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Pursuant to DRVT�’s federal mandate to investigate allegations of abuse or 
neglect against persons with disabilities, DRVT conducted such an 
investigation in response to a request received in February 2011 from Mr. 
Bennett�’s legal guardian.  Bill and his legal guardian alleged that he had 
suffered an incident of abuse perpetrated against him by his home care 
provider, Home Care Provider #2, who was under the direction of Sterling 
Area Services, Inc.(SAS).   Documents and information reviewed as part of 
our investigation included: 
 
 Records from Sterling Area Services, Inc.(SAS) 
 Vermont State Police Investigation Report 
 Medical Records from Copley Hospital 
 Medical Records from Primary Care Provider 
 Interview with Adult Protective Services Investigator 
 Interview with William Bennett 
 Interview with Legal Guardian 
 Interview with Home Care Provider #1 and Home Care Provider #2 
 Interview with ISP Program Director, Sterling Area Services 
 Interview with DAIL 

 
Background 
 
Bill is a 24 year-old man who, at the time of this incident, was living with 
Home Care Provider #1 and Home Care Provider #2, a married couple, in 
Eden, Vermont.  Home Care Provider #1 was the contracted home care 
provider with SAS for the purposes of Bill�’s care.  Bill received his high 
school diploma from Lyndon Institute in January of 2007.  Bill�’s mother is 
also his legal guardian. 
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Bill is diagnosed as having ADHD and mild mental retardation.  He is 
currently subject to restrictions under Act 248 after being ruled 
incompetent to stand trial for charges of lewd and lascivious conduct.  Bill 
had two psychiatric providers, one overseeing his psychiatric medication 
(Risperadol and Omepazole) and one providing weekly therapy, during the 
time of this incident. 
 
Interview with Bill Bennett 
 
DRVT interviewed Bill at his crisis placement in Johnson on March 
1, 2011 at 2:30 p.m. about his concerns.  Bill reported that he was 
physically assaulted by Home Care Provider #2 on February 23, 
2011 while in his home placement in Eden, Vermont.  He reported 
that he had left the SAS building on that day with his legal 
guardian.  Bill�’s legal guardian had been unhappy with his services 
and treatment and wanted to bring him to her house, which she 
did.  Bill reported he thought that the SAS ISP Program Director 
then called the St. Johnsbury Police Department and asked them to 
go pick Bill up at his legal guardian�’s house and bring him to the 
police station, so they could come get him. 
 
Bill said the St. Johnsbury Police Officers were very nice to him and 
he was calm, but his legal guardian was upset.  The officers allowed 
his legal guardian to bring Bill to the police station so that he did 
not have to ride in the police car.  He said that SAS ISP Program 
Director and Home Care Provider #2 picked him up at the police 
station and the three of them drove back to SAS office in Morrisville.  
From there, Home Care Provider #2 and Bill drove back to Home 
Care Provider #2�’s house, arriving around 9:15 p.m. 
 
Once home, at approximately 9:30 p.m., Bill said that he asked 
Home Care Provider #2 if he could use the phone and Home Care 
Provider #2 refused.  Bill said he had a right to call his attorney and 
that Home Care Provider #2 replied �“no he didn�’t.�”  Bill replied �“yes I 
f------- do.�”  Bill said at that time Home Care Provider #2 got close 
into Bill�’s space, and Bill responded by waving his hands (arms out, 
hands open with palms facing down) in a level, crossing motion in 
front of him in order to clear his personal space.  Bill said that 
Home Care Provider #2 would not get out of his space, so Bill said 
�“Get out of my f------ face.�”  Then Bill went to his room and quickly 
shut the door, but Home Care Provider #2 followed him into his 
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room.  Bill said he was standing beside his bed when Home Care 
Provider #2 came in.  Bill said that when Home Care Provider #2 
entered the room, he walked right up to Bill, lifted him up off the 
floor by placing his hands under Bill�’s armpits and lifting and then 
threw him onto his bed, on his back.  Then Bill said that Home 
Care Provider #2 continued to push down on his shoulders while he 
was lying there, and was putting pressure on Bill�’s legs.  Bill told 
Home Care Provider #2 to get out of his room.  Bill said that Home 
Care Provider #2 yelled several times, �“Don�’t raise a hand to me, 
boy�” and held him down for about a minute. Bill stated he was 
afraid so he apologized to Home Care Provider #2.   
 
