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Office of Health Facility Complaints
Investigative Public Report

Maltreatment Report #: HL20199066M Date Concluded: January 13, 2020
Compliance #: HL20199067C

Name, Address, and County of Licensee Name, Address, and County of Housing with
Investigated: Services location:

Hillcrest Terrace of Chisholm Hillcrest Alice

624 SW 3" Street 2314 2" Avenue East

Chisholm, MN 55719 Hibbing, MN 55746

St. Louis County St. Louis County

Facility Type: Home Care Provider Investigator’s Name: Paul Spencer RN

Special Investigator
Finding: Substantiated, individual responsibility

Nature of Visit:
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.

Allegation(s):
It is alleged: The alleged perpetrator (AP) abused the client when he used a physical restraint to
keep the client in his wheelchair causing the client distress.

Investigative Findings and Conclusion:

Abuse was substantiated. The alleged perpetrator was responsible for the maltreatment. The
AP unnecessarily physically restrained the client in his wheelchair with a transfer belt. Another
facility staff member found the client yelling for help and trying to remove the transfer belt.

The investigation included interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigation included observation of the client and a
review of his medical record. The investigation included a review of pertinent facility policies
and procedures. The investigation included an interview with the AP.
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The client’s diagnoses included paranoid schizophrenia, history of alcohol abuse, and history of
pacemaker placement. The client’s service plan indicated the client required assistance with
medication administration, toileting, transfers, fall precautions, and wheelchair assist. The
service plan did not include the use of a physical restraint.

Review of facility documentation regarding the event indicated one evening the AP placed a
transfer belt around the client’s waist to prevent him from sliding out of his wheelchair during
dinner.

During an interview, the AP stated he applied a transfer belt around the client’s waist and
secured the transfer belt around the back of the wheelchair to keep the client from sliding
forward and falling out of his wheelchair. The AP stated the transfer belt looked similar to a
back brace and he buckled the straps behind the back of the wheelchair. The AP stated that
after he applied the transfer belt he left the client to help on the other side of the building.
When asked if the client could have released the buckles to remove the transfer belt himself,
the AP stated probably not. When asked if the client had an assessment or a physician’s order
for the use of the transfer belt in this way the AP stated he did not think so.

During an interview, unlicensed personnel (ULP)-F stated she worked on the other side of the
building when she heard the client yelling for help. ULP-F stated she found the client with a
transfer belt around his chest making it difficult for him to breathe and restraining him in his
wheelchair. ULP-F stated the client was pulling at the transfer belt in an effort to remove it.
ULP-F stated she had difficulty releasing the transfer belt from behind the back of the
wheelchair. ULP-F stated she had an image of the client in the wheelchair with the transfer belt
applied taken at the time of the event.

ULP-F provided an image for the investigation taken at the time of the event of the client
restrained in his wheelchair. The image showed a transfer belt applied backwards around the
client’s chest and extending under his arms towards his back while a portion of the wheelchair
frame was visible. ULP-F stated the client attempted to remove the transfer belt as indicated by
his right hand pulling at the handle of the transfer belt in the image.

During an interview, ULP-D stated she saw the transfer belt applied around the client while in
his wheelchair restricting the client’s movement. ULP-D stated there was no physician order for
the use of the transfer belt. ULP-D stated ULP-G said he put the transfer belt on the client to
prevent him from sliding forward in the wheelchair and falling. ULP-D stated she told ULP-G he
could not restrain the client without a physician’s order.

During an interview, the facility manager stated the unlicensed personnel (ULP) working that
evening included ULP-D, ULP-F, and the AP. The manager stated the AP told her he applied a
transfer belt around the client’s waist while in his wheelchair to keep the client from sliding out
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of the wheelchair. The manager stated she did not see the transfer belt applied to the client
because by then staff had removed the transfer belt and the client was in bed.

During an interview, the interim Director of Nursing (DON) stated the AP application of the
transfer belt around the client while in the wheelchair violated the facility’s policy on restraints.
The DON stated the client did not have a nursing assessment for a restraint or a physician’s
order for a restraint as required by the policy. The DON stated the AP’s use of the transfer belt
in the wheelchair was also not consistent with manufacturer’s instructions.

In conclusion, abuse was substantiated.

Abuse: Minnesota Statutes section 626.5572, subdivision 2

"Abuse" means:

(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:

(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;

Vulnerable Adult interviewed: Yes, attempted.
Family/Responsible Party interviewed: Not applicable.
Alleged Perpetrator interviewed: Yes.

