
 

 

 

 

 

 

 

 



 

SUNDAY, JUNE 5, 2011 

Violated: Abuse of the aged and Vulnerable in Minnesota 

BY BRAD SCHRADE 

 

BROKEN' SYSTEM FAILS ELDERLY VICTIMS 

Federal records show Minnesota has fallen short in its handling of abuse complaints 

In the last year of her life, as her health faded at an Albert Lea, Minn., nursing 
home, Opal Sande became a target.  

For months, the 89-year-old grandmother, blind and suffering from Alzheimer's disease, 
was tormented by workers who abused her and 14 other residents. According to court 
documents and state records, workers pinched nipples, rubbed crotches and got in bed with 
some residents to simulate sex. They also spit in some residents' mouths and covered their 
lips to prevent them from screaming.   

Last month, a court-ordered arbitrator blamed the Good Samaritan home for failing to 
prevent what he called a "sordid, sad, shameful story" of abuse. "I roll this over in my mind all 
the time," said Sande's daughter, Myrna Sorensen. "Why did I put her there? Why did they do 
that to her?" 
   The 2008 case is part of a broader problem across Minnesota, where 2,000 providers 
are entrusted to care for thousands of elderly and vulnerable adults. In the past six years, 
according to records reviewed by the Star Tribune, state regulators have substantiated 273 
cases of abuse and exploitation at nursing homes, assisted-living facilities and in-home care 
agencies. 

http://www.startribune.com/local/123163388.html


In 381 other cases of suspected abuse and exploitation -- including 96 reports of sexual 
abuse -- the state was unable to prove that misconduct took place, even though regulators 
found some evidence of wrongdoing in almost two-thirds of those investigations, records show. 

Federal officials have repeatedly faulted Minnesota for how it reviews complaints of 
abuse and neglect. Twice in the past four years, federal records show, state regulators did not 
properly investigate 40 percent of reported complaints. "Something is broken," said Deb Holtz, 
the state's ombudsman for long-term care. 

Holtz said there's a "general sense of frustration" among advocates for the elderly that 
so many cases of reported abuse go unpunished. 
   In nursing homes and other care settings across the state, workers have harmed 
residents in a multitude of ways. They yelled at them and reduced them to tears with threats of 
punishment. Residents were slapped and punched, sometimes hard enough to cause bruising 
or bleeding. Workers stole checks, credit cards and jewelry. In at least 17 cases, victims were 
sexually abused.  

State Health 
Department officials said 
they could have been more 
aggressive in some cases.  
   "I know we're not 
perfect," said Darcy Miner, 
director of the Compliance 
Monitoring Division, which 
includes the state Office of 
Health Facility Complaints 
(OHFC). 
   Miner said the 
agency's enforcement 
strategy is geared toward 
correcting problems, not 
punishing violators. 
Moreover, she blamed some 
investigative shortcomings 
on the departure of four 
investigators, which she said 
hampered the agency's 
ability to thoroughly probe each complaint. The agency has since filled those positions and 
added three additional investigative jobs, and a new director is making sure investigators 
spend more time in the field, she said. "I'm really proud of the improvements we've made," 
Miner said. 

To curb abuse, industry leaders say they have taken action to improve awareness of the 
issue and educate their workforce. 

"You're never going to be able to guarantee that something bad won't happen," said 
Darrell Shreve, a vice president with Aging Services of Minnesota, a trade group that 
represents nursing homes and other senior housing providers. "These are human beings. We 
do screenings. We have background checks. ... We have training. We do a lot in this state."  

 



 
'No action necessary' 

 
  To meet federal guidelines, states are supposed to properly review and investigate 
complaints of abuse and other problems at least 90 percent of the time. But Minnesota's 
Health Department missed that mark in each of the past four 
years.  

In 2008, for instance, state regulators decided "no action 
necessary" after a resident was reportedly hit on the head at a 
Minneapolis nursing home and treated for multiple bruises at a 
nearby hospital. Investigators should have visited the facility to 
look for signs of abuse or neglect, according to federal officials. 

Altogether, the state failed to do its job right in at least 40 
percent of the 2008 and 2009 cases reviewed by the federal 
Centers for Medicare and Medicaid Services. Last year, the 
state's failure rate dropped to 22 percent. Minnesota is one of just 
three states that failed to properly review and investigate nursing 
home complaints in at least four of the past five years. According 
to federal records, none of the other 47 states failed more than 
two annual reviews. 

In some cases, Minnesota regulators made no efforts to 
find out if allegations of abuse and neglect were true by visiting 
nursing homes and gathering evidence, even if residents were in 
immediate jeopardy, records show. 

In other cases, the state moved too slowly. Last year, for instance, it took 11 days for 
state investigators to show up at a New Brighton nursing home to investigate a report of sexual 
and emotional abuse. State regulators should have recognized the threat faced by residents 
and visited the facility within two days, according to federal records. 
   In Minnesota's official response to the 2010 federal review, state regulators said they 
are "moving in the right direction" and are committed to meeting all federal requirements. 
   Regulators are sometimes hampered by a lack of cooperation. State law requires 
workers to promptly report suspected abuse, but some employees never acted or it took 
months to alert the state, records show. 

 At the Edgewood Vista assisted living facility in the Iron Range town of Virginia, Minn., 
employees failed to report numerous incidents of physical and emotional abuse involving four 
residents in 2009, according to a state report. A male resident was hit in the chest, stuck in a 
corner as punishment and dressed in a clown suit to humiliate him. 

"Why would you want to degrade anybody that much?" asked Jean Hill, the man's 
widow. "You can put them in prisons and they'd be treated better." 

Edgewood Vista administrator Paul Clark said some employees didn't think anyone 
would follow up if they reported the abuse. 

 "Why that belief was there, I'm not sure, because I was new at the time," Clark said. 
"But we refreshed everybody on their responsibility in reporting."    

Instead of fining the facility for breaking the rules, state regulators gave Edgewood Vista 
14 days to fix its internal reporting procedures, records show. Such tolerance is typical in 
Minnesota. Over the past five years, Minnesota regulators cited nursing homes for fewer 
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violations per investigation than their counterparts in all but two other states, federal records 
show.  

At Westwood Health Care Center in St. Louis Park, a 79-year-old woman told an 
employee that she had been sexually abused twice in October 2007 by a nursing assistant 
who had been repeatedly accused of misconduct at various facilities, state and police records 
show. But when the employee tried to file a report, her supervisor shrugged it off and warned 
the worker not to bring it up again, according to the state's investigation. 
  The state didn't conduct an on-site investigation until March 2008, after the woman -- 
who was no longer living at Westwood -- filed a written complaint with the facility. She told 
police she wanted to protect 
other female residents. 

The alleged abuser 
admitted he touched the 
woman between her legs 
without her permission 
"because she never told me 
not to," according to the 
statement he gave St. Louis 
Park police. But state 
regulators never obtained 
that report and concluded 
that the allegation of sexual 
abuse was "inconclusive" 
after the nursing assistant 
denied wrongdoing, records show. Westwood officials told state investigators they suspended 
the worker as soon as they received the written complaint. The facility also revised its abuse-
prevention and reporting policy and provided workers with additional training, records show. 
Westwood was not fined for failing to properly report the alleged abuse. A Westwood official 
said he could not answer questions about the case. 

 "Who cares what happened four years ago, if in fact it happened?" said Thomas Paul, 
corporate administrator for AVIV Health Care, which owns Westwood. "And if it did happen, it's 
all certainly been taken care of and corrected, not only by the Health Department but by the 
facility." 

Tough cases to prosecute 

  Many abuse cases at nursing homes and other care providers never get prosecuted. 
The nature of the allegations can be difficult to prove in court. Sometimes police are not called 
right away or critical evidence goes uncollected. Victims may suffer dementia or die before a 
case can be brought to trial. Sometimes, even an eyewitness isn't enough to guarantee a 
conviction. In 2005, a female aide at a Minneapolis nursing home heard one of her patients 
"holler out" for help. She found a nursing assistant named Robert Nyambane in the 79-year-old 
woman's bed, with his pants down to his knees, lying on top of his victim "in a sexual position," 
according to a state report. 



 State investigators substantiated the allegations and Nyambane 
was stripped of his right to work as a nursing assistant. It was the second 
time the state had investigated him. In 2002, Nyambane was accused of 
sexually assaulting a vulnerable adult at another facility, but state 
investigators were unable to substantiate the complaint because "neither 
party was more credible than the other," state records show. After police 
investigated the 2005 incident, Nyambane was charged with fourth-
degree criminal sexual conduct. But the case fell apart. 
   The victim's dementia was so bad she was unable to give a 
statement to police. There was no physical evidence of sexual assault 
and witnesses gave contradictory testimony, according to the findings of a 
state judge who oversaw the legal proceedings. 
  In 2007, Nyambane was deemed mentally ill and unfit to stand trial, 
records show. 
  Prosecutors had slightly better luck with Peter M. Juma, who in 
2009 told St. Louis Park police that he had sexually abused a morbidly 
obese nursing home resident who had repeatedly tried to kill herself. 
 A co-worker described Juma as a "happy-go-lucky" employee who 
was popular with female residents, but she also said that another 
employee had filed a complaint against Juma in 2008 over an "unwanted 
touch."  Juma was barred from working as a nursing assistant after state 

investigators substantiated the abuse allegations against him.  
 After the Hennepin County attorney's office determined the evidence didn't meet the 
criteria of a felony sexual assault, Juma was charged with abuse of a vulnerable adult, a gross 
misdemeanor. He pleaded guilty in 2009 and was sentenced to 120 days at a county 
workhouse.  Less than a year later, Juma was charged with sexually assaulting a 6-year-old 
girl who lives in his apartment building in Maple Grove. He is in jail awaiting trial on those 
charges. Prosecutors plan to use his previous conviction to help prove motive and intent, 
records show. 
 

Warning signs ignored 

 
Three years have passed since abuse at the Evangelical 

Lutheran Good Samaritan Society nursing home in Albert Lea 
shocked Minnesotans.  

 
Two of the young women implicated in the abuse, Ashton 

Larson and Brianna Broitzman, pleaded guilty last year to three 
counts of gross misdemeanor disorderly conduct and were 
sentenced to three 60-day stints in jail. Last month, a judge 
determined they could forgo one of the 60-day terms because they 
had met the terms of their probation. 

Jan Reshetar said her mother-in-law, Grace Reshetar, 
suffered an "unbelievable" amount of abuse at the home, including 
an act of simulated sex in her bed. 