Bill stated that he did not raise his hands to Home Care Provider #2 
during the time in his room, and that he also did not take a swing 
at Home Care Provider #2, but simply moved his arms in front of 
him to create a space between the home care provider and himself.  
Bill stated that after he apologized, Home Care Provider #2 left his 
room and went back to be with Home Care Provider #1.  Bill said 
that Home Care Provider #2 slept in his office at the home that 
night, where he keeps his guns, which made Bill nervous.  Bill said 
he didn�’t leave his room during the night at all, not even to brush 
his teeth, due to his fear. 
 
In the morning Bill stated he asked Home Care Provider #2 if he 
could use the phone.  Home Care Provider #2 allowed him to access 
the phone and Bill then called his legal guardian and told her about 
the incident.  His legal guardian then called Bill�’s attorney, who in 
turn called Bill at the house.  Bill stated that his attorney told him 
to call 911 to report the incident.  Bill said he didn�’t really want to 
call 911, but he knew that he needed to so that he could leave the 
house. 
 
The Vermont State Police arrived at the home in response to the 
911 call.  Bill stated that the Trooper did not take a statement from 
him.  Bill said that Home Care Provider #2, the SAS ISP Program 
Director, and his Day Support Person were all present and close by 
(within ear shot) so Bill did not feel comfortable saying anything to 
the Trooper.  Bill stated that the Trooper praised Sterling for their 
handling of the event and his care and told Bill that he �“should 
thank your lucky stars�” that he was not in a 6x6 cell in Corrections.  
Bill reiterated that the Trooper did not ask him for a statement 
before he left. 
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Bill reported that after the Trooper left, he went with Home Care 
Provider #2 and his Day Support Person to do his laundry in 
Johnson and then they took him to the crisis home in Johnson. 
 
Bill stated that because his legal guardian wanted Bill to go to the 
Hyde Park Police Department to make a formal statement, the SAS 
ISP Program Director and Day Support Person brought Bill there 
while Home Care Provider #2 and another SAS support person 
waited at the crisis home. 
 
Bill stated that he gave a statement at the Hyde Park Police 
Department.  When he arrived back at the crisis home, Home Care 
Provider #2 was gone.  Bill stated that the crisis home is 
comfortable but that he has been nervous since the incident 
happened and he doesn�’t trust where they (SAS) are taking him 
when they go out anywhere. 
 
Bill stated that his legal guardian did take him to Copley Hospital 
after the incident where they said he had a muscle strain.  He also 
went to see his primary care provider on Monday February 28th 
who noted a red mark on his right shoulder.  Bill stated that he had 
a red mark along his neckline and shoulders when he was making 
his statement at the Hyde Park Police Department.  He said he took 
off his shirt to show the officer, but that the officer thought that the 
redness was from his jacket and because he was sweating.  Bill 
stated no one took pictures.  Bill stated he does not sweat enough 
to cause that redness. 
 
Bill stated that SAS has had a bad attitude about everything since 
the incident and since Bill got his own attorney and that he does 
not feel safe with SAS.  Bill stated he is not going anywhere during 
the day because he is fearful that SAS will try to say he is eloping 
again or try to charge him with other things to get him in trouble. 
 
Bill reported that prior to this incident he had not experienced any 
negative interactions with Home Care Provider #2 while living with 
him. 
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Telephone Interview with Home Care Provider #2 
 
DRVT interviewed Home Care Provider #2 by telephone on February 
28, 2011.  Home Care Provider #2 stated that on February 23rd the 
SAS ISP Program Director and he went to the St. Johnsbury Police 
Department to pick up Bill, who had apparently eloped from SAS 
offices earlier that day with his legal guardian who took him home.  
The SAS ISP Program Director called the St. Johnsbury Police 
Department and requested they pick up Bill and bring him to the 
police department so that he could go back to his home/program.  
Home Care Provider #2 did not know what happened earlier to 
make the legal guardian elope with Bill. 
 
