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Finding: Substantiated, facility and individual responsibility  

Nature of Visit:
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 perpetrators (AP)#1 and AP #2, facility staff, verbally 
abused the resident when the APs repeatedly yelled at and threatened the resident that they 
were going to call the police and the resident was going to go to jail. 

Investigative Findings and Conclusion: 
Abuse was substantiated. The facility and the alleged perpetrators (AP) #1 and AP #2, were 
responsible for the maltreatment. A video recording showed AP#1 and AP#2 yelling, harassing, 
and threatening the resident. The facility was made aware of the allegation of abuse and failed 
to identify the report as an allegation of abuse and failed to complete an internal investigation
to prevent further potential abuse. 

The investigation included interviews with facility staff members, including administrative staff, 
nursing staff, and unlicensed staff. The residents medical record, employee records and 
education, incident reports, and facility policy and procedures were reviewed. Observations 
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were completed of the facility staff and resident interaction. In addition, the video recording of 
the alleged abuse was observed.    
 
The residents medical record indicated the resident resided in memory care with diagnoses 
including Parkinson's disease, dementia, and pulmonary embolism. The resident received 
services including assistance with all activities of daily living (ADLs), transfers, escorts, and 
medication management.  
 
The staff were directed to monitor the resident for behaviors including agitation, hallucinations, 
delusions, paranoia, and insomnia. If the resident had anxiety or aggressive behaviors staff 
were directed to provide a calm approach, reassurance, re-approach as needed, and keep other 
residents away if hitting and kicking, spitting, or yelling.  The resident had a history of 
aggressive behaviors towards staff and staff were directed to use a calm approach, reassurance, 
anticipate the resident’s needs, and provide a calm area.  
 
The resident’s progress notes indicated the registered nurse (RN) received a call from the 
resident’s family member who noticed on the video camera in the resident’s room that the 
resident was agitated and the staff in the room were not helping. The RN went to the resident’s 
room and asked the other staff to leave the resident's room and the RN provided cares and 
medications and assisted the resident to bed.   
 
The video recording of the alleged incident was reviewed. The video was approximately 15 
minutes of AP#1 and AP#2 in the resident’s room. The resident was sitting on the edge of her 
bed with her shirt off and the APs were attempting to get the resident ready for bed. The 
resident appeared restless and lifted her legs off the bed in the direction of AP #1. AP#1 yelled, 
“keep your foot on the ground, keep your foot on the ground. You've got cameras in here and 
now we'll put you in jail for putting your hands on us. You want to go to jail? That's what I 
thought, keep your foot and hands to yourself." AP #1 stood on one side of the resident and AP 
#2 stood on the other side and they each had one of the resident’s arms struggling with the 
resident attempting to get her pajamas on. The resident was not cooperative with the AP's 
during this time and kept grabbing at the APs hands. AP #1 yelled, "keep your hands to yourself 
this is not a joke or a game." AP #1 took out her phone and stated, "I'm calling the police, I'm 
calling the police, I'm calling the police, you're going to jail tonight, you're going to jail tonight." 
AP #1 put the phone up to her ear and stated, "I got [resident name] here, do you want me to 
take videos of what she is doing? Okay, I'll take the videos now." AP #1 then put the phone 
away.  
 
AP#1 and AP#2 continued to yell at the resident she was going to jail, and they would call the 
police if the resident didn’t do what they asked. AP#1 used a loud voice and was continually 
yelling as the resident continued to get more anxious and attempted to stand up.  
 
At one point, the resident yelled out "help, help,” and asked AP #1 to, "wait a minute, wait a 
minute," AP #1 yelled at the resident, “No, you promised that 30 times, now I can't trust you, all 



 Page 3 of 5 
 
 
you do is just play around your whole life, all you do is just play around!" AP #1 continued to 
yell at the resident she was going to go to jail as the resident became visibly more anxious and 
grabbed at both of the AP’s hands. The resident attempted to hit AP#1 with her shoe and AP#1 
yelled at the resident, "don't you dare hit someone with a shoe, stop hitting me, stop hitting 
me." The resident stated, “I never hit you." AP #1 stated "you're a liar, stop lying, you're hitting 
me, and her [AP#2} eye is hurting, that's a charge, you're going to jail, I'm calling the police right 
now and their coming to get you!" AP #1 then left the room.  
 
