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INVESTIGATION MEMORANDUM
Office of Inspector General, Licensing Division
Public Information

Minnesota Statutes, section 626.556, subdivision 1, states, “The legislature hereby declares that the public policy of this state is to protect children whose health or welfare may be jeopardized through physical abuse, neglect, or sexual abuse.” 
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	[bookmark: report]Report Number:  2016451120164511				  

	Date Issued:  October 7, 2016

	Name and Address of Facility Investigated:  	

[bookmark: Facility][bookmark: Address]Blossomtime Montessori and Day CareBlossomtime Montessori and Day Care
7132 Portland Avenue S.
Richfield, MN 554237132 Portland Avenue S.
Richfield, MN 55423

	Disposition:  Maltreatment not determined.  


[bookmark: Rule]License Number and Program Type:

[bookmark: _GoBack]831153-CCC (Child Care Center)

Investigator(s):

Kimberly Anderson
Minnesota Department of Human Services
Office of Inspector General
Licensing Division
PO Box 64242
Saint Paul, Minnesota 55164-0242
651-431-6553

Suspected Maltreatment Reported:

[bookmark: SuspectedMaltreatment]It was reported that a staff person (SP) was physically aggressive toward three alleged victims (AV1, AV2, and AV3).

[bookmark: Date]Date of Incident(s):  prior to July 29, 2016 prior to July 29, 2016 

Nature of Alleged Maltreatment Pursuant to Minnesota Statutes, section 626.556, subdivision 2,     paragraphs (k) and (p):  
[bookmark: Nature]
"Physical abuse" means any physical injury, mental injury, or threatened injury, inflicted by a person responsible for the child's care on a child other than by accidental means.  "Threatened injury" means a statement, overt act, condition, or status that represents a substantial risk of physical or sexual abuse or mental injury.

Summary of Findings:

[bookmark: Pertinent]Pertinent information was obtained during a site visit conducted on August 16, 2016; from documentation at the facility; and through twelve interviews conducted with the SP, facility staff persons, AV1’s family members (FM1 and FM2), AV2’s family member (FM3), and AV3’s family member (FM4).
The facility consisted of four classrooms, one infant classroom, one toddler classroom, and two preschool classrooms.  The facility’s playground was located in front of the facility and had a permanent climbing structure.  The climbing structure had two decks, three slides, monkey bars, and two climbing bars.  One deck was four feet high and the other deck was five feet high, each deck was surrounded with solid plastic side walls that were two feet tall.  The entire playground structure from the top of a shade umbrella to the ground was ten feet, nine inches tall.

AV1’s Contract and Application for Admission stated that A1 was two years old and enrolled in facility’s toddler classroom.  AV2’s Contract and Application for Admission stated that AV2 was two years old and enrolled in the facility’s toddler classroom.  AV3’s Contract and Application for Admission stated that AV3 was two years old and enrolled in the facility’s toddler classroom.

The Department of Human Services (DHS) received information from multiple sources.  The information stated that a staff person (later identified as the SP) was “rough” with children on the playground and in the toddler classroom.  On or around May 31, 2016, the SP grabbed AV1 and dragged him/her while on a walk, the SP put his/her leg AV1 and AV2 while they were on their cot, and the SP was “short tempered” with the children.  On July 11, 2016, the SP “dangled” AV3 by his/her “hands/wrist” over the climber safety deck wall.  Additional information from the sources regarding the allegations was unable to be obtained.

AV1, AV2, and AV3 were not interviewed by this investigator due to their age.

AV1’s family members (FM1 and FM2) stated that they were not aware that the SP dragged AV1 or that the SP put his/her leg over AV1 to “pin” him/her on his/her cot until the DHS investigation started.  FM1 stated that a management person (P1) told him/her that “someone” saw the SP grab AV1’s arms and drag him/her by the arms when they were on a walk and that other staff persons had witnessed the SP picking AV1 up under the arms and “slamming” him/her down on the floor.  FM1 and FM2 noticed behavior changes in AV1 from December 2015 through July 2016, but thought that the changes were “developmental.”  

