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INVESTIGATION MEMORANDUM
Department of Human Services, Division of Licensing

Public Information

Minnesota Statutes, section 626.557, subdivision 1 states, “The legislature
declares that the public policy of this state is to protect adults who, because
of physical or mental disability or dependency on institutional services, are
particularly vulnerable to maltreatment.”

Report Number: 20111875 Date Issued: April 25, 2012

Name and Address of Facility
Investigated:

Heartland Homes of Duluth LLC
3051 Morris Thomas Road
Duluth, MN 55811

Disposition: Substantiated as to
emotional abuse of three
vulnerable adults by a staff
person.

Program License Number: 1059953

Rule and/or Statute under which Facility is Licensed: Adult Foster Care

Investigator(s):

Alyssa Dotson
Division of Licensing
Minnesota Department of Human Services
PO Box 64242
Saint Paul, Minnesota 55164-0242
651-215-6290

Suspected Maltreatment Reported:

It was reported that a staff person (SP) threw a pizza box and pop at, and
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made derogatory comments to, three vulnerable adults (VA1, VA2, and
VA3).

Date of Incident(s): May 21, 2011

Nature of Alleged Maltreatment Pursuant to Minnesota Statutes,
section 626.557, subdivision 9c, paragraph (b), and Minnesota
Statutes, section 626.5572, subdivision 15, and subdivision 2,
paragraph (b), clause (2):

Conduct which is not an accident or therapeutic conduct which produces or
could reasonably be expected to produce physical pain or injury or emotional
distress including, but not limited to: the 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.

Investigation Procedure:

Site visit: June 9, 2011

Interviews (conducted on June 9, 2011):

• VA1, VA2, and VA2

• A resident at the facility (R)

• The SP

• Four facility staff persons (P1, P2, P3, and P4)

Documents reviewed included:

• The facility’s Internal Review dated May 22, 2011

• Three Client Incident/Significant Event forms dated May 22,
2011; one for each VA1, VA2, and VA3

• P4’s notes regarding his/her conversations with VA1 dated
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May 13, May 23, May 27, and June 7, 2011

• A one hour and four minute audio recording of the incident on
May 21, 2011

• The facility’s file for VA1 including: an Individual Resident
Placement Agreement dated February 28, 2011; an Individual
Abuse Prevention Plan dated February 28, 2011; a Behavioral
Resource/Action Plan dated February 2011; a Psychiatric
Evaluation dated May 28, 2009; and Shift Documentation &
Narrative dated May 21 and 22, 2011

• The facility’s file for VA2 including: an Individual Resident
Placement Agreement dated February 23, 2011; an Individual
Abuse Prevention Plan; a Functional Assessment dated October
12, 2010; a Behavioral Resource/Action Plan dated February
2011; and Shift Documentation & Narrative dated May 21 and
22, 2011

• The facility’s file for VA3 including: an Individual Abuse
Prevention Plan dated May 4, 2011; an Individual Resident
Placement Agreement dated May 4, 2011; a Psychiatric
Assessment dated April 13, 2011; a Behavioral Resource/Action
Plan dated May 2011; and Shift Documentation & Narrative
dated May 22 and 23, 2011

• The facility’s Vulnerable Adult policy and Nonverbal Behavior
training outline

• The facility’s personnel and training files

Pertinent Information/Summary of Findings:

VA1’s Psychiatric Evaluation stated that VA1 was diagnosed with
depression and borderline personality disorder. A Functional Assessment
sated that while living at the facility, VA1 was working on learning
independent living skills in preparation for living on his/her own. VA1’s
Individual Abuse Prevention Plan stated that VA1 could be “inappropriate at
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times” and make “false accusations.” In addition, VA1 tried to intimidate
others and encourage them to become involved in unhealthy situations.

A Functional Assessment for VA2 stated that VA2 was diagnosed with
major depression with psychotic features. When talking to professionals or
in a large group of people, VA2 appeared to not listen, become agitated,
and dissociate from the situation. VA2’s Individual Abuse Prevention Plan
stated that VA2 “sometimes shut down” when having trouble communicating
with others. Staff persons were to allow VA2 30 minutes of “cool down time”
and then talk to VA2.

