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Name, Address, and County of Licensee
Investigated:
Elderwood of Hinckley
710 Spring Lane
Hinckley, MN 55037
Pine County

Name, Address, and County of Housing with
Services location:
Elderwood of Hinckley
710 Spring Lane
Hinckley, MN 55037
Pine County

Facility Type: Home Care Provider

Investigator’s Name: Peggy Boeck, RN
Special Investigator

Finding: Substantiated, facility and individual responsibility
Nature of Visit:
An investigator from 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, and to evaluate compliance with applicable licensing standards
for the provider type.
Allegation(s):
It is alleged: The alleged perpetrator (AP) abused a vulnerable adult (VA) when he punched the
VA, resulting in the VA requiring an emergency room visit to treat a facial cut.
Investigative Findings and Conclusion:
Abuse was substantiated. The licensee and the AP were responsible. The AP received training
on the Vulnerable Adult Act and methods to manage aggressive/agitated resident behaviors in
orientation, as well as information specific to the client’s behaviors and appropriate
interventions. The AP admitted that he threw the client to the floor, held him on the floor,
prevented him from getting up, and hit the client in the face twice with a closed fist. The
licensee failed to provide adequate training on the Vulnerable Adult Act. The licensee
reinforced the AP’s actions towards the client when the licensee did not take appropriate
corrective action or prevent potential further abuse by the AP when the licensee failed to
provide the AP retraining on the Vulnerable Adult Act, coaching on ways to manage aggressive
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clients, or discipline for punching a client. The licensee indicated during an interview that the
AP’s actions were justified.
The investigation included interviews with facility staff, including administrative staff, nursing
staff, and unlicensed staff. In addition, the investigator contacted law enforcement. The
investigator toured the facility, observed staff/client interactions, spoke with staff, clients, and
family members. The investigator reviewed the client’s medical record, hospital records, facility
policies, and procedures.
The client admitted to the facility with diagnoses that included cervical spine stenosis with
fusion, bipolar disorder, airway compromise, congestive heart failure, and morbid obesity. The
client had a gait impairment with diminished muscle strength and tone. The client used a cane
and a walker as assistive devices.
The licensee provided home care services that included medication administration, blood
glucose checks, insulin administration, dressing reminders, grooming set‐up, bathing assistance,
diabetic leg wraps, diabetic nail care, orientation reminders, pain monitoring, behavior
monitoring, , falls monitoring, room checks, meals, laundry, housekeeping, activities, and
appointment set‐ups with transportation.
The client’s care plan indicated, when the client had an outburst staff were to do the following:
remind the client to stay calm by talking with him, redirect the client to another activity, sit and
talk with the client to assist with calming down, take slow deep breaths, and offer as needed
(PRN) anxiety medication.
On the day of the incident, the client requested his inhaler and an unlicensed staff person
denied the request, as it was too early to give it. The client became angry and began to yell at
the unlicensed staff person. The unlicensed staff person told the client she was going to write
him up for this verbal outburst, which further angered the client, who became verbally
aggressive, threw his cane to the ground, and rushed towards the unlicensed staff and the AP.
The unlicensed staff person and the AP locked themselves in an office, hoping the client would
calm down.
When the unlicensed staff person and the AP came out of the office five minutes later, the
client was sitting nearby and got up. The client then moved toward the unlicensed staff person
and the AP got in between them. The AP grabbed the client by his suspenders and threw him
on the floor. The client continued to yell at both the unlicensed staff person and the AP from
the floor, swinging his arms out. The AP stood over the client and held him down with one hand
to prevent the client from getting up. The AP told the client to stop and then hit the client in the
face twice with a closed fist. The client stopped yelling and the AP moved away from him.
The unlicensed staff person and AP contacted the owner and nurse, who came to the facility
within 15 minutes. The client had cuts above his right eye that were bleeding profusely. The
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owner then called 911. Police and an ambulance came, and they took the client to the
emergency room. The licensee did not allow the client to return to the facility.
A law enforcement report indicated that the AP admitted to the deputy that he punched the
client twice in the face, the deputy took a photo of the client’s facial injuries, and an ambulance
was called. The law enforcement photo showed the client with a large cut over the right
eyebrow, and blood covering the client’s forehead, left eye, right eye, right cheek, nose, mouth,
and chin. The ambulance took the client to the hospital.
Hospital records indicated the client had a half‐inch laceration above his right eye as well as a
small puncture looking wound around his left eye. Records indicated the client had a bloody
nose with pain around his nose and lip, as well as contusions on his scalp, face, and head. The
hospital completed a computed tomography (CT) scan of his face and spine. The client
complained of neck, back, and head pain.
During an interview, the owner stated he watched video of the altercation between the client
and the AP, but did not save the video. The owner stated the video showed the AP push the
client down to the floor. The owner stated staff should not hit a client unless it was self‐defense
and stated the action of the AP was “a natural reaction”. The owner stated the AP was reacting
naturally, not deliberately hitting the client. The AP did not require disciplinary action for the
incident and remained employed by the licensee.
During interviews, several unlicensed staff members said that the client had angry, verbal
outbursts that usually were about medications. The unlicensed staff said the licensee trained
them to redirect the client, walk away and approach later, speak in a calm voice, and explain
thing to the client when he was upset.
During an interview, the AP said that he threw the client on the floor to protect the other staff
working and punched the client in the face because the client would not stop “talking crap”.
The AP said he decided to punch the client to calm him down, and it stopped him (the client).
The AP said the client was bleeding from where the AP hit him.
During an interview, the client said the AP beat him up and he had cuts that bled all over his
face and clothes.
During an interview, a family member said she saw the client at the hospital and he had blood
all over his face, shirt, pants, and hands. The family member said the client previously had neck
surgery and could not turn his neck and she worried about neck injury.
In conclusion, abuse was substantiated. The facility and the AP were responsible.
Abuse: Minnesota Statutes section 626.5572, subdivision 2
"Abuse" means:
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(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;
A violation includes any action that meets the elements of the crime, regardless of whether
there is a criminal proceeding or conviction.
(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;

