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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 a resident when the resident eloped from the facility, consumed alcohol, 
and became intoxicated. Subsequently, the resident was hit by a car and died from injuries 
sustained from the accident.

Investigative Findings and Conclusion:
The Minnesota Department of Health determined neglect was not substantiated. Although the 
incident occurred, physician orders indicated the resident was able to independently leave the 
facility without supervision. The resident had a history of elopements and self-harm attempts 
involving vehicles and the facility worked with the resident’s physician and care team to 
develop harm reduction interventions. 

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator also contacted law enforcement and the 
resident’s case manager. The investigation included review of the resident’s medical record, 
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police reports, hospital records, personnel files, and facility policies and procedures. Also, the 
investigator toured the facility and observed interactions between staff and residents.

The resident resided in an assisted living facility. The resident’s diagnoses included paranoid 
schizophrenia, antisocial personality disorder, and alcohol use disorder. The resident’s care plan
included assistance with medication management, housekeeping, and laundry. The resident’s 
assessment indicated the resident was moderately impaired, required supervision, and had a 
history of elopements.

The resident’s medical record indicated the resident had a long history of struggling with 
sobriety, wandering, and homelessness. The medical record indicated the resident had not lived
in a supportive environment prior to his admission to the facility and had a pattern of quitting 
or walking away from restorative programs aimed at maintaining sobriety. The resident had a 
history of threats of harm-to-self and others. Medical records indicated the resident had a 
history of throwing himself on the road for vehicles to run him over and interventions to 
prevent and redirect this behavior were implemented to support the resident’s safety. 

The resident’s physician’s orders identified the resident was able to leave the facility at any time
without family or staff supervision.

The resident’s progress notes indicated the resident often left the facility, despite staff’s 
attempts at redirection. The facility nurse discussed with the resident the risks of leaving the 
facility, however, the resident was not receptive to this education. Progress notes indicated the 
resident left the facility to panhandle (stop people on the street and ask for food or money) and
used the money to buy alcohol and become intoxicated. When intoxicated, the resident would 
walk to or be taken to the hospital. The hospital would then contact facility staff and have the 
resident transported back to the facility. 

Progress notes indicated the resident left the facility one afternoon to panhandle.

Hospital records from that same day identified the resident was hit by a car going 40 miles per 
hour. The resident sustained significant injuries and was pronounced dead at the hospital. The 
facility was informed of the accident by hospital staff. 

During an interview, a staff member stated the resident had a history of walking out in front of 
cars. The resident told the staff member he had been hit by a vehicle 10 times. The staff 
member stated the resident had approved time alone in the community from his provider, 
however, interventions were in place for the resident when he wanted to leave facility.
Interventions included redirection, contacting 911, and contacting the case manager.

During an interview, the facility nurse stated the resident had been knocked down by a vehicle 
prior to moving into the facility. The nurse stated the resident often left the facility to 
panhandle for money to buy alcohol. The nurse stated interventions to prevent the resident 
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from leaving and getting intoxicated were developed but the resident also was approved to be 
unsupervised and independent in the community. 

During an interview, facility management stated the resident was assessed and safe to be 
independent in the community. Facility management indicated the resident was not open to 
redirection and they kept the resident’s physician and care team updated on the resident’s 
behavior.  

During an interview, the resident’s case manager stated the resident had declined multiple 
opportunities for alcohol abuse treatment and had been involved in several previous accidents 
involving vehicles. The case manager was aware of the resident’s behavior and the resident 
independently leaving the facility to panhandle.  

During an interview, the physician stated the resident’s care team had ongoing conversations 
about the resident’s behavior and safety and the goal was harm reduction. The physician stated 
the facility provided the resident with exceptional care and the resident was at his best when he
lived at the facility because they provided good structure. 

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: No, deceased. 
Family/Responsible Party interviewed: No, contact information not available
Alleged Perpetrator interviewed: NA the 

Action taken by facility: 
The facility attempted to provide education and interventions for the resident as well as a 
structured living arrangement.
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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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