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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) abused the resident when the AP roughly transferred the resident
to bed, causing a bruise on her leg.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined abuse was inconclusive. The resident
reported the AP was rough with cares causing a bruise to her leg and tightened the gait causing
pain. The AP denied performing rough care services to the resident. The AP stated he used a
gait belt when he assisted the resident with a stand, pivot transfer in a smooth, unrushed
manner. The AP stated there was an instance the resident notified him the gait belt was too
tight, at which time he loosened it for the resident’s comfort. Staff reported the resident was a
reliable reporter however, the resident had documented hallucinations on the day of the
alleged incident.
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The investigator conducted interviews with facility staff members, including administrative staff
and unlicensed staff. The investigator contacted a family member. The investigation included
review of the resident records, facility internal investigation, facility incident reports, personnel
files, staff schedules, related facility policy and procedures. Also, the investigator observed staff
interaction and cares performed with the resident.

The resident resided in an assisted living facility. The resident’s diagnoses included stroke and
chronic pain. The resident’s service plan included assistance with bed mobility and transfers.
The resident’s assessment indicated the resident had constant pain, mild confusion, and verbal
aggression. The resident used a wheelchair for mobility. The residents medical record notes
indicated the resident frequently exhibited behavior episodes and pain.

The resident’s service record indicated the resident experienced hallucinations the same day
she reported the allegation of abuse to facility staff.

The AP worked as an unlicensed personnel (ULP) at the facility through a staffing agency
company. The resident reported to facility staff the AP was very rough with her cares and threw
her in bed, causing a bruise to her leg. The resident stated the AP applied the gait belt tightly
across her breasts, causing pain.

During an interview, ULP-1 stated the resident was a reliable reporter. ULP-1 stated the resident
had complained that her neck hurt a few days after the AP massaged her neck. The resident
told ULP-1 the AP threw her in bed. ULP-1 denied seeing any bruises on the resident. ULP-1
stated the resident never complained about any other staff members handling her roughly.

During in interview, ULP-2 stated the resident was a reliable reporter. ULP-2 stated when the
facility began using agency staff, the resident had a hard time with staff of races other than her
own help her. The resident began stating she did not want certain staff to help her. ULP-2
stated there were other residents who did not want the AP to help them due to his poor
attitude, and other staff complained about his poor attitude as well. ULP-2 stated she noticed a
small bruise on the resident but did not recall what explanation the resident gave on how she
obtained the bruise.

During an interview, the facility director stated they had not had any previous complaints or
concerns about the AP’s quality of work or how he treated the residents. The director stated
during her investigation, the resident did have a bruise on her leg and the resident stated the
AP caused them.

During an interview, a family member stated the resident had never complained about any
rough handling prior to this claim. The family member stated the resident had some small
bruises at one point and the resident stated the AP caused the bruises. The family member
stated she did not take the resident to see a doctor related to the abuse claims. The family
member stated she felt the residents was safe at the facility and liked living at the facility.
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During an interview, the resident stated the AP grabbed her arm, threw her in bed and told her
that is how it is going to be. The resident stated the AP placed the gait too tight on her breasts,
and when she told him it hurt, he told her that is how it is going to be. The resident stated the
AP was mean and rude. The resident stated the AP hurt her neck from throwing her in bed, and
she went to see a chiropractor.

During an interview, the AP denied performing rough cares with the resident. The AP stated the
resident preferred the gait belt placed below her breasts, and if it was ever too tight, he
loosened it to her comfort preference immediately. The AP stated the resident was not a
reliable reporter due to occasional confusion.

In conclusion, the Minnesota Department of Health determined abuse was inconclusive.

Inconclusive: Minnesota Statutes, section 626.5572, Subdivision 11.
"Inconclusive” means there is less than a preponderance of evidence to show that
maltreatment did or did not occur.

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;

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

Action taken by facility:
The facility investigated the allegation. The AP is no longer working shifts at the facility.

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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