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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) neglected resident-1 when the AP failed to supervise resident-1

and a male visitor at the facility sexually assaulted resident-1.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was substantiated. The facility (AP-2)
and the AP (AP-1) were responsible for the maltreatment. Resident-1’s care plan indicated
resident-1 was not allowed to be alone with men, however AP-1 allowed the male visitor, a
reported Lyft driver who drove resident-2 home, and resident-1 to be alone in resident-1’s
bedroom with the door closed. Resident-1 reported the male visitor sexually assaulted her and
was bleeding from her vagina and anus.

The investigator conducted interviews with facility staff members, including administrative staff,
and unlicensed staff. The investigator contacted law enforcement and resident-1’s guardian.
The investigation included review of the resident records, facility internal investigation,
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personnel files, staff schedules, law enforcement report, video footage from the day of the
incident, and related facility policy and procedures. Also, the investigator toured the facility.

The resident resided in an assisted living facility. The resident’s diagnoses included mood
disorder, sexual disorder, post-traumatic stress disorder. The resident’s service plan included
assistance with medication management, meals, personal laundry, housekeeping, shopping,
managing behaviors, and orientation.

A law enforcement report indicated resident-1 alleged she was sexually assaulted by a Lyft
driver (visitor) who was brought to the house by resident-2. Resident-2 received a ride home
from the visitor, when he came in the facility to charge his vape. The visitor charged his vape
pen in resident-2’s bedroom while resident-1 and another resident hung out in the bedroom
with him. The visitor left briefly and returned with food and cigarettes. The visitor then went to
resident-1’s bedroom where they proceeded to watch a movie. During the movie, the visitor
began to grope and kiss resident-1. Resident-1 and the visitor had vaginal and anal sexual
intercourse. Resident-1 told the visitor to stop during anal penetration as it caused pain. The
visitor stopped. When resident-1 went to the bathroom she was bleeding vaginally and anally.
The visitor was at the facility for roughly and hour and a half. The staff member notified AP-2,
who is also the owner, who then contacted the police. Resident-1 was taken to the hospital for
a sexual assault exam.

During an interview, resident-1 said resident-2 called her and told her she was bringing a
good-looking man home for her. The visitor came in to charge his vape and then left to get food
for her and AP-1. When the visitor returned, resident-2 brought him to resident-1’s bedroom.
She was not supposed to have anyone in her room, but the staff allowed him in her bedroom.
While resident-1 and the visitor watched a movie, the visitor groped resident-1, took his pants
and her clothes off and “shoved” himself in her. Resident-1 said she froze and could not scream
as she was shocked. She said he penetrated her vaginally and anally with his penis. After the
visitor stopped, she went to the bathroom and saw she was bleeding from her vagina and anus.
She said AP-1 allowed the man in her room although she was not to have anyone in her room.
She said her door was open initially but when AP-1 checked on her, AP-1 closed her door.
Resident-1's door locks automatically when the door is closed. Resident-1 told AP-1 what
happened, and AP-1 was afraid she would be in trouble when AP-2 found out about the
incident. Resident-1 had never met the visitor prior to the sexual assault. Resident-1 said AP-1
knew she was not allowed visitors in her room, but resident-2 told AP-1 resident-1 was allowed
to have visitors in her room, so AP-1 allowed it.

During an interview, resident-1’s guardian said resident-2 brought a visitor to the facility who
had given her a ride home. AP-1 was a newly hired employee and asked resident-2 if resident-1
was allowed to have people in her room. Resident-1 was not allowed to have anyone in her
room. She was also not allowed to have a phone as she had inappropriate sexual behaviors. The
guardian said AP-1 should have known resident-1 was not allowed to have men in her bedroom.
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During an interview, AP-1 said she worked the evening of the incident. Resident-2 brought a
visitor to the facility who had given her a ride home. She said the visitor left briefly to get them
food. When the visitor left, resident-2 helped clean resident-1’s room and sprayed perfume to
make it smell nice. When the visitor returned, he went into resident-1’s room with resident-1.
She was concerned resident-1 had a man in her room and thought about calling AP-2, but the
residents told her resident-1 was allowed to have visitors. She was originally hired for a
different facility AP-2 owned but recently transferred to this location. She had worked in this
location for one month before the incident. She received orientation to the residents at the
previous facility but never received orientation on how to provide care to residents at this
location. She checked on resident-1 and the visitor once while they were in the bedroom. She
never checked on them again as she was making something in the oven.