Home Care Provider #2 stated that it was late when they returned 
to his home that evening, around 10:00 p.m.  He said Bill did not 
appear upset or distraught when they picked him up, and he was 
quiet on the way home.  When they got home, Bill asked to use the 
phone.  Home Care Provider #2 told him it was too late in the 
evening and that he had had a long day, and since the need to use 
the phone was not emergent, Bill would have to wait until the 
morning to use the phone.  Home Care Provider #2 stated that Bill 
became very upset and started using a lot of profanity.  Home Care 
Provider #2 stated that he pointed his finger at Bill and told him he 
would not tolerate profanity in his house, and at that point Bill took 
a swing at him.  Home Care Provider #2 reported Bill then went to 
his room and slammed his door.  Home Care Provider #2 reported 
he then opened the bedroom door and entered Bill�’s room.  Home 
Care Provider #2 reported that Bill continued to use profanity and 
tried to take another swing at Home Care Provider #2, at which time 
Home Care Provider #2 held up his hand (hand out, flat up) to put 
space between himself and Bill, and in doing so the flat part of his 
hand made contact with Bill's chest, pushing him back onto his 
bed.  Home Care Provider #2 reported again telling Bill he would not 
tolerate the profanity and that Bill needed to be respectful in the 
house.  Home Care Provider #2 then explained to Bill the rules 
about using the phone, and told Bill he could use the phone in the 
morning.  Home Care Provider #2 stated that Bill apologized and 
went to bed.  Home Care Provider #2 thought that was the end of it.   
 
In the morning, Home Care Provider #2 reported Bill asked to use 
the phone.  Home Care Provider #2 gave it to him, and Bill took it in 
his room and apparently called 911, as the police soon showed up 
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at Home Care Provider #2's door soon thereafter, unexpectedly.  
They both spoke with the police, who determined there was nothing 
further to look into.  Home Care Provider #2 reported Bill had never 
taken swings at him before. Home Care Provider #2 also stated that 
he has run the crisis house for several years for SAS and has 
extensive training in dealing with these types of situations and that 
he did not strike Bill, but rather Bill had attempted to assault him.     
 
Telephone Interview with Home Care Provider #1 
 
DRVT interviewed Home Care Provider #1 by telephone on April 13, 
2011.  She stated that Bill, who is normally a passive person, was 
very upset when he returned home that evening with Home Care 
Provider #2 (around 9:30 or 10:00 p.m.).  He immediately went into 
his room and slammed the door.  Home Care Provider #1 said she 
reminded Home Care Provider #2 that Bill needed to take his pill.  
So Home Care Provider #2 went to Bill's bedroom and Bill came out 
to take his pill.  Then Bill wanted to make a phone call and Home 
Care Provider #2 told him it was too late.  Home Care Provider #1 
stated that Bill swung at Home Care Provider #2 and said lots of "f" 
words and that he had a right to make a phone call.  Home Care 
Provider #2 said to Bill that he wanted respect in his home, no 
swearing.  Bill went back to his bedroom and slammed the door 
again.  Home Care Provider #1 feared there may have been damage 
done to the door or in the bedroom from the slammed door, so 
Home Care Provider #2 went to the bedroom to check for damage.  
Home Care Provider #1 said she heard Bill tell Home Care Provider 
#2 to get the "f---" out of his room.  She then heard Home Care 
Provider #2 tell Bill to calm down and she heard Bill apologize, 
although she didn't think it was sincere.  Home Care Provider #1 
stated that Home Care Provider #2 had not been in the bedroom for 
more than a minute when Home Care Provider #2 came back out 
and told her that Bill took another swing at him in the bedroom 
requiring Home Care Provider #2 to use a partial restraint and hold 
Bill on the bed and tell him to calm down.  That is when Bill 
apologized.  Home Care Provider #1 reported nothing further of 
consequence happened that night, but that Home Care Provider #2 
slept on the couch in case there were any more problems during the 
night.  Then the next morning Bill called the police.   
 
