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Finding: Inconclusive

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):
Facility staff neglected a resident when the resident used a facility kitchen knife to cut his neck, 
resulting in hospitalization. 

Investigative Findings and Conclusion:
The Minnesota Department of Health determined neglect was not substantiated. Upon 
admission to the facility, nursing staff identified and implemented interventions to address the 
known vulnerabilities of the resident. Although the incident occurred, the resident’s plan of 
care was followed at the time of the incident. The resident was transported to the hospital for 
evaluation and treatment. Upon his return to the facility, additional safety and supervision 
interventions were implemented to ensure the resident’s safety. 

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigation included review of the resident’s medical 
record, hospital records, personnel files, police reports, and facility policies and procedures. At 
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the time of the onsite visit, the investigator toured the facility and observed interactions 
between staff and residents.

The resident resided in an assisted living facility. The resident’s diagnoses included 
Schizophrenia, anxiety, and a history of self-harm. The resident’s care plan included assistance 
with housekeeping, medication management, and behavioral support. The resident’s 
assessment indicated the resident had a history of cutting himself and all sharp objects were to 
be kept out of the resident’s reach. 

Upon the resident’s admission to the facility, staff were informed to keep all sharp objects away
from the resident. The facility had one knife available for staff use and staff were directed to 
hide the knife in a secure location. Each shift hid the knife in a different location in the kitchen 
and informed the oncoming shift of the knife’s location during the change of shift report. 

An incident summary indicated the resident retrieved a knife from a kitchen cupboard, went to 
the bathroom, and cut his neck. Staff immediately contacted 911 and the resident was taken to 
the hospital for evaluation and treatment. 

Hospital records indicated the resident told hospital staff he was making a music video and cut 
himself on accident. A three-centimeter laceration on the resident’s neck was sutured and the 
resident returned to the facility. 

Upon the resident’s return to the facility, the resident was assessed, and additional safety and 
supervision interventions were implemented. 

During an interview, a facility staff member stated the day the incident occurred, the resident 
ate his meal in the kitchen then went to his room. The staff member checked on another 
resident and during that time, the resident found the knife in the kitchen and brought it into the
bathroom. When the resident came out from the bathroom, the staff member saw blood on the
resident’s neck and called 911. The staff member denied leaving the knife unattended or within 
the resident’s reach and stated they did not know how the resident found the knife because the
knife was hidden. 

During an interview, the facility nurse recalled the resident admitted to the facility one week 
prior to the incident. The nurse stated staff completed scheduled safety checks and made 
additional observations of the resident due to his frequent smoking habits. The nurse stated at 
the time of the incident, the knife was hidden in the kitchen, per protocol, and she did not know
how the resident found the knife. The nurse stated that after the incident, new interventions 
were implemented; the resident was placed on 1:1 staffing, all sharp objects were locked, and 
the facility implemented the use of plastic utensils. 



Page 3 of 3

During investigative interviews, the resident’s case managers stated the facility was overall 
willing and supportive to the resident’s needs, however, the resident was later discharged to a 
facility better equipped to meet his needs. 

In conclusion, the Minnesota Department of Health determined neglect was not substantiated.

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.

“Not Substantiated” means:
An investigatory conclusion indicating the preponderance of evidence shows that an act 
meeting the definition of maltreatment did not occur.

Vulnerable Adult interviewed: Not available for interview
Family/Responsible Party interviewed: No. Attempts made were unsuccessful.
Alleged Perpetrator interviewed: Yes. the 

Action taken by facility: 
The facility had interventions in place prior to the incident. When the incident occurred, the 
resident was sent to the hospital for evaluation. Following the incident, additional interventions 
were implemented.

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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