AV2’s family member (FM3) stated that s/he was not aware of the SP’s behaviors until P1 notified him/her in August 2016.  P1 told FM3 that there were two separate occasions when the SP “held” AV2’s body down on his/her cot.  FM3 was concerned because of the SP’s actions, that other staff persons witnessed the incident, and that s/he was not notified when the incidents occurred.  FM3 expected that the facility’s policies would be “immediately” notify family members of an incident involving a staff person’s behavior and AV2.  FM3 stated that s/he did not have a “good feeling” about the SP, but had no reason to express a concern to P1.  

AV3’s family member (FM4) stated that s/he was made aware of the incident involving AV3 and the SP on the facility’s playground climber.  FM4 was told that on July 6, 2016, AV3 was being unsafe on the climber and that instead of sending AV3 down the slide or the steps, the SP handed AV3 to another staff person who was standing on the ground.  FM4 knew that the SP’s actions were against the facility’s policy, but was not “initially” concerned about the incident because P1 was “handling” the incident.  In August 2016, P1 told FM4 that the SP “restrained” AV3 by placing his/her leg over AV3 because AV3 was not listening and staying on his/her cot.  FM4 was concerned that s/he was not aware of the SP’s actions during naptime until the investigation started.  When the SP worked at the facility, FM4 did not have any concerns about the care that AV3 received. 

P1 provided the following information:

· Three staff persons (P2, P3, and P5) told P1 that the SP put his/her leg on AV1’s and AV2’s body to hold them down on his/her cot because they were “fooling around” at naptime.  When P1 spoke to the SP about the incident, the SP stated that s/he was “resting” his/her foot on AV1 and AV2 and that s/he was not “restraining” them.  P1 documented the incident, told the SP that his/her actions were a “restraint,” and that s/he was not allowed to do that.  P1 asked the SP to tell the FM1, FM2, and FM3 that s/he “restrained” AV1 and AV2 on their cots.  P1 was not aware that the SP did not notify FM1, FM2, and FM3.

· On an unknown date, P1 saw the SP “pull” AV1 with both hands and “forcefully” sat him/her down.  AV1 was not hurt or upset by the SP’s actions, but P1 “immediately” told the SP that s/he was not allowed to “rough handle” AV1.  On another unknown date, P1 saw the SP with the toddler children walking in the hallway with the assistance of a walking rope.  P1 saw the SP “forcefully” pull the walking rope, causing AV1 to fall.  P1 saw the SP “pull and grab” AV1’s arm.  AV1 was not hurt by the SP’s action, but P1 “immediately told the SP to stop because s/he was not allowed to pull and grab children.

· On July 6, 2016, P1 was told that the SP and P2 were on the playground with the toddler children.  The SP and AV3 were on one of the playground decks and AV3 was not listening to the SP so the SP held AV3 over the side wall of the deck to P2 who put AV3 to the ground.  P1 asked the SP why s/he handed AV3 to P2 over the wall and the SP said that s/he “should have” asked AV3 to leave the deck by going down the slide.  AV3 was not hurt by the SP’s actions.  FM4 was notified the same day of the incident. 

· Although the SP received a “few” warnings about his/her behavior, P1 did not formally discipline the SP because his/her actions did not cause an injury to AV1, AV2, and AV3.  The SP was “one of the best” toddler staff persons that P1 had.  The SP maintained an organized classroom and provided the children with “a lot” of different activities.  Prior to August 2016, P1 had not received any parent concerns regarding the SP.  When the other staff persons brought concerns regarding the SP to P1’s attention, P1 spoke to the SP and was told a “different” version of the incident.  

P2 provided the following information:

· P2 worked in the toddler classroom with the SP.  P2 did not remember exact date, but stated that s/he observed the SP “grab” the front of AV1’s shirt and “yelled” at AV1 because s/he was not listening.  AV1 cried at the time of the incident, but was not hurt.  