VA3’s Individual Abuse Prevention Plan stated that VA3 had a diagnosis of
major depression and borderline personality disorder. VA3 had difficulty
communicating his/her stressors which led to behavioral issues such as
cutting, overdosing, and passing out. Staff persons were to encourage VA3
to use his/her communication skills.

VA1’s, VA2’s and VA3’s Behavioral Resource/Action Plans stated that VA1,
VA2, and VA2 each engaged in “threatening” behaviors such as verbally
threatening harm or injury to someone else, using intimidating gestures, and
waving objects that could be used as a weapon. Staff persons were to
immediately redirect the VAs to their respective bedrooms. When speaking
to the VAs, staff persons were to be “good listeners” and allow the VAs to
express their concerns in a “calm manner.”

VA1, VA2, VA3, P1, P2, P3, and the R provided the following information
when interviewed separately:

• On May 22, 2011, VA1 wanted to go out to eat dinner. When
VA1 was told that s/he could not go because s/he had gone out
to eat for lunch that day, VA1, VA2, and VA3 got together and
ordered a pizza. When the pizza arrived, VA1, VA2, and VA3 ate
in the living room, which was against the house rules. While
they were eating, staff persons tried to redirect the VAs, but the
VAs did not listen and used “vulgar language” toward staff
persons. P1 stated that s/he telephoned the SP for advice and
the SP came to the facility to speak to the VAs.
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• When the SP arrived s/he went into the living room to speak to
the VAs and P1, P2, P3, and the R went to the kitchen (next to
the living room). VA1, VA2, and VA3 each stated that the SP
came into the living room and “threw” the pizza on the floor and
“threw” cups of pop in VA1’s and VA2’s face. P1 and P2 stated
that after the SP arrived, they heard a “thump” or a “crash”
from the living room. P1 and P2 looked in the living room and
saw the SP standing in front of the VAs on the couch and
noticed that pizza was on the floor.

• VA1 stated that the SP began making “disrespectful”
comments toward the VAs. VA1, VA2, and VA3 each stated that
the SP told the VAs not to put themselves on the same
“pedestal” as the SP, made a comment about how “at least”
s/he did not live in a group home, and asked VA2 why s/he did
not move home to be with his/her child. VA1 stated that the SP
spoke to the VAs as if s/he was “superior” to them. The R and
P1 each stated that they heard the SP’s comments about VA2
moving home to be with his/her child and the R, P1, P2, and P3
each stated they heard the SP make a comment about at least
the SP did not live in a group home. P2 stated that s/he heard “a
lot of yelling” and swearing from the SP and the VAs. P2
thought that some of the comments the SP made were
“disrespectful.”

• VA1 stated that s/he recorded part of this conversation on
his/her cellular telephone because s/he didn’t think anyone
would believe him/her. VA1 was “scared” and felt “threatened”
and “degraded” by the SP. VA2 stated that the SP was “really
mean” and his/her comments “upset” VA2. VA2 felt “tiny” when
the SP spoke to him/her. VA3 stated that the SP treated the VAs
“very poorly” and was “very demanding.” The SP’s comments
made VA3 feel “very small” and “childish.” The R stated that
when the SP arrived at the facility s/he was “really violent” and
then toward the end of his/her conversation with the VAs
became more mellow. The R stated that s/he was “hurt” by the
SP’s comments. P1 stated that s/he believed the VAs were



5/3/12 LLO_14224 : 1059953

6/13www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMeth…

“offended” by the SP’s comments.

• P4 was not present during the incident, but spoke to staff
persons after the incident. P4 stated that “stepping into a verbal
altercation” with the VAs was not the right way for the SP to
handle the situation. P4 stated staff persons should have a
“calm demeanor” and not get into a “power struggle” with the
VAs when deescalating a situation. P4 believed that the SP
spoke to the VAs with a “sarcastic tone” that could be seen as
“degrading” or “inappropriate.”

