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Finding: Substantiated, individual responsibility

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.

Allegation(s):
It is alleged: the alleged perpetrator (AP) abused the client when he yelled and raised his fist
towards the client.

Investigative Findings and Conclusion:

Emotional abuse was substantiated. The AP was upset that the client stated he was going to
report him to management and responded in a manner that was threatening, harassing, and
humiliating when the AP raised his fist and yelled at the client (who is a paraplegic) to get up
and do something about it.

The investigation included interviews with facility staff, including administrative staff, nursing
staff, unlicensed staff, and a case worker. The investigation included a review of the client’s

medical record, facility policies, procedures, incident reports and facility internal investigation.

The client’s medical diagnoses included incomplete injury of spinal cord, quadriplegia, and
chronic pain syndrome. The client received comprehensive home care services for medication
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management, personal cares including weekly bathing assistance, dressing assistance,
repositioning, catheter care, behavior management, two person assisted transfers, meal setup,
and housekeeping.

One night, the AP and another staff member used a mechanical lift to transfer the client to bed.
The client did not like the way the AP was handling him or the lift. The client and the AP argued
about the proper way to use the lift. The client said that he was going to report the AP to
management. The AP heard this and approached the client with verbal aggression and
threatening behavior by getting close to his face and raising his fist. The other staff member
physically removed the AP from the room.

Review of internal investigation notes indicated the client reported to management the AP was
upset that ULP #1 asked him to help get him to bed. The client reported that he argued with the
AP about how to position him in bed. After the client was in bed, the AP left the room, and the
client stated he was going to report him. The AP overheard this and came back into the room,
yelling at the client. The client said the AP came up to his bed, had his right hand on the side rail
and his left hand in the air clenched in a fist. The client demonstrated to management that the
AP’s fist was approximately 12 inches above the client’s chest. The client reported that if he was
in his wheelchair, he would be able to protect himself, however, because he was in bed there
was nothing he could do. ULP #1 reported that when the client told the AP to get out of his
room, the AP yelled at the client to “get up and do something about it, oh wait you can’t.”

During an interview, the client stated that during the night shift ULP #1 and the AP were
arguing when ULP #1 asked the AP for help to get him to bed. The AP responded by saying he
was not going to help. The client stated the AP did come in and help with the mechanical lift,
but he did not know how to use it. The client stated the AP was getting upset with ULP #1
because she was telling him how to maneuver the lift. The client stated the AP was upset when
he took the lift out of the room. The client then asked ULP #1 who was that guy because | am
going to talk to management, and it is going to be his last day. The client stated the AP came
into the room and yelled at him that he heard that, puffed up his chest, and clenched his fist.
The client stated he told the AP he did not want his help because of his attitude. The client
stated he kept repeating to the AP to shut up and get out of his room.

During an interview, ULP #1 stated she and the AP were assisting the client to bed and the
client did not like how the AP was handling him or the mechanical lift. ULP #1 stated the AP and
the client started to argue, and she told the AP not to do this and told him to leave the room.
The AP took the lift out of the room at which time the client asked ULP #1 the AP’s name
because he did not want the AP working with him anymore. The AP heard this comment and
returned to the room and yelled “what are you saying why don’t you say it to my face like a real
man?” ULP #1 stated the client responded by saying he did not want to talk to AP. ULP #1
stated the AP then said, “why do you have to talk behind me like a bitch?” ULP #1 stated she
told the AP you should not talk to the resident that way. ULP #1 stated the AP walked up to the
bed and got close to the client’s face, to which the client told the AP repeatedly to get the hell
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out of his room. The AP said, “come make me if you can get up.” ULP #1 confirmed to the
investigator that the AP raised a fist at the client. ULP #1 stated the AP was getting too close to
the client, and she had to push AP to get him to leave.

During an interview, the AP stated the client had a preference on how to use the mechanical
lift, but he had used a lift for ten years. The AP stated the client does not tell you what he
wants, and then gets mad. The AP stated his response to the client being upset was that he
kept quiet and left the room. Then he heard the client say, this is his last day working in this
place ever. The AP stated he responded by asking the client if he did something wrong and he
was trying to help the client. The AP stated the client tries to get people fired. The AP stated the
client prefers only females to help him. The AP stated his behavior was appropriate, he did not
raise his voice and that he was just standing his ground, he did not threaten the client, and he
did not use inappropriate language.

In conclusion, emotional abuse was substantiated.

Abuse: Minnesota Statutes section 626.5572, subdivision 2

"Abuse" means:

(a) An act against a vulnerable adult that constitutes a violation of, an attempt to violate, or
aiding and abetting a violation of:

(1) assault in the first through fifth degrees as defined in sections 609.221 to 609.224;

(2) the use of drugs to injure or facilitate crime as defined in section 609.235;

(3) the solicitation, inducement, and promotion of prostitution as defined in section 609.322;
and

(4) criminal sexual conduct in the first through fifth degrees as defined in sections 609.342 to
609.3451.

A violation includes any action that meets the elements of the crime, regardless of whether
there is a criminal proceeding or conviction.

(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:

(1) hitting, slapping, kicking, pinching, biting, or corporal punishment of a vulnerable adult;
(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;

Vulnerable Adult interviewed: Yes.
Family/Responsible Party interviewed: No, the client was his own decision maker.
Alleged Perpetrator interviewed: Yes.

Action taken by facility:
The alleged perpetrator was from a nursing agency and the facility will not employee the AP in
the future.
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Action taken by the Minnesota Department of Health:

The facility was issued a correction order regarding the vulnerable adult’s right to be free from
maltreatment.

The responsible party will be notified of their right to appeal the maltreatment finding. If the
maltreatment is substantiated against an identified employee, this report will be submitted to
the nurse aide registry for possible inclusion of the finding on the abuse registry and/or to the
Minnesota Department of Human Services for possible disqualification in accordance with the
provisions of the background study requirements under Minnesota 245C.

CC: The Office of Ombudsman for Long-Term Care
Hennepin County Attorney
Eden Prairie City Attorney
Hennepin County Police Department
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review, the facility failed to ensure one of one Please refer to the public maltreatment
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maltreatment. C1 was abused. of this tag.

Findings include:

On June 11, 2021, the Minnesota Department of
Health (MDH) issued a determination that abuse
occurred, and that the facility/an individual staff
person was responsible for the maltreatment, in
connection with incidents which occurred at the
facility. The MDH concluded there was a
preponderance of evidence that maltreatment
occurred.
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