor nor resident by the name of the AP.

During an interview, a different resident stated she had been at the facility for more than seven
yvears and never knew or heard of the name of the AP. This resident further stated she has
always been treated with dignity and respect by staff at the facility.

During an interview, manager #1 stated she had not heard of the name of the AP or anyone at
the facility over the last few years she worked there. Manager #1 stated the resident was at the
facility for a total of 3 months but was no longer there.

During an interview, manager #2 stated the resident never reported any inappropriate
interactions with staff during the three months the resident was at the facility [the concern was
reported after the resident was no longer living at the facility]. Manager #2 stated no one
among the employees, visitors, nor residents had been identified by the name reported by the
resident.

In conclusion, the Minnesota Department of Health determined abuse 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.

Abuse: Minnesota Statutes section 626.5572, subdivision 2.

"Abuse" means:

(b) Conduct which is not an accident or therapeutic conduct as defined in this section, which
produces or could reasonably be expected to produce physical pain or injury or emotional
distress including, but not limited to, the following:

(1) hitting, slapping, kicking, pinching, biting, or corporal punishment of a vulnerable adult;
(2) use of repeated or malicious oral, written, or gestured language toward a vulnerable adult or
the treatment of a vulnerable adult which would be considered by a reasonable person to be
disparaging, derogatory, humiliating, harassing, or threatening; or

(3) use of any aversive or deprivation procedure, unreasonable confinement, or involuntary
seclusion, including the forced separation of the vulnerable adult from other persons against
the will of the vulnerable adult or the legal representative of the vulnerable adult unless
authorized under applicable licensing requirements or Minnesota Rules, chapter 9544,

Vulnerable Adult interviewed: No, attempts to interview were unsuccessful
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Family/Responsible Party interviewed: No resident is responsible for himself
Alleged Perpetrator interviewed: No specific AP could be identified with the name provided

Action taken by facility: The facility worked with the investigator during the investigation.

Action taken by the Minnesota Department of Health: No further action 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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