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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), facility staff, neglected the resident when they dragged the
resident by the arms during a seizure causing a dislocated right shoulder. In addition, the AP

failed to assist the resident during an episode of hypoglycemia (low blood sugar.)

Investigative Findings and Conclusion:
The Minnesota Department of Health determined neglect was inconclusive. The AP denied the

resident experienced a seizure and low blood sugar during the shift that she was working. The
resident had varying accounts of the incident.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator also contacted the resident’s health and
wellness therapist. The investigation included review of facility policy and procedures, resident
records to include a list of triggers, signs of escalation, coping interventions, and dissociative

guidelines.
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The resident resided in an assisted living facility. The resident’s diagnoses included psychogenic
seizures (non-epileptic seizure caused by stress, emotions, or psychological issues), anxiety,
depression, intellectual disabilities, and pre-diabetes. The resident’s service plan included
assistance with medication and behavior management. The resident’s assessment indicated the
resident had a history of non-epileptic seizures and staff would support the resident as needed.

The resident reported an event of a seizure to three of her outside health care support workers.
The resident reported that one afternoon she had a seizure in the bathroom. The resident
stated the AP dragged her by both arms to the hallway until the seizure was done. When the
resident recovered, an application on the resident’s phone, notified the resident of a low blood
sugar that the resident also reported to the AP. In one of the reports the resident stated the AP
dragged her to her room and put the resident in a pile of stuffed animals until she recovered.

The resident record indicated during the time of the alleged incident the resident’s blood sugars
were within the normal range and not low.

During an interview, the nurse stated the resident experienced disassociation (mental process
where a person disconnects form their thoughts, feelings, memories, or sense of identity). The
resident did not have a diagnosis of seizures. The nurse stated during the disassociation
episodes, the resident blinked her eye’s, shook one arm or leg, and wrote notes indicating she
could not speak. The nurse stated she was not notified by the AP or the resident that this
incident occurred. The nurse stated all staff members were trained what to do when this
resident displayed seizure like activity, disassociation, and anxiety. The nurse stated staff
members are trained not to physically handle the resident and to contact the nurse for advice
and assistance.

During an interview, the AP stated she did not see the resident have a seizure on the day she
reported it to the support workers. The AP stated that if the resident had a seizure, she would
have called the nurse and an ambulance. The AP stated that on the day in question the resident
did not report having shoulder pain and her blood sugar was within normal limits.

During an interview, the resident stated she had a seizure and the AP dragged her out of the
bathroom and dislocated both shoulders. When she recovered from the seizure, the resident
was in extreme pain and went to a clinic for treatment, however there is no documentation of
the appointment.

In conclusion, the Minnesota Department of Health determined neglect 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.
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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: Yes.
Alleged Perpetrator interviewed: Yes.

Action taken by facility:
No action taken.

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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