This investigator listened to an audio recording made by VA1 at the time of
the incident. The recording was one hour and four minutes long. The
following could be heard on the audio recording:

• When VA1 asked the SP why s/he threw pop on the VAs, the
SP stated that s/he did not throw the pop but tried to take it
away. VA1 asked the SP not to “come close” to the VAs, to
which the SP replied, “Ooooh, who’s gonna what what? Huh?
Who’s gonna what what?” VA1 asked the SP if s/he was
“drunk” and the SP replied, “I wish, I don’t drink though.”

• The SP spoke to the VAs about P1, P2, and P3 to which VA2
replied, “I don’t give a crap about them.” The SP asked VA2,
“Why don’t you move?” VA2 told the SP to “shut the fuck up.”
The SP repeated, “Why don’t you move . . . and be with your
[child]” and then added, “At least I am with my [child].”

• VA3 stated that according to the SP, “You are way the fuck up
here and we are way the fuck down here.” The SP replied, “I
said don’t put yourself on the same plateau which is completely
different.” When VA1 asked the SP about not being on the same
“plateau,” the SP asked VA1 if s/he knew what the word
“plateau” meant. VA1 replied, “It means you should go to hell.”
The SP stated, “I am already in hell, I am here.” VA1 asked, “If
you are already in hell, didn’t you say you loved your life and
stuff?” The SP replied, “I do, everything is mine. What can you
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say about you? What can you say about you?”

• When the SP discussed one of VA1’s concerns regarding one
of his/her goals, VA1 told the SP it was “none of your business”
and that it was “between higher staff and us.” The SP replied,
“That’s fantastic, but you know what? I still report to them and
with this attitude and crap they are going to know about this.”

• After discussing more of VA1’s concerns with the events that
afternoon, VA1 told the SP, “I feel degraded every time you talk
to me,” and “that is how you come off, how you talk.” The SP
stated “I am so very sorry you feel that way, but you know
what? I have been doing this for 14 years.”

• At the end of the conversation, the SP asked each VA what
s/he could do for them to improve the situation. VA1 replied,
“Never come in the house again and throw soda on us.” VA3
asked the SP to “quit acting like you are so high above us.” VA2
asked the SP to “stop talking about my child.” VA2 added that
some of the things that the SP stated that evening made
him/her “angry.”

• VA1 stated that when the SP came into the house that evening
it was like “holy Hannah hell on earth, like who the hell do you
think you are? Just because you are [the SP] . . . it doesn’t
mean you have the right to say I am not on the same pedestal
as you or whatever the fuck.” The SP spoke over VA1 and
added, “because I don’t live in a group home.” VA1 stated,
“Yeah, that is hurting to us . . . we feel like shit for being here
and to have you come and say don’t put yourself on my
pedestal, hurt.” The SP added, “That does hurt.”

P4’s notes regarding his/her conversations with VA1 stated that on May 13,
2011, VA1 approached P4 and stated s/he did not like the SP. P4
documented that when VA1 found a staff person that s/he connected with
s/he became intrusive with that staff person by showering them with
compliments and giving them gifts. When VA1 did not connect with a staff
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person, VA1 was “very negative” and “full of abusive statements” toward
that staff person. When discussing his/her concerns about the SP with P4,
VA1 stated “I know you don’t believe me, so I’ll just get my proof and do it
myself.” P4 documented that s/he felt VA1 was waiting for an opportunity to
antagonize staff persons or accuse staff persons of inappropriate conduct.
On May 19, 2011, P4 asked the SP about VA1’s concerns. P4 asked the
SP if s/he told VA1, “I am better than you because of my authority.” The SP
responded that s/he said, “I am a member of Heartland Homes
administrative team and therefore a supervisor so I caution you to please be
respectful in tone and language.” P4 “warned” the SP to be “wary” of VA1’s
“intentions and motives with [his/her] behaviors.”