Said Reshetar, "We look 
back on it and we think to 
ourselves: Why didn't we listen 
to her when she said, 'I don't 
want to be here'?" 
  Workers who were not 
involved in the abuse told 
investigators they knew about 
the misconduct and failed to report it, but state investigators didn't cite the home for any 
violations. In their report, investigators noted the home addressed problems before the state 
began its on-site investigation. Among other actions, managers immediately suspended 
accused workers when they found out about the abuse and instituted mandatory training for all 
workers regarding the state's Vulnerable Adults Act, including how to report abuse and neglect. 
But last month, an arbitrator in a related civil case said nursing home managers were partly to 
blame for the fiasco. 
  Gregory M. Weyandt, the arbitrator, said the nursing home "should take no comfort" in 
his ruling, even though he found in favor of the facility when he decided that the alleged victim 
did not prove he was abused. Weyandt concluded that other residents of the facility had been 
abused, and he said he was "outraged" by what happened at the home. 
  Weyandt said managers could have prevented abuse if they had paid attention to 
numerous "warning signs" in an aide's conduct and completed timely performance reviews. He 
also criticized the home for staff shortages and lax enforcement of policies aimed at protecting 
vulnerable residents. "Good Samaritan not only failed in protecting the residents of its facility, 
but it failed its employees," Weyandt said in his May 9 decision.  
  A Good Samaritan spokesman declined to answer questions about the arbitrator's 
criticism. "The arbitrator's ruling was in our favor," spokesman Mark Dickerson said in an e-
mail statement. "It did not award damages."  
  State regulators said they continue to wonder if they should have taken a tougher stand 
on Good Samaritan's conduct, but they believe recent policy changes will make it easier to levy 
sanctions in the future.  "In some of these cases we probably need to do more and we need to 
hold them accountable for the fact that it did go on so long," Miner said.  
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Violated: Abuse of the aged and Vulnerable in Minnesota 

BY BRAD SCHRADE 

NURSING HOME STAY AN EYE-OPENER 

Advocate for elderly cuts short a “dehumanizing” visit in facility 

 
As the top consumer advocate for thousands of elderly 

Minnesotans, Deb Holtz hears daily from nursing home residents 
who have been wronged in some way. But it wasn't until she 
checked in for a week of post-surgical rehab at a Twin Cities 
facility recently that she fully realized how vulnerable anyone can 
feel when dependent on others for care. 

Holtz, who cut her visit short after just 25 hours, said her 
experience makes her wonder how many vulnerable adults have 
suffered without telling anyone. She said the worst part occurred 
when a nurse began a routine skin check that seemed more like a 
strip search. 

"I felt like I lost part of my dignity," said Holtz, 55, the 
state's Ombudsman for Long-Term Care. "I know it sounds 
completely irrational, but part of me didn't want to go to sleep that 
night because I didn't know who would come into my room and do 
any more checks. It was very dehumanizing." 

Of the 2, 500 complaints that came into Holtz's office last 
year, 43 percent centered on patients' rights, often in situations 
that threaten someone's "dignity, respect, choice and privacy," 
according to the ombudsman's annual report. The office also receives complaints regarding 
abuse  
and maltreatment. 

Among the patients' rights cases substantiated by state investigators: A nursing home 
resident who died after she was forced to move to a different room; a nurse who screamed and 
threw a fit in a patient's room; an in-home care attendant who had to be removed by police 
after showing up in an agitated state at a client's home; and a nursing home aide who posted a 
photo on Facebook of a resident lying in bed in a medical gown. 



For Holtz, visiting a nursing home became necessary after complications from shoulder 
replacement surgery in late May left her unexpectedly without use of her right arm or hand. 
She picked Langton Place because she heard the Roseville nursing home was "one of the 
best in the state" and because her father had a good experience there last year. Holtz doesn't 
recall telling anyone at the facility about her oversight job with the state.  

Within hours of entering Langton Place, things started to go wrong, Holtz said. Except 
for someone who came to offer dinner, Holtz sat "alone in my room for five hours, with no 
admission meeting, no greeting, just nothing." 

Just before bedtime, a nurse entered the room and politely told Holtz she needed to 
undergo a skin check. Holtz said it's an important procedure intended to protect immobile 
residents from bed sores, which can be deadly. 
Holtz told the nurse she was mobile and not at risk. But she said the nurse insisted on the 
check and started inspecting her feet and other exposed areas. Then she asked Holtz to pull 
down her sweat pants. 

Holtz refused to cooperate. She told the nurse to write on her chart that the patient 
declined treatment, a move she knew she was legally entitled to make. 
But the exchange made her wonder how those who don't have a firm grasp of their rights 
would handle such a situation. 

"If it was that uncomfortable for me and that scary for me, I just kept thinking of the older 
people that come in and don't know that they have choices or are already confused and sad or 
probably depressed they are going there," Holtz said. 

The next morning, Holtz was abruptly awakened when an aide turned on the room's 
bright lights. Holtz was told to stand up so she could be weighed. 
"I thought again about the lack of remembering that this is a person," Holtz said. "I'm not just a 
check mark on your to-do list. Just even saying good morning, that would have been nice." 

Later that morning, when a friend called to check on her, Holtz asked to be picked up 
and went home. 

"It was a little scary because you are part of a larger system," Holtz said. "I didn't feel 
like I had control of my environment or possibly my body." 

What happened to Holtz is atypical, said Natalie Morland, director of clinical services for 
Presbyterian Homes and Services, which operates Langton Place and 34 other care centers in 
Minnesota, Wisconsin and Iowa. 

Morland said Holtz checked in during a shift change at the transitional care unit, which 
sometimes gets a rush of admissions. "We regret anyone would have that kind of negative 
experience," Morland said. "We will do our best to do better." 

Morland said the company takes feedback "very seriously" and will improve training and 
systems to avoid a repeat occurrence. 

Holtz credited the facility with being responsive to her concerns. She plans to start a 
dialogue with the nursing home industry about patients' rights and dignity issues. She also 
wants more interaction from her office with residents, through brochures and increased 
volunteer outreach. 
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Violated: Abuse of the aged and Vulnerable in Minnesota 

BY BRAD SCHRADE

Elder care workers with a checkered past get a pass 

Exceptions by state regulators raise questions about oversight 

After she was caught, Lisa M. Blair told police that her criminal behavior at a South St. 
Paul assisted-living facility "just got out of hand." 

For months, the Cerenity Residence worker stole thousands of dollars from elderly 
residents who relied on her for day-to-day help, including paying their bills. At least two 
residents were bilked for nearly $63,000 in a scheme that ended when an 88-year-old raised 
suspicions in December about Blair, police records show. 

State health investigators found no fault with Cerenity Residence for the breakdown, 
which lasted for more than 18 months. Blair pleaded guilty this month to four felony counts of 
financial exploitation of a vulnerable adult. "I maybe took advantage," she told police. "I knew it 
was the wrong thing to do." 

The case is part of a broad problem of elder abuse in Minnesota that raises questions 
about the state's oversight of a rapidly growing industry. 

In at least a handful of cases, state records show, breakdowns left vulnerable adults 
exposed to abuse. Either facilities missed warning signs or applicants with known criminal 
histories were approved to work because regulators granted exceptions to rules aimed at 
protecting vulnerable people. 

Since 2005, state investigators have reviewed 171 cases of alleged financial abuse or 
exploitation in nursing homes, assisted-living facilities and in-home care settings. In 77 percent 
of those cases, investigators substantiated those charges, almost all of which involved staff 
members stealing from residents, according to a Star Tribune review of state investigative files. 

Officials with the Minnesota Health Department declined to be interviewed for this story. 
The agency does not track the number of people who have been allowed to work in health 
care settings despite their criminal records, but in an e-mail officials estimated that the agency 
grants "very few" such variances each year. 

Employing care workers with criminal histories or other problems is an outgrowth of a 
national shortage of people available to work in a field with low wages and demanding 
conditions, according to Deb Holtz, Minnesota's ombudsman for long-term care. 

Holtz said the presence of background checks may give some clients a false sense of 
security, not knowing some offenses may be forgiven. 

"The general public isn't aware of everything that goes into a background check," Holtz 
said. "The information should be public, and it should be easily accessible  on all the state 



agency websites. There should be information given to consumers when they are considering 
employing people." 

Nationally, seniors lost at least $2.9 billion in 2010 through financial abuse, with about 
one in six cases involving nursing homes, assisted living facilities or paid caregivers, according 
to a recent study by a research group affiliated with insurance giant MetLife. 

"This has been happening a lot, and we probably haven't gotten a handle on it," said 
Sandra Timmermann, executive director of MetLife Mature Market Institute. "How do you get 
your arms around this hidden problem that is becoming more and more prevalent?" 
 

Thief gets second chance 
 

State law is designed to prevent people who commit significant crimes from working in 
nursing homes or other care settings. Health care workers undergo criminal background 
checks, but their new employers can ask the Health Department to overlook previous 
wrongdoing and allow them to work. There's nothing in the law that requires regulators or 
caregivers to disclose such variances, leaving seniors or their loved ones largely in the dark 
about who may be caring for them. The state Department of Human Services can also grant 
exceptions to individual workers. 

Kilolo Claiborne had a well-worn criminal past when she went to work as a home health 
aide in Ramsey County. Claiborne was a suspect in separate incidents of theft, credit card 
fraud and providing false information to police, according to law enforcement records. In 2003, 
she was convicted of felony theft. 

That didn't stop the state Health Department from granting a waiver in 2008 that allowed 
Claiborne to work with vulnerable adults. Less than a year later, she stole $1,575 from a 
terminal cancer patient who lived in a group home where she worked. She was convicted of 
felony theft in 2009. 

"There is nothing in the law which prohibits granting a variance to a convicted felon," 
Health Department spokesman John Stieger said in a written response to questions about the 
case. 

In Claiborne's case, the waiver came with conditions the facility was supposed to follow, 
such as not allowing Claiborne to work without a supervisor present or have access to client 
funds. However, the Health Department's investigation showed Claiborne was left alone for a 
period of time on the morning the theft occurred. State records do not show that the facility was 
disciplined. 

In the case of Michelle Ann Jensen, the state flagged her criminal history in June 2009, 
shortly after she went to work at Whispering Pines Ranch in Austin. A previous felony 
conviction for prescription fraud disqualified her from direct contact with residents. She 
requested reconsideration and was supposed to be under continuous supervision until her 
appeal was resolved. 

In August 2009, Jensen stole about $900 intended for the facility's locked cash box, 
which included residents' cash and rent payments, according to state records. In April 2010, 
she was convicted of misdemeanor theft. 

Jensen blamed her problems on an addiction to prescription drugs. She said she wishes 
she'd never gotten the job at Whispering Pines. 

"I take fault for my actions," said Jensen, adding that she regrets what she did and has 
been drug-free for nearly two years. "But they could have all prevented it if they would have 
followed state guidelines and not let me work alone." 

A Health Department investigation did not cite the facility for failing to provide 
continuous supervision of Jensen. Regulators noted that Whispering Pines addressed the 



problem by requiring two workers to count cash at the beginning of each shift and log 
disbursements. The facility management did not return phone calls seeking comment. 
 

Signs of past problems 
 

Betty Frye was victimized twice.  In 2007, her bank discovered her checking account 
was overdrawn. In a period of two weeks, about $3,100 in fraudulent checks were written 
against her family's accounts. Investigators traced the fraud to a personal care assistant who 
came to Frye's south Minneapolis home to help the 88-year-old with her personal needs. The 
aide, who was not identified in police records, passed the checks to acquaintances who 
cashed them. 

