
P r o t e c t i n g , M a i n t a i n i n g a n d I m p r o v i n g t h e H e a l t h o f A l l M i n n e s o t a n s

State Rapid Response Investigative
Public Report
Office of Health Facility Complaints

Maltreatment Report #: HL36107001M
Compliance #: HL36107002C

Date Concluded: January 27, 2023

Name, Address, and County of Licensee
Investigated:
Bella Vie Living LLC
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Facility Type: Assisted Living Facility (ALF) Evaluator’s Name: Nicole Myslicki, RN
Special Investigator

Finding: Inconclusive

Nature of Visit:
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 resident #1 and resident #2 when the AP restricted their
rights to leave the facility, and gaslighted and manipulated them after finding out the residents
wanted to move. Additionally, the facility neglected resident #1 and resident #2 when staff
failed to provide services according to their care plans.

Investigative Findings and Conclusion:
The Minnesota Department of Health determined abuse and neglect were inconclusive. There
was a lack of evidence in this investigation, due in part to the change of ownership which took
place shortly after this incident occurred. Additionally, there was conflicting information
between interviews and facility records.

The investigator conducted interviews with facility staff members, including administrative staff
and unlicensed staff. The investigator contacted law enforcement. The investigation included
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review of the residents’ medical records, the AP’s personnel record, facility incident reports,
and complaints. Also, the investigator observed staff interactions with the residents.

The incident occurred before a change of ownership of the facility took place. Due to this
change of ownership, some documentation was unable to be obtained for the investigation,
including incident reports and grievances. Additionally, the previous owner did not retain
certain documents, including a staff schedule indicating who worked during the timeframe.

The residents resided in an assisted living facility. At the time of the onsite visit, both resident’s
still lived at the facility.

Resident #1’s diagnoses included high blood pressure and sleep apnea. Resident #1’s care plan
included assistance with medication administration, applying and removing his mask for sleep
apnea, and homemaking. Resident #1’s assessment identified resident #1 as susceptible to
abuse by others in the home environment and unable to report abuse or neglect concerns.

Resident #2’s diagnoses included weakness on one side of the body and traumatic brain injury.
Resident #2’s care plan included assistance with medication administration, homemaking, and
activities of daily living as needed. Resident #2’s assessment identified resident #2 as
susceptible to abuse by others in the home environment and unable to report abuse or neglect
concerns.

Facility meeting notes indicated the AP and licensed assisted living director #1 met with
residents #1 and #2 multiple times to address their concerns. This document included the
concerns, follow up, and how the concerns were rectified. The residents had concerns
regarding shower assistance and liquid medication. Both residents had concerns regarding
clothing and laundry, size of their refrigerator, and staff issues. The facility addressed these
concerns in various ways including offering showers to resident #1 daily, increase frequency of
showers for resident #2, working with the pharmacy and provider for changing over as many
medications to liquid form as possible, purchasing new clothing items, shoes, coats, and
blankets for both residents, buying the residents a larger refrigerator for their room, replacing
hallway lights with brighter bulbs, disciplining staff, and removing staff as needed.

During an interview, the licensed assisted living director #1 stated the residents had many
concerns with their care in general. The facility fired staff, changed staff schedules, and moved
staff to and from different facility locations to try to please the residents. He and the AP also
held multiple conferences with the residents to go over concerns, and many of them were
addressed. He and the AP would also have staff check in on the residents almost daily to ask
them if they had any new concerns, so they could make sure concerns were addressed.
Licensed assisted living director #1 stated the facility or a staff member never restricted the
resi dent s to le ave the faci lity or have vi si tors.
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During an interview, the AP stated he and licensed assisted living director #1 were both licensed
assisted living directors and oversaw the facility equally. Sometimes, however, the two
residents would dislike one or the other more, which had been the case during the time of this
incident. The two residents wanted to find another living facility. The AP tried to encourage the
residents to stay and did things to make them as happy and as comfortable as possible,
including buying a refrigerator for them and fixing whatever the residents stated needed fixing.
Soon, the residents stated they felt like they were being manipulated by the AP, so the AP
reduced his time at the facility. The AP asked licensed assisted living director #1 interact with
the residents more during this time, so the residents would not feel like they were being
manipulated by him into staying at the facility. The AP stated he did not refuse entry when
someone came to assess the residents. He had not been told anyone was coming from another
facility to assess the residents, so he instructed the nurse to have their manager call him first.

During an interview, resident #1 stated his and resident #2’s mental states worsened after
coming to live at the facility.

During an interview, resident #2 stated the AP did not allow resident #1 to go on walks for two
to three weeks. Resident #2 also stated the AP denied entry to another facility’s nurse for an
assessment, but the nurse came back two or three days later to complete the assessments.

In conclusion, the Minnesota Department of Health determined abuse and neglect were
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:
(2) use of repeated or malicious oral, written, or gestured language toward a vulnerable adult
or the treatment of a vulnerable adult which would be considered by a reasonable person to be
disparaging, derogatory, humiliating, harassing, or threatening;
(3) use of any aversive or deprivation procedure, unreasonable confinement, or involuntary
seclusion, including the forced separation of the vulnerable adult from other persons against
the will of the vulnerable adult or the legal representative of the vulnerable adult; and
(4) use of any aversive or deprivation procedures for persons with developmental disabilities or
related conditions not authorized under section 245.825.
(d) The act of forcing, compelling, coercing, or enticing a vulnerable adult against the vulnerable
adult's will to perform services for the advantage of another.
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Neglect: Minnesota Statutes, section 626.5572, subdivision 17
"Neglect" means:
(a) 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. Residents are their own responsible parties and
each other’s significant others.
Alleged Perpetrator interviewed: Yes.

Action taken by facility:
The facility had been holding conferences with the residents. The AP limited his time at the
facility prior to the change of ownership.

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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