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Finding: Substantiated, facility and individual responsibility
Nature of Visit:
An unannounced visit was conducted to investigate 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 client was abused when, in an attempt to prevent discharge, the alleged
perpetrator (AP) threatened the client to not allow his pet to move with the client to another
facility.
Investigative Findings and Conclusion:
Abuse was substantiated. The original alleged perpetrator (AP #1) is responsible for abuse. AP
#1 treated the client in a manner which was harassing and threatening when she repeatedly
told the client she would not allow him to take his cat with him if he left the facility.
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As a result of the investigation, abuse is also substantiated in relation to two another incidents.
AP# 2 is responsible for abuse. The allegation that AP #2 pushed the client, grabbed the client’s
wrist, and called the client a derogatory name is inconclusive.
AP #3 is also responsible for abuse. AP #3 hit the client with a frying pan, threatened to kill the
client’s cat, and also called him a derogatory name.
The investigation included interviews with facility staff, former facility staff, and the client’s
support and care team in the community, i.e., therapists, crisis intervention workers, mental
practitioners, and case managers. Client records, incident reports, and facility policies and
procedures were reviewed. In addition, law enforcement was contacted, and reviews of police
reports and interviews with police were conducted. The client’s guardian removed him from
the facility prior to the onsite investigation due to suspected maltreatment at the facility.
The client received comprehensive home care for diagnoses that included Parkinson’s disease
and anxiety. The client required assistance with medication management, bathing, shaving,
incontinence care, behavior re‐direction, and camera monitoring, according to a care plan.
The client was interviewed and said AP #2 tripped him, pushed him down, and grabbed him on
the wrist while she called him an asshole and threatened to kill his cat because he would not go
back to his room during an argument he was having with another client. The evidence is
inconclusive as to whether this allegation occurred.
The client said AP #3 hit him on the back head with a frying pan while she also called him an
asshole and threatened to kill his cat. The client said he reported the incident to AP #1 and
requested to go to the hospital, as he was having recurring headaches. However, AP #1 refused
to allow him to go to the hospital. The preponderance of the evidence shows that AP#3 did
strike the client in the back; however, the instrumentality is unclear.
The client said AP #1 gave him his cat when he moved in. He said AP #1 frequently threatened
to take away his cat and kill the cat if he reported abuse to the State or to the police. He said
AP #1 would say the cat was the facility cat and not his. He said he wanted to move out of the
facility several times due to the maltreatment, but each time he threatened to move, AP #1
would make threats about the cat and tell him he would not be allowed to take his cat if he
moved. He said AP #1 would also threaten to kill his cat after he moved. The client said he felt
like he was a hostage as a result of AP #1’s threats. The client said he would lie to adult
protection investigators and his community care team out of fear of retaliation from AP #1. He
said he was upset about moving when his guardian came to move him because he knew AP #1
would not let him take his cat. He became suicidal due to the fear and stress about his cat. The
client said he is glad to be out of the facility and no longer suffering abuse, but he is devastated
without his cat since AP #1 would not allow him to take his cat. The client appeared to be in
emotional distress as he retold his story during the interview.
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Interviews with the client’s support and care team members from the community, and review
of the Minnesota Adult Abuse Reporting Center reports confirmed the client’s reports of
threatening and manipulative behaviors by staff members. Independent individuals Those
interviewed all indicated they believed the client was more likely than not abused by AP #1, AP
#2, and AP #3, in addition to several other staff members they could not name. Independent
individuals Those interviewed indicated the client’s cat was his, and AP #1 used the cat as a
manipulation tool to prevent the client from reporting issues or from moving out. Independent
individualsThose interviewed indicated they believed the client was hit by AP #2 and AP #3, and
was denied medical care by AP #1 so that individuals outside the facility would not discover
those incidents. The client’s support and care team members indicated the client was recently
hospitalized for suicidal ideation and has not yet returned to his mental health baseline. The
client’s support and care team members indicated the client’s treatment at the facility led to
the recent decline of the client’s health.
The APs were interviewed and denied the allegations.
In conclusion, abuse is substantiated.
Abuse: Minnesota Statutes section 626.5572, subdivision 2:
"Abuse" means:
A violation includes any action that meets the elements of the crime, regardless of whether
there is a criminal proceeding or conviction.
(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;
(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;
(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.
Vulnerable Adult interviewed: Yes
Family/Responsible Party interviewed: Yes
Alleged Perpetrator interviewed: Yes
Action taken by facility:
No action was taken by the facility to prevent further occurrences. Facility leadership failed to
prevent repeated occurrences, and discouraged staff from reporting the incidents.
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cc:
Health Regulation Division – Home Care and Assisted Living Program
The Office of Ombudsman for Long‐Term Care
Aitkin County Sheriff
Hill City Police Department
Aitkin County Attorney
Minnesota Board of Nursing