Per resident-1’s service delivery record, AP-1 documented her initials at 4:00 p.m., on
resident-1 “cannot to be alone with any other resident or male”.

During an interview, AP-2 said resident-1 was not allowed to have men in her room as she had
inappropriate sexual behaviors. AP-2 said AP-1 was aware men were not allowed in resident-1’s
room. AP-2 said when AP-1 called her she told her she did not know resident-1 was not allowed
to have visitors in her room. AP-1 told her residents at the facility said resident-1 was allowed to
have visitors, so she allowed it. AP-2 said AP-1 should have called and clarified if she was
confused. AP-2 said AP-1 had called her in the past to ask if other residents were allowed to
have visitors. AP-1 worked at a different facility owned by AP-2 before the incident. AP-1 was
terminated from the prior facility for disrespectful interactions with the residents. A recent
sexual assault incident at this location required a staff member be moved to a different location
so AP-2 hired AP-1 again to work at this location.

Video surveillance of the facility showed the visitor and resident-1 alone in resident’s room for
over an hour without AP-1 observing them.

AP-2 failed to provide a completed background check for AP-1. No record of a completed
background check was found from review of the background study database. Per the staff
schedule, AP-1 worked alone every day since she was hired at this facility which demonstrated
the facility failed to provide resident orientation to AP-1 prior to providing direct care.

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.
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(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.

Mitigating Factors considered, Minnesota Statutes, section 626.557, Subd. 9c(f):

(1) AP-1 followed an erroneous order, direction or care plan with awareness and failure to take
action.

The facility did not direct an erroneous order, direction, or care plan.

(2) The facility was not in compliance with regulatory standards.

The facility failed to provide proper training and/or supervision of staff.
The facility and AP-2 failed to provide adequate staffing levels.

AP-1 failed to follow the facility directive and/or policies and procedures.

AP-2 had the authority to direct and implement operational regulatory requirements or make
operational changes.

(3) The facility, AP-1 and AP-2 failed to follow professional standards and/or exercise
professional judgement.

AP-1 failed to act in good faith interest of the vulnerable adult.
The maltreatment was not a sudden or foreseen event.

Vulnerable Adult interviewed: Yes.
Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: Yes.

Action taken by facility:
The facility completed an internal investigation. The AP no longer worked at the facility.

Action taken by the Minnesota Department of Health:
The facility was found to be in noncompliance. To view a copy of the Statement of Deficiencies
and/or correction orders, please visit:

https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html

If you are viewing this report on the MDH website, please see the attached Statement of
Deficiencies.

You may also call 651-201-4200 to receive a copy via mail or email


https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html
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The responsible party will be notified of their right to appeal the maltreatment finding. If the
maltreatment is substantiated against an identified employee, this report will be submitted to
the nurse aide registry for possible inclusion of the finding on the abuse registry and/or to the
Minnesota Department of Human Services for possible disqualification in accordance with the
provisions of the background study requirements under Minnesota 245C.

cC:
The Office of Ombudsman for Long Term Care

The Office of Ombudsman for Mental Health and Developmental Disabilities
Hennepin County Attorney

Plymouth City Attorney

Plymouth Police Department
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Residents have the right to be free from physical,
sexual, and emotional abuse; neglect; financial
exploitation; and all forms of maltreatment
covered under the Vulnerable Adults Act.

This MN Requirement is not met as evidenced
by:

The facility failed to ensure two of three
resident(s) reviewed (R1, R2) was free from
maltreatment.

Findings include:

The Minnesota Department of Health (MDH)
Issued a determination maltreatment occurred,
and the facility and an individual person were
responsible for the maltreatment of R1 and R2, in
connection with incidents which occurred at the
facility. Please refer to the public maltreatment
report for details.
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