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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), a facility staff member, emotionally abused the resident when the
AP grabbed a knife during an altercation, chased, and frightened the resident.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined abuse was substantiated. The AP was
responsible for the maltreatment. The AP chased the resident through the kitchen of the facility
with a knife in his hand.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted law enforcement. The
investigation included review of the resident records, facility incident reports, personnel files,
staff schedules, law enforcement report, and related facility policy and procedures. Also, the
investigator observed staff and resident interactions.
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The resident resided in an assisted living facility. The facility was a two-story residential home
with a basement. The main level consisted of resident rooms, a living room, and a kitchen. The
second level consisted of resident rooms, and the basement was used for facility staff.

The resident’s diagnoses included schizophrenia and dementia. The resident’s service plan
included assistance with behavior management including agitation, anxiety, physical and verbal
aggression, and paranoia. The resident was moderately cognitively impaired and became
agitated easily. The resident’s behavior care plan directed staff to approach the resident in a
calm manner, redirect, and notify the supervisor when the resident became agitated and/or
physically aggressive.

An incident report indicated one day the resident went into another resident’s room. The AP
heard the other resident holler and went to the room. The other resident explained that the
resident was in her room. The AP went upstairs to the resident’s room and when the AP got to
the resident’s room, the resident opened his door and spat at the AP. The AP returned to the
main level living room and called the manager. The manager told the AP to calm down and the
manager was on their way to the facility. During the conversation, the resident came from the
kitchen to the living room, walked toward the AP who was on the couch, and spat at the AP.
The AP grabbed an object and chased the resident. Emergency services were called.

Camera footage showed the resident walk through the kitchen, around a corner and into the
living room. The AP can be seen sitting on the couch in the living room with a coffee table in
front of him. The resident approached the AP, spat on the AP and took a couple steps
backwards. The AP grabbed an object from under the coffee table, stood, and chased the
resident through the kitchen. A second recorded camera footage showed the resident coming
out of the kitchen, turning a corner, and running up the stairs to the second level. The AP can be
seen running through the kitchen chasing the resident, turning the corner toward the stairs, and
drop an object. The camera footage showed the AP pick the up object, a knife, off the floor and
return to the kitchen.

The law enforcement report indicated the AP stated he was on the phone with his manager
when the resident came into the living room upset about something. The resident spat on the
AP and the AP admitted to chasing the resident up the stairs with a knife. The report indicated
when law enforcement spoke with the resident, the resident was in his room with the door
closed with a metal rod in his hand. The resident told law enforcement the AP chased the
resident with a knife but did not touch the resident with the knife. The AP was arrested on
fourth degree assault on a vulnerable adult.

During an interview, leadership stated the knives should be locked in a cabinet in an office
when not in use. Leadership stated knives were not supposed to be in the living room and was
not sure how a knife was in the living room on a shelf on the coffee table. The AP was no longer
employed at the facility.
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During an interview, the director stated the AP had training on how to de-escalate resident
behaviors, approach a resident in a calm manner, and not to argue with the residents. The AP
should have tried to calm the resident down and offer as needed medications. The director
stated the AP called the manager for assistance with the resident’s behavior. The AP should not
have chased the resident with a knife.

The AP declined an interview.

In conclusion, the Minnesota Department of Health determined abuse 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.

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.

Vulnerable Adult interviewed: No. No longer resided at the facility.
Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: No. Declined an interview.

Action taken by facility:
The facility ensured staff were at the facility when the AP was arrested to continue providing

care to the other residents.

Action taken by the Minnesota Department of Health:
The facility was issued a correction order regarding the vulnerable adult’s right to be free from

maltreatment.
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

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

Richfield Police Department
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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 one of one resident
(R1) reviewed was free from maltreatment.

Findings include:

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