Protecting,

Maintaining and Improving the Health of All Minnesotans

Office of Health Facility Complaints
Investigative Public Report
Report #: HL21006034

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
Revised Date: April 18, 2019
Revised by:
Lindsey Krueger, Interim Director

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 neglected by the facility when the facility failed to provide one‐on‐
one support per the client’s care plan. It is alleged the client was abused by the alleged
perpetrator (AP) when the client was verbally abused and bribed with money and goods to
remain in the facility.
Investigative Findings and Conclusion:
Neglect and aAbuse wasere substantiated. The client was not neglected when the facility failed
to provide one‐to‐one supervision, whichas one‐to‐one supervision was not required per the
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client’s care plan. The allegation of abuse is substantiated. The client was also abused when the
alleged perpetrator (AP) prevented the client from communicating with her care team,when
the AP manipulated the client withthrough bribes and other behavior,and when the AP
screamed in a threatening manner in the client’s face, and forced the client to turn and face the
AP by forcefully turning the client’s shoulders. The ongoing abuseattempts at manipulation
culminated in the client attempting suicide.
The investigation included interviews with facility staff,former facility staff, clients, the client’s
support and care team in the community to include therapists,crisis intervention workers,
mental health practitioners, hospital personnel, and case managers. The client was interviewed
during the first onsite visit to the facility. In addition, reports from the Minnesota Adult Abuse
Reporting Center (MAARC) were reviewed.
The client had diagnoses that included being developmentally disabled,major depressive
disorder, borderline personality disorder, anxiety, and a lengthy history of suicidal ideation. Part
of the client’s A past safety plan included one‐on‐one supervision; however this was not part of
client’s typical care plan.
The client previously had an opportunity to move from the facility.When she provided the
required 30‐day notice, she said she “got in trouble” andbut would not offer any more details
due to it being too traumatic to talk about. She did report to a mental health practitioner that
the AP offered her gifts or money to stay. The client was upset with herself for being
manipulated, stating, “I can’t stop myself from falling for it.”
When investigators were onsite and interviewed the client,she looked down at the floor and
stated, with a flat affect, that the AP is nice to others, and has not bribed or abused her.
The client became increasingly anxious and distraught after the investigations. Documentation
reviewed indicated the client reported to a mental health practitioner,“I lied and told them no
and that I was staying here by my choice.” She reported inner turmoil for lying to the state
investigators, but stated she feared telling the truth because she did not want the AP to find
out. She further expressed anxiety over not wanting to live at the facility,but feared retaliation.
The client said facility staff were not doing one‐on‐one supervision and cares for her, and living
at the facility was causing fear and anxiety for the client.
The client also reported to the mental health practitioner,“[The AP] yells at me a lot." The
client stated the AP would be "screaming and yelling at me and if I try to walk away she yells
more saying that she didn't give permission for me to leave; then she follows me and grabs me
by the shoulder and turns me around. I have to be face to face with her while she yells at me.
She is really angry every day."
The client was recently hospitalized for a mental health crisis,which included a suicide attempt,
and was not able to be interviewed due to her mental health condition,according to hospital
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staff. The client stated to at least one person that she feared the AP would attempt to come to
the hospital to “bully” her.
During interviews with facility staff, former facility staff, family, and the client’s support and
care team, those several interviewed said they believed the client was abused and neglected by
the AP based on their conversations with the client and/or their own observations. ThoseMany
interviewed said facility management prohibited staff from reporting suspected maltreatment
and staff were not allowed to accurately document what happened.
During an interview, the mental health practitioner said this event has causedAP’s and facility
staff’s abuse and manipulation contributed to a significant increase in the client’s mental health
instability. She suffered physical side effects from the suicide attempt,and will require a higher
intensityive mental health residential program going forward.The mental health practitioner
believes what happened to the client was abusive in the way the AP was preying on her
vulnerability; she was abused and neglected.
During an interview, another mental health practitioner said this has had a traumatic effect on
the client and will be very traumatic for months. The mental health practitioner reported she
assisted the client with erasing the phone number and over 180 texts from the AP,which
included client responses of, “I’m not going to say anything. I won’t tell.” The mental health
practitioner said the client has borderline IQ and is very manipulate‐able, and it traumatized the
client to not be able to report issues.
Although some interviewed expressed concern that the client was not receiving required one‐
on‐one services, client’s care plan did not require one‐on‐one services outside the three‐day
period she was under a safety plan. There is insufficient evidence to conclude the client did not
receive the one‐to‐one services during that period. As for other services allegedly not
performed, there is insufficient evidence to conclude the client did not receive services
included in the care plan.
The AP was interviewed and denied the allegations.
In conclusion, abuse isand neglect are substantiated; neglect is not substantiated.
Neglect: Minnesota Statutes, section 626.5572, subdivision 17
"Neglect" means:
(a) The failure or omission by a caregiver to supply a vulnerable adult with care or services,
including but not limited to, food, clothing, shelter, health care, or supervision which is:
(1) reasonable and necessary to obtain or maintain the vulnerable adult's physical or mental
health or safety, considering the physical and mental capacity or dysfunction of the vulnerable
adult; and
(2) which is not the result of an accident or therapeutic conduct.
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(b) The absence or likelihood of absence of care or services,including but not limited to, food,
clothing, shelter, health care, or supervision necessary to maintain the physical and mental
health of the vulnerable adult which a reasonable person would deem essential to obtain or
maintain the vulnerable adult's health, safety, or comfort considering the physical or mental
capacity or dysfunction of the vulnerable adult.
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.A large number of facility
staff actively contributed to manipulation efforts that negatively affected the client.
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