Vulnerable Adult interviewed: Yes
Family/Responsible Party interviewed: Yes
Alleged Perpetrator interviewed: Yes
Action taken by facility:
No action taken by the facility.
Action taken by the Minnesota Department of Health:
The facility was found to be in 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, 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. 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:

Health Regulation Division – Home Care and Assisted Living Program
The Office of Ombudsman for Long‐Term Care
Pine County Sheriff’s Department
Pine County Attorney
Hinckley City Attorney
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******ATTENTION******

The Minnesota Department of Health
documents 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 are listed in the
"Summary Statement of Deficiencies"
column. This column also includes the
findings that 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, the Minnesota Department
of Health issued a correction order(s) pursuant to
a survey.
Determination of whether a violation is corrected
requires compliance with all requirements
provided at the statute number indicated below.
When a Minnesota Statute contains several
items, failure to comply with any of the items will
be considered lack of compliance.
INITIAL COMMENTS:

Per Minnesota Statute § 144A.474, Subd.
8(c), the home care provider must
document any action taken to comply with
the correction order. A copy of the
provider's records documenting those
actions may be requested for followup
surveys. The home care provider is not
required to submit a plan of correction for
approval; please disregard the heading of
the fourth column, which states
"Provider's Plan of Correction."

On July 10, 2019, the Minnesota Department of
Health initiated an investigation of complaint
#HL27972004C/#HL27972003M. At the time of
the survey, there were 33 clients receiving
services under the comprehensive license. The
following immediate correction order is issued.
Correction orders with a period to correct that are
not immediate may be issued at a later date
during the investigation.
The following immediate correction orders are
issued for #HL27972004C/#HL27972003M, tag
identification 0325 and 0810.