· “Almost every day” the SP put his/her leg over AV1 and AV2 at naptime to “force” them to stay on their cot and “slammed” unnamed children to the floor.  AV1 and AV2 cried when the SP “forced” them to stay on their cot, but neither were not hurt by the SP’s actions. 

· On July 6, 2016, P2 was on the playground with the SP and the toddler children.  P2 was watching a group of children while the SP was standing on one of the decks of the climbing structure.  The SP asked P2 to take AV3 from him/her, and P2 looked at the SP and saw AV3 hanging over the edge of the “balcony” by his/her wrists.  P2 grabbed AV3’s waist and supported AV3 to the ground.  

· According to P2, AV3 was “hanging” ten feet above the ground and P2 was afraid that the SP was going to drop AV3.  AV3 was not injured by the incident, but “looked” scared.

A staff person (P3) worked in the toddler classroom with the SP.  P3 saw the SP put his/her leg over AV1’s and AV2’s body during naptime to make them stay on their cot.  On an unknown date, P3 and the SP went on a walk with the toddlers.  AV1 fell down, but the SP kept walking.  When the SP told AV1 to stand up, AV1 did not want 


to so the SP “grabbed” AV1’s wrists and pulled him/her toward the SP.  P3 thought that the SP pulled AV1 for approximately two feet.  AV1 was not injured by the SP’s actions, but P3 told P1 about his/her concerns with the SP’s interactions. 

A staff person (P4) stated that on one occasion, P4 saw the SP put his/her leg over AV1’s and AV2’s feet because they would not stay on their cot during naptime.  P4 stated that both AV1 and AV2 cried when the SP put his/her leg over them.  On another occasion, P4 saw the SP pull AV1’s shirt and pull him/her towards the SP which made AV1 fall to the floor.  P4 did not think that AV1 was hurt by the incident.  P3 and another staff person (P5) were in the classroom when the incident occurred. 

P5 worked in the toddler classroom with the SP, but stopped working in the classroom because s/he had interpersonal conflicts with the SP.  Before P5 moved to another classroom, P5 saw the SP put his/her leg over AV1 and AV2 during naptime on two occasions.  P5 also saw the SP “pull” AV1’s hands when AV1 did not want walk with the walking rope. P5 did not observe an injury on AV1 as a result of the SP’s actions.

A staff person (P6) worked in the toddler classroom with the SP.  P6 stated that the SP was a “very good teacher, but could be mean and rude” to the children.  The SP also “yelled” at the children.  On one occasion, P6 saw the SP “grab” AV1 and “forcefully” sat him/her on the floor.  P6 never observed an injury on AV1 as a result of the SP’s actions.  P6 experienced interpersonal conflicts with the SP

A staff person (P7) worked in the toddler classrooms in the afternoon with the SP.  P7 did not have any concerns about the SP’s interactions with the children.
 
The SP provided the following information:

· P2, P3, and P5 did not like working with the SP and told P1 that the SP pulled on the children’s arms and “forcefully” sat the children down.  The SP stated that s/he did not pull children by their arms or “forcefully” sit the children down, but P1 talked to the SP about P2’s, P3’s, and P5’s concerns and told the SP to be “more careful” around the children.   

· P1 talked to the SP about “yelling” at the children.  The SP told P1 that s/he had a “tendency” to talk “too loud.”  P1 reminded the SP to not yell at the children and to remember to talk “softly.”

· On one occasion when the SP and the children went on a walk, AV1 fell while holding the walking rope.  The SP saw AV1 fall but was in a forward walking position and could not stop right away.  Since AV1 was holding the walking rope, AV1 was pulled for one step.  The SP stated that s/he did not “grab” AV1’s arms and pull him/her on the ground.  The SP also denied that s/he grabbed AV1’s shirt.

· During naptime, the SP rubbed the children’s backs to help them fall asleep.  “Every so often” the SP put his/her leg over AV1’s and AV2’s body to help them calm down and relax.  The SP did not apply pressure with his/her leg on AV1’s or AV2’s body, it was an attempt to stop them from standing up.  The SP’s leg was on AV1’s and AV2’s body for approximately one minute each time and AV1 and AV2 calmed when his/her leg was on their body.  The SP stated that s/he “learned” this technique from working at other child care centers.  When P1 told the SP that s/he was not allowed to put his/her leg over AV1 and AV2, the SP stopped.  