The SP provided the following information during an investigation:

• The SP stated that s/he received a telephone call from P1
stating that the VAs were “out of control.” The VAs were
throwing things and “being inappropriate.” The SP went to the
facility to speak to the VAs. When the SP walked into the living
room s/he asked the VAs what was going on, but no one
responded. The SP told the VAs that they were not supposed to
have food or drink in the living room and tried to grab the pizza
box but VA1 grabbed it at the same time and it “went flying.”
The SP then tried to grab the cups of pop from VA1 and VA2 but
they spilled onto the VAs. The SP stated it was “mayhem.”

• The SP spoke to the VAs and began “processing” the day and
what was going on. The SP denied that s/he told VA2 “at least I
have my [child]” and told the VAs “at least I don’t live in a group
home.” The SP did not believe that any of his/her comments
were “inappropriate” and stated s/he used a “mellow” tone of
voice. The SP stated that s/he told VA2, “you are wonderful and
creative . . . why didn’t you take the opportunity to be with your
[child] and live for free.” VA3 told the SP that s/he came into the
facility on his/her “high horse” so the SP joked about going to
feed his/her horse.

• This investigator played portions of the recording for the SP.
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After listening, the SP stated that s/he did not know what s/he
meant by saying, “Who’s gonna what what;” that s/he felt
“personally attacked” by VA2 and that is why s/he said “at least
I am with my [child].;” and that s/he made the comment that
“everything I have is mine, what can you say about you” to
encourage VA1 to work toward living alone. The SP stated that
the comment about living in a group home was “taken out of
context.” The SP stated that s/he “felt trapped” as if the VAs
planned this incident.

The facility’s personnel and training files stated that the SP was trained on
the Reporting of Maltreatment of Vulnerable Adults Act and Client Rights

Relevant Rule: Minnesota Statutes 245B.04, subdivision 3, items (3) and
(4), states that consumers have the right to be free from maltreatment and
treated with courtesy and respect.

Conclusion:

A. Maltreatment:

Although the SP denied the allegations, information from VA1, VA2, VA2,
the R, P1, P2, and P3, and an audio recording showed that the SP made
several disrespectful comments to the VAs including: asking VA2 “why don’t
you move . . . to be with your [child]? At least I am with my [child];” telling
the VAs that they were not on the same “pedestal” as the SP; telling the
VAs that s/he was “in hell” because s/he was at the facility; telling VA1
“everything [I have] is mine, what can you say about you?;” and telling the
VAs “at least I don’t live in a group home.” In addition, consistent information
was provided that when the SP approached the VAs s/he grabbed the pizza
box and the cups of pop from the VAs in a forceful manner resulting in the
pizza being thrown to the floor and the pop being spilled on VA1 and VA2.

VA1 stated that s/he was “scared” and felt “threatened” by the SP, VA2
stated that the SP was “really mean” and s/he was “upset” by the SP’s
comments, and VA3 stated that the SP treated the VAs “really poorly.” In
addition, the R stated that s/he heard the SP’s comments and was “hurt” by
them, P1 believed that the VAs were “offended” by the SP’s comments, and
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P2 thought that the SP’s comments were “disrespectful.” Given this
information it was determined that the SP’s actions were not accidental or
therapeutic and produced or could reasonably be expected to produce
emotional distress.

It was determined that emotional abuse occurred (conduct which is not an
accident or therapeutic conduct which produces or could reasonably be
expected to produce physical pain or injury or emotional distress including,
but not limited to: the 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).