0 325 144A.44, Subd. 1(14) Free From Maltreatment
SS=J

The letter in the left column is used for
tracking purposes and reflects the scope
and level issued pursuant to Minn. Stat. §
144A.474, Subd. 11 (b).
0 325
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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 protect a client's right to be free
from physical abuse for one of one clients (C1)
reviewed for maltreatment. Unlicensed
personnel (ULP)G held C1 down, and punched
C1 twice in the face. C1 went to the emergency
room, where he was treated for cuts over his
eyebrow. The licensee failed to protect the
remaining clients, when ULPG was allowed to
continue to work with clients without taking any
appropriate corrective action.
This practice resulted in a level four violation (a
violation that results in 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).
Findings included:
C1's record was reviewed. C1's physician
medication followup visit note dated February
11, 2019 indicated C1 had a gait impairment with
diminished muscle strength and tone. C1
admitted to the facility on March 15, 2019 with
diagnoses that included cervical spine stenosis
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with cervical spine fusion, bipolar disorder,
asthma, chronic obstructive pulmonary disease
(COPD), congestive heart failure, and morbid
obesity.
C1's service plan dated April 1, 2019 indicated
the licensee provided home care services that
included medication administration, blood
glucose checks, insulin administration, dressing
reminders, grooming setup, bathing assistance,
diabetic leg wraps, diabetic nail care, orientation
reminders, pain monitoring, behavior monitoring,
falls monitoring, room checks, meals, laundry,
housekeeping, activities, and appointment
setups with transportation.
C1's care plan dated April 1, 2019 indicated if C1
had an outburst staff were to do the following:
remind C1 to stay calm by talking with him,
redirect C1 to another activity, sit and talk with
C1 to assist with calming down, take slow deep
breaths, and offer as needed (PRN) anxiety
medication.
C1's functional assessment dated April 11, 2019
indicated C1 used a cane and a walker as
assistive devices.
C1's progress note dated May 31, 2019 at 3:00
a.m. indicated C1 became verbally aggressive
with unlicensed personnel (ULP)D calling her a
"bitch" and "fake crying like a baby" because she
told C1 he could not carry his inhaler on him.
ULPD indicated she "ignored comments and just
left resident talk to himself."
An incident report dated May 31, 2019 indicated
C1 had an altercation with ULPG, which resulted
in a laceration to C1's eyebrow.
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A Sheriff's Report dated May 31, 2019 indicated
a deputy responded to the facility on a report of
an assault. The report indicated the deputy
observed C1 to have blood all over his face with
two lacerations above his right eye. During
interviews with the deputy, both C1 and ULPG
stated that ULPG punched C1 twice in the face
while C1 was on the ground. A photo attached to
the report showed C1 with a large cut over the
right eyebrow, blood covering C1's forehead, left
eye, right eye, right cheek, nose, and chin.
An untitled undated document signed by ULPG
indicated C1 "decided to talk crap to [ULPD]" so
ULPG "stepped in and asked [C1] to stop and go
to his room." C1 called ULPG a "bitch and a
pussy" for not trying to fight with C1. The
document indicated C1 threw his cane to the
ground and put his fists up. ULPG told C1 he
could "not beat my ass and [C1] needed to relax."
The document indicated C1 "rushed us" and the
other staff moved out of the way. ULPG
"grabbed [C1] by the suspenders and threw him
on the ground." The document further indicated
C1 was on the ground "trying to swing at" ULPG
and "talking crap" so ULPG "hit [C1] twice and
got away from him."
C1's hospital records indicated C1 had a
halfinch laceration above his right eye as well as
a puncture looking wound around C1's left eye.
The records indicated C1 had a bloody nose, and
contusions on his scalp, face, and head. The
record indicated C1 complained of neck, back,
and head pain.
During an interview on July 10, 2019 at 1:23 p.m.
ULPA stated the licensee gave staff information
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about C1's behaviors (angry moods, throwing
things around), directives to walk away from C1 if
