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Finding: Substantiated, individual responsibility

Nature of Investigation:

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.

Initial Investigation Allegation(s):
The alleged perpetrator (AP) abused a resident when the AP repeatedly taunted the resident
over a two-day time span. This led to the resident falling and sustaining injury.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined abuse was substantiated. The AP was
responsible for the maltreatment. The AP was seen on recorded video treating the vulnerable in
a manner which was derogatory, humiliating, and harassing. The AP’s actions on three
consecutive days caused the resident to become agitated to the point where the resident
chased the AP each time and fell on two separate days sustaining injuries.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, unlicensed staff, and the AP. The investigator contacted the resident’s family
member. The investigation included review of the resident’s record, personnel files, facility’s
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policies and procedures, the facility investigation into the incident, and recorded video footage.
Also, the investigator observed interactions between the resident and facility staff.

The resident resided in an assisted living memory care unit. The resident’s diagnoses included
dementia. The resident’s service plan included assistance with dressing, grooming, bathing, and
medication administration. The resident could be resistive to cares and had agitation. Staff were
directed to use a calm, quiet, soft tone of voice, keep the resident’s environment quiet, provide
the resident a break from conversation, knock on the resident’ door when entering the
apartment, and walk in slowly. The resident’s vulnerability assessment indicated the resident
had gotten up quickly at times and rushed staff out of her room.

The resident’s record indicated one day the resident was agitated and chased the AP down the
common area hall, fell, hit her nose, and sustained a nosebleed with friction burns on her nose.
During an interview a nurse stated the resident chased after the AP the day she fell and hit her
nose.

The next day, the facility investigation indicated recorded video footage provided to the facility
showed the AP enter the resident’s room. The AP brought in a portable piano to play music. The
resident told the AP she did not want the AP to play music. The AP played the portable piano,
and the resident chased the AP out of her room. The resident kept trying to push the AP out of
her room and the AP kept coming back in. On the video the AP gestured with her fingers for the
resident to come and get her. The AP continued to gesture with her fingers and continued
telling the resident to come get her.

Review of the 17-minute recorded video showed the AP bring in a portable piano on a metal
wheeled cart. Prior to the AP bringing in the piano, the resident told the AP she did not want to
listen to music. The AP told the resident “yes” and brought the piano into the resident’s
apartment. The AP can be heard playing the keyboard keys hard, fast, and repetitive increasing
the music volume and telling the resident to “wake up” and continued to play the music. The AP
asked the resident if she “liked” the music multiple times. The resident did not respond. The AP
continued to play the music. The music got louder, and the AP continued to call out the
resident’s name repeatedly asking if she liked it, the resident told her “no.” The resident told
the AP to “leave” in a loud raised voice. The AP continued to play the music, continued asking
the resident if she “liked the music?” The resident repeatedly said “no”, the AP repeatedly told
the resident “yes.” The AP again played the keyboard keys hard, fast, and repetitive increasing
the music volume and told the resident she was going to “keep playing the music.” The resident
repeatedly said “no” and to “stop it” using a loud raised voice. The AP kept playing the music.
The AP continued to ask repeatedly if the resident “liked” the music and continued to play as
the resident continued to say “no” repeatedly, and the resident said she “hated the music.” The
AP’s repetitive questions to the resident and the continued playing of the piano escalated the
resident’s agitation. At that point, the video shows the resident running behind the AP, chasing
the AP out the apartment door. After the resident turned and reentered the room, the AP
followed behind the resident calling out the resident’s name multiple times. The AP verbally
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told the resident to “come get” her and used hand gestures. The resident continued to
repeatedly tell the AP to “get out” of her room. The resident shut the apartment door, holding
the door shut. The AP pushed on the door from the opposite direction against resident,
attempting to open the door multiple times while the resident pushed from the opposite
direction to close the door. The repetitive actions of the AP despite the resident’s continued
refusals, put the resident at a high risk for injury.

Review of a 15-minute recorded video from the next day, showed the resident lying in bed
facing the wall with her back to the living area. The AP stood at the resident’s bedside asking
the resident if her nose still hurt and asked the resident three times “what happened to her
nose?” The AP touched the resident’s arm. The resident told the AP to not to touch her in a firm
voice. The AP continued repeatedly asking the resident “what happened to her nose” seven
more times and pointed at the resident’s nose while the resident laid on her side in bed. The AP
used repeated verbal statements and hand gestures for the resident to “get up out of bed to
look at her nose in a mirror.” The resident told the AP “no” using a raised firm voice, told the AP
she was not going to look at her nose multiple times, and told the AP to “shut up.” The AP again
asked the resident “what happened to her nose?” The AP told the resident she would take a
picture of it. The AP left the room and returned to the resident’s room with a phone and went
to foot of the resident’s bed. The AP told the resident to say “cheese,” took a picture, and
showed the resident the picture. The AP told the resident to “look at the picture” and asked the
resident again “what happened to her nose?” The resident did not respond. The AP stood at the
resident’s bedside while saying the resident’s name multiple times and blew (loud exhale type
blow) at the resident, called out the resident’s name again multiple times, and touched the
resident’s leg. The resident sat up in bed, told the AP to “get out”” of her room multiple times
pointing at the door using a raised firm voice. The AP did not leave. The AP retrieved her phone
and showed the resident the picture again, told the resident this was what her nose looked like,
and asked the resident “what happened to her nose?” The resident sat on her bed with her
head down. The AP turned up the volume of a radio playing music and asked the resident if she
“liked the music?” The resident did not respond. The AP went to the side of resident’s bed and
touched her. The resident got up out of bed and chased the AP out of her room.

