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Name, Address, and County of Facility
Investigated:
Moses Residence
220 17th Street Northwest
Grand Rapids, MN 55744
Itasca County

Name, Address, and County of Housing with
Services Registration:
Accessible Space Inc.
2550 University Avenue West #330N
Saint Paul, MN 55114
Ramsey County

Facility Type: Home Care Provider

Investigator’s Name: Rhylee Gilb, 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 that a client was abused when the alleged perpetrator gave the client a retaliatory
cold shower.
Investigative Findings and Conclusion:
Abuse was substantiated. The facility and the alleged perpetrator (AP) were responsible for the
maltreatment. The AP gave client #1 a cold shower in retaliation for being uncooperative. On a
separate occasion, facility staff witnessed emotional abuse of a second client (client #2) by the
AP and reported the abuse to management; however, the allegation was not investigated.
The investigation included interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. In addition, the investigator conducted client interviews and
completed a facility tour. The investigation also included review of client records, incident
reports, personnel file and policies related to vulnerable adult reporting and employee conduct.
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Client #1’s diagnoses included traumatic brain injury. Client #1’s vulnerabilities included
difficulty communicating and an inability to report abuse. Client #1’s service plan indicated he
required assistance with bathing every morning and transfer assistance of one person. Client #1
had little to no participation with cares, decreased muscular coordination, and unstable
movements.
The morning of the incident, resident aide #1 was responsible for client #1’s shower. Resident
aide #2 took another client to an appointment and left the facility, so the AP took over client
#1’s shower and resident aide #1 assisted with a different client’s shower simultaneously. The
facility’s two shower rooms were located next to each other. A wall separated the two showers.
During the shower, resident aide #1 heard the AP threaten client #1. Resident aide #1 heard
the AP state, “This is what happens when you are defiant!” and the AP told client #1 she was
going to turn on the cold water.
During an interview, resident aide #1 stated she heard the shower water change after the AP’s
threat and heard client #1 yell out in pain or discomfort. Resident aide #1 said she was unable
to leave her client alone, but when she was done she checked on client #1, who was still in the
shower room. She stated client #1 looked visibly agitated. She stated the AP told her that is
what he gets for acting like an asshole. Resident aide #1 stated client #1 required full assistance
in the shower, including staff turning the water on for him. Resident aide #1 stated hearing the
incident was hard because she knew client #1 could not prevent, stop, or verbally report it.
Resident aide #1 said, “It made me sick to my stomach.”
An interview was attempted with client #1; however, he was unable to verbally communicate
and made a hum noise to any questions asked. Client #1 was unable to nod or blink in response
when asked yes/no questions.
Client #1’s family member declined an interview; however, she stated if a person cannot speak
for themselves, then they have to rely on the people taking care of them. She stated what the
AP did was wrong. The family member stated there are other ways to handle behaviors, and
she was glad the AP no longer worked at the facility.
During the investigation, it was discovered that the AP was involved in incidents of emotional
abuse towards client #2 prior to the incident with client #1.
Client #2’s diagnoses included encephalitis (fluid in the brain). Client #2’s service plan indicated
she required assistance with bathing, dressing, and grooming. Client #2’s vulnerabilities
included difficulty communicating, limited decision making, not competent with plan of care,
and at risk for mental exploitation. Client #2 was independent with ambulation and wandered
throughout the facility.
During interviews with staff members, the lead resident aide stated she told the AP she was
rude when the AP raised her voice to client #2 and said, “stop staring at me.” Resident aide #1
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stated she had an issue with the way the AP treated client #2. Resident aide #1 stated the AP
antagonized, mocked, and yelled at client #2 frequently. The AP cursed at client #2 and
threatened, “you can go fucking stay in your room for the day,” and raised her first at client #2.
Resident aide #1 said the AP acted like she was about to punch client #2 and stood in a
threatening posture towards her. As a result, resident aide #1 stated client #2 swore, slammed
doors, and was upset. Resident aide #1 stated client #2 had those behaviors most often when
the AP worked. She stated she reported the AP’s conduct to the site supervisor.
During an interview, another client (client #3) stated the AP treated client #2 badly. Client #3
stated the AP raised her voice and used the “F word” towards client #2 every time she worked.
Client #3 stated client #2 responded by yelling back at the AP. Client #3 stated he felt scared
and was afraid the AP would do that to him.
An interview was attempted with client #2; however, client #2 was unable to be interviewed
due to cognitive deficits and could not answer questions appropriately.
During an interview with client #2’s guardian, she stated the facility failed to inform her of the
incidents regarding the AP. However, a couple of months after the alleged incidents, staff
reported client #2 began to defecate in the garbage. The guardian stated the incidents would
be devastating for client #2 because she cannot advocate for herself. The guardian stated she
was upset to hear about the incidents.
During an interview, the site supervisor stated she reminded the AP to not worry about client
#2 staring at her. However, the site supervisor stated the AP was not disciplined for her conduct
with client #2 (which occurred prior to the incident with client #1) because the AP did not act in
that manner when she was present.
During an interview, the AP stated client #1 rarely yelled out during showers and normally liked
a shower. The AP stated she did not give client #1 a cold shower. The AP said the site supervisor
talked with her about redirecting client #2, and she changed her behavior. The AP stated she
did not swear, yell, or threaten client #2.
The facility retrained staff regarding maltreatment reporting.
In conclusion, abuse was substantiated.
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:
(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:
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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
Vulnerable Adult interviewed: Yes, attempted.
Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: Yes.
Action taken by facility:
After client #1’s incident, the AP was suspended. The AP no longer works for the facility. The
facility retrained other staff members regarding maltreatment reporting.
Action taken by the Minnesota Department of Health:
The facility was found to be in noncompliance with investigation of complaints, maltreatment
and service plans.
To view a copy of the Statement of Deficiencies and/or correction orders, please visit:
http://www.health.state.mn.us/divs/fpc/directory/surveyapp/provcompselect.cfm, or call 651‐
201‐4890 to be provided a copy via mail or email. If you are viewing this report on the MDH
website, please see the attached Statement of Deficiencies.
The responsible party will be notified of their right to appeal the maltreatment finding.

