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Finding: Not Substantiated

Nature of Investigation:
The Minnesota Department of Health investigated an allegation of maltreatment, in accordance
with the Minnesota Reporting of Maltreatment of Vulnerable Adults Act, Minn. Stat. 626.557, 
and to evaluate compliance with applicable licensing standards for the provider type.

Initial Investigation Allegation(s):
The alleged perpetrator (AP) physically abused the resident via the use of physical restraint. The
AP wheeled the resident into the community room against her wishes and positioned the 
resident’s chair at a table, locking both sides of the chair. The resident could not unlock the 
brakes without staff assistance and was restrained in place.

Investigative Findings and Conclusion:
The Minnesota Department of Health determined abuse was not substantiated. The AP’s 
actions did not result in injury or harm to the resident and did not meet the statutory definition 
of abuse.   

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted family. The investigation included 
review of the resident record, death record, the facility internal investigation, facility incident 
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reports, personnel files, staff schedules, and related facility policy and procedures. Also, the 
investigator observed resident cares provided by staff.  

The resident resided in an assisted living memory care unit. The resident’s diagnoses included 
dementia. The resident’s services included assistance with activities of daily living, meals, 
housekeeping, and medication management. The resident’s assessment indicated she required 
maximum assistance with activities of daily living and was oriented to self only. 

The facility internal investigation indicated a witness reported she had asked the resident if she 
wanted to be wheeled to the sitting area by other residents and the television. The resident 
said, “No.” Later, as the witness prepared to leave, she saw the AP try to wheel the resident to 
the sitting area. The witness said it was clear the resident did not want to be pushed to the 
sitting area. The AP instructed the resident several times to put her feet up, while the resident’s
feet/legs were pinned backwards under the chair. The AP wheeled the resident to a table and 
locked the wheelchair in place.  

Leadership reviewed surveillance video of the incident. The video showed the AP assisting the 
resident, who was sitting in a Broda chair (a large, customized wheelchair), into the community 
living room. The resident planted her feet on the floor, and the AP continued to push the Broda 
chair forward. The AP positioned the Broda chair at a table and then locked both sides of the 
chair. The resident was unable to independently unlock the breaks. 

During an interview, the AP said she brought the resident into the community room. The 
resident was “planting her feet,” and the AP asked the resident to pick up her feet. The AP 
explained she brought the resident into the community room because the AP was afraid the 
resident might fall. The AP said she positioned the resident’s wheelchair against a table and 
locked the brakes so she would not move. Leadership asked if the AP understood positioning a 
resident against a table and locking the wheelchair brakes constituted restraint. The AP said she
was aware but also expressed concern about the resident falling out of the chair. Leadership 
asked why the AP believed the resident was going to fall, as video footage showed no evidence 
of the resident attempting to stand or exit the wheelchair. The AP said the resident “kept 
moving” and the AP was attempting to stop her from moving.

The AP’s training record indicated she completed training in preventing, recognizing, and 
reporting abuse. A knowledge quiz indicated the AP understood that staff use of restraint to 
keep a resident immobile or to make their job easier was reportable to the state.

After the investigation, the AP’s employment at the facility was terminated.

Camera footage was not available for the investigator to review.

When interviewed, an administrator said a witness reported the AP pushed the resident in her 
wheelchair while the resident planted her feet. The administrator reviewed video footage and 
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saw the resident self-propelling in her wheelchair with her feet, wandering in her own way. The 
resident did not look distressed. The AP appeared in frame and tried to propel the wheelchair 
forward while the resident tried to stop the movement with her feet. The resident nonverbally 
indicated she did not want to move. The AP wheeled the resident against a table and locked 
both sides of the wheelchair. Initially the resident tried to move away from the table but then 
settled in and watched television. The administrator did not watch the entire video, so she did 
not know how long the resident sat at the table.

When interviewed, a supervisor said the resident was chair-bound and required full assistance 
with activities of daily living. In the video, the supervisor saw the AP pulling the resident back in 
her wheelchair and pushing her forward with her legs underneath the chair. The supervisor did 
not see the rest of the video. According to the supervisor, the AP said she did not know locking 
the resident’s wheelchair in place at the table constituted physical restraint. 

When interviewed, the AP said she cared for the resident and was concerned she was going to 
fall out of her wheelchair. Although the resident physically protested by planting her feet on the
floor, the AP wheeled her into the community and placed her at a table. The AP locked the 
wheelchair to keep the resident in place. The AP said she was not aware wheeling the resident 
to a table and locking the wheelchair in place constituted a restraint.

In conclusion, the Minnesota Department of Health determined abuse was not substantiated. 

“Not Substantiated” means: 
An investigatory conclusion indicating the preponderance of evidence shows that an act 
meeting the definition of maltreatment did not occur.

Abuse: Minnesota Statutes section 626.5572, subdivision 2.
"Abuse" means:
(a) An act against a vulnerable adult that constitutes a violation of, an attempt to violate, or 
aiding and abetting a violation of:
(1) assault in the first through fifth degrees as defined in sections 609.221 to 609.224;
(2) the use of drugs to injure or facilitate crime as defined in section 609.235;
(3) the solicitation, inducement, and promotion of prostitution as defined in section 609.322; 
and
(4) criminal sexual conduct in the first through fifth degrees as defined in sections 609.342 to 
609.3451.
A violation includes any action that meets the elements of the crime, regardless of whether 
there is a criminal proceeding or conviction.
(b) Conduct which is not an accident or therapeutic conduct as defined in this section, which 
produces or could reasonably be expected to produce physical pain or injury or emotional 
distress including, but not limited to, the following:
(1) hitting, slapping, kicking, pinching, biting, or corporal punishment of a vulnerable adult;
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(2) use of repeated or malicious oral, written, or gestured language toward a vulnerable adult or
the treatment of a vulnerable adult which would be considered by a reasonable person to be 
disparaging, derogatory, humiliating, harassing, or threatening; or
(3) use of any aversive or deprivation procedure, unreasonable confinement, or involuntary 
seclusion, including the forced separation of the vulnerable adult from other persons against 
the will of the vulnerable adult or the legal representative of the vulnerable adult unless 
authorized under applicable licensing requirements or Minnesota Rules, chapter 9544.
(c) Any sexual contact or penetration as defined in section 609.341, between a facility staff 
person or a person providing services in the facility and a resident, patient, or client of that 
facility.
(d) The act of forcing, compelling, coercing, or enticing a vulnerable adult against the vulnerable
adult's will to perform services for the advantage of another.

Vulnerable Adult interviewed: No, deceased.
Family/Responsible Party interviewed: No, chose to not interview.
Alleged Perpetrator interviewed: Yes. the 

Action taken by facility: 
The facility completed an internal investigation of the incident. The AP is no longer employed by
the facility. 

Action taken by the Minnesota Department of Health: 
No further action taken at this time. 

cc:
   The Office of Ombudsman for Long Term Care
   The Office of Ombudsman for Mental Health and Developmental Disabilities

             

https://www.revisor.mn.gov/statutes/cite/609.341
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