A nurse who worked with the woman had expressed concerns about the worker, 
according to Dennis Frye, Betty's son. "She was quite adamant about not wanting her to come 
here," Frye said. "Obviously there was something in her background." 
The family also had problems with a previous aide who ran up long-distance charges by calling 
a dating service in California. "It's a betrayal," said Dennis Frye, whose mother has since died. 

"They are supposed to take care of you. When you have nurses, bath aides, other 
people coming and going in your home, you have to be careful." 

Blair also figured in two different cases, according to police records. Blair was 
investigated in 2007 over a case involving her grandfather, who was a resident at Cerenity's 
facility in White Bear Lake. Blair told police she reimbursed her grandfather for his losses and 
no criminal charges were filed for the incident, police records show. 

Cerenity officials said they had no reason to suspect Blair, the tenant services 
coordinator, was stealing from residents last year, according to Chuck Heidbrink, president of 
Cerenity Senior Care, which has five locations in Minnesota. 

"The tenants loved her," Heidbrink said. "She was a tremendous employee. It was a 
shock to us and the tenants." 

As a result of the Blair case, Cerenity began requiring the presence of two employees 
on any matters where clients need financial assistance. 

Blair, who will be sentenced Sept. 12, did not return phone messages seeking 
comment. 

State Health Department investigators failed to uncover the full scope of 
Blair's wrongdoing. The agency's report identified only one victim, but police 
investigators noted that Blair stole from two seniors at the South St. Paul 
facility. The first victim lost nearly $47,000, while a second victim lost about 
$16,000, police records show. 

In each of the past four years, federal officials have faulted the 
Minnesota Health Department for failing to properly investigate complaints of 
abuse and neglect. 

Health officials defend their investigation of Blair, saying its work was "adequate to 
substantiate financial exploitation" under Minnesota's Vulnerable Adults Act. "The finding 
would remain the same no matter how many victims there were," Health Department 
spokesman Stieger said. The department interviewed about a dozen staff members and 
residents. Said Stieger: "We do consider this a thorough investigation." 
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STATE LAW HAS HUGE GAP IN PUNISHING ELDER 

NEGLECT 
 

Minnesota treats neglect of an adult as a misdemeanor, frustrating prosecutors 
 

By the time police found her in a cold, darkened bedroom, Marlene Christofferson was 
barely alive. 

Officers were suspicious, noting that entering the house was "hardly a relief" from the 
20-degree weather outside. She was wearing pajamas and lying under a thin blanket on a 
makeshift bed. Her body temperature was dangerously low. 

According to her oldest son, Christofferson was very sick and getting worse. 
Bloomington police later asked why her sons hadn't sought medical help sooner. David 
Christofferson said he was tired of seeing his mother suffer, police records show. He also 
remarked that somebody can kill a cat when it's dying but not one's mother. "Maybe she'll go 
this time," he told police in January 2007. 

Christofferson got his wish. His mother died hours later. Investigators believe she died 
from her two oldest sons' neglect, but prosecutors had no felony statute to apply and sent the 
case to misdemeanor court. David Christofferson pleaded guilty to neglect, paid a $50 fine and 
got a year of probation. 



Prosecutors say the case highlights a gaping hole in the state's legal system. Minnesota 
is one of five states that do not have a felony-level penalty for criminal neglect of a vulnerable 
adult, treating all such crimes as misdemeanors, according the Vulnerable Adult Justice 
Project in Minnesota. 

For years, prosecutors and advocates for the elderly have tried to provide vulnerable 
adults legal protection similar to children in Minnesota. But those efforts have been opposed by 
some influential health care providers and lawmakers concerned that workers or family 
caregivers would be unfairly punished. 

Iris Freeman, associate director at the Center for Elder Justice and Policy at William 
Mitchell College of Law, said it's difficult to find common ground on the issue. But she said it's 
important to provide justice "for vulnerable adults that have been victimized by this kind of very 
serious neglect." 

The Star Tribune reviewed about 50 cases filed statewide since 2004 in which someone 
was convicted of misdemeanor charges for neglecting a vulnerable adult. In six cases, the 
victim died. Other victims were locked in hot cars while their caregivers went shopping or they 
ended up in the hospital because of maltreatment. Last year, doctors had to amputate the leg 
of a disabled man after his mother failed to get him treatment for a badly infected foot. 

"We're missing crime here," said Amy Sweasy, an assistant Hennepin County attorney 
who specializes in elder rights cases. "There's conduct that's worse than misdemeanor 
conduct that we don't have the statute to use." 

Some opponents fear a tougher law would create criminals out of well-intentioned 
workers in nursing homes, assisted-living facilities and other regulated settings. 

"Our members, they would not have any problem if you exempted people that work in 
facilities and applied it out in the community, where people are much more at risk where you 
don't have the kinds of checks and balances and eyes and ears," said Darrell Shreve, vice 
president of health policy with Aging Services of Minnesota, a trade group that represents 
nursing homes and other senior housing providers. 

Shreve noted that doctors and other caregivers who make mistakes are already subject 
to punishment, both by regulators and the civil courts. 

"If a physician commits malpractice you don't put the doc in jail. They get sued," Shreve 
said. "Why would this be any different?" 
 

Tough penalties for child neglect 
 

If a child dies from neglect or endangerment in Minnesota, caregivers can be charged 
with second-degree manslaughter. Child neglect that results in substantial harm can also be 
charged as a felony. 

"When someone harms a child, we recognize as a society that that is something that 
has to be punished at a severe level," said Tara Patet, a prosecutor in the St. Paul City 
Attorney's office. "When we have the same situation with a vulnerable adult or an elderly 
person, there's not that same recognition." 

In 2010, a mother and daughter who ran a day care center out of their Bloomington 
home were convicted of manslaughter after leaving a 22-month-old boy alone in a car seat that 
was strapped too tightly. One was sentenced to four years in prison and the other, who was 
not home at the time, received nearly a five-year sentence. 



By contrast, a personal care attendant was sentenced to four months in jail and ordered 
to pay $6,600 in fines and restitution for her actions that preceded the death of a 24-year-old 
who functioned at the level of a toddler and required 24-hour supervision. Dakota County 
Attorney James Backstrom said the case remains the most "unconscionable case of neglect" 
he has ever seen. 

The man was found dead on a pile of clothes at his South St. Paul home in May 2003, 
according to a criminal complaint. 
His personal care attendant, Angela Shellum, hadn't checked on him for three days. During 
that time, she didn't change his diaper, administer his daily diabetes medicine or check his 
blood sugar, the complaint said. 

Shellum, who did not return a call seeking comment, was found guilty of gross 
misdemeanor neglect of a vulnerable adult. She was also convicted on seven counts of felony 
theft after prosecutors discovered she earned more than $10,000 for care she did not provide 
to Anderson. 

Health care providers agree that there have been outrageous cases of neglect that 
warrant felony charges, said Matt Anderson, a vice president for regulatory/strategic affairs at 
the Minnesota Hospital Association. But Anderson said some proposals offer too broad a 
definition of felony neglect. He's in favor of a law that limits charges to those who engage in 
behavior that is clearly "intended to result in serious injury or death." 

"My biggest concern is that in an unlikely event a well-intentioned, hard-working health 
care worker trying their best in a very difficult situation that ends up going tragically wrong has 
to face prosecution at a felony level and possibly be sentenced at a felony level," Anderson 
said. 
 

'He died for nothing' 
 

The first sign of trouble at an adult foster home in Rochester came in 2007, when an 
employee reported that company owner Laura Lee Fritts grabbed an 80-year-old resident by 
the neck, possibly pinched her and pushed her into a bedroom, according to court records. 
The employee later noticed that the resident had a bruise and a scratch on her neck. 

Even though Fritts was criminally charged a month later, state regulators still hadn't 
issued its report a year later, when another resident of the home showed up at an emergency 
room moaning from an ulcer on her tailbone that had turned shades of black, red and yellow. 
The woman, who died three days later, was Fritts' mother, Barbara Noyes. 

Fritts was charged with gross misdemeanor neglect. So was her aunt, Kathleen 
Elizabeth Bryan, who helped care for Noyes. According to the state's investigation, Fritts failed 
to notify county officials that Bryan took over after Fritts had to spend a week in the hospital. 

An autopsy showed Noyes died primarily of pneumonia, but the ulcer was listed as a 
contributing factor. 

In 2008, Bryan pleaded guilty to neglect and was sentenced to two years of probation 
and ordered to pay a $1,000 fine. Fritts was found guilty of neglect in 2010 and was sentenced 
to two years of probation. She was also told to provide community service or pay a $900 fine. 

"If we're only charging these as gross misdemeanors, what's to prevent somebody from 
doing this to somebody else?" said Linda Howard, an Olmsted County adult protection worker. 
Neither Fritts nor Bryan could be reached for comment. 



Shortly after Noyes died, state regulators suspended Fritts' license to operate the home. 
A similar penalty was imposed at Mayfair Home Health Services, which had its license revoked 
after a series of violations that included the death of a vulnerable adult in 2007. That case led 
to criminal charges against company owner Adaeze Julia "Julie" Nawameme Osemeka. 

 
 

The 28-year-old victim, who had been left paralyzed by a motorcycle accident, was 
unable to speak. Wes Winkelman Jr. went into shock after he was placed in a scalding, 150-
degree shower. About 20 percent of his body was covered in second- and third-degree burns. 
An ambulance wasn't called for about three hours. There was no nurse on duty at the 
chronically understaffed home. Winkelman died five months later from an infection brought on 
by complications from the burns. 

Osemeka was charged with a gross misdemeanor for criminal neglect. She was also 
accused of tax evasion and Medicaid fraud for overbilling the state by nearly $120,000. In a 
2009 plea agreement, Osemeka pleaded guilty to three criminal charges and was sentenced to 
260 days in a county workhouse. She was also ordered to pay $47,000 in restitution to the 
state, according to court records. 

Maria Winkelman said she was shocked when the attorney general's office told her 
nobody could be charged with a felony related to neglect for her son's death. 
"After everything my son went through, he died for nothing," Winkelman said. "I was so angry 
and upset."  Osemeka did not respond to an interview request. 
 

'All about fairness' 
 
Chuck MacLean, the former Winona County Attorney who now teaches law in 

Tennessee, said Minnesota lawmakers should make it possible for prosecutors to pursue 
felony charges in cases where neglect contributes to the death of a vulnerable adult. "Criminal 
law is all about fairness," MacLean said. 

For MacLean, the case that drove the point home was the death of Jeanette Elting, 76, 
who spent the last months of her life bedridden on an air mattress with sores covering her 
body, according to a criminal complaint. Cigarette butts were stubbed out in a jar of ointment 
meant to treat her wounds. Her toilet was a 5-gallon pail next to her bed. The floor could barely 



be seen through the layers of dog feces, garbage and beer cans. "The smell was something I 
won't soon forget," said MacLean, who prosecuted the case. 