cc:

Health Regulation Division – Home Care and Assisted Living Program
The Office of Ombudsman for Long‐Term Care
Itasca County Attorney
Grand Rapids City Attorney
Grand Rapids Police Department
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******ATTENTION******

Minnesota Department of Health is
documenting the State Licensing
Correction Orders using federal software.
Tag numbers have been assigned to
Minnesota State Statutes for Home Care
Providers. The assigned tag number
appears in the far left column entitled "ID
Prefix Tag." The state Statute number and
the corresponding text of the state Statute
out of compliance is listed in the
"Summary Statement of Deficiencies"
column. This column also includes the
findings which are in violation of the state
requirement after the statement, "This
Minnesota requirement is not met as
evidenced by." Following the surveyors '
findings is the Time Period for Correction.

HOME CARE PROVIDER LICENSING
CORRECTION ORDER
In accordance with Minnesota Statutes, section
144A.43 to 144A.482, this correction order(s) has
been issued pursuant to a survey.
Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.
INITIAL COMMENTS:

PLEASE DISREGARD THE HEADING
OF THE FOURTH COLUMN WHICH
STATES,"PROVIDER ' S PLAN OF
CORRECTION." THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS
WILL APPEAR ON EACH PAGE.

On January 9, 2019, a complaint investigation
was initiated to investigate complaint
#HL24379014. The following correction orders
are issued.

THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144A.474
SUBDIVISION 11 (b)(1)(2)
0 325 144A.44, Subd. 1(14) Free From Maltreatment
SS=H

0 325

Subdivision 1. Statement of rights. A person who
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM

6899

TITLE

NUZM11

(X6) DATE

If continuation sheet 1 of 13

PRINTED: 01/31/2019
FORM APPROVED

Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

A. BUILDING: ______________________
B. WING _____________________________

H24379
NAME
OF PROVIDER
OR SUPPLIER
ACCESSIBLE
SPACE
INC ASI NORTH

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

C
01/16/2019

STREET ADDRESS, CITY, STATE, ZIP CODE

2550 UNIVERSITY AVE W STE 330N
SAINT PAUL, MN 55114
(X4) ID
PREFIX
TAG

SUMMARY STATEMENTOF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

0 325 Continued From page 1

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSSREFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