Home Care Provider #1 reported no history of Bill being violent with 
them and that she was very surprised by his behavior. She said he 
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had been becoming increasingly more agitated when coming home 
from his legal guardian�’s house and that it would take a few days 
for him to calm down then things would be good until he went back 
to visit legal guardian again.  Home Care Provider #1 acknowledged 
concern that Bill feels he was abused during this incident but Home 
Care Provider #1 does not think abuse occurred.  She said Home 
Care Provider #2 used his training on how to deal with someone in 
crisis when handling Bill.  In response to questions regarding her 
reporting the incident to SAS, Home Care Provider #1 related that 
Home Care Provider #2 sent an email to SAS that night about the 
incident where she is listed as a witness. Home Care Provider #1 
indicated that DRVT was the only entity that had so far interviewed 
her regarding this allegation.   
 
Review of Documents from Sterling Area Services (SAS) 
 
The Contract for Services to provide a home placement for Bill was 
between SAS and Home Care Provider #1.  Under the terms of that 
contract, Home Care Provider #1 had the responsibility for the 
overall care of Bill, including but not limited to, providing the level 
of supervision outlined in Bill�’s ISA.  The contract stated Home Care 
Provider #1 was to complete State of Vermont mandated pre-service 
training prior to assuming the residential care Bill, and complete 
the State of Vermont mandated in-service training within 90 days of 
the Consumer�’s moving into the Contractor�’s home. 
 
The Contract further outlines that Home Care Provider #1 was to 
participate in the development of the ISA for Bill, participate in 
consultations and team meetings with Agency professional staff, 
case managers, consulting nurses, and other community service 
providers.  Home Care Provider #1 was also responsible to prepare 
and provide original records to SAS and maintain copies, complete 
incident reports, maintain attendance records for Bill�’s activities 
and submit them monthly to SAS.  The Contract also states that 
Home Care Provider #1 is responsible for reporting any instances of 
suspected abuse, neglect or exploitation, and to follow the reporting 
requirements outlined in State and Agency policy. 
 
Home Care Provider #2 was the crisis bed operator for SAS and 
received payment for this work, separate from Bill�’s case. 
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In response to DRVT�’s request for training documentation for Home 
Care Provider #1, SAS responded by acknowledging that Home Care 
Provider #1 did not receive any training because Home Care 
Provider #2 was determined to be the primary care giver in the 
home. 
 
SAS Review of Incident on February 23, 2011 
 
The SAS ISP Service Coordinator was the case manager for Bill at 
SAS.  She completed a Critical Incident Report for Restraint form 
for this incident.  She noted that (according to report from Home 
Care Provider #2) Bill attempted to strike Home Care Provider #2 
twice.  The first time he took a swing at Home Care Provider #2 then 
turned and retreated to his bedroom, slamming the door.  Home 
Care Provider #2 then went into the bedroom to check for damage 
and Bill swung at him again.  Home Care Provider #2 used an open 
hand to guide Bill to his bed and explained to him that he would 
not tolerate swearing.  The ISP Service Coordinator noted that 
Home Care Provider #1 was present at the time of the incident. The 
ISP Service Coordinator noted that she felt Bill was upset regarding 
the days events because he had been removed from his day 
program by his legal guardian, then picked up later from her house 
by the St. Johnsbury Police Department and returned to SAS.  The 
ISP Service Coordinator noted she felt Bill was upset and 
overwhelmed by everything that happened and by the change in his 
routine.  There is no documentation to suggest that the ISP Service 
Coordinator talked with Bill about his version of events. 
 
SAS reviewed the ISP Service Coordinator report and concluded that 
the ISP Service Coordinator used the wrong form to report this 
incident as they felt the use of force was best characterized as a 
redirection/block, not a restraint. 
 
SAS documented in a memo called �“Follow-Up to Critical Incident 
Report (re: William Bennett, 2/23/11)�”, signed by their Clinical 
Director, that the ISP Director for SAS received a call from Home 
Care Provider #2 on February 24, 2011 reporting that the Vermont 
State Police had been called by Bill.  The ISP Program Director 
responded to the home and also present was Bill�’s Day Support 
Person and a Trooper from VSP.  According to SAS ISP Program 
Director, the Trooper told Bill that is seemed �“he was there for a 
purpose and suggested that he cooperate with the people assigned 
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to care for him and participate in his program.�”  Apparently Bill 
then went inside quickly and the Trooper interviewed Home Care 
Provider #2.   
 
