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Name, Address, and County of Licensee AQ/

Investigated: Q/

Walker Methodist River Heights Q
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Dakota County O%

Facility Type: Assisted Living Facility with Evaluato@ame: Deb Schillinger RN BSN

Special Investigator

Dementia Care (ALFDC) &

Finding: Substantiated, individual responsibilit%\g

Nature of Investigation: Oé

The Minnesota Department of Health 'r@gstigated an allegation of maltreatment, in accordance
with the Minnesota Reporting of hqgaﬁtment of Vulnerable Adults Act, Minn. Stat. 626.557,
and to evaluate compliance Wi'@) licable licensing standards for the provider type.

Initial Investigation Alleg Q)z
The alleged perpetratov{QP > an unlicensed caregiver, abused the resident when she shaved his

head. Q/%

Investigative gs and Conclusion:

The Minne @ epartment of Health determined abuse was substantiated. The AP was
responsib r the maltreatment. The AP shaved the resident’s hair without although it was not
part of his service plan nor was she directed to do so. Afterwards, the resident acted in a way
indicating he found having his head shaved bald humiliating.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted the resident’s family member.
The investigation included review of the resident record, facility internal investigation, facility
incident reports, personnel files, staff schedules, and related facility policy and procedures.
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Also, the investigator made an onsite visit to the facility to observe memory care unit and staff
to resident interactions.

The resident resided in an assisted living memory care unit. The resident’s diagnoses included

dementia. The resident’s service plan included assistance with grooming and bathing. The same
document indicated the resident ambulated with a walker. The resident’s assessment indicated
the resident was unable to protect himself or report abuse and could be combative when upset.

A facility report indicated unlicensed caregiver #1 found the resident hiding under his bed
covers after his head had been shaved and he was upset about it. The same incid @eport
indicated the AP said she shaved the resident’s head because it was getting to&ﬁg.
Unlicensed caregiver #1 observed he had bald patches along with areas of | r’r& ir left and
offered to help him, which he accepted. Unlicensed caregiver #1 trimme@fgair to be even,
stayed with the resident until he felt better, and contacted the nurse, Q/

An internal investigation indicated when the AP was questione % admitted she cut the
residents hair and claimed she thought the family had given nt to cut the resident’s hair.
When asked if the family had authorized shaving his hea 5§$d, the AP replied she did not know.
However, the facility had already contacted the reside %z;mily who had denied giving
permission to cut his hair, although trimming his be&d been authorized. The AP’s
employment ended at the time of this discussion\Q

S

During an interview, a manager stated sh ed of this incident when unlicensed caregiver
#1 called to report it. The manager state;be notified the family member, who stated consent
was not given to cut the resident’s h@ d found this upsetting. The family member stated the
resident would not have been abl ive consent nor would he have wanted his head shaved,

as he had always been very pagdar about his hair.

During an interview, unlj e%ed caregiver #1 stated when she first learned the AP had shaved
the resident’s head, t%& said, “Ha-ha, did you see what | did to [the resident]?” Then, the AP
led her to the resi S room where he was laying on the bed with his head under the blankets,
whimpering, u nd crying. Unlicensed caregiver #1 stated the AP said she cut his hair
because he d “homeless”. When unlicensed caregiver #1 found the resident, he had
patches o&hair with bald spots over his head and the AP told her the resident had fought
with her so she could not finish. When told she should not have cut the resident’s hair without
consent from the family, the AP shrugged her shoulders and walked away. After calming the
resident, he allowed her to “fix” his hair, so it was the same length, and she contacted the
manager. Unlicensed caregiver #1 stated the resident prior to this incident the resident would
come out of his room and interact with others. However, for the next few days he mostly stayed
in his room.

During an interview, an unlicensed caregiver #2 stated the resident’s hair was cut “completely
bald” and, after the incident, the resident did not want to leave his room and he would cover
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his head with his blankets. Unlicensed caregiver #2 stated she felt it several days for his
demeanor to return to baseline after his dignity had been taken from him.

During an interview, the AP stated she knew she should not have done it nor did she know why
she did it. The AP stated that unlicensed caregiver #2 finished cutting the resident’s hair after
she did. The AP stated the resident did not fight with her while cutting his hair.

During an interview, a family member stated she received a call that someone had cut the
resident’s hair, she stated she was not notified prior to nor given permission for this. The family
member stated the resident’s head was shaved bald and he would not want his h o be
shave as he had always been very particular about his hair. A

In conclusion, the Minnesota Department of Health determined abuse wg%ﬁstantiated.

Substantiated: Minnesota Statutes, section 626.5572, Subdivision4#~
“Substantiated” means a preponderance of evidence shows that%act that meets the
definition of maltreatment occurred. &\O

Abuse: Minnesota Statutes section 626.5572, subdivi@&i
"Abuse" means:

(a) An act against a vulnerable adult that constit@ violation of an attempt to violate, or
aiding and abetting a violation of: %

(1) assault in the first through fifth degree fined in sections 609.221 to 609.224;

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

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

and Q~

(4) criminal sexual conduct in tleg4erst through fifth degrees as defined in sections 609.342 to

609.3451.
A violation includes any c&n that meets the elements of the crime, regardless of whether
there is a criminal préing or conviction.

(b) Conduct whic I%@ an accident or therapeutic conduct as defined in this section, which
produces or co asonably be expected to produce physical pain or injury or emotional
distress incl . but not limited to, the following:

(1) hittin %ing, 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; or

(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 unless
authorized under applicable licensing requirements or Minnesota Rules, chapter 9544,
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(c) Any sexual contact or penetration as defined in section 609.341, between a facility staff
person or a person providing services in the facility and a resident, patient, or client of that
facility.

(d) The act of forcing, compelling, coercing, or enticing a vulnerable adult against the vulnerable
adult's will to perform services for the advantage of another.

Vulnerable Adult interviewed: Attempted but unable due to cognitive impairment
Family/Responsible Party interviewed: Yes
Alleged Perpetrator interviewed: Yes Q/

Action taken by facility
The facility conducted an internal investigation. The AP was no longer e %fﬁd at the facility.

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

maltreatment. &\O

You may also call 651-201-4200 to receive a copy via r@ email.

The responsible party will be notified of their rlgh ppeal the maltreatment finding. If the
maltreatment is substantiated against an |dent§ employee, this report will be submitted to
the nurse aide registry for possible mcIusm e finding on the abuse registry and/or to the
Minnesota Department of Human Servi r possible disqualification in accordance with the
provisions of the background study r&ments under Minnesota 245C.

&=

The Office of Om ,{u sman for Long Term Care
The Office of dsman for Mental Health and Developmental Disabilities

Dakota Cou% torney
South St City Attorney

Sout uI Police Department
V] artment of Human Services


https://www.revisor.mn.gov/statutes/cite/609.341
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