0 325

receives home care services has these rights:
(14) the right to be free from physical and verbal
abuse, neglect, financial exploitation, and all
forms
of maltreatment covered under the Vulnerable
Adults Act and the Maltreatment of Minors Act;
This MN Requirement is not met as evidenced
by:
Based on interview and document review, the
licensee failed to maintain freedom from
maltreatment for 2 of 7 clients (C1, C2) reviewed.
A staff member gave C1 a cold shower in
retaliation for being uncooperative. The same
staff member threatened physical harm and
isolation towards C2, as well as emotional abuse
by yelling at C2 on a frequent basis.
This practice resulted in a level three violation (a
violation that harmed a client's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death), and was
issued at a pattern scope (when more than a
limited number of clients are affected, more than
a limited number of staff are involved, or the
situation has occurred repeatedly but is not found
to be pervasive).
The findings include:
C1's medical record was reviewed. C1's
diagnoses included traumatic brain injury. C1's
record lacked a current service plan. C1's
planned services, updated October 2, 2018,
included bathing assistance every morning and
transfer assistance of one person.
C1's 90 day assessment dated July 5, 2018,
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indicated C1 required full assistance with hygiene
and grooming from staff with little to no
participation from self. C1 had decreased
muscular coordination and jerking with unstable
movements. C1's vulnerabilities included difficulty
communicating and may not be able to report
abuse.
An incident report dated September 25, 2018,
dictated on September 20, 2018, indicated
resident assistant (RA)D overheard RAF
threaten C1 that he was going to get a cold
shower. After C1's shower, RAF told RAD that
C1 was "being a brat so she gave him a cold
shower." RAF was removed from the scheduled
on September 25, 2018 and ended employment
on October 1, 2018.
During an interview on January 9, 2019, at 2:02
p.m., RAD stated there were three total RAs
working during the morning shift. RAD was
responsible for C1's shower. RAD placed C1 on
the toilet in the shower room; however, RAE had
to leave the facility to take another client to an
appointment. RAD had RAF assume the
shower cares for C1, and RAD took over shower
cares for another client. RAD stated the two
shower rooms were next to one another and
separated by a wall. RAD stated she overheard
C1 raise his voice and RAF made a comment
about this is what happens when you are defiant
and I am going to turn on the cold water. RAD
stated she heard the shower change and heard
C1 yell out in pain or discomfort. RAD stated she
was unable to leave her client alone, therefore,
when she was done, RAF also finished C1's
shower. RAF told RAD he got a cold shower,
that is what he gets for acting like an "asshole".
RAD stated she then checked on C1, who was
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still in the shower room, and stated C1 looked
visibly agitated. RAD stated C1 required full
assistance in the shower and required staff to
turn on and start the water for him. RAD stated
hearing the incident was hard because she knew
C1 could not prevent, stop or verbally report it.
RAD stated "it made me sick to my stomach."
During an interview on January 9, 2019 at 2:34
p.m., site supervisor (SS)A stated C1's family
member was notified of the incident. SSA stated
RAF did not seem too concerned when she was
told she would be removed from the schedule.
After meetings with human resources, RAF's
employment ended. SSA stated with C1's brain
injury, he is not a good historian.
On January 9, 2019 at 3:00 p.m., an interview
was attempted with C1. C1 was unable to
verbally communicate and made a hum noise to
any questions answered. C1 was unable to nod
to yes/no questions or blink to yes/no questions.
C2's medical record was reviewed. C2's
diagnoses included encephalitis. C2's record
lacked a current service plan. C2's care plan
dated December 31, 2018, included assistance
with bathing, dressing and grooming. C2 was
independent with ambulation. C2's vulnerabilities
included difficulty communicating, limited
decision making, not competent with plan of care,
and at risk for mental exploitation.
During an interview on January 9, 2019 at 1:40
p.m., RAC stated sometimes she had to "get
after" RAF for being rude. RAF was rude to C2
and RAF raised her voice to C2 saying "stop
staring at me".
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During an interview on January 9, 2019, at 2:02
p.m., RAD stated she had an issue with the way
RAF treated clients. RAD stated RAF
antagonized and mocked the way C2 walked and
talked. In addition, RAD stated RAF yelled at
C2 frequently. RAD stated she heard RAF
curse at C2 and said "you can go fucking stay in
your room for the day" and raised her fist at C2.
RAD stated RAF acted like she was about to
punch C2 and had a threatening posture toward
her (stood, leaning over C2). As a result, RAD
stated C2 would swear, slam doors and was
upset, which most often occurred when RAF
worked. RAD stated she reported RAF's
behavior to SSA.
On January 9, 2019 at 2:58 p.m., an interview
was attempted with C2. C2 was unable to be
interviewed due to cognitive deficits and could
not answer questions appropriately. C2 walked
independently. C2 could state "yes" and "no", but
his responses were not appropriate in context of
the questions asked.
During an interview on January 9, 2019 at 3:00
p.m., client #3 (C3) stated he remembered RAF
during her employment. C3 stated RAF treated
C2 badly and raised her voice to C2 and used
the "F word" toward C2 every time RAF worked.
C3 stated C2 responded by yelling back at RAF.
C3 stated he felt scared and was afraid RAF
would do that to him.
The undated license policy titled Code of
Conduct, indicated staff will treat clients with
dignity and respect and will value them as
individuals. Any incident of abuse, neglect or
exploitation of a vulnerable adult should be
reported immediately to a manager or
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appropriate county/state agency.
TIME PERIOD OF CORRECTION: 21 days
0 865 144A.4791, Subd. 9(ae) Service Plan,
SS=C Implementation & Revisions