he was angry, distract C1, and reapproach later.
ULPA stated C1 would get up out of his
wheelchair and throw his cane down.
During an interview on July 10, 2019 at 2:58
p.m., registered nurse/owner (RN)B stated C1's
care plan included interventions for unlicensed
staff to use if C1 was agitated (explain things to
C1, use a calm tone of voice, etc.)
During an interview on July 10, 2019 at 3:43
p.m., owner (O)C stated he watched video of the
altercation between C1 and ULPG but did not
save the video. OC stated he saw on the video
ULPG push C1 down to the floor. OC stated
staff should not hit a client "unless it was
selfdefense, then it would be a natural reaction".
OC stated he felt this incident was "not a
deliberate hitting, but selfdefense, a reactionary
thing". OC stated ULPG received no retraining,
coaching or disciplinary action. OC stated
ULPG remained employed by the licensee.
During an interview on August 16, 2019, at 9:21
a.m., ULPD stated she worked with C1 on the
night of the incident. ULPD stated C1 was upset
about not getting his inhaler. ULPD stated C1
"said nasty things to me, about taking away my
job" so I told him I was "going to write him up, tell
the nurses about his behavior." ULPD stated C1
came toward her and ULPG took C1 by the
shoulders and put him on the floor. ULPD stated
she should not have told C1 that she was writing
him up.
During an interview on August 16, 2019 at 11:30
a.m., C1 stated ULPG threw C1 on the floor
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because they were arguing about getting some
medicine. C1 stated ULPG then hit him several
times in the face. C1 stated he went to the
hospital for a cut and there was blood all over his
face and shirt.
During an interview on August 16, 2019 at 2:50
p.m., ULPG stated C1 was angry about some
medication on the night of the incident. ULPG
stated C1 "had attitude, was mouthy, and loud"
on the night of the incident. ULPG stated his
coworker (ULPD) told C1 she was writing him
up, which made C1 angrier. C1 told ULPG that
he used to be a boxer and ULPG said he told C1
"I don't care, you're not young anymore." C1 then
stood up and threw his cane on the floor. ULPD
and ULPG went into the office and locked the
door to give C1 time to calm down. ULPG
stated when they came out of the office C1 stood
up, put his fists up, and moved toward ULPD, so
ULPG "threw him to the ground." ULPG stated
C1 was laying on the ground and ULPG was
standing. ULPG stated he told C1 to stop and
held him down for two seconds while C1
continued to swing, tried to get up, and "talked
crap to us so I took two swings and hit him in the
face, with closed fists." ULPG stated he could
have gotten away from C1. ULPG stated he
"decided to hit him [C1] to calm him down."
ULPG stated he had training in the Vulnerable
Adult Act and should not have hit C1.
The Vulnerable Adult Reporting Policy (undated)
defined abuse as conduct which produces
physical pain, injury, or emotional distress
including hitting, slapping, pinching, biting, or
corporal punishment of a vulnerable adult.
TIME PERIOD FOR CORRECTION: IMMEDIATE
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(b) Each home care provider must develop and
implement an individual abuse prevention plan
for
each vulnerable minor or adult for whom home
care services are provided by a home care
provider. The
plan shall contain an individualized review or
assessment of the person's susceptibility to
abuse by
another individual, including other vulnerable
adults or minors; the person's risk of abusing
other
vulnerable adults or minors; and statements of
the specific measures to be taken to minimize
the risk of
abuse to that person and other vulnerable adults
or minors. For purposes of the abuse prevention
plan, the term abuse includes selfabuse.
This MN Requirement is not met as evidenced
by:
Based on interview and document review, the
licensee failed to protect a client from further
potential abuse and take appropriate corrective
action for one of one client (C1) reviewed for
abuse prevention plans. The licensee, owner
(O)C stated unlicensed personnel (ULP)G
reacted naturally, when ULPG held C1 on the
floor, hitting C1 in the face, causing facial
lacerations. C1 was sent to the hospital for
evaluation and treatment. C1's abuse prevention
plan was not updated to reflect specific measures
to be taken to minimize the risk of abuse to C1 by
