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Finding: Not Substantiated

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 facility neglected the resident when staff failed to 
provide supervision to ensure resident was not smoking inside the facility. 

Investigative Findings and Conclusion:
The Minnesota Department of Health determined neglect was not substantiated. The facility 
provided on going education to the resident and family about the facility policy involving 
smoking on the premises, cessation techniques, and made continued adjustments to the 
resident’s the care plan. There was not a preponderance of evidence to support that the actions
of the facility staff met the definition of neglect.

The investigator conducted interviews with facility staff members, including administrative staff 
and nursing staff. The investigation included review of the resident record, facility internal 
investigation documentation, staff schedules, and facility policies and procedures. The 
investigator also toured the facility and observed staff interacting with residents.
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The resident resided in an assisted living facility. The resident’s diagnoses included dementia, 
major depressive disorder, and nicotine dependence. The resident’s service plan included 
assistance with activities of daily living, housekeeping, medication administration, and safety 
checks. The resident’s assessment indicated the resident’s cognition was intact and she 
required assistance with daily management of nicotine addiction. 

Facility documentation indicated the resident was non-compliant with the facility’s no smoking 
policy. On more than one occasion staff witnessed the resident smoking cigarettes in her 
apartment. One morning, staff entered the resident’s room to investigate a burning smell and 
saw a couch cushion was burning in the resident’s living room. Emergency services were 
notified, and the local fire department assisted with the incident.  

During an interview, the resident stated that she remembered an incident where the fire 
department came because a couch cushion started on fire. Following the incident, her 
cigarettes were moved and stored in an administration office located near the main entrance. 
The resident stated she was aware of the no smoking policy and knew the locations of 
designated smoking areas outside of the building. 

During an interview, a family member recalled being informed of the incident with the 
resident’s couch but could not confirm the damage as it was removed by the fire department. 
The family member stated a care conference was held with the resident after the incident. The 
facility reiterated the no smoking policy, provided assistance with smoking cessation 
techniques, and increased observation and safety checks on the resident. The family member 
had no other concern of the care the resident has received.

During an interview, a case manager stated there was a care conferences at the facility about 
the ongoing violation of the smoking policy but had no additional concerns with the care 
provided at the facility. 

During investigative interviews, multiple staff members stated they have been instructed by 
facility administrative and nursing staff to increase observation of the resident due to the 
frequency of smoking violations and to report any suspicion of the resident violating the 
smoking policy. 

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

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

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.

Vulnerable Adult interviewed: Yes 
Family/Responsible Party interviewed: Yes 
Alleged Perpetrator interviewed: Not Applicable the 

Action taken by facility: 
The facility collaborated with case management and family members to educate the resident on
the possible consequences of smoking violations. 

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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