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Date Concluded: January 4, 2019
Date of Visit: November 6, 7, 8, 19, 20, and
21, 2018

Name, Address, and County of Facility
Investigated:
Chappy’s Golden Shores
540 Park Avenue
Hill City, MN 55748
Aitkin County

Name, Address, and County of Housing with
Services Registration:
Chappy’s Golden Shores
540 Park Avenue
Hill City, MN 55748
Aitkin County

Facility Type: Home Care Provider

Investigator’s Name:
Darin Hatch, Special Investigator Senior
Amy Hyers, RN, Special Investigator

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 by the alleged perpetrators (APs) when the APs verbally
abused, threatened, and prevented the client from using his phone to call 911.
Investigative Findings and Conclusion:
Abuse was substantiated. The facility and the alleged perpetrator were responsible for the
maltreatment. AP #1 and AP #2 repeatedly treated the client in a manner that was harassing,
threatening, and demeaning, including interfering with his ability and right to summon help via
911.
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
health practitioners, and case managers. Client records and facility policies and procedures
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were reviewed. In addition, law enforcement was contacted and reviews of police reports and
interviews with police were conducted. The client was interviewed during the first onsite visit
to the facility. The client said everything was fine at that time, although the client appeared to
be in duress and seemed reluctant to share anything. Staff also seemed reluctant to allow the
client to interview alone with investigators, attempting to eavesdrop on conversations with the
client. The client was interviewed again during the second onsite visit to the facility. The client
approached investigators and requested to speak immediately. The client again appeared to be
in duress, but said he was no longer afraid to tell the truth no matter what the consequences
were.
The client received comprehensive home care services for diagnoses that included alcoholism,
seizure disorder, and anxiety. The client required assistance with bathing, medication
management, mobility with a wheelchair, and behavior re‐direction according to a care plan.
During the second interview, the client said AP #1 had repeatedly verbally abused him over
many months and encouraged other staff members to do the same. The client said AP #1, AP
#2, and several other unnamed staff members, repeatedly swore at him; made disparaging,
derogatory, humiliating, harassing, threatening comments to him; made threats and gestures to
have him evicted; and took his phone to prevent him from calling 911 or the Minnesota Adult
Abuse Reporting Center. The client said AP #1 bought him the phone, and bought him alcohol,
in efforts to keep him from reporting maltreatment he witnessed at the facility. The client said
AP #1 would later make promises of gifts and alcohol purchases as a way to coerce him to not
report issues. The client said staff were also told by AP #1 to not report suspected
maltreatment to the State or the police.
Interviews with the client’s support and care team members from the community and review of
Minnesota Adult Abuse Reporting Center reports confirmed the client’s reports of suspected
maltreatment and threatening and manipulative behaviors of staff. Those interviewed all
indicated they believed the client was more likely than not abused by the APs and other staff
members. 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 as a
result of the abuse he suffered. The client’s support and care team members indicated the
treatment of the client at the facility led to the recent decline of the client.
AP #1 and AP #2 were interviewed. Both denied the incidents occurred.
In conclusion, abuse is substantiated.
Abuse: Minnesota Statutes section 626.5572, subdivision 2
"Abuse" means:
(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 i njury or emotional
distress including, but not limited to, the following:
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(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.
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