Elting died a few hours after she was brought to an emergency room by her son, Dana 
Earl Elting, who told hospital workers his mother hadn't seen a doctor in six or seven years 
because she feared dying in a nursing home like her husband. 

MacLean wanted to charge Elting with manslaughter or abuse, but the only felony 
charges he could pursue involved illegal possession of a firearm. Elting had previous felony 
convictions in Iowa. 

Elting pleaded guilty to misdemeanor neglect charges, but he fled 
before sentencing and remains a fugitive.  

In the Christofferson case, there were signs of trouble almost two years 
before Marlene died. She was admitted to a hospital in May 2005 with 
dementia and poor hygiene. During that visit, one of her sons told a doctor that 
"he is not able to take care of her anymore," records show. A report that same 
month was sent to social workers and police regarding allegations of caregiver 
neglect and suspected financial exploitation, according to police records. 

Mark Christofferson said he and his brothers took a doctor's advice and 
placed their mother in a nursing home for about two months after the hospital 
visit. He said he went to see her daily and each time she said she wanted to return to her 
Bloomington home. 

Mark Christofferson said he and his brother David cared for their mother as best as they 
could under difficult circumstances. "I took care of her until the day she died," he said. 

After being charged with criminal neglect, Mark Christofferson entered an Alford plea in 
which he maintained his innocence but acknowledged prosecutors had sufficient evidence to 
convict him. He received a year of probation. 

Reached by phone, David Christofferson declined to be interviewed but said: "They took 
the best thing I ever did in my life -- taking care of my mother -- and tried to make it the worst 
thing." 

Bloomington City Attorney Sandra Johnson said the way Marlene Christofferson died 
remains "one of the saddest cases I have ever read." 
 



 

 

 

 

 

 



 

 

 

 



 

THURSDAY, SEPTEMBER 15, 2011 

Drowning at state-run home leads to review 

BY BRAD SCHRADE 

A disabled man was left alone in a bathtub when supervisor answered phone 

Criminal investigators are reviewing the death of a severely disabled man who drowned 
when a supervisor at a state-operated group home left him alone in a bathtub while she took a 
phone call. 

The case is being watched closely by Gov. Mark Dayton and has led to an internal 
review of how the state Department of Human Services (DHS) oversees services for nearly 
800 vulnerable residents in state- run homes. 

Gerald Edward Hyska, 56, died Aug. 28, shortly after the incident at the New 
Beginnings home in Braham, Minn., about 60 miles north of Minneapolis. Hyska, who grew up 
with 12 siblings in northeast Minneapolis, was born with severe brain damage and could not 
talk, feed himself or walk, according to his sister, Lori Rush. He suffered from cerebral palsy. 
He never should have been left alone in a bathtub, she said. 

"What a horrible way to die," Rush said. " Drowning is not a very nice way to go, but I 
don't know how long he was under. How long was he left alone? Does that all come out?" 
Police are reviewing the actions of Devra Stiles, a supervisor at the home, who was bathing 
Hyska when she was interrupted by a phone call. 

"She basically forgot he was there," said Braham Police Chief Robert Knowles, who 
said the exact amount of time Hyska was left alone "is in dispute right now." 
Stiles, 62, declined to comment when contacted at her home in Pine City, but her husband 
said his wife didn't leave Hyska alone for long. 

"She answered the phone, said 'I got someone in the tub.' Talked to them for a minute 
or two," Tim Stiles said. "It wasn't like a long, drawn-out conversation." 

 

Only employee on duty 
 
Tim Stiles said his wife was working alone the night of the drowning. He said he doesn't 

know what the call was about, but he said answering the phone was an important part of her 
duties because it could involve the delivery of medicine or some other critical issue. 

At the time of the accident, there were three other severely disabled residents living at 
the home. 

Stiles said his wife is a caring person with an excellent state work record that stretches 
back 37 years, but he said cutbacks at the state and county level have made her job more 



difficult. He said his wife, who went on leave after the incident, had to lift residents in and out of 
the tub by herself, with no lifts or equipment to help. 

"When you're assigned to take care of that many clients all by yourself, something could 
happen because you have to spend time with one and the other one could have a seizure or 
fall and get hurt or whatever," Stiles said. 

State officials refused to provide details of the incident, citing the ongoing investigation 
and privacy laws, but DHS Commissioner Lucinda Jesson said the "unnatural death" of any 
person under the care of the state is "totally unacceptable." 

"If care was inappropriate and contributed to a client's death, we will acknowledge that, 
and we will hold anyone who's accountable strictly responsible for that," Jesson said. 

After the incident, Jesson ordered a review of training, supervision and hiring practices 
to make sure clients are protected. Jesson said she told investigators to make the case their 
"highest priority," not only to determine what happened but to "make sure it doesn't happen 
again." 

Dayton echoed those assurances, declaring there will be consequences for anyone who 
violated procedures. 

"My administration will do everything possible to ensure every person in the care of the 
state receives the highest standard of care," he said in a statement. 

Rush said her family has received few answers from the state or police about what 
happened. In fact, she said family members were instructed not to contact the home and to 
wait for answers. She said she didn't know who was being investigated until informed by the 
Star Tribune. 

"This is really hard for me because I really liked Devra," Rush said. "I know she really 
cared for him." 

Tim Stiles said his wife is distraught and undergoing counseling for what happened. He 
said Hyska was one of her favorite clients and that she was close to his family. He said she 
would like to tell family members how sorry she is about the incident, but she can't talk 
because of legal issues. 

"This is like losing a child to her," Stiles said. "It was a tragic accident. So far there's 
absolutely no charges at this time. Any statements she gave that night she was in total shock 
and duress." 

Stiles said his wife has had trouble sleeping since the events of that tragic night. "You 
always do 'what if,'" he said. "Or 'would have,' 'should have,' 'could have.'" 

State regulators have failed to protect some of Minnesota's vulnerable citizens from 
being victimized by their caregivers.  

 

 



 

 

 

 



 

FRIDAY, SEPTEMBER 16, 2011 

After drowning, a policy change 

BY BRAD SCHRADE 
 

Suspicious deaths must be reported within an hour, the DHS commissioner said:  

“It’s a new day” 

The drowning of a severely disabled man left alone in a bathtub while under state care has 
triggered a change that will require immediate, top-level reporting of deaths in dozens of 
facilities run by the state Department of Human Services. 

Under the new policy, DHS employees must report any suspicious deaths in department-
operated facilities to Commissioner Lucinda Jesson within an hour. All other deaths at the 
facilities must be reported to her within 24 hours. 

Jesson said she was frustrated to discover that it took nearly three days for her to find out 
about the Aug. 28 death of Gerald Edward Hyska, who drowned after a supervisor at a state-
operated group home in Braham left him to answer the phone. 

"This is the sort of thing that will get my very immediate attention," Jesson said. "I think in 
the past maybe commissioners didn't take the hands-on approach I'm taking to this. I think 
staff were following procedures that were in place for years perhaps. But it's a new day." 

The change covers nearly 11,000 vulnerable adults who either live in group homes or are 
treated at psychiatric hospitals, chemical dependency units and other facilities run by the 
department. 

But the agency could extend the policy to DHS employees who oversee private facilities 
licensed by the department, according to DHS officials. 

The department is reviewing the way deaths at all facilities are reported as part of an 
inquiry initiated after Hyska's death. 

"How notification of suspicious deaths in these DHS-regulated facilities should be handled 
is under consideration as we complete our review of relevant policies," DHS spokeswoman 
Terry Gunderson said in an e-mail. 

Gov. Mark Dayton, who has been monitoring the Hyska case, said Jesson inherited a 
department that suffered from " a lack of commitment at the highest levels to the kind of quality 
of care and concern that she's committed to providing." 

It will take some time "to instill a new culture," he said. 
For years, advocates have pressed the state to improve oversight of community-based 

programs such as group homes, said Steve Larson, director of public policy with the ARC of 
Minnesota, an advocacy group for the disabled. Larson said stronger quality controls might 
have revealed that one staff member can't always properly care for four severely disabled 
individuals, as was the case when Hyska drowned. 

"I think the lessons learned here is what do we need to do our community-based services 
so we can avoid these situations from happening in the future, or minimize the chances of 
them happening," Larson said. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 



 

MONDAY, SEPTEMBER 19. 2011 

Violated: Abuse of the aged and Vulnerable in Minnesota 

BY BRAD SCHRADE 

‘Granny cams’ catching on as tool to deter elder abuse 
 

Driven by a mistrust of nursing homes, more families are 
taking advantage of advances in surveillance technology and using 
video cameras to help protect loved ones they suspect are being 
abused or mistreated by caregivers. 

Even some facility managers and law enforcement officials 
are now using hidden cameras to catch workers who mistreat elderly 
or vulnerable residents, including at least two cases at assisted-living 
facilities in Minnesota in recent years. No figures are available, but 
specialists in the long-term care industry say the use of so-called " 
granny cams" is spreading, though the technology is also raising a 
host of legal and privacy issues. 

Just this spring, an Ohio man placed a hidden camera in a 
desk fan to catch two nursing home workers abusing and hitting his 
78-year-old mother, who suffers from Alzheimer's disease. In New 
Jersey, workers were caught abusing an 87-year-old woman, 
prompting a wrongful-death lawsuit in June. In New York, authorities 

arrested 22 workers last year after hidden cameras revealed maltreatment of residents in two 
facilities. 

Georgia Anetzberger, president-elect of the National Committee for the Prevention of 
Elder Abuse, said the spread of cameras in nursing homes is part of a broader proliferation of 
video surveillance in society to catch anything from traffic violations to shoplifting. 

"Cameras are used to catch people more than ever before, not just because the 
technology is there but because it's more widely accepted," she said. 

For years, however, the long-term care industry has fought legislative efforts across the 
United States to legalize the use of cameras, citing insurance costs and resident and 
employee privacy issues. Critics said cameras would make it more difficult to hire staff and that 
they also could misrepresent an incident. 

In 2009, Minnesota legislators approved a law that allows adult foster-care facilities to 
install cameras for overnight monitoring of vulnerable residents to save on staff costs, but the 
legislation does not cover other types of facilities. So far, regulators have approved nine 
requests for such surveillance. 



Some advocates believe Minnesota lawmakers need to broaden the rules to address 
the use of cameras in all facilities, even though some believe residents already have the right 
to use such technology. 

"We need some clear legal structures around this, with the ultimate right to consent or 
refuse resting with the patient," said Roberta Opheim, the state's ombudsman for mental 
health and developmental disabilities. "There needs to be a broad public discussion and the 
Legislature needs to weigh in. What are the safeguards for everybody?" 
 

Few states pass laws 
 

The push to install video cameras in long-term care facilities started to gain momentum 
a decade ago. Legislation was introduced in more than 15 states, but only three -- Texas, New 
Mexico and Maryland -- adopted laws addressing the use of cameras in nursing homes, 
according to a 2007 article in the Baylor Law Review. 

