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Facility Type: Assisted Living Facility with Evaluator’s Name: Peggy Boeck, RN
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Finding: Substantiated, individual responsibility

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), facility staff, abused a resident when the AP inappropriately

touched the resident's intimate parts on several occasions.

Investigative Findings and Conclusion:
The Minnesota Department of Health determined abuse was substantiated. The AP was

responsible for the maltreatment. The AP established an emotional connection with the
resident which led to inappropriate sexual contact. The resident sustained psychological injury
(including increased anxiety, feelings of panic, self-doubt, and social isolation) which required
ongoing support from a mental health professional.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted family, a mental health
professional, and law enforcement. The investigation included review of the resident records,
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facility internal investigation, personnel files, staff schedules, law enforcement report, related
facility policy and procedures. Also, the investigator observed staff interactions with residents.

The resident lived in an assisted living facility. The resident’s diagnoses included depression,
anxiety, and dementia. The resident’s service plan included assistance with medication
administration. The resident’s assessment indicated she independently completed bathing,
dining, dressing, grooming, ambulation, bed mobility, transfers, and toileting.

A facility internal investigation indicated one day the resident informed a family member the AP
touched her intimately on several occasions while the AP was in the resident’s apartment
administering her medications. The resident spoke of instances of hugging, touching in a too
familiar way, touching the resident’s breast, and touching the resident’s vagina. As the
investigation continued, the resident tried to take back the statements for fear of hurting the
AP, but ultimately provided consistent information to the family, facility, and law enforcement.

During the facility investigation the resident stated the AP always made a point to say good
night to her before he left, and once kissed her. The resident indicated his moustache was soft.
The resident indicated the AP suggested the resident buy some wine once when she was upset,
and she inferred they would share it together.

During an interview, an administrative staff stated she interviewed the AP after the report. The
AP told the administrative staff he would not deny any accusations that occurred in the
previous three weeks, as the AP had been having a difficult time. The administrative staff stated
the AP took responsibility for inappropriate touching the resident and stated he felt his actions
ruined his career.

During investigative interviews, family members stated one day the resident said she wanted to
talk about something and appeared upset. The family members stated the resident talked
about her initial relationship with the AP and things they had in common. The family members
stated the resident then relayed several instances of intimate contact by the AP in the previous
two months, as well as gifting the AP some money. The family members indicated the resident
had increased emotional difficulties after hearing the AP no longer worked at the facility.

During an interview, a mental health professional stated the resident showed increased levels
of anxiety, social isolation, and questioned her own decision-making ability after the incidents.

The law enforcement report indicated the case was forwarded to the County Attorney for
charges of Criminal Sexual Contact in the fourth degree.

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
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definition of maltreatment occurred.

Abuse: Minnesota Statutes section 626.5572, subdivision 2.

"Abuse" means:

(a) An act against a vulnerable adult that constitutes a violation of, an attempt to violate, or
aiding and abetting a violation of:

(4) criminal sexual conduct in the first through fifth degrees as defined in sections 609.342 to
609.3451.

A violation includes any action that meets the elements of the crime, regardless of whether
there is a criminal proceeding or conviction.

(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 (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.

Vulnerable Adult interviewed: No, at request of the family.
Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: Declined to interview.

Action taken by facility:

The facility investigated the allegations, reached out to police, and terminated the AP. The
facility provided re-education to all staff on maltreatment of vulnerable adults and boundaries.
The facility updated the resident’s services to include only female caregivers.

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.

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

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
Washington County Attorney
Oakdale City Attorney
Oakdale Police Department
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sexual, and emotional abuse; neglect; financial
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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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