B. Responsibility pursuant to Minnesota Statutes, section 626.557,
subdivision 9c, paragraph (c):

When determining whether the facility or individual is the
responsible party for substantiated maltreatment or whether
both the facility and the individual are responsible for
substantiated maltreatment, the lead agency shall consider at
least the following mitigating factors:

(1) whether the actions of the facility or the individual
caregivers were in accordance with, and followed the
terms of, an erroneous physician order, prescription,
resident care plan, or directive. This is not a mitigating
factor when the facility or caregiver is responsible for the
issuance of the erroneous order, prescription, plan, or
directive or knows or should have known of the errors and
took no reasonable measures to correct the defect before
administering care;

(2) the comparative responsibility between the facility,
other caregivers, and requirements placed upon the
employee, including but not limited to, the facility’s
compliance with related regulatory standards and factors
such as the adequacy of facility policies and procedures,
the adequacy of facility training, the adequacy of an
individual’s participation in the training, the adequacy of
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caregiver supervision, the adequacy of facility staffing
levels, and a consideration of the scope of the individual
employee’s authority; and

(3) whether the facility or individual followed professional
standards in exercising professional judgment.

The SP was trained on the Reporting of Maltreatment of Vulnerable Adults
Act. The SP was responsible for the maltreatment of VA1, VA2, and VA3.

C. Recurring and/or Serious Maltreatment:

The Division of Licensing is required to evaluate whether substantiated
maltreatment by an individual meets the statutory criteria to be determined
as “recurring or serious.” Individuals determined to be responsible for
recurring or serious maltreatment are disqualified from providing direct
contact services. Minnesota Statutes, section 245C.02, subdivision 16,
states:

“Recurring maltreatment” means more than one incident of
maltreatment for which there is a preponderance of evidence
that maltreatment occurred and that the subject was
responsible for the maltreatment.

Minnesota Statutes, section 245C.02, subdivision 18, states:

"Serious maltreatment" means sexual abuse, maltreatment
resulting in death, neglect resulting in serious injury which
reasonably requires the care of a physician whether or not the
care of a physician was sought, or abuse resulting in serious
injury. For purposes of this definition, "care of a physician" is
treatment received or ordered by a physician, physician
assistant, or nurse practitioner, but does not include diagnostic
testing, assessment, or observation; the application of,
recommendation to use, or prescription solely for a remedy
that is available over the counter without a prescription; or a
prescription solely for a topical antibiotic to treat burns when
there is no follow-up appointment. For purposes of this
definition, "abuse resulting in serious injury" means: bruises,
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bites, skin laceration, or tissue damage; fractures;
dislocations; evidence of internal injuries; head injuries with
loss of consciousness; extensive second-degree or third-
degree burns and other burns for which complications are
present; extensive second-degree or third-degree frostbite
and other frostbite for which complications are present;
irreversible mobility or avulsion of teeth; injuries to the eyes;
ingestion of foreign substances and objects that are harmful;
near drowning; and heat exhaustion or sunstroke. Serious
maltreatment includes neglect when it results in criminal sexual
conduct against a child or vulnerable adult.

It was determined that the substantiated maltreatment for which the SP was
responsible was “recurring” as s/he was responsible for the maltreatment of
three vulnerable adults.

The SP was disqualified from providing direct contact services.

Disposition:

Substantiated as to emotional abuse of VA1, VA2, and VA3 by the SP.

Action Taken by Facility:

The facility completed an internal review. This review stated that
administrative staff persons listened to the first five minutes of the audio
recording of the incident and could “only assume” that the SP was abiding
by all policies and procedures. Staff persons came to this conclusion
because VA1’s and the SP’s comments in the audio recording and during
interviews were “contradicting” and VA1 had a history of “fabrication.” The
facility identified that there was “no need for additional training” but felt that
the SP’s “sarcastic/tone/comments” and power struggle with the VAs were
areas of “communication strategies” that could be addressed through a
crisis prevention intervention (CPI) training.

Action Taken by Department of Human Services, Licensing Division:

The SP was disqualified from a position allowing direct contact with, or
access to, persons receiving services from facilities licensed by the
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Department of Human Services, the Department of Health, facilities serving
children or youth licensed by the Department of Corrections, and unlicensed
Personal Care Provider Organizations. The determination that the SP was
responsible for maltreatment and the disqualification of the SP are each
subject to appeal.

Due to the facility’s failure to fully evaluate the information available to them
while completing their internal review and failure to recognize the severity of
the SP’s conduct, the facility’s license was placed on a conditional status for
two years.
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