Bill was then moved to a SAS therapeutic/crisis bed (normally run 
by Home Care Provider #2) where they could provided 2:1 staffing 
so they could ensure everyone�’s safety should �“Bill further escalate 
and so that there would be a witness in the case that Bill made 
further allegations.�”  Bill was taken to this home by Home Care 
Provider #2 and his Day Support Person, and once they arrived, 
Home Care Provider #2 was relieved of �“responsibility as soon as an 
alternative support person could be obtained.�”  Bill�’s legal guardian 
called the ISP Program Director around 4:30 p.m. and asked to 
have Bill transported to the Sheriff�’s in Hyde Park so he could give a 
statement. 
 
SAS documented that the ISP Program Director and SAS Clinical 
Director met again with Home Care Provider #2 on March 3, 2011 
to review the incident and they concluded that he had responded 
appropriately under the circumstances and utilized safety principles 
and practices taught in the safety trainings (Therapeutic Options 
and Non-Violent Crisis Intervention).  
 
DRVT Findings 
 
As of the writing of this report, no agency or entity that has 
reviewed the allegation of abuse has determined that the allegation 
should be substantiated.  However, DRVT found that there were 
significant inconsistencies in the information obtained by these 
other entities that were not identified as concerns by them and 
therefore the previous conclusions are subject to skepticism.  For 
instance, the information received from Home Care Provider #2 and 
Home Care Provider #1 regarding whether or not Home Care 
Provider #2 actually held Bill down on the bed during this episode 
is strikingly inconsistent.  Home Care Provider #2 told DRVT he 
only pushed Bill resulting in Bill falling back on to the bed, but did 
not admit holding Bill down on the bed.  Home Care Provider #1 
told DRVT that Home Care Provider #2 admitted to her having to 
hold Bill on the bed until he calmed down.  The SAS review of the 
incident did not include an interview with Home Care Provider #1 or 
apparently with Bill, but concluded that Home Care Provider #2 did 
not hold Bill down on the bed.  In contrast to Home Care Provider 
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#2�’s version of events, Bill has been consistent with interviewers 
regarding his contention that Home Care Provider #2 held him 
down.  DRVT finds that it is more likely, given the statements noted 
above, that Home Care Provider #2 did in fact hold Bill down on the 
bed as reported by Bill.  Another example of inconsistency between 
Home Care Provider #1 and #2 is their different reports of Bill�’s level 
of agitation upon returning to their home on the evening in 
question, with Home Care Provider #1 indicating he was upset upon 
arrival and Home Care Provider #2 reporting Bill was not upset 
until the telephone conversation. 
 
DRVT also notes that the training manual referenced by SAS, 
Therapeutic Options and Non-Violent Crisis Intervention, identifies 
the important issue of maintaining appropriate personal space 
when interacting with individuals in crisis.  �“Frequently, as we near 
a potentially violent person, we tend to forget that his personal space 
may be much larger than ours.  �‘Stay out of my face!�’ is a commonly 
used slang expression. Interpreted, it usually means �“I feel 
threatened by you because you are coming too close to me.�” 
 
Bill�’s Behavior Support Plan similarly states the following under the 
heading Processing an Incident: 
 
Give Bill time to reflect upon what happened.  He may need space 
(eyes on) to process on his own before having a conversation with 
support people.  When Bill is ready, approach him in a non-
threatening manner to help process the incident.  To achieve the best 
possible outcome respect Bill�’s opinion and treat him as an adult. 
 
Under the heading Crisis Response the Plan states: 
 
When confronted with escalating behavior and Bill is non-responsive 
to redirection and positive reinforcement it is important that staff 
adhere to the following protocol.  Remove self from immediate area, 
ensuring that Bill stays within eye sight of you at all times�… 
 
Comparison of this information from Bill�’s Behavior Plan with the 
information obtained during the course of this investigation 
indicates that it is likely Home Care Provider #2 did not act in 
accordance with the Plan or his professional training.  Even 
assuming Bill did swing at Home Care Provider #2 the first time in 
the living room and retreated to his bedroom, the Behavior Plan 
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suggested that Home Care Provider #2 could have given Bill 
distance and space at that time but instead chose to impose more 
confrontation on the situation. 
 