In Texas, which approved the use of cameras in 2001, nursing home residents and their 
families appreciate having the right to use the technology, said Patty Ducayet, the state's long-
term care ombudsman. She said use has been limited, but she believes cameras provide a 
benefit. 

"I really do think it is a deterrent," Ducayet said. "People know you've got a device in 
your room. It's required to be posted you do. I think it does have the potential to influence the 
way someone behaves and cares for you in the privacy of your room." 

In New Mexico, residents must be notified of their right to have a camera when they 
move into a facility. 

"As it turns out, it hasn't been a big issue from the providers' standpoint," said Linda 
Sechovec, executive director with the New Mexico Health Care Association, an industry trade 
group that represents nursing homes. "It hasn't been something that is widespread. I think in 
general families don't want to intrude [on their loved ones] with cameras unless there's a real 
serious concern." 

Minnesota's two major nursing home provider trade groups -- Care Providers of 
Minnesota and Aging Services of Minnesota -- declined to be interviewed for this story. 

"The provider community believes that use of a surveillance camera is a very personal 
and private decision best made by each individual, often in consultation with their family and 
health care providers," Jessica Sorensen, Aging Service's vice president of public relations, 
said in an e-mail. 
 

Abuses documented 
 

In the two recent Minnesota cases, facilities installed cameras after suspected abuse or 
exploitation. In a 2009 case, an assisted-living facility in Burnsville discovered large quantities 
of medication missing from at least six residents. The facility installed cameras in client rooms 
and caught an aide on the night shift stealing prescription drugs. 

In a 2007 case, an assisted-living facility in Chanhassen installed a camera that 
documented an aide abusing a resident late at night in her own apartment. The video showed 
an aide "forcefully dragging" the woman from her living room to her bedroom, according to 
court testimony in the case. The family sued and the case was settled out of court. 



The Minnesota Department of Health was notified of the incident, but chose not to 
investigate. Department spokesman John Stieger said he couldn't explain the decision, but he 
said the department would act differently today. "We would investigate the facility to determine 
if there were any systemic issues that led to the problem," he said. 

Minnesota's Health Department has been repeatedly faulted for how it reviews 
complaints of abuse and neglect. 

Twice in the past four years, federal records show, state regulators did not properly 
investigate 40 percent of reported complaints. 

Some residents were abused by workers who were hired even though they had known 
criminal records because regulators granted exceptions to rules aimed at protecting vulnerable 
people.  
 

Installation resisted  
 
Violette King, one of the leading advocates for using cameras, believes they are "the 

only solution" for family members who can't be present 24 hours a day. King founded the 
nonprofit advocacy group Nursing Home Monitors in 1996 after her father suffered abuse while 
in a facility. 

To try to demonstrate the effectiveness of such cameras, King's group recruited 
residents in more than a dozen facilities in the early 2000s. The group offered to pay for the 
cameras, but the effort fizzled. King, based in Illinois, said the homes often resisted or 
intimidated residents and their families who wanted to participate. 

But King thinks the climate for cameras has improved. "I think people are more aware of 
what's going on in nursing homes," she said. Not all resident advocates believe cameras are 
the best way to protect the elderly. 

Harbir Kaur, an abuse prevention expert with ElderCare Rights Alliance in Minnesota, 
said there are better tools: training, education and empowering consumers through strong 
resident and family councils. 

Kaur thinks residents in Minnesota have the right to use a camera, but she is worried 
that widespread use of the technology would turn nursing facilities into highly monitored zones 
with less privacy and dignity for residents. 

"Where do we want it to go?" Kaur said. "How can we make our consumers comfortable 
without putting the cameras in? How can we make staff feel more comfortable that you can 
come talk to us?" 

 



 

 

 

 

 

 

 

 

 

 

 

 



 

FRIDAY, SEPTEMBER 30, 2011 

Group home caregiver charged 

BY BRAD SCHRADE 

Devra C. Stiles forgot disabled man in tub while talking on phone, the manslaughter 

complaint says 
 
On the night Gerald Hyska slipped underwater and drowned in a bathtub at a state-run 

group home, the supervisor entrusted to care for the severely disabled man "forgot him" while 
spending six minutes on the phone with her son, according to a felony criminal complaint filed 
Thursday. 

Devra C. Stiles, the only person caring for four severely disabled residents that night, 
was charged Thursday with second-degree manslaughter for "her culpable negligence," 
according to a complaint filed in Isanti County. 

Prosecutors allege that it took Stiles nearly 30 minutes to call 911 after ending the 
phone call with her son, but it is unclear from court documents how long Hyska was left alone 
in the tub. The incident took place at a state-run facility in Braham, Minn., about 60 miles north 
of Minneapolis. 

Stiles' supervisor told investigators that Stiles was fully aware that Hyska's care plan 
said he should never be left alone in a bathtub and required around-the-clock assistance, court 
records show. 

Hyska, 56, was born with severe brain damage and was quadriplegic, blind and unable 
to speak. He came from a large northeast Minneapolis family. He drowned Aug. 28. 

The case, which has been closely watched by Gov. Mark Dayton, already has prompted 
changes in how quickly deaths at state-run facilities are reported to top managers at the state 
Department of Human Services (DHS). The incident also sparked a review of how the state 
oversees services for nearly 800 residents in state-run homes. 

DHS Commissioner Lucinda Jesson, who on Thursday reviewed criminal charges filed 
by Isanti County Attorney Jeffrey Edblad, said she was "horrified" by details contained in the 
complaint. 

"It's a tragic, tragic situation," said Jesson, who with Dayton sent a condolence letter to 
Hyska's elderly mother. 

The state's ties with Stiles were severed on Wednesday, but Jesson would not say 
whether Stiles was fired, citing state laws guarding employee privacy rights. 

Jesson said the department continues to investigate the incident. She expects the case 
to prompt more training of workers at state-run facilities. 

Stiles, 62, was arrested at her home in Pine City on Thursday. Her first court 
appearance is Friday afternoon. If convicted of second-degree manslaughter, she faces up to 
10 years in prison and $20,000 in fines. 

Stiles has refused past interview requests, and her husband did not return calls left at 
their home and on his cellphone Thursday. 

In a previous interview, Tim Stiles said his wife was a 37-year state employee with an 
excellent work record. He said that staff cuts had made her job harder and that answering the 



phone was a critical part of her responsibilities. She also had to lift residents in and out of the 
tub by herself because there was no equipment to help her, he said. 

Stiles described his wife as a caring and compassionate person who was close to 
Hyska's family. He said Hyska's death was "like losing a child to her." He said his wife had 
trouble sleeping after the incident and was undergoing counseling to help deal with the trauma. 

In the interview, Stiles said any statements his wife gave police that night were given 
while she was "in total shock and duress." 

The incident apparently happened early on a Sunday evening. As Stiles bathed Hyska, 
the facility's phone rang and she left him alone in the tub to answer it. 

Initially, Stiles told police that the call lasted no longer than a minute or two. But phone 
records reviewed by investigators showed that the call from Stiles' son came in at 6:46 p.m. 
and ended at 6:52 p.m., according to the complaint.  'I'm sorry, Gerald. I'm sorry' 

Stiles told police that she "forgot" about Hyska but ran back to the bathroom after she 
remembered he was bathing to find him submerged. She told police that she pulled him from 
the tub, called 911 and then began CPR. Phone records show the 911 call was not placed until 
7:23 p.m., about 30 minutes after the call with her son ended, according to the complaint. 

Hyska had marks that suggest his face may have rubbed against the tub while he 
struggled in the water, court records show. The medical examiner reported that the marks also 
could have come when he was pulled from the tub. 

When police arrived, they found Hyska naked near the front door while Stiles tried to 
revive him. During CPR, he was turned on his side and water poured from him. 

"I'm sorry, Gerald. I'm sorry," Stiles kept saying, according to court records.   
DHS supervisor Ronald Rasmussen, who visited the home on the night of the incident, 

told investigators that Stiles did not tell him how much time had elapsed before she 
remembered Hyska was in the tub. Rasmussen told investigators that the three other residents 
would be unable to clarify the events of the evening because, like Hyska, they can't speak. 

 



 

 

 

 

 



 

 

 



 

SUNDAY, OCTOBER 9, 2011 

Terrifying ride raises alarm over state care 

BY BRAD SCHRADE 

Another vulnerable adult endangered by state worker 
 
A drunken state caregiver took a developmentally disabled man on a terrifying and 

potentially deadly van ride in excess of 100 miles per hour through the Brainerd area last 
month in another incident that's raising questions about the quality of care Minnesota provides 
to vulnerable adults. 

Graham Marshall Olson, who has a history of speeding tickets, also left 
behind two state clients who were in his care at a restaurant where they were 
part of the cleaning crew, according to a Crow Wing County sheriff's report on 
the Sept. 4 arrest. Olson, 27, worked in a state program that helps 
developmentally disabled adults hold jobs, including providing them with 
transportation. 

Olson was driving so recklessly he nearly crashed head-on into at least 
two vehicles before a deputy was able to stop him after he drove over a median, 
records show. 

The harrowing incident came a week after the Aug. 28 drowning death of a disabled 
man in a bathtub at a state-operated group home in Braham, which has led to a criminal 
charge against the state employee on duty that night. Last week, a state worker entrusted to 
care for vulnerable adults was fired after being charged in a violent burglary in Rochester. 

All three incidents involve workers hired by the state as part of its program to provide 
direct care or services to more than 10,000 of Minnesota's most vulnerable residents. The 
workers staff group homes, psychiatric hospitals and other facilities across Minnesota. 

Lucinda Jesson, the state Department of Human Services (DHS) commissioner, said 
that the incidents point to the need for new leadership in her agency's services division, where 
all of the employees involved worked. "We need to raise the bar on the level of care we 
provide for clients and make sure we have the highest value for taxpayers," she said. 

In recent weeks, Jesson has publicly expressed concern about the way the division has 
been operating. Months ago, she made the decision to transfer its current CEO, Mike 
Tessneer, to a different job in DHS's compliance unit once his replacement is hired. Jesson 
said the recent troubles, including the incident with Olson, reinforced for her the "need to make 
changes in the direction in leadership and to get us to do that quicker and faster." 

"Given the population we serve, given the number of employees, some things are going 
to happen," Jesson said. "It's how do we act to prevent them as much as possible and how do 
we respond to them?" 



After nine years in the job, Tessneer said in an interview on Friday that he is ready for a 
change. He said he has been on call 24 hours a day, seven days a week, as the division, with 
its 3,500 employees, has moved from a relatively centralized operation to one that provides 
care and services at nearly 200 locations across Minnesota. 

Three finalists for his position will interview on Monday with Jesson and other DHS 
officials in St. Paul. "I think change in any organization after nine years has a positive side to 
it," Tessneer said. 

The three employees involved in the recent incidents in Tessneer's division have been 
removed from their positions and are no longer employed by the state. 

The Star Tribune has learned that the department also has launched a review following 
Tuesday's arrest of the state worker charged in a violent burglary. Court records from an 
incident in February show that she admitted to police that she was addicted to opiate. The 
department is now reviewing whether any prescription drugs were stolen or missing from 
patients at the state group home where she worked. 
 

