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The Minnesota Department of Health i igated an allegation of maltreatment, in accordance
with the Minnesota Reporting of rgatment of Vulnerable Adults Act, Minn. Stat. 626.557,
and to evaluate compliance wit cable licensing standards for the provider type.

Initial Investigation AIIega&Qn%s):

The alleged perpetrato ) abused the resident when the AP physically abused the resident
when he punched t ident in the face.

Investigative @gs and Conclusion:
é))epartment of Health determined abuse was substantiated. The facility and the

The Minne
AP wer%&nsible for the maltreatment. The law enforcement officer witnessed the AP, who
was the owner of the facility, hitting the resident with three hard and fast full punches to the

resident’s face.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted law enforcement and a family
member of the resident. The investigation included review of the resident records, hospital
records, facility internal investigation, facility incident reports, personnel files, staff schedules,
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law enforcement report, related facility policy and procedures. Also, the investigator observed
resident care and staff interaction during an onsite visit.

The resident resided in an assisted living facility. The resident’s diagnoses included Huntington’s
disease (a progressive neurodegenerative disorder that causes breakdown of the nerve cells in
the brain), bipolar disorder, and glaucoma. The resident’s service plan included assistance with
eating, drinking, oral hygiene, and body positioning and repositioning. The resident’s
assessment identified the resident as wheelchair bound and not able to speak.

A law enforcement report indicated a sergeant witnessed the AP assault the resid %F\ile
responding to a 911 hang up call at the address. The report indicated the sergeﬂ\jgserved
through the window the AP punching the resident three times on the left sidw er face, and
the resident and AP were separated. The report indicated the AP denied nched the
resident and said he wiped the resident’s face. The report indicated t ident could not
answer law enforcement’s questions, and when asked if she wag d, the resident made a

sound but in was unclear if that was her way of saying yes. The indicated the resident
buried the left side of her face on her shoulder, and it was un if that was a response to

pain. The report indicated law enforcement took photogr, of both sides of the resident’s
face and appeared to show redness on the left side of sident’s face. The report indicated
the AP was arrested and transported to jail. Q_

The investigator was unable to obtain the ph phs taken by law enforcement as the

criminal case remained open at the time éq_gfﬁe investigation.

A hospital after visit summary indicag e resident was evaluated for assault. The summary
indicated no noted facial bone f&/®e and no acute injury of the neck.

During an interview, the law eQforcement sergeant stated a resident at the facility accidently
called 911, so he responde?"l’he sergeant stated when he arrived at the facility, he parked on
the street and walke ard the side door and knocked. The sergeant stated he saw through
the door, throughﬁ Il kitchen, and saw the resident and the AP sitting at a small dining
table. The ser stated as he knocked on the door, he saw something upset the AP, and the
AP stood u &nched the resident three times in the face. The sergeant stated the AP’s arm
was full %«ed back and three rapid and aggressive punches landed on the resident. The
sergean@’ated he entered the facility and yelled to verbally separate the AP from the resident.
The sergeant stated he observed spilled milk on the floor, and the AP stated he was wiping the
resident’s face. The sergeant stated he observed redness on the left side of the resident’s face,
and no redness on the right side of the resident’s face. The sergeant stated he asked the
resident if she was punched, and she made a sound, but it was unclear if her answer was yes or
no. The sergeant stated he told the AP to call his boss, and when she arrived, the sergeant
discovered it was the AP’s wife who co-owned the facility with the AP. The sergeant stated the
AP again stated he wiped the resident’s face. He escorted the AP to his squad car.
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During an interview, an unlicensed personnel (ULP) stated he worked with the AP on overnight
shifts previously and had no concerns for how the AP treated residents. The ULP stated he has
never witnessed staff treat resident’s poorly at the facility. The ULP stated he saw the resident
the day following the incident and did not observe any signs of injury or pain.

During an interview, a nurse stated she had not heard of or received any prior complaints about
the AP. The nurse stated she and the AP were working together on the shift of the incident. The
nurse stated she had left the facility and went to the store to get some needed items for the
facility, and when leaving, the AP told the nurse he was going to get the resident ready for the
day. The nurse stated she had been gone from the facility approximately 30 minu hen she
received a phone call from the AP stating she needed to come back due to Iaw&ﬁforcement
being on site and claiming he assaulted the resident. The nurse stated whe returned to the
facility, the AP was in the law enforcement squad car, and she did not g é?peak to him. The
nurse stated law enforcement told her he witnessed the AP punchin esident. The nurse
stated she saw the resident and did not see any signs of being pu In the face, and did not
see any signs of pain from the resident. The nurse stated she as e resident if the AP hit
her, and the resident did not respond to her. The nurse stat e called from an ambulance to
take the resident to the emergency room (ER) to be evalg for injury due to the extent of

the allegation. The nurse stated there was no injury n t the hospital, and no injury noted
in the following days of observing the resident at th@facility. The nurse stated she spoke to the
AP later that evening, and the AP denied hittin @ esident. The nurse stated the AP stated
over and over that he had only wiped the resi&nt’s mouth.