According to the Behavior Support Guidelines published by DAIL 
and dated October 2004, �“[Th]e following types of restraint are 
prohibited under any circumstances�…Restraints that have the 
individual lying on the ground or in a bed with a worker on top of 
the individual.�”  While there are exceptions to this general rule, 
DRVT is concerned that the evidence tends to favor a finding that in 
this case no exceptions existed and Home Care Provider #2 did 
restrain Bill on the bed in a manner that was not appropriate 
pursuant to the Guidelines noted above. 
 
Areas of Concern Not Directly Related to Alleged Abuse 
 
Despite the fact that Home Care Provider #1 was the contracted 
home provider, SAS knowingly supported her in not complying with 
the requirements laid out in their Contract for Services.  SAS 
acknowledged in writing that Home Care Provider #1 was not in 
compliance with the Contract as she did not attend required 
training because it was determined that Home Care Provider #2 was 
the primary care giver.  DRVT suggests that SAS require compliance 
with the clear mandates of its contracts, especially in the area of 
adequate training for the important function of Home Care Provider. 
 
It also does not appear that Home Care Provider #1 fulfilled her 
obligations as the named Contractor in the Contract for Services as 
she did not complete an incident report for the February 23, 2011 
incident at her home that she witnessed. 
 
Bill�’s initial ISA as developed for when he was going to reside with 
Home Care Provider #1 and Home Care Provider #2 was signed by 
Home Care Provider #2 as �“Home provider�” even though Home Care 
Provider #1 was the only name on the Home Provider contract with 
SAS.   
 
Home Care Provider #1 had the responsibility, as the named home 
provider, to assure that Home Care Provider #2 complied with Bill�’s 
ISA, Behavior Support Plan and Crisis Plan.  Based on the findings 
above regarding Home Care Provider #2�’s apparent failure to comply 
with the Behavior Plan, it appears Home Care Provider #1 failed to 
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carry out this important function under her contract with SAS as 
well. 
 
Conclusion 
 
In summary, the investigation carried out by DRVT identified 
inconsistencies in the narrative of events provided by Home Care 
Provider #2 when compared to Home Care Provider #1 and Bill 
Bennett�’s statements.  DRVT also found that other investigative 
agencies failed to carry out complete and objective investigations 
and may have missed evidence of inconsistent statements identified 
above.  The evidence appears to support a finding that Home Care 
Provider #2 did hold Bill on the bed unnecessarily as other options, 
such as allowing personal space, were available and could have 
been implemented without harm to any party or property.  DRVT is 
also concerned that SAS was contracting with Home Care Provider 
#1 as the home provider but did not require her to fulfill any home 
provider responsibilities. 
 
Despite DRVT�’s finding that it is more than likely that Home Care 
Provider #2 did in fact hold Bill down on the bed causing fear and 
anxiety for Bill, the issue of whether this act equates with �“abuse�” 
under Vermont law requires additional analysis.  In re E.C., 1 A.3d 
1007, 2010 VT 50 (2010), is a case about an individual assistant to 
a special needs 19 year old student who dunked the student under 
water without warning three times within twenty-five seconds in 
order to get the student to refocus and comply with directions 
regarding pool-based exercise.   This case is instructive in 
determining the likelihood that the standard for �“abuse�” was met in 
this case. 
 
The Court in In re E.C. identified two elements under 33 V.S.A. 
§6902(1)(E) (Intentionally subjecting a vulnerable adult to behavior 
which should reasonably be expected to result in intimidation, fear, 
humiliation, degradation, agitation, disorientation, or other forms of 
serious emotional distress), a subjective determination of whether 
the actor acted intentionally, and an objective determination of 
whether it is reasonable to expect that the individual�’s behavior will 
result in �“serious emotional distress.�” 