A confused, scared passenger 
 
In the drunken van ride incident, Olson has already pleaded guilty to DWI and been 

sentenced to three years' probation, court records show. Attempts to reach him were 
unsuccessful. 

When DHS hired him in February 2010, Olson already had three speeding tickets on his 
record between 2003 and 2009, records show. Part of his state duties as a job coach to 
vulnerable adults involved driving them to and from work. The red van he was driving had the 
capacity to carry 15 passengers. 

Jesson said she did not have answers for how someone with Olson's driving record was 
in such a position. He was hired before she took the helm at DHS in January. 

"But I certainly don't want anyone to think I think that is acceptable, because I don't," 
Jesson said, adding that among the improvements she wants to see in the division is its hiring 
practices. 

By the time a sheriff's deputy was finally able to pull him over around 9:15 a.m. on Sept. 
4, Olson had driven the van south of the city of Garrison, some 20 miles away from Brainerd. 
His blood-alcohol content of .21 was more than twice the legal limit and he fell against the van 
as he got out, records show. He told the deputy that his job was to drive disabled people 
around, records show. His lone passenger described to authorities how a routine ride home 
from work had turned very frightening and dangerous. The disabled man said he was confused 
by why Olson drove him all that way. 

 



 

 

 

 

 



 

 

 



 

SUNDAY, OCTOBER 9, 2011 

Terrifying ride raises alarm over state care 

BY BRAD SCHRADE 

Another vulnerable adult endangered by state worker 
 
A drunken state caregiver took a developmentally disabled man on a terrifying and 

potentially deadly van ride in excess of 100 miles per hour through the Brainerd area last 
month in another incident that's raising questions about the quality of care Minnesota provides 
to vulnerable adults. 

Graham Marshall Olson, who has a history of speeding tickets, also left 
behind two state clients who were in his care at a restaurant where they were 
part of the cleaning crew, according to a Crow Wing County sheriff's report on 
the Sept. 4 arrest. Olson, 27, worked in a state program that helps 
developmentally disabled adults hold jobs, including providing them with 
transportation. 

Olson was driving so recklessly he nearly crashed head-on into at least 
two vehicles before a deputy was able to stop him after he drove over a median, 
records show. 

The harrowing incident came a week after the Aug. 28 drowning death of a disabled 
man in a bathtub at a state-operated group home in Braham, which has led to a criminal 
charge against the state employee on duty that night. Last week, a state worker entrusted to 
care for vulnerable adults was fired after being charged in a violent burglary in Rochester. 

All three incidents involve workers hired by the state as part of its program to provide 
direct care or services to more than 10,000 of Minnesota's most vulnerable residents. The 
workers staff group homes, psychiatric hospitals and other facilities across Minnesota. 

Lucinda Jesson, the state Department of Human Services (DHS) commissioner, said 
that the incidents point to the need for new leadership in her agency's services division, where 
all of the employees involved worked. "We need to raise the bar on the level of care we 
provide for clients and make sure we have the highest value for taxpayers," she said. 

In recent weeks, Jesson has publicly expressed concern about the way the division has 
been operating. Months ago, she made the decision to transfer its current CEO, Mike 
Tessneer, to a different job in DHS's compliance unit once his replacement is hired. Jesson 
said the recent troubles, including the incident with Olson, reinforced for her the "need to make 
changes in the direction in leadership and to get us to do that quicker and faster." 

"Given the population we serve, given the number of employees, some things are going 
to happen," Jesson said. "It's how do we act to prevent them as much as possible and how do 
we respond to them?" 



After nine years in the job, Tessneer said in an interview on Friday that he is ready for a 
change. He said he has been on call 24 hours a day, seven days a week, as the division, with 
its 3,500 employees, has moved from a relatively centralized operation to one that provides 
care and services at nearly 200 locations across Minnesota. 

Three finalists for his position will interview on Monday with Jesson and other DHS 
officials in St. Paul. "I think change in any organization after nine years has a positive side to 
it," Tessneer said. 

The three employees involved in the recent incidents in Tessneer's division have been 
removed from their positions and are no longer employed by the state. 

The Star Tribune has learned that the department also has launched a review following 
Tuesday's arrest of the state worker charged in a violent burglary. Court records from an 
incident in February show that she admitted to police that she was addicted to opiate. The 
department is now reviewing whether any prescription drugs were stolen or missing from 
patients at the state group home where she worked. 
 

A confused, scared passenger 
 
In the drunken van ride incident, Olson has already pleaded guilty to DWI and been 

sentenced to three years' probation, court records show. Attempts to reach him were 
unsuccessful. 

When DHS hired him in February 2010, Olson already had three speeding tickets on his 
record between 2003 and 2009, records show. Part of his state duties as a job coach to 
vulnerable adults involved driving them to and from work. The red van he was driving had the 
capacity to carry 15 passengers. 

Jesson said she did not have answers for how someone with Olson's driving record was 
in such a position. He was hired before she took the helm at DHS in January. 

"But I certainly don't want anyone to think I think that is acceptable, because I don't," 
Jesson said, adding that among the improvements she wants to see in the division is its hiring 
practices. 

By the time a sheriff's deputy was finally able to pull him over around 9:15 a.m. on Sept. 
4, Olson had driven the van south of the city of Garrison, some 20 miles away from Brainerd. 
His blood-alcohol content of .21 was more than twice the legal limit and he fell against the van 
as he got out, records show. He told the deputy that his job was to drive disabled people 
around, records show. His lone passenger described to authorities how a routine ride home 
from work had turned very frightening and dangerous. The disabled man said he was confused 
by why Olson drove him all that way. 

 





 

THURSDAY, NOVEMBER 24, 2011 

$3 million gone: Son accused of stealing mom broke 

BY BRAD SCHRADE 

He looted her nest egg to fund a lifestyle that included pricey trips and phone sex, 

authorities say 
 
An 86-year-old Richfield woman once worth more than $3 million is broke, and the son 

who managed her affairs has been charged with plundering his mother's nest egg to feed a 
lavish lifestyle featuring trips to golf resorts, spa sessions, limo rides and phone sex charges, 
according to police and court records. 

Earlier this month, Ward Allen Knutson, 46, was charged with swindling more than 
$320,000 from his mother, who told police she did not authorize her son to take her funds for 
his personal use. If convicted of the felony, Knutson faces up to 20 years in prison and 
$100,000 in fines. 

"He's been doing this a long time, back into [19]98 or '99," Hennepin County Mike 
Freeman said. "We've got a ton of evidence that he was swindling -- bank cards, electronic 
transfers, etc." 

Authorities said Knutson may face additional charges. Family members told police that 
Knutson also stole at least $65,000 from his incapacitated mother-in-law. 

Knutson, who lives in Eagan, declined to comment. Family members told police he is 
married and has four daughters. He serves on the board of directors of the Eagan Wave youth 
soccer club. 

Financial abuse of seniors is a growing problem. Nationally, seniors lost at least $2.9 
billion in 2010, according to a recent study. Freeman said these cases can have devastating 
consequences for victims whose life savings are sometimes wiped out by trusted loved ones. 

"Unfortunately we see too many of these where one of the kids starts to swindle their 
mother or father out of their estate," said Freeman, who said his office plans to dedicate more 
prosecutors and staff to meet a growing number of financial exploitation cases. 

Knutson told police that his mother, Doris Lavonne Knutson, gave him permission to 
oversee her investments in 1999. At some point, she had investments and cash worth $3 
million to $4 million, family members told police. 

Over the years, Knutson reassured his mother that she still had substantial sums of 
money in her accounts. Family members recounted one conversation from July 2010, when 
Doris Knutson inquired about her current trading balance. 

"Probably over a million," Ward Knutson responded, according to police records. 



In fact, according to the police report, Doris Knutson was "essentially broke" in 2010. 
"The funds in the accounts were emptied through mismanagement and theft," according to the 
Richfield police report. 

Family members didn't discover the funds were missing until last Christmas. Two of 
Knutson's brothers went to police with their concerns about two months later, in February 
2011, after they were unable to reach a repayment agreement with Ward Knutson. 

After reviewing their mother's financial records, family members determined that Ward 
Knutson used his mother's money to cover his monthly mortgage payment, his Comcast bills, 
ATT bills and other personal expenses, including "multiple trips to golf resorts, spa sessions, 
restaurants, limo services, expensive phone sex and adult entertainment viewing charges." 

Altogether, family members claim they have evidence that Ward Knutson stole at least 
$779,113 from his mother over an 11-year period ending in 2010, police records show. 

Police searched his home in March 2011 and found "multiple checks" and a credit card 
in his mother's name. When questioned by police, Ward Knutson acknowledged that some of 
his personal expenses were covered without his mother's knowledge or approval. He also 
admitted forging his mother's name on various checks and depositing those checks into his 
wife's account after forging his wife's signature. Investigators said Knutson obtained the 
checks after "fraudulently convincing" his mother that he needed them for a business 
transaction, according to the criminal complaint. 

When family members asked how he was able to open and close so many financial 
accounts without his mother's knowledge or approval, Ward Knutson said, "You can do 
anything if you have a Social Security number," according to the police report.  Doris Knutson, 
who lives in Richfield, could not be reached for comment Wednesday. 

After her son failed to pay his mother's 1999 tax liability, the IRS put a lien on her 
property, garnished her income and seized her checking accounts, according to the police 
report. 

"The only money Doris has seen from Ward is $3,500 in January of 2010, which was 
immediately used to pay her living expenses that were overdue," according to the police report. 

 







 

SUNDAY, DECEMBER 11, 2011 

Violated: Abuse of the aged and Vulnerable in Minnesota 

BY BRAD SCHRADE 

State OKs care jobs for former criminals 

Two agencies routinely grant exemptions for those who work with the most 

vulnerable people 

During the past six years, Minnesota has granted more than 15,000 waivers to people 
with criminal records seeking employment in nursing homes and other state-regulated care 
programs, state records show. 

Under state law, people are automatically rejected for those jobs if background checks 
reveal they have committed any crime on a list of disqualifying offenses. But through a little-
publicized appeals process allowed under the law, former criminals who request a second 
chance usually get their wish. 

The most forgiving state agency among the two that grant waivers is the Health 
Department, which approved 75 percent of 10,000-plus appeals with little public scrutiny, 
records show. 

More than 5,000 waivers went to people who wanted to work in nursing homes or home 
care agencies. Those applicants were convicted of misdemeanors to felonies, including 
assault, fraud, false imprisonment, forgery, robbery, theft and making terroristic threats, as well 
as drug and alcohol offenses, records show. 

State regulators said they don't know how many of those ex-criminals actually went to 
work in nursing homes and other facilities because they don't track that information. They also 
don't follow how many of those individuals subsequently harmed their vulnerable clients or 
committed additional crimes. But it's clear that not all ex-criminals changed their ways. 

In some cases, workers who obtained or sought waivers later harmed their clients or 
were caught stealing money from people in their care, records show. 