staff or others.
This practice resulted in a level two violation (a
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violation that did not harm a client's health or
safety but had the potential to have harmed a
client's health or safety) 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).
Findings include:
C1's record was reviewed. C1's physician
medication followup visit note dated February
11, 2019 indicated C1 had a gait impairment with
diminished muscle strength and tone. C1
admitted to the facility on March 15, 2019 with
diagnoses that included cervical spine stenosis
with cervical spine fusion, bipolar disorder,
asthma, chronic obstructive pulmonary disease
(COPD), congestive heart failure, and morbid
obesity.
C1's service plan dated April 1, 2019 indicated
the licensee provided home care services that
included medication administration, blood
glucose checks, insulin administration, dressing
reminders, grooming setup, bathing assistance,
diabetic leg wraps, diabetic nail care, orientation
reminders, pain monitoring, behavior monitoring,
falls monitoring, room checks, meals, laundry,
housekeeping, activities, and appointment
setups with transportation.
C1's vulnerability assessment dated March 26,
2019 indicated C1's vulnerability to abuse was
low due to C1 being independent with activities of
daily living (ADLs) and due to C1 being able to
express his wants and needs. The document
indicated staff vulnerability to C1 was high due to
C1's verbal abuse and threats to staff.
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C1's functional assessment dated April 11, 2019
indicated C1 used a cane and a walker as
assistive devices.
An incident report dated May 31, 2019 indicated
C1 had an altercation with unlicensed personnel
(ULP)G, which resulted in a laceration to C1's
eyebrow.
C1's vulerablity assessement was not reviewed
or assessed after the May 31, 2019 incident
when ULPG physically abused C1.
An untitled undated document signed by ULPG
indicated C1 "decided to talk crap to [ULPD]" so
ULPG "stepped in and asked [C1] to stop and go
to his room." C1 called ULPG a "bitch and a
pussy" for not trying to fight with C1. The
document indicated C1 threw his cane to the
ground and put his fists up. ULPG told C1 he
could "not beat my ass and [C1] needed to relax."
The document indicated C1 "rushed us" and the
other staff moved out of the way. ULPG
"grabbed [C1] by the suspenders and threw him
on the ground." The document further indicated
C1 was on the ground "trying to swing at" ULPG
and "talking crap" so ULPG "hit [C1] twice and
got away from him."
During an interview on July 10, 2019 at 3:43
p.m., owner (O)C stated he watched video of the
altercation between C1 and ULPG but did not
save the video. OC stated he saw on the video
ULPG push C1 down to the floor. OC stated
staff should not hit a client "unless it was
selfdefense, then it would be a natural reaction".
OC stated he felt the incident was "not a
deliberate hitting, but selfdefense, a reactionary
thing". OC stated ULPG received no
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disciplinary action for the incident and remained
employed by the licensee.
During an interview on August 16, 2019 at 11:30
a.m., C1 stated ULPG threw C1 on the floor
because they were arguing about getting some
medicine. C1 stated ULPG then hit him several
times in the face. C1 stated he went to the
hospital for a cut and there was blood all over his
face and shirt.
During an interview on August 16, 2019 at 2:50
p.m., ULPG stated C1 was angry about some
medication on the night of the incident. ULPG
stated C1 "had attitude, was mouthy, and loud"
on the night of the incident. ULPG stated ULPD
told C1 she was writing C1 up and when the
situation got worse ULPD and ULPG locked
themselves in an office. ULPG stated when they
came out of the office C1 put his fists up, moved
toward ULPD, and so ULPG "threw him to the
ground." ULPG stated C1 was laying on the
ground and ULPG was standing. ULPG stated
he told C1 to stop and held him down for two
seconds while C1 continued to swing, tried to get
up, and "talked crap to us so I took two swings
and hit him in the face, with closed fists." ULPG
stated he had training in the Vulnerable Adult Act
and should not have hit C1.
The Individual Abuse Prevention Plan policy was
requested, but not provided.
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