The Court held that under subsection (E) the evidence must 
support a finding that the intentional conduct by the alleged abuser 
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rose to the level of being objectively likely to cause �“serious 
emotional distress�” to the vulnerable adult.  The court relied on 
three factors, that the victim apparently had a �“positive reaction�” to 
the dunking conduct in that he thereafter complied with the alleged 
abuser�’s directions, that the action of dunking could be construed 
in some circumstances to have been �“playful�” conduct, and that the 
entire incident only lasted twenty-five seconds, to find that the 
alleged abuser�’s conduct did not rise to the level of being likely to 
cause �“serious emotional distress.�”   The Court In re E.C. affirmed 
the Human Service Board finding that the Department had 
erroneously substantiated abuse under subsection (E) based on 
these conclusions.  The Chief Justice dissented, finding that the 
fact that the vulnerable adult relied on the alleged abuser to keep 
him safe while in the pool leads necessarily to the conclusion that 
when the alleged abuser acted in the exact opposite way, by 
dunking the vulnerable adult without warning, he acted in a way 
that should reasonably be expected to result in intimidation and 
fear equaling �“serious emotional distress.�”    

In the instant case, the evidence reasonably supports a finding that 
Home Care Provider #2 did not comply with Bill�’s Behavior Plan or 
his SAS training when he unnecessarily entered fully into Bill�’s 
room and confronted him within his personnel space, that Home 
Care Provider #2 forcibly placed Bill on the bed and held him there 
against his will.   While there will be some doubt about whether or 
not Bill attempted to strike Home Care Provider #2 after Home Care 
Provider #2 entered Bill�’s room because the only two witnesses have 
contrary recollections, it is difficult to see any reasonable basis for 
Home Care Provider #2 to have entered the bedroom and confronted 
Bill in these circumstances.  Had the reason for the entry into the 
room truly been to assess any property damage caused by Bill�’s 
slamming of the door such a survey could likely have been done 
from the doorway without the need to get within striking distance of 
Bill.  

Given the apparently unnecessary confrontation in Bill�’s room, the 
difficulty in determining whether or not Bill did attempt to strike 
Home Care Provider #2 in the bedroom, the lack of explanation by 
Home Care Provider #2 as to why he did not simply choose to leave 
the bedroom after Bill allegedly swung at him, and the unheeded 
direction in the training and Bill�’s Behavior plan to allow Bill space 
to calm down, the use of restraint on the bed was more likely than 



Defending and advancing the rights of people with disabilities & mental health issues. 14

not an effort on the part of Home Care Provider #2 to intimidate and 
place Bill in fear in order to reassert control and express Home Care 
Provider #2�’s frustration over the day�’s events.    

Similar to the way the Human Services Board characterized 
behavior at issue In re E.C., the behavior that the evidence supports 
as occurring in this case on the part of Home Provider #1 is also 
�“troubling �“and �“unprofessional.�” However In re E.C. also stands for 
the proposition that not every troubling or unprofessional action by 
a care-provider will equate with abuse under subsection (E).  The 
key element is whether the action complained of was likely to result 
in �“serious emotional distress.�”  The Court in In re E.C., despite the 
dissent�’s identification of the obvious fear a vulnerable adult would 
feel upon being dunked under water without warning three times by 
his caregiver, held that the resulting distress would not necessarily 
rise to the level of �“serious emotional distress.�”   The Court 
concluded that because the dunking lasted only twenty five 
seconds, and that before the dunking the vulnerable adult was non-
compliant but afterwards he was compliant, there was insufficient 
evidence of �“serious emotional harm�” and therefore no abuse 
occurred. 

In the instant case the facts are similar and may result in a similar 
legal conclusion.  As in In re E.C., the behavior complained of (being 
pushed and held on a bed) lasted for only a brief time, and prior to 
the behavior the vulnerable adult was non-compliant, but 
afterwards he was compliant.  Given these similarities, DRVT 
cannot find that it is more likely than not that a Court would 
uphold a substantiation of abuse in this case.  However, the call is 
a close one and should give those involved with Bill�’s care 
motivation to assure that similar situations are not 
repeated.  Notwithstanding the potential that a court would not 
uphold a finding of abuse, the facts adduced during DRVT�’s 
investigation identified serious failures and inadequate responses 
on the part of the home providers and the investigative agencies to 
both Bill�’s behavior in the home on the night in question and in the 
subsequent investigation of the abuse allegation. 

DRVT is available to discuss our investigative process and the 
findings in the report.  Please contact Ed Paquin, Executive 
Director, or A.J. Ruben, DRVT Supervising Attorney, at the  
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number or address listed above or through email at 
info@disabilityrightsvt.org to discuss this report or learn more 
about DRVT. 
 
 