Two minutes later the resident returned and stood at her dresser with her back to the video
looking into a mirror. Two minutes after that the AP returned. While the resident looked in the
mirror the AP went over and looked into the mirror with the resident, asked the resident “what
happened to her nose” and asked the resident what happened to her “friend’s nose.” The
resident stood at dresser with her head down and did not respond. While at the dresser the AP
repeatedly called out the resident’s name, whistled at the resident, and made statements of
“vou who” towards the resident. The resident kept her head down and did not respond. The
resident went and laid in bed facing the wall with her back to the AP not making eye contact
with the AP. The AP continued to call out the resident’s name, whistled, and continued saying
“vou who” toward the resident. The resident did not respond and kept facing the wall. The AP
went over to the foot of the bed and touched the resident. In one quick motion, the resident
turned, sat up, stood, lost her balance, fell, and hit her forehead on the nightstand. With the
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resident on the floor and crying loudly, the AP asked the resident if she was okay and asked the
resident if she “wanted to dance?” The AP did not attempt to assist the resident. Another staff
member entered the room, told the AP to turn off the music and asked the resident what
happened. The resident was unable to describe what occurred. The staff member asked the AP
what happened, the AP said the resident fell.

During an interview, unlicensed personnel (ULP) stated she was down the hall and heard the
resident yell then heard the music volume turn up. The ULP stated she entered the resident’s
room and found the resident sitting on the floor with her back against the bed, holding her eye,
crying, saying her eye hurt. The resident’s eye had started to swell. The unlicensed staff
member stated the music volume was turned up loud enough where she could not hear the
resident speaking. The ULP stated she asked the AP to turn the music down. The ULP stated she
got another co-worker to assist getting the resident off the floor.

During an interview, a nurse stated one day she was investigating the resident’s previous fall
and watched recorded video footage. The resident chased the AP down the common area hall,
tripped on the carpet, fell, and sustained a bloody nose. After that fall, video footage showed
the AP in the resident’s room. The AP had the resident look at her injured face and nose. The AP
used repeated visual gestures and verbal statements, telling the resident to come and chase
her. The nurse stated on the recorded video the resident did not want to listen to music. The
nurse stated it was evident by the resident’s facial expressions and the resident’s statements
she did not like the music, to stop, and to get out of her room. The AP did not leave and turned
the music up louder. The nurse stated the AP continued to taunt the resident which made the
resident angry, upset, and agitated. The nurse described the taunting as continual teasing and
egging the resident on. The resident repeatedly told the AP to leave and to get out of her room.
The AP did not leave, and the resident showed increased agitation. The nurse stated the video
showed the resident was highly agitated when the AP went over and touched her while in bed.
The resident jumped up, fell, hit her eye on the nightstand which caused a black eye.

During an interview, facility leadership stated she watched the recorded videos. The AP was in
the resident’s room on two consecutive days. The resident told the AP repeatedly to stop,
leave, and to get out of her room both days. The AP did not leave and played the music louder.
Facility leadership stated there was not a time where the resident appeared engaged or
interested in the music activity. The resident had previously chased the AP down the hall, fell,
and injured her face. Recorded video from the resident’s room showed the AP repeatedly ask
the resident to look at her facial injury and repeatedly ask the resident what happened.
Leadership stated the recorded video showed the AP taunted the resident using finger gestures
telling the resident to come and get her.

During an interview, another member of leadership stated the AP received training to leave the
resident’s room when the resident refused to participate in an activity.
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During an interview, the AP stated one day with the resident sitting at the dining room table,
the AP approached the resident and blew on her. The resident became upset, chased the AP
down a hallway, fell and injured the resident’s nose. The AP demonstrated the blow during the
phone interview. The blow was an audible, quick, exhale, type sound. The next day, the AP went
to the resident’s room to offer a music activity and asked the resident about her facial injury
and what happened. The AP stated she encouraged the resident to chase her. The AP stated she
was aware the resident did not want to participate with activities because the resident was
agitated and refused the activity. The AP stated she played the music for the resident despite
the resident’s refusals. The AP stated she did not leave the resident’s room when the resident
asked her to leave. The AP stated the next day she did not leave the resident’s room when the
resident asked her to leave. Over time, the resident became more upset with the AP, jumped
out of bed, fell, and hit her eye when attempting to get the AP out of her room. The AP stated
her actions were wrong and provided no additional explanation for the treatment of the
resident.

In conclusion, the Minnesota Department of Health determined abuse was substantiated.

Substantiated: Minnesota Statutes, section 626.5572, Subdivision 19.
“Substantiated” means a preponderance of evidence shows that an act that meets the
definition of maltreatment occurred.

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:

(1) assault in the first through fifth degrees as defined in sections 609.221 to 609.224;

(2) the use of drugs to injure or facilitate crime as defined in section 609.235;

(3) the solicitation, inducement, and promotion of prostitution as defined in section 609.322;
and

(4) criminal sexual conduct in the first through fifth degrees as defined in sections 609.342 to
609.3451.

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;
(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: No, unable due to cognition.
Family/Responsible Party interviewed: Yes.
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Alleged Perpetrator interviewed: Yes.

Action taken by facility:
The facility conducted an internal investigation. The AP was no longer employed by the facility.

Action taken by the Minnesota Department of Health:
The facility was issued a correction order regarding the vulnerable adult’s right to be free from

maltreatment.
You may also call 651-201-4200 to receive a copy via mail or email

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:
The Office of Ombudsman for Long Term Care
The Office of Ombudsman for Mental Health and Developmental Disabilities
Dakota County Attorney
Eagan City Attorney
Eagan Police Department
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