Others with criminal backgrounds went on to commit new crimes while they were 
registered as nursing aides. A Star Tribune analysis of more than 900 aides who registered 
since 2000 despite a criminal past showed that 44 of those people were later convicted of 
serious crimes that would disqualify them under the current standard. 

The state was unable to say how many of those individuals may have received waivers, 
officially known as variances and set-asides. 

 

'Not an office job' 



Advocates for the elderly say the state's process of conducting criminal background 
checks can mislead family members because it suggests all caregivers have clean records. 
They say more information about worker criminal histories should be disclosed. 

"This is not an office job," said Harbir Kaur, an abuse prevention expert with the 
ElderCare Rights Alliance of Minnesota. "If they are putting them on the floor working with the 
vulnerable adult, on what level [do] they feel comfortable that nothing is going to happen?" 

In addition to nursing homes, former criminals can obtain waivers to work in a wide 
variety of care settings, including hospitals, assisted living facilities, group homes for the 
disabled and home care providers. 

A 2011 federal inspector general's report found that 92 percent of nursing homes 
surveyed nationwide employ at least one person with a criminal conviction while almost half of 
all facilities have at least five workers with criminal records. 

"There are a lot of criminals who end up trying to go to work in long-term care and that 
places those residents at risk," said Martin Kennedy, director of the Division of Continuing Care 
Providers with the federal Centers for Medicare and Medicaid Services in Baltimore. "Our 
elders are among our most vulnerable people." 

A months-long investigation by the Star Tribune has exposed breakdowns across a 
regulatory system that is supposed to protect elderly and disabled adults in Minnesota from 
abuse and neglect. The state has been repeatedly cited by federal regulators for its failure to 
properly investigate maltreatment complaints in nursing homes. In several cases, employers 
and state officials failed to flag suspicious workers who later mistreated their clients. 

In 2008, the Health Department granted a waiver to a home health aide in Ramsey 
County who had been convicted of felony theft and was a suspect in other cases of theft or 
fraud. A year later, she was convicted of stealing $1,575 from a terminal cancer patient at a 
group home where she worked. 

In 2009, a woman previously convicted of prescription drug fraud stole $900 while 
working at an assisted living center in Austin. She was supposed to be under direct 
supervision pending the outcome of her waiver appeal when she took residents' cash and rent 
payments. She later blamed the theft on her addiction to prescription drugs. 

In some cases, facilities request waivers on behalf of their employees and some are 
allowed to continue working before the state has decided whether to grant an exemption. 

State officials maintain they always put the safety of vulnerable adults in front of the 
competing goal to help ex-criminals find a productive place in society. While acknowledging 
the lack of recent reporting on the program, they say there appear to be very few cases 
involving waiver recipients who subsequently mistreated or victimized those in their care. 

"I believe it's working," said Stella French, a Health Department manager whose office 
helps determine who gets waivers. "I believe we have a thorough process, that we have 
checks and balances that minimizes the risk to vulnerable adults. ... If there's any question, we 
go with not setting that person aside." 

 

Some pass on waiver recipients 

 
For years, public officials have debated whether to create a national system of 

conducting background checks for health care workers. The concern is that someone 
convicted of crimes in one state won't show up on the radar of regulators in other states where 
they may seek work.   



Minnesota is one of 32 states that do not automatically look beyond their borders when 
conducting background checks of nursing home workers. Ten states routinely conduct FBI and 
statewide checks, while eight states don't require any background checks of prospective 
workers, according to the 2011 federal inspector general's report.  

The federal report recommends creation of a national background check system as well 
as standards for determining disqualifying crimes. Minnesota is taking initial steps that would 
allow the state to eventually conduct national background checks on all applicants. 

Nursing home operators in Minnesota support a national system because they believe 
in- state checks aren't enough, said Patti Cullen, president/CEO of Care Providers of 
Minnesota, a trade group that represents more than 600 providers, including nursing homes, 
assisted living facilities and home care agencies. Cullen said her group contracted with a 
private firm to supplement the state's checks.  "Some facilities want an extra layer of comfort in 
who they hire," Cullen said. 

Tom Pollock, a nursing home administrator who is part of Cullen's trade group, said he 
won't hire waiver recipients. 

"If you're willing to write a bad check, from our standpoint you're willing to steal from the 
bank," said Pollock, administrator of Park River Estates Care Center in Coon Rapids. "If you're 
willing to do that and you have all these vulnerable adults, we just don't want to take the 
chance." 

To obtain a waiver, former criminals are asked to document how they've changed, 
explain why they no longer pose a risk and are allowed to provide references, according to 
officials with the Minnesota Department of Human Services, which conducts background 
checks for its agency and the state Health Department. 

Each time ex-criminals change jobs they must seek another waiver, which can make the 
total numbers seem inflated, officials said. Some people received multiple waivers. Regulators 
are creating an online system that will make it possible to track who is working at all state-
regulated facilities. 

"If there is any kind of risk to the client, we don't set aside the disqualification," said 
Anne Barry, deputy commissioner of the Department of Human Services. "We don't grant the 
variance. I'm confident in that process." 
 

No review since '04 
 
The agency has not surveyed the harm done by waiver recipients since 2004, when it 

reviewed records relating to 13,753 waivers obtained by individuals since 1991 from either the 
Health or Human Services departments. The report showed that 23 people were subsequently 
found to have abused or neglected vulnerable individuals in their care in various state-
regulated programs.  

Department of Human Services Inspector General Jerry Kerber, who oversees the 
background check system, said the report was criticized because the agency conducted the 
review itself. One omission is the report's failure to address complaints involving former 
criminals that were not substantiated by investigators. Elder abuse often involves victims with 
dementia and other conditions that can make it difficult to prove misconduct despite evidence 
of wrongdoing. 

In response to the newspaper's questions, the agency recently reviewed a portion of 
recent waiver recipients and found no instances of proven misconduct. 



Kerber said the agency probably needs to take another look at how the system is 
working. 

"I think what we'll do is review whether or not we should be doing these reports," Kerber 
said. "With the Dayton administration, there very clearly is an emphasis on public 
accountability and light shining on government services so the public can evaluate whether or 
not we're doing our jobs. These are certainly appropriate questions that you're asking." 

Some lawmakers and government officials think the state should make it easier for 
some people with criminal convictions to get jobs at state-regulated facilities. A 2008 state 
report recommended eliminating 31 criminal acts, including 11 felonies, from a list of crimes 
that warrant disqualification for jobs at state-regulated facilities. 

"I'm all about safety of the people, but I'm also about giving people a chance to work," 
said Rep. Jim Abeler, R-Anoka, chairman of the House committee that controls spending by 
the Health and Human Services departments. "We are a state that believes in rehabilitation. 
So that's the tension. If you believe people can get better, how do you help them get a job and 
move on with their life? Some people are on the fearful side of that." 
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FRIDAY, JANUARY 13, 2012 

Supplement  

Violated:  Abuse of the aged and Vulnerable in Minnesota 

BY BRAD SCHRADE 

Stiffer penalties for neglect urged 

Those who mistreat the elderly or other vulnerable adults often get off with a slap 

on the wrist, even in cases of death. 
 
Caregivers who intentionally neglect the elderly or other vulnerable adults could face 

felony prosecution for the first time in Minnesota under a legislative proposal unveiled 
Thursday that would close what proponents say is a gaping hole in state law. 

Prosecutors say current misdemeanor penalties don't allow them to properly punish 
violators, even in extreme cases where months of horrendous treatment ends in serious harm 
or death. 

"We're talking about victims who are deprived of the most basic food and water, wound 
care, pain medication -- people who are locked away and left to rot," said Iris Freeman, a 
longtime elder care advocate with William Mitchell College of Law in St. Paul. "These are the 
cases where a so-called caregiver could better be called a captor." 

It remains uncertain whether the proposal, outlined by a bipartisan coalition of 
lawmakers, prosecutors and Gov. Mark Dayton's administration, will face opposition from 
nursing homes, hospitals and others in the care industry. For years, an influential group in the 
industry has blocked efforts at the Capitol to criminalize neglect. 

The proposal comes just months after the Star Tribune highlighted the issue as part of 
an investigative series that examined abuse of the aged and vulnerable. Minnesota is one of 
five states without a felony neglect provision to protect the elderly or vulnerable adults from 
willful neglect. 

The paper examined about 50 cases since 2004 where someone was convicted of 
misdemeanor neglect, including six that resulted in death. That included a mother in 
Bloomington who died after she was left in squalid conditions in a cold, darkened bedroom by 
her adult son, who paid a $50 fine and got a year of probation. 

"Does this make me sick? You're damn right it does," said Hennepin County Attorney 
Mike Freeman, a DFLer who is among those spearheading the effort. "Every one of God's 
vulnerable adults deserves better, and we're going to do something about it." 



 

Influential legislator 
Iris Freeman said the worst cases tend to occur in people's homes, not professional 

settings. She has been part of an effort for years to broker a compromise among various 
interest groups, but that effort broke down last year. Those pushing Thursday's proposal, 
which includes penalties of up to 10 years in prison and a $20,000 fine, decided to proceed 
without support from the industry. 

The bill's chief Senate sponsor, Sen. Warren Limmer, R-Maple Grove, said the 
legislation is a reasonable proposal that targets the most extreme cases. Limmer, chair of the 
Judiciary and Public Safety Committee, said that with a wave of baby boomers set to retire, it's 
important to confront abuse and neglect. 

"With that huge population coming at us, we've got to start putting the signal out that 
intentional disregard of a person in that status is simply not acceptable," Limmer said. "We're 
waving a big yellow flag right now." 

Nursing homes and hospitals fear such a law would criminalize people or organizations 
for honest mistakes in difficult cases. Some in the industry who have opposed past proposals, 
however, say the parties are not far apart. 

Matt Anderson, a vice president with the Minnesota Hospital Association, said his group 
supports tough prosecution of caregivers who intentionally neglect seniors. After quickly 
reading the proposal Thursday, he said it looked close to what they've agreed upon in the past. 

"I couldn't tell you off the top of my head if it's something we're going to support," he 
said. "I think we're very, very close, and I know we're going to be able to work it out." 

An organization consisting of the two major nursing home and assisted living trade 
groups, Care Providers of Minnesota and Aging Services of Minnesota, issued a joint 
statement: "We support the creation of a law that will make the most serious cases of neglect 
punishable as a felony in Minnesota. The language of this new law is important. We look 
forward to continuing our work with lawmakers to pass an effective and targeted law to protect 
vulnerable adults." 
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Monday, June 13, 2011 
Elder care 
Set high standards, appreciate good care 
Thank you for your story on the abuse of the elderly ("Broken system fails elderly 

victims," June 5). As someone with a father who has been diagnosed with Alzheimer's 
disease and who is in a long-term care facility after many years of home care provided 
by my mother, I was disheartened at the treatment the patients received and the 
response of the system and the courts to the crimes committed. 