· Only July 6, 2016, the SP, P2, and the toddler children were on the playground.  The SP was on the deck of the playground equipment with a group of children.  AV3 was running up the slide, throwing rocks up the slide, and trying to climb the side wall.  The SP asked AV3 to stop his/her behavior on multiple occasions, but AV3 did not listen to the SP.  When AV3 tried to climb the side wall and was leaning over the edge, the SP put his/her hands under AV3’s arms and asked P2 to take him/her.  The SP stated that s/he lifted AV3 over the side wall and handed him/her to AV3.  The SP stated that AV3 was never in “danger” and that the SP did not “dangle” AV3 over the edge by his/her wrists.  AV3 was not ten feet off the ground because P2 grabbed onto AV3’s waist and supported him/her to the ground.   

The facility’s Behavior Guidance Policies and Procedures policy stated that staff persons were prohibited from shoving, hair pulling, ear pulling, shaking, slapping, kicking, biting, pinching, hitting, rough handling, and spanking a child.   

The facility’s School Policy Reminders training that occurred on April 22, 2016, provided the following information:

· There “must be no arm pulling at any time.” 

· If a child needed to be sat down, they should be sat down “GENTLY and WITHOUT FORCE.” (emphasis in original.)

· There was to be no yelling or shouting at children; 

The facility’s written documentation regarding the SP’s behavior provided the following information:

· On May 16, 2016, P1 and the SP discussed “not restraining the children with a leg during naptimes, not yelling, and not pulling on arms.”  In addition, P1 discussed how to “gently” sit a child down.  The SP’s signature acknowledged that s/he discussed the facility’s policies and employee conduct regarding the topics discussed.

· On July 6, 2016, P1 and the SP discussed an incident regarding the SP and AV3 on the playground equipment.  The SP’s account of the incident stated that AV3 was climbing the side wall of the playground and after the SP asked AV3 to stop climbing, the SP held AV3 under the arms, lifted him/her over the side wall, and handed him/her to another staff person (P2).

The facility’s personnel files showed that P1, P2, P4, P5, P6, P7, and the SP were trained on the facility’s School Policies Reminder on April 22, 2016.  The SP was trained on the facility’s Behavior Guidance Policies and Procedures and on the Reporting of Maltreatment of Minors Act on October 6, 2015.  P1-P7 were trained on the Reporting of Maltreatment of Minors Act prior to the incident.

Relevant Rules and/or Statutes:

Minnesota Rules, part 9503.0055, subpart 1, item A, states that the license holder much ensure that each child was provided with a positive model of acceptable behavior.

Minnesota Rules, part 9503.0055, subpart 3, item A, states that the license holder must have and enforce a policy that prohibits the subjection of a child to corporal punishment.  Corporal punishment includes, but is not limited to, rough handling, shoving, hair pulling, ear pulling, shaking, slapping, kicking, biting, pinching, hitting, and spanking. 


Minnesota Rules, part 9503.0055, subpart 3, item F, states that a staff person was prohibited the use of physical restraint other than to physically hold a child when containment is necessary to protect the child or others from harm. 

Conclusion:

Regarding the restraint at naptime:

P2, P3, P4, and P6 stated that they saw the SP place his/her leg over AV1’s and AV2’s body during naptime.  P1 talked to the SP “immediately” when s/he became aware that the SP put his/her leg over AV1 and AV2 during naptime and was told that the SP was “resting” his/her foot on AV1 and AV2.  The SP told P1 and this investigator that s/he was not “restraining” AV1 and AV2 but did it to stop them from standing.  Although the SP’s actions of placing his/her leg over AV1 and AV2 at naptime was a violation of Minnesota Rules, part 9503.0055, subpart 3, item F, there was no information that AV1 or AV2 sustained injuries as a result of the SP’s actions.  