AP#2 was alone in the room with the resident and told the resident to let go of her hand and 
asked the resident, “Do you want to go to jail? Do you want to go to jail? Do you want to go to 
jail and get arrested? Is that what you want ok?  The police are coming, they are coming for 
you." The resident stated, "I am on your side." AP #2 told the resident she was not on her side 
and the resident started to yell, "help!"  
 
AP #1 walked back into the resident’s room and the resident began yelling, "help, take her, take 
her, she's awful!" AP #1 stood in front of the resident and yelled, “Stop hitting us.”  AP#1 
attempted to administer the resident’s medication, but the resident refused. AP#1 yelled at the 
resident, “I’m going to let you do whatever, don't touch me, bye!"  As AP#1 walked out of the 
room she yelled, "I'm calling the police to come get you right now."  After approximately 15 
minutes the RN entered the resident’s room and asked the staff to leave. The registered nurse 
assisted the resident with the medication and to bed.  
 
An email which included video footage of the incident was emailed to the facility and 
forwarded to the regional executive director (ED).  
 
During an interview, the resident’s family member stated a copy of the video was emailed to 
the facility regarding the verbal abuse. The family member stated AP#1 and AP#2 were yelling 
at the resident and told the resident they were going to call the police and put the resident in 
jail. The family member stated when this incident was observed the facility was called and 
intervened.  The staff were yelling at the resident and being rough with the resident when they 
were grabbing and pushing her hands.    
 
During an interview, the RN stated she received a call from the resident’s family member the 
evening of the incident and stated the staff were being rude to the resident and they told the 
resident they were going to call the police. The RN stated she called the executive director (ED) 
to inform her of the incident.  
 
During an interview, AP #1 stated she walked in the resident’s room and another staff was 
trying to get the resident ready for bed and the resident was attacking her. AP #1 stated she 
worked for the licensee and was attempting to assist the resident but the resident started 
attacking her. When questioned if AP #1 told the resident multiple times she was going to call 
the cops and she was going to go to jail, AP #1 stated, "I probably did say that when she was 
abusing us!”  
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During an interview, AP #2 stated the resident was very agitated and had a hold of both of her 
wrists. AP #2 stated she was in the resident’s room for about 19 minutes before AP #1 came in 
to assist. AP #2 stated she tried to assist the resident to the toilet and get ready for bed, but the 
resident kept grabbing and attacking her. AP #2 stated the other staff member [AP#1] told the 
resident they were going to call the cops. AP#2 stated she worked for an outside staffing 
agency, and she believed this was the way staff calmed the resident.   
 
During interview, the regional ED stated she and the consultant RN reviewed the video and felt 
it was not abuse so it wasn’t reported or investigated. The regional ED stated AP #1 and AP #2 
attempted to get the resident to calm down since she was very agitated and swinging out. The 
ED stated the interactions with the resident were very inappropriate, however, they did not 
feel it was abuse.  
 
During an interview, the consultant RN stated initially she and the ED did not feel the incident 
was reportable. However, after discussing the situation again they felt the incident should have 
been reported. The RN stated she spoke with AP#1 and AP#2 about the incident but did not 
document any discussions or education completed after the incident.    
 
AP#1 and AP#2 employee records did not include retraining after the incident.  
 
The facility reported the abuse to the Minnesota Adult Abuse Reporting Center (MAARC) 
approximately two months after the incident. 
 
In conclusion, abuse was substantiated. AP #1 and the facility are responsible for the abuse. 

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. 
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(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; and 
(4) use of any aversive or deprivation procedures for persons with developmental disabilities or 
related conditions not authorized under section 245.825.
(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: No 
Family/Responsible Party interviewed: Yes  
Alleged Perpetrator interviewed: Yes 
 
Action taken by facility:  
The facility has created a memory care supervisor and are re-training staff on the vulnerable 
adult policy and how to approach residents with dementia.  
 
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. 

 
 cc: 
    The Office of Ombudsman for Long Term Care 
    The Office of Ombudsman for Mental Health and Developmental Disabilities 
  Sherburne County Attorney  
 St. Cloud City Attorney 
 St. Cloud Police Department 
  










































