We should have the same standard of punishment for crimes against any 
vulnerable population, whether children or adults. Having spent time visiting my father, I 
understand the difficult jobs that staff members have. When they do their jobs properly, 
they should be appreciated, compensated and treated professionally. 

Everyone should be concerned, especially as important state budget decisions 
are debated, about the quality of care available to us as we age. No one is immune from 
needing long-term care; every person is one fall, one stroke or one accident away from 
depending on someone else. 

As a manager in an independent senior living community, I know that the 
residents strive to remain independent as long as possible, which saves a financially 
stressed system money. That means relying on family, but by the time a person moves 
to a long-term care facility, their caregiver is often exhausted and welcomes the 
opportunity to take care of his or her own neglected needs. Quality care for a loved one 
can provide peace of mind. 

SARA PAQUETTE, MINNEAPOLIS 

 
Saturday, July 30, 2011 
NURSING HOMES 
State leader shouldn't have been blindsided 
Deb Holtz, the state's ombudsman for long-term care, has some of it right 

("Nursing home stay an eye-opener," July 26). Having worked in the nursing home or 
long-term care areas for many years, I empathized with the loss of dignity and at times 
impersonal care provided to residents. But given the limited resources provided to these 
facilities, I cannot see how the many dedicated caregivers could do any better. 

 Perhaps if the owners of long-term care facilities were given some of those 
fantastic tax incentives provided to the oil industry in order to upgrade aging facilities, 
increase salaries and increase staff, they could address the issues mentioned by Holtz. 

 DORY LIDINSKY, Ham Lake, Minn.  

 
 



 
As a recently discharged "resident inpatient" inmate from one of our area's better 

health centers, I would observe that nursing homes are masquerading as physical-
rehabilitation centers. But purporting to service two entirely different demographic needs 
-- physical and mental disabilities -- is a marketing charade of denial. Had Holtz stayed 
for a month or more, she could have written a book filled with an even greater array of 
personal experiences.  

 CAROLYN EGAN, WAYZATA 

 
The story used a broad brush in describing nursing homes. Holtz reported that 

her father had had a good experience at Langton Place in Roseville. No details of that 
positive stay were given. Rather, the focus was negative. Holtz was troubled about not 
being greeted and complained about a skin assessment. 

Really? No one greeted her? She just found a room on her own, decided it 
looked like a nice bed and sat down there? I find that difficult to believe. As for a skin 
assessment, what if she had fallen during her stay? The prefall skin assessment would 
help in determining injuries sustained and treatment options. 

Few people enjoy the exposures involved in health care. To consider them 
"violations," however, is harsh and inflammatory. 

The final paragraph of the article stated, "Holtz credited the facility with being 
responsive to her concerns." That was the appropriate way to resolve her issues, not 
publishing five columns of one-sided newsprint to alarm the public. 

 According to the Minnesota Department of Human Services web site, there are 
396 nursing facilities in Minnesota, with 33,878 beds available. This article leaves the 
reader thinking that horrors abound in all of these settings. That has not been my 
observation or experience, and I would need many more than five columns to share the 
positive stories of nursing home care. 

 JEANNE LINTNER, NORTH ST. PAUL 

 
Sunday, August 21, 2011 
Elder neglect 
Story shed light on law's failure to protect 
Thank you, Brad Schrade and Lora Pabst, for the excellent story on elder abuse 

("State law has huge gap in punishing elder neglect," Aug. 14). When will state 
lawmakers take notice that people who neglect vulnerable adults can only be charged 
with a misdemeanor? This is the state known for its many years of liberal politics and 
trumpeting care for the poor and the vulnerable. 

A few months ago, Minnesota House Speaker Kurt Zellers said that protecting 
and providing for the most vulnerable in society was a priority. Senate Majority Leader 
Amy Koch echoed that sentiment. Others also pledged to do everything possible to 
help. 

Yet, nothing happens. The Star Tribune needs to keeps up the good fight. 
STANTON O. BERG, FRIDLEY 

 
 
 



Saturday, September 3, 2011 
Elder care 
We can all do more to help vulnerable adults 
At the Center for Elder Justice Policy at the William Mitchell College of Law, 

we've long maintained confidence that state legislation to address the most serious, 
intentional cases of neglect can be written to achieve justice for vulnerable adult victims 
while respecting the complex caregiving performed each day by family and direct care 
workers ("State needs tougher laws on elder abuse," Aug. 27). 

 Only legislative action can establish a felony penalty for neglect of a vulnerable 
adult in Minnesota; however, the community can play an immediate role in protection. 
These egregious cases of neglect thrive on isolation and on people looking the other 
way. 

 Anyone may make a report to the proper authorities. If you believe there's 
immediate danger, call 911. For any other suspected harm to a vulnerable adult, call the 
designated "common entry point" in the county where the vulnerable adult resides. 
County common entry points accept calls 24 hours a day, seven days a week. The 
reports may be anonymous and may prevent a troubling situation from turning tragic. A 
directory of these numbers is available at www.mnaging.org/advisor/cepd.htm and from 
the Senior LinkAge Line at 1-800-333-2433. 

 IRIS C. FREEMAN, ST. PAUL 
The writer is the center's associate director. 
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FRIDAY, SEPTEMBER 16, 2011 

After drowning, a policy change 

BY BRAD SCHRADE 
 

Suspicious deaths must be reported within an hour, the DHS commissioner said:  

“It’s a new day” 

The drowning of a severely disabled man left alone in a bathtub while under state care has 
triggered a change that will require immediate, top-level reporting of deaths in dozens of 
facilities run by the state Department of Human Services. 

Under the new policy, DHS employees must report any suspicious deaths in department-
operated facilities to Commissioner Lucinda Jesson within an hour. All other deaths at the 
facilities must be reported to her within 24 hours. 

Jesson said she was frustrated to discover that it took nearly three days for her to find out 
about the Aug. 28 death of Gerald Edward Hyska, who drowned after a supervisor at a state-
operated group home in Braham left him to answer the phone. 

"This is the sort of thing that will get my very immediate attention," Jesson said. "I think in 
the past maybe commissioners didn't take the hands-on approach I'm taking to this. I think 
staff were following procedures that were in place for years perhaps. But it's a new day." 

The change covers nearly 11,000 vulnerable adults who either live in group homes or are 
treated at psychiatric hospitals, chemical dependency units and other facilities run by the 
department. 

But the agency could extend the policy to DHS employees who oversee private facilities 
licensed by the department, according to DHS officials. 

The department is reviewing the way deaths at all facilities are reported as part of an 
inquiry initiated after Hyska's death. 

"How notification of suspicious deaths in these DHS-regulated facilities should be handled 
is under consideration as we complete our review of relevant policies," DHS spokeswoman 
Terry Gunderson said in an e-mail. 

Gov. Mark Dayton, who has been monitoring the Hyska case, said Jesson inherited a 
department that suffered from " a lack of commitment at the highest levels to the kind of quality 
of care and concern that she's committed to providing." 

It will take some time "to instill a new culture," he said. 
For years, advocates have pressed the state to improve oversight of community-based 

programs such as group homes, said Steve Larson, director of public policy with the ARC of 
Minnesota, an advocacy group for the disabled. Larson said stronger quality controls might 
have revealed that one staff member can't always properly care for four severely disabled 
individuals, as was the case when Hyska drowned. 

"I think the lessons learned here is what do we need to do our community-based services 
so we can avoid these situations from happening in the future, or minimize the chances of 
them happening," Larson said. 
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SATURDAY, AUGUST 27, 2011 

 

State needs tougher laws on elder abuse 

EDITORIAL 

Minnesota is one of five states without a felony-level penalty. 
 
In a case that garnered national attention, Christopher Wise of Seattle, a college 

graduate, was sentenced last month to more than three years in prison after being charged 
with murder for allowing his 88-year-old mom to rot to death. He was her sole caretaker. 

Upon her death, she was found emaciated and covered in open bed sores that exposed 
her bones. Her diaper was grossly soiled, and her bed sheets reportedly covered in "dried 
blood, urine, feces and possibly pus." And that's just the half of it. 

Disturbingly, if Wise had lived in Minnesota instead of Washington state, he might never 
have been charged with murder. Minnesota is one of only five states without a felony-level 
penalty for criminal neglect of a vulnerable adult. 

 Outrageous? You bet. Minnesota shouldn't be a place where caregivers can lock 
grandma in a sweltering car while they run errands and never be charged with a felony, even if 
she ends up in the hospital from the maltreatment (a real-life case). 

The way state laws are written now, malicious caregivers might only receive a legal 
swat on the tush if, for instance, they fail to seek medical help for a disabled adult's badly 
infected foot, leaving doctors no choice but to amputate (another real-life case). 

 This odious gap in our legal system should be corrected -- and fast. With the large baby 
boomer generation sailing into its sunset years, the need for a statute protecting the state's 
elderly from intentional heinous abuse is all the more critical. 

Among the elderly most at risk for victimization are the soaring numbers suffering from 
dementia. Studies show they're often unable to use a phone to call for help or communicate 
the abuse to people who could intervene. Or they're simply too scared of their abusers. 

Who wouldn't be behind a tougher law? Organizations that employ caregivers, 
according to an Aug. 14 Star Tribune story by Brad Schrade and Lora Pabst ("State has huge 
gap in punishing elder neglect"). Fortunately, state Rep. Steve Gottwalt, R-St. Cloud, who 
chairs the House Health and Human Services Reform Committee, told an editorial writer this 
week that he intends to take up the cause and push for a law. 

"We ought to be stamping down very hard," he said. "Our first and foremost concern 
should be protecting vulnerable people." 

Nursing homes and other caregiver businesses shouldn't be exempted, though that's 
what it likely would take for senior providers in order to get behind any felony-level law, 
according to Darrell Shreve, vice president of health policy with Aging Services of Minnesota. 
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That view is shortsighted and self-centered. It's like the outcry from clergy in 1993 when 
Minnesota passed a statute prohibiting them from having sex with anyone seeking their 
spiritual counsel. Many protested that the law would make them victims of endless frivolous 
lawsuits for even hugging a congregant. 

That didn't happen. Nor would it happen to caregivers of vulnerable adults if a law is 
crafted with language narrowly focused on intentional, abhorrent neglect. Law enforcement 
and other agencies should rally behind such an effort. 

 Minnesota's vulnerable children are already afforded these legal protections. While the 
national cost of child abuse is estimated at $100 billion a year, the high cost of elder abuse has 
yet to be counted. 

"We have a whole raft of issues hitting the state with our aging population, and this is a 
piece of that," Gottwalt said. "We ought to have laws on the books." 

Minnesota needs to send a strong message that caregivers can't mistreat the elderly. 
Such despicable behavior is usually driven by greed -- inheritance is often a motivation -- and it 
should draw a stiff criminal penalty. 
 

Elder Abuse 
 

"What we know about elder abuse lags some 40 years behind child abuse and 20 years 
behind domestic violence. ... We don't even know how to define what a successful intervention 
looks like." 

Testimony of elder abuse expert MARIE-THERESE CONNOLLY before Senate Special 
Committee on Aging (March 2, 2011) 
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