Regarding the yelling:

P2 and P6 stated that the SP “yelled” at the children.  On May 16, 2016, the facility’s written documentation regarding the SP’s behavior stated that P1 discussed “yelling” at the children with the SP.  The SP stated that s/he did not yell at the children, but had a “tendency” to talk “too loud.” 

Although the SP denied yelling at the children, P2, P6, and facility documentation showed that there was a concern regarding the SP yelling at the children.  The SP’s actions of yelling at the children was inconsistent with the standards of a professional caregiver in a facility licensed by the Department of Human Services and was a violation a violation of Minnesota Rules, part 9503.0055, subpart 1, item A.

Regarding the pulling and grabbing:
 
P2, P3, P4, P5, and P6 each stated that they saw the SP grab AV1’s arms or shirt on different occasions.  P1 saw the SP “pull” AV1 with both hands and “forcefully” sat him/her down.  However, the SP stated that s/he did not pull or grab AV1’s arms.

The SP had reason to minimize his/her behavior for fear of repercussion, and P1, who had supervisory responsibilities, saw the SP “pull” AV1’s arms and facility documentation showed that P1 discussed the SP’s actions with the SP.  Although the SP’s actions of grabbing AV1’s arms and “forcefully” sitting him/her down was inconsistent with the standards of a professional caregiver in a facility licensed by the Department of Human Services and was a violation a violation of Minnesota Rules, part 9503.0055, subpart 3, item A, there was no information that AV1 sustained injuries as a result of the SP’s actions.  

Regarding the playground:

P3 stated that on July 6, 2016, the SP held AV3 by his/her wrists over the side of the play structure, approximately “ten” feet above the ground.  However, the SP stated that s/he lifted AV3 over the side wall of the playground by placing his/her hands under AV3’s arms and handing AV3 to P2.  According to the SP, AV3 was not “ten” feet off the ground because P2 grabbed onto AV3’s waist and supported him/her to the ground.  Given that the height of the playground structure from the top of a shade umbrella to the ground was ten feet, nine inches, and that the tallest deck was five feet from the ground with a two foot side wall it was unlikely that  AV3 was “ten” feet off the ground.  Removing AV3 from the play structure by hanging AV3 over the side was inconsistent with the standards of a professional caregiver in a facility licensed by the Department of Human Services.  Given that the SP and P2 each had control of AV3 and that P2 set AV3 on the ground and that there was no information that AV3 sustained an injury as a result of the incident, there was not a preponderance of the evidence that the incident represented a substantial risk of injury.  

Although the there was a preponderance of the evidence that the SP engaged in the aforementioned actions, there was no information that AV1, AV2, or AV3 sustained an injury as a result of the SP’s actions or that the SP’s actions represented a substantial risk of physical or mental injury.  Therefore, there was not a preponderance of the evidence that abuse occurred.

It was not determined that abuse occurred ("physical abuse" means any physical injury, mental injury, or threatened injury, inflicted by a person responsible for the child's care on a child other than by accidental means.  "Threatened injury" means a statement, overt act, condition, or status that represents a substantial risk of physical or sexual abuse or mental injury).

Pursuant to Minnesota Statutes, section 626.556, subdivision 10f, and subdivision 11c, the investigative data in this report will be maintained by the Department of Human Services for a period of four years.

Action Taken by Facility:

[bookmark: Action]The facility conducted an internal review and determined that their policies and procedures were adequate, but were not followed at all times by the SP.  All staff persons were trained on “proper” interactions with children.  The SP no longer worked at the facility.

Action Taken by Department of Human Services, Office of Inspector General:

On October 7, 2016, the facility was issued a Correction Order for the violations outlined in this report and a Recommendation to the facility to conduct an evaluation of their playground equipment to assess the height requirements for use by toddler aged children.

Certification:

The information collection procedures followed in this investigation were pursuant to Minnesota Statutes, section 626.556, subdivision 10, paragraphs (h), (i), and (j).  All individuals that are subjects of data in this investigation have the right to obtain private data on themselves which was collected, created, or maintained by the Department of Human Services.
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