0 865

Subd. 9. Service plan, implementation, and
revisions to service plan. (a) No later than 14
days
after the initiation of services, a home care
provider shall finalize a current written service
plan.
(b) The service plan and any revisions must
include a signature or other authentication by the
home
care provider and by the client or the client's
representative documenting agreement on the
services to be
provided. The service plan must be revised, if
needed, based on client review or reassessment
under
subdivisions 7 and 8. The provider must provide
information to the client about changes to the
provider's
fee for services and how to contact the Office of
the Ombudsman for LongTerm Care.
(c) The home care provider must implement and
provide all services required by the current
service
plan.
(d) The service plan and revised service plan
must be entered into the client's record, including
notice of a change in a client's fees when
applicable.
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(e) Staff providing home care services must be
informed of the current written service plan.

This MN Requirement is not met as evidenced
by:
Based on interview and document review, the
licensee failed to create and maintain current
service plans for 7 of 7 clients (C1, C2, C3, C4,
C5, C6, C7) reviewed.
This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the client and does not affect
health or safety), and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has potential to affect a large portion or all of
the clients).
The findings include:
During an interview on January 9, 2018 at 11:20
a.m., site supervisor (SS)A stated there were no
signed service plans for all clients. SSA stated
all clients were on county assistance and when
the case managers visited, they signed the
county assessments with the clients. SSA stated
they previously had signed service plans, but
since switching to an electronic system, the
licensee had not completed signed service plans
for the clients.
C1's medical record was reviewed. C1's
diagnoses included traumatic brain injury. C1's
record lacked a current service plan. C1's
planned services, updated October 2, 2018,
included bathing assistance every morning and
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transfer assistance of one person.
C2's medical record was reviewed. C2's record
lacked a current service plan. C2's care plan
dated December 31, 2018, included assistance
with bathing, dressing and grooming. C2 was
independent with ambulation. C2's vulnerabilities
included difficulty communicating, limited
decision making, not competent with plan of care
and at risk for mental exploitation.
C3's medical record was reviewed. C3's record
lacked a current service plan. C3's care plan
dated October 2, 2018, included assistance with
bathing, supervision of grooming, assistance with
mobility and transfers with a mechanical lift.
C4's medical record was reviewed. C4's record
lacked a current service plan. C4's planned
services dated January 9, 2019, included
assistance with bathing, dressing, grooming,
toileting and mobility.
C5's medical record was reviewed. C5's record
lacked a current service plan. C5's planned
services dated January 9, 2019, included
assistance with bathing, toileting, dressing,
grooming and transfers.
C6's medical record was reviewed. C6's record
lacked a current service plan. C6's planned
services dated January 9, 2019, included
assistance with bathing, toileting, dressing,
grooming and transfers.
C7's medical record was reviewed. C7's record
lacked a current service plan. C7's care plan
dated December 31, 2018, included medication
management and set up with reminders to take
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medications.
The licensee policy titled Service Plan dated
November 1, 2013, indicated an individualized
service plan will be developed for each client and
updated according to the MN Home Care
regulations.
TIME PERIOD OF CORRECTION: 21 days
0 880 144A.4791, Subd. 11 Client Complaint and
SS=G Investigative Process

