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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.

Initial Investigation Allegation(s):

The alleged perpetrators (AP) #1 and AP #2 financially exploited a client when AP #1 was added
as a beneficiary to the client’s bank account and withdrew all funds in the client’s account. AP
#2 removed all the client’s personal belongings including his wallet from his room, after his
death.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined financial exploitation was substantiated. AP
#1 was responsible for the maltreatment. AP #1 was added to the client’s bank account as an
owner and as “payable on death” prior to the client’s death. AP #1 withdrew all $4,412.69 from
the client’s bank account after the client died.

The Minnesota Department of Health determined financial exploitation was not substantiated
against AP #2. AP#2 removed the client’s belongings she had purchased for him (clothing) to
donate after his death. AP #2 gave the client’s neighbor his wallet after his death because the
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neighbor helped manage his finances. There was no evidence AP #2 took money or other
possessions from the client.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted the police and client’s family. The
investigation included a review of client’s medical records, financial institution records, internal

investigation, personnel records, and agency policies.

The client lived at home and received home care services. As the client’s health declined, he
moved to a skilled nursing home and hospice services began. The client’s diagnoses included
heart disease, kidney disease, and diabetes. The client’s service plan included assistance with
wound care, medication management including continuous oxygen, meals, grooming, dressing,
transferring, and housekeeping.

According to the financial institution’s Consumer Account Agreement, AP #1 was added as the
payable on death beneficiary three years before the client died. AP #1 signed the account and
withdrew all funds after the client died.

During an interview, AP #1 said she provided care to the client for years and often outside of
work time. She bought personal items for client, and he reimbursed her. AP #1 denied being a
beneficiary on client’s bank account. AP #1 said she was unaware the client put $4,400 in a bank
with her name on it. The agency educated AP #1 on boundaries and appropriate relationships
between clients and caregivers. She said she took the $4,400 out of the bank after the client
died. AP #1 had medical issues that caused poor judgment. AP #1 returned the money to her
supervisor, but they told her to keep it. She denied having written permission to keep the
money. She said she still had the money.

During an interview, a member of management said the agency provided home care services to
the client for many years. AP #1 worked for the agency and provided care to the client. The
agency found out AP #1 helped the client after working hours. At that time, the agency removed
AP #1 from the client’s care. After the client died, the agency discovered AP #1 was the
beneficiary on the client’s bank account. AP #1 told the agency she was unaware she was listed
as the beneficiary. The client’s family notified the agency that AP #1 withdrew all the money
from the client’s account. The family submitted the bank statements that indicated AP #1
withdrew the money. AP #1 declined to give the money back to the family, so the agency repaid
the family over $4,000. The agency notified law enforcement of the incident. The member of
management said AP #2 removed the client’s belongings from his room after he died. AP #2
removed his wallet and gave it to the neighbor who assisted the client with managing his
finances. AP #2 said she paid for the client’s belongings with her personal money and felt she
was able to give it away after he died. AP #1 and AP #2 no longer work at the agency.

During an interview, a family member said AP #1 provided care to the client in his home. AP #1
was added as the beneficiary to the client’s account. The client’s family member believed the
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client was coerced by AP #1 to add her to his account. AP #1 withdrew $4,412 from his account
after he died. The family member stated they were reimbursed $4,412 by the agency. AP #1
admitted she withdrew the money from client’s account.

During an interview, a nurse said the client received home care services from the agency for
many years. When the client transferred to hospice care at the skilled nursing home, the agency
noticed the client’s medical record had AP #1 listed as the emergency contact. After the agency
identified this, the agency removed AP #1 from his care. The nurse said she addressed boundary
concerns with AP #1. AP #1 verbalized understanding of appropriate boundaries.

AP #1's personal record indicated AP #1 signed and dated education on “Home Care Handling
Patient Finances and Property,” agency code of conduct, one month prior to withdrawing
money from the client’s bank account.

In conclusion, the Minnesota Department of Health determined financial exploitation 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.

Financial exploitation: Minnesota Statutes, section 626.5572, subdivision 9

"Financial exploitation” means:

(b) In the absence of legal authority a person:

(1) willfully uses, withholds, or disposes of funds or property of a vulnerable adult;

(2) obtains for the actor or another the performance of services by a third person for the
wrongful profit or advantage of the actor or another to the detriment of the vulnerable adult;
(3) acquires possession or control of, or an interest in, funds or property of a vulnerable adult
through the use of undue influence, harassment, duress, deception, or fraud; or

(4) forces, compels, coerces, or entices a vulnerable adult against the vulnerable adult's will to
perform services for the profit or advantage of another.

Vulnerable Adult interviewed: No, deceased.
Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: Yes, AP #1. No, AP #2 did not respond to interview requests.

Action taken by facility:
The agency completed an internal investigation and reimbursed family. AP #1 and AP #2 no
longer work for the agency.

Action taken by the Minnesota Department of Health:
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MDH previously investigated the issue during a complaint survey under federal regulations, and
substantiated facility noncompliance. 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 purpose of this investigation was to determine any individual responsibility for alleged
maltreatment under Minn. Stat. 626.557, the Maltreatment of Vulnerable Adults Act.

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
Polk County Attorney
Fosston City Attorney
Fosston Police Department
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