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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 facility neglected a resident when resident #2 punched resident #1.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was not substantiated. While it is
true resident #2 punched resident #1, the facility could not have reasonably anticipated this
event.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted law enforcement. The
investigation included review of facility records, medical records, law enforcement records,
employee records and facility policies.

Both residents resided in an assisted living facility. Resident #1 diagnoses included substance
abuse, post-traumatic stress disorder, depression and anxiety. Resident #1 service plan included
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assistance with medication administration. Resident #1 assessment indicated the resident often
misused alcohol and was independent with all activities of daily living.

Resident #2 diagnoses included post-traumatic stress disorder, and major depression disorder.
Resident #2 service plan included assistance with medication management, bathing, grooming
and food preparation. Resident #2 assessments indicated the resident was able to verbalize his
needs to staff appropriately.

An incident report indicated one day resident #1 and resident #2 were outside the facility on
the facility grounds when a staff member heard them arguing. The document indicated the staff
member went to the area where the residents were and witnessed resident #2 punch and kick
resident #1 in the face. The staff member called for law enforcement immediately as he tried to
separate the two residents.

The same document indicated when police officers arrived, they removed resident #2 from the
area. The facility sent resident #1 to the hospital via ambulance at the same time for evaluation.

During an interview, the facility leadership stated neither resident had any previous behaviors
such as prior to this event to anticipate resident #2 would be aggressive to resident #1.

During an interview, the staff member stated he was making the residents dinner when the two
residents started yelling. The staff member went to the residents immediately, separated the
resident, called 911 and the facility director, who came to the facility immediately. The staff
member stated he was surprised resident #2 hit and kicked resident #1 but did what he could at
the time to keep both residents safe.

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: attempted
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Family/Responsible Party interviewed: not known
Alleged Perpetrator interviewed: Not Applicable

Action taken by facility:
The facility protected the residents from further harm and called the police immediately. The

facility also sought appropriate care for resident #2 and reported the incident to the required
agencies. The residents no longer live at the same 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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