0 880

Subd. 11. Client complaint and investigative
process. (a) The home care provider must have
a
written policy and system for receiving,
investigating, reporting, and attempting to resolve
complaints
from its clients or clients' representatives. The
policy should clearly identify the process by
which clients
may file a complaint or concern about home care
services and an explicit statement that the home
care
provider will not discriminate or retaliate against
a client for expressing concerns or complaints. A
home
care provider must have a process in place to
conduct investigations of complaints made by the
client or
the client's representative about the services in
the client's plan that are or are not being
provided or other items covered in the client's
home care bill of rights. This complaint system
must provide reasonable accommodations for
any special needs of the client or client's
representative if requested.
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(b) The home care provider must document the
complaint, name of the client, investigation, and
resolution of each complaint filed. The home care
provider must maintain a record of all activities
regarding complaints received, including the date
the complaint was received, and the home care
provider's investigation and resolution of the
complaint. This complaint record must be kept for
each
event for at least two years after the date of entry
and must be available to the commissioner for
review.
(c) The required complaint system must provide
for written notice to each client or client's
representative that includes:
(1) the client's right to complain to the home care
provider about the services received;
(2) the name or title of the person or persons with
the home care provider to contact with
complaints;
(3) the method of submitting a complaint to the
home care provider; and
(4) a statement that the provider is prohibited
against retaliation according to paragraph (d).
(d) A home care provider must not take any
action that negatively affects a client in retaliation
for a
complaint made or a concern expressed by the
client or the client's representative.
This MN Requirement is not met as evidenced
by:
Based on interview and document review, the
licensee failed to investigate allegations of
disrespectful and abusive behavior of a staff
member for 1 of 7 clients (C2) reviewed.
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This practice resulted in a level three violation (a
violation that harmed a client's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death), and was
issued at an isolated scope (when one or a
limited number of clients are affected or one or a
limited number of staff are involved or the
situation has occurred only occasionally).
The findings include:
C2's medical record was reviewed. C2's
diagnoses included encephalitis. C2's record
lacked a current service plan. C2's care plan
dated December 31, 2018, included assistance
with bathing, dressing and grooming. C2 was
independent with ambulation. C1's vulnerabilities
included difficulty communicating, limited
decision making, not competent with plan of care
and at risk for mental exploitation.
During an interview on January 9, 2019 at 1:40
p.m., resident assistant (RA)C stated sometimes
she had to "get after" RAF for being rude. RAC
stated RAF was rude to C2, and RAF raised her
voice to C2 saying "stop staring at me".
During an interview on January 9, 2019, at 2:02
p.m., RAD stated she had an issue with the way
RAF treated clients. RAD stated RAF
antogonized and mocked the way C2 walked and
talked. In addition, RAD stated RAF yelled at
C2 frequently. RAD stated she heard RAF
curse at C2 and said "you can go fucking stay in
your room for the day" and raised her fist at C2.
RAD stated RAF acted like she was about to
punch C2 and had a threatening posture toward
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her (stood, leaning over C2). As a result, RAD
stated C2 would swear, slam doors and was
upset, which most often occurred when RAF
worked. RAD stated she reported RAF's
behavior to site supervisor (SS)A.
During an interview on January 9, 2019 at 2:34
p.m., SSA stated she did not recall any formal
coaching, counseling or discipline with RAF.
SSA stated RAF had tardiness issues, but no
formal coaching, counseling or discipline related
to mistreatment of clients. SSA stated some
days, if RAF was told she was not being
appropriate, she would change her behavior.
SSA stated RAF did not mistreat clients in front
of her.
During an exit conference on January 9, 2018 at
3:45 p.m., SSA mentioned RAF would
sometimes tell C2 "stop staring at me" and she
told RAF to ignore C2 if she stared.
On January 9, 2019 at 2:58 p.m., an interview
was attempted with C2. C2 was unable to be
interviewed due to cognitive deficits and could
not answer questions appropriately. C2 walked
independently, could state "yes" and "no";
however, C2's responses were not appropriate in
context.
During an interview on January 9, 2019 at 3:00
p.m., client #3 (C3) stated he remembered RAF
during her employment. C3 stated RAF treated
C2 badly and raised her voice to C2 and used
the "F word" toward C2 every time RAF worked.
C3 stated C2 responded by yelling back at RAF.
C3 stated he felt scared and was afraid RAF
would do that to him.
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The undated license policy titled Code of
Conduct, indicated staff will treat clients with
dignity and respect and will value them as
individuals. Any incident of abuse, neglect or
exploitation of a vulnerable adult should be
reported immediately to a manager or
appropriate county/state agency.
TIME PERIOD OF CORRECTION: 21 days
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