During an interview, the AP stated he %)rked in healthcare for many years and had always
received training on abuse and neglecty Yhe AP stated on the day of the incident; he was
covering a shift from 9:00 a.m. t§ @ p.m. for another staff member. The AP stated he and the

nurse worked the shift togethay (e AP stated when he arrived, all the residents except for one
were still asleep. When helatés heard the resident’s bed alarm sound, he went to her room and
proceeded to assist her o?e? up and ready for the day. The AP stated he then prepared the
lunch meal and assi;@e resident to eat and drink. The AP stated when the resident was
finished, he stoo ,YWiped her mouth, and started to bring the dirty dishes towards the
kitchen when | forcement entered the facility. The AP stated he was not aware law
enforceme t@as there and was not sure if he had heard law enforcement knocking on the
door. T)?g/ttated law enforcement stated the AP had punched the resident in the face. The
AP stateddhe told law enforcement that he had not punched the resident and had only wiped
her mouth. The AP stated he repeatedly told law enforcement he did not punch the resident,
but law enforcement insisted that he had. The AP denied punching the resident, and stated the
only thing he did was wipe the resident’s mouth. The AP stated he did not know how law
enforcement mistaken wiping the resident’s mouth with punching. The AP stated he has not
returned to the facility since the incident.

The resident was unable to complete an interview.
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During an interview, a family member identified the resident as mostly nonverbal but did
understand what was said to her. The family member stated the resident sometimes responded
with yes or no, and it was accurate. The family member stated he had no previous concerns
about the resident’s care and the staff had been pleasant. The family member stated he was
notified by law enforcement the resident had been assaulted and struck repeatedly in the face.
The family member stated he met the resident at the emergency room, and he did not see any
signs of injury to the resident. The family member stated he asked the resident if someone had
hit her, and the resident said no. The family member stated he asked the resident again 20
minutes later if someone hit her, and the resident said no. The family member state é
hospital did not find any injury to the resident. The family member stated he was re if the
AP hit the resident or not, since he was not there. &

In conclusion, the Minnesota Department of Health determined abuse stantiated.

Substantiated: Minnesota Statutes, section 626.5572, Subdivisio§
“Substantiated” means a preponderance of evidence shows th ct that meets the

definition of maltreatment occurred. O

Abuse: Minnesota Statutes section 626.5572, subdiv@QgZ.

"Abuse" means:
(a) An act against a vulnerable adult that constitu((g;violation of, an attempt to violate, or

aiding and abetting a violation of: Q
(1) assault in the first through fifth degree defined in sections 609.221 to 609.224;
A violation includes any action that me e elements of the crime, regardless of whether

there is a criminal proceeding or cony! .
(b) Conduct which is not an acci e@r therapeutlc conduct as defined in this section, which
produces or could reasonabl pected to produce physical pain or injury or emotional

distress including, but not |i d to, the following:
pinching, biting, or corporal punishment of a vulnerable adult;

(1) hitting, slapping, kickin
(2) use of repeated @ICIOUS oral, written, or gestured language toward a vulnerable adult or
the treatment of a@ erable adult which would be considered by a reasonable person to be
disparaging, de@ tory, humiliating, harassing, or threatening; or

Mitigat%ggactors considered, Minnesota Statutes, section 626.557, Subd. 9¢(f):
|

(1) The faxility and AP did not follow an erroneous order, direction or care plan with awareness
and failure to take action.

The facility and AP did not direct an erroneous order, direction, or care plan.
(2) The facility was in compliance with regulatory standards.

The facility provided proper training and/or supervision of staff.

The facility provided adequate staffing levels.

The AP failed to follow the facility directive and/or policies and procedures.
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The AP had the authority to direct and implement operational regulatory requirements or make
operational changes.

(3) The AP failed to follow professional standards and/or exercise professional judgement.
The AP failed to act in good faith interest of the vulnerable adult.
The maltreatment was not a foreseen event.

Vulnerable Adult interviewed: No, resident is nonverbal.
Family/Responsible Party interviewed: Yes.

Alleged Perpetrator interviewed: Yes. O%
Action taken by facility: &

The AP’s has not worked any shifts since the incident. Qg_?“

Action taken by the Minnesota Department of Health: \Q

The facility was found to be in noncompliance. To view a copy o@tatement of Deficiencies
and/or correction orders, please visit: O

O

https://www.health.state.mn.us/facilities/reguIation/@ory/provcompselect.htmI

If you are viewing this report on the MDH websitég?ase see the attached Statement of
Deficiencies. Q

A

You may also call 651-201-4200 to receié/%copy via mail or email

The responsible party will be notif@) their right to appeal the maltreatment finding. If the
maltreatment is substantiated t an identified employee, this report will be submitted to
the nurse aide registry for poQ&inclusion of the finding on the abuse registry and/or to the
Minnesota Department of an Services for possible disqualification in accordance with the
provisions of the bac nd study requirements under Minnesota 245C.

N

cc:
The Cﬁl}%ﬂ)f Ombudsman for Long Term Care
Th fce of Ombudsman for Mental Health and Developmental Disabilities
a County Attorney

Coon Rapids City Attorney
Coon Rapids Police Department
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The Minnesota Department of Health (MDR)
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