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Initial Investigation Allegation(s):
The facility neglected the resident when staff failed to provide the resident supervision. While
the resident was out in the community the resident stole a knife, self-inflicted a wound, and

required 12 stiches.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was not substantiated. The resident
was assessed as safe unsupervised in the community four hours a day. The facility staff followed
the care planned interventions for room searches for sharp objects however, despite the
searches and during the unsupervised time, the resident obtained a pocketknife and cut his left
forearm requiring stiches to close the wound.

The investigator conducted interviews with facility staff members, including administrative
staff. The investigation included review of the resident records, facility internal investigation,
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and incident reports. Also, the investigator observed the resident and the facility’s locked
storage of sharp items.

The resident resided in an assisted living facility. The resident’s diagnoses included
schizophrenia, traumatic brain injury, and self-injurious behaviors. The resident’s care plan
included random room checks for removal of items that posed a possible threat to the resident.
The resident was allowed four hours of unsupervised time in the community which were used
to walk to the park or to stores. The resident’s possession restriction plan indicated the resident
was not to have sharp items in his room due to a history of self-injury. The resident was alert
and oriented with delusional ideation.

The facility internal investigation indicated the day of incident the resident had eaten and
walked to his room. Ten minutes later, staff heard a noise. The resident came out of his room
and told staff he had cut himself. The resident said, “see | have cut myself | can now get my
medication because | have cancer; they are going to give me what | want now.” The resident
was calm during the interaction. Staff provided first aid and called 911. The resident said he
used a pocketknife stolen from the tobacco store the day before and hid it inside his pillowcase
and inside the belt area of his pants. The police removed the pocketknife, and emergency
medical services transported the resident to the hospital.

Staff on shift and staff on prior shifts were interviewed. Staff reported there were no changes in
the resident’s daily routine. Staff did a room search prior to the resident’s return from the
hospital. No other knives or sharp objects were found. The resident said he cut himself due to a
bet and then said he cut himself because he wanted medications his providers refused to
prescribe him. The resident returned to the facility from the hospital after receiving 12 stiches.

During an interview, leadership stated due the resident’s history of self-injurious behaviors prior
to admission to the facility, the resident had a possession of sharp objects restrictions. The day
of the incident the resident was calm, relaxed, and did not display behaviors that staff could
have anticipated the resident would self-inflict an injury or that he had a pocketknife. The
resident had just eaten and went to his room. About 10 minutes later, the resident came out of
his room and showed staff the cut on his left forearm. Staff provided first aid and called 911.
The resident had conflicting accounts as to how he obtained the pocketknife. The resident said
during the unsupervised time in the community, he stole the pocketknife from a tobacco store
and also said he had found the knife while walking outside. The resident said he hid the knife in
his belt area of his pants. Leadership stated the resident had no other incidents of self-inflicted
injury at the facility. Sharp items were not accessible to the resident. The facility conducted
ongoing room searches on all the residents prior to the incident and continued to conduct room
searches for sharp objects or objects that could be used for harm after the incident. Items
found were removed and put in the facility locked storage area.

During an interview, the resident stated staff checked on him, were available if he needed
assistance, and conducted room checks for sharp items.
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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.

(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: No. Responsible for self.
Alleged Perpetrator interviewed: No.

Action taken by facility:
The facility staff provided first aid and called emergency medical services. After the incident, the

facility conducted an immediate room search, conducted an internal investigation, conducted
an assessment, and added additional interventions.

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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