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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 perpetrators (AP) #1 and AP #2 verbally abused the resident by threatening to call
the police and evict the resident from the facility.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined abuse was substantiated. ARP#tand AP#2 was
were responsible for the maltreatment. ARH#l-and-APH#2 Facility staff members attempted to
stop the resident from speaking with a community staff person. At the time the resident was
waiting for the meeting with the community staff, beth-ARPH#l-and AP #2 threatened to call the
police and evict the resident if he did not move away from the door.
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The investigator conducted interviews with facility staff members, including administrative
staffs. The investigation included review of the resident’s records, personnel files, staff
schedules, policies, and procedures.

The resident resided in an assisted living facility. The resident’s diagnoses included generalized
anxiety disorder. The resident’s service plan included assistance with wound care and
medication administration.

One day, the resident was waiting outside a room for a scheduled meeting with a community
staff member conducting field interviews with residents. While he waited, AP #1 approached
and asked him to move away from the door, expressing concern that he was blocking access
and might overhear private conversations. AP #1 reportedly told the resident he could not talk

with the communlty staff member AP—#+te+d—the—Fe54dent—me—eem-ma-mty—sta#d4d—net—want—te

wel-at—ren—te—have—t—lofe—Fe&dent—k-reked-euti AP #2 then threatened to caII the pollce to have the
resident kicked out.

During an interview, the resident stated he wanted to speak with the community staff, so he
requested for an interview and waited outside her door. He said AP #1 was unaware he had an
arrangement with the community staff, so she asked him to move away from the door. When
he refused, AP #1 went to get AP #2,-and-togethertheymoved-hisscooterd5—20-feetaway
from-where-he-had-beenwaiting. He stated they told him he would receive a lease violation,

and they would call the police and kick him out of the facility if he did not move away from the
door.

During an interview, the community staff member stated the resident had requested a meeting
with her, so she asked him to wait outside the room while she prepared. She said she was
standing about one foot inside the door, while the resident was about one foot outside. She
clearly heard AP #1 holler at the resident and threaten to call the police, falsely telling him the
community staff member did not want to speak with him and he would be evicted if he did not
comply. She also reported hearing a different voice, identified as AP #2 saying they would call
the police if necessary and asking the resident if he wanted to be evicted from the facility. She
said AP #1 and AP #2 were unaware she was in the room, and as soon as she opened the door,
both of them left quickly.

During an interview, AP #1 stated the resident had parked his scooter outside the door, and she
was concerned the community staff member would not be able to open the door, so she asked
him to move away from the room. Additionally, she did not want him to overhear the
conversation taking place inside. She said the resident refused to move, so she asked AP #2 for
help in persuading him. She stated she did not threaten to call the police or evict him from the
facility.
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During an interview, AP #2 stated the community staff member was in the private dining room
with the door closed. The resident had parked his scooter close to the door, which could have
prevented them from opening it when they were ready to leave. She said she heard AP #1 ask
the resident to move, but he began raising his voice, so she stepped in. AP #2 told him the staff
knew he wanted to talk with them and they would call him when it was his turn. She told him
he needed to move because the person inside the room had the same right to confidentiality as
he did. She said when he refused to move, they left him alone. She also stated she did not hear
AP #1 threaten to call the police or evict him from the facility, and she herself did not say
anything like that to him either.

In conclusion, the Minnesota Department of Health determined abuse was substantiated.

Substantiated: Minnesota Statutes, section 626.5572, Subdivision 19.
“Substantiated” means a preponderance of evidence shows that an act that meets the
definition of maltreatment occurred.

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; or

(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 unless
authorized under applicable licensing requirements or Minnesota Rules, chapter 9544,

(c) Any sexual contact or penetration as defined in section 609.341, between a facility staff
person or a person providing services in the facility and a resident, patient, or client of that
facility.
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(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.

Vulnerable Adult interviewed: Yes.
Family/Responsible Party interviewed: Not Applicable.

Alleged Perpetrator interviewed: Yes.

Action taken by facility:
No action taken.

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.

To view a copy of the Statement of Deficiencies and/or correction orders, please visit:

https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html

You may also call 651-201-4200 to receive a copy via mail or email.

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
The Office of Ombudsman for Mental Health and Developmental Disabilities
Sherburne County Attorney
Saint Cloud City Attorney
Saint Cloud Police Department
Board of Executives for Long-Term Services and Supports
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sexual, and emotional abuse; neglect; financial
exploitation; and all forms of maltreatment
covered under the Vulnerable Adults Act.

This MN Requirement is not met as evidenced
by:

The facility failed to ensure one of one resident
reviewed (R1) was free from maltreatment.

Findings include:

The Minnesota Department of Health (MDH)
issued a determination maltreatment occurred,
and individual persons were responsible for the
maltreatment, in connection with incidents which
occurred at the facility. Please refer to the public
maltreatment report for details.

No plan of correction is required for this
tag.
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