Action taken by facility:
ULP-F removed the restraint from the client.

Action taken by the Minnesota Department of Health:

The facility was found to be in noncompliance. To view a copy of the Statement of Deficiencies
and/or correction orders, please visit:
https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html

Or call 651-201-4890 to be provided a copy via mail or email. If you are viewing this report on
the MDH website, please see the attached Statement of Deficiencies.

The responsible party will be notified of their right to appeal the maltreatment finding. If the
maltreatment is substantiated against an identified employee, this report will be submitted to
the nurse aide registry for possible inclusion of the finding on the abuse registry and/or to the
Minnesota Department of Human Services for possible disqualification in accordance with the
provisions of the background study requirements under Minnesota 245C.

CC:
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The Office of Ombudsman for Long-Term Care
St. Louis County Attorney

Hibbing City Attorney

Hibbing Police Department
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who receives home care services has these
rights:

(2) receive care and services according to a
suitable and up-to-date plan, and subject to
accepted health care, medical or nursing
standards and person-centered care, to take an
active part in developing, modifying, and
evaluating the plan and services;

This MN Requirement is not met as evidenced
by:

Based on interview and document review, the
licensee failed to provide a standard of care for
one of one clients (C1) reviewed when a staff
member applied a physical restraint in violation of
the licensee's policies.

This practice resulted in a level three violation (a
violation that harmed a client's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death), and was
iIssued at a isolated scope (when one or a limited
number of clients are affected or one or a limited
number of staff are involved or the situation has
occurred only occasionally).

The findings include:

C1's diagnoses included paranoid schizophrenia,
history of alcohol abuse, and history of
pacemaker placement. C1's service plan dated
July 30, 2019, indicated C1 required assistance
with medication administration, toileting,
transfers, fall precautions, and wheelchair assist.
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An incident report dated November 15, 2019,
Included an addendum dated November 18,
2019, which indicated unlicensed personnel
(ULP)-G placed a transfer belt around C1's waist
to prevent him from sliding out of his wheelchair
during dinner.

During an interview on December 27, 2019, at
10:25 a.m., Facility Manager (FM)-B stated on the
evening shift of November 15, 2019, the ULP
working included ULP-D ULP-F, and ULP-G.
FM-B stated ULP-G told her he had applied a
transfer belt around C1's waist while in a
wheelchair to keep C1 from sliding out of the
wheelchair. FM-B stated she did not see the
transfer belt applied to C1 because by then staff
removed the transfer belt and C1 was in bed.

During an interview on January 6, 2020, at 5:26
p.m. stated ULP-G stated he worked on
November 15, 2019, when he applied a transfer
belt around C1's waist and secured the transfer
belt around the back of the wheelchair to keep C1
from sliding forward and falling out of his
wheelchair. ULP-G stated the transfer belt looked
similar to a back brace and he buckled the straps
behind the back of the wheelchair. ULP-G stated
that after he applied the transfer belt he went to
help on the other side of the building. When
asked if C1 could have released the buckles to
remove the transfer belt himself ULP-G stated
probably not. When asked if C1 had an
assessment or a physician's order for the use of
the transfer belt in this way ULP-G stated he did
not think so.

During an interview on December 31, 2019, at
10:12 a.m., ULP-F stated she worked on
November 15, 2019, on the other side of the
building when she heard C1 yelling for help.
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ULP-F stated she found C1 with a transfer belt
around his chest making it difficult for him to
breathe and restrained him in his wheelchairr.
ULP-F stated C1 was pulling at the transfer belt in
an effort to remove it. ULP-F stated she had
difficulty releasing the transfer belt from behind
the back of the wheelchair. ULP-F stated she had
an image of the client in the wheelchair with the
transfer belt applied taken at the time of the
event.

On December 31, 2019, at 10:25 a.m., ULP-F
provided an image she stated taken on
November 15, 2019, of the transfer belt applied to
C1 in his wheelchair. The image showed a
transfer belt applied backwards around C1's
chest and extending under his arms towards his
back while a portion of the wheelchair frame is
visible. ULP-F stated C1 attempted to remove the
transfer belt as indicated by his right hand pulling
at the handle of the transfer belt in the image.

During an interview on December 31, 2019, at
1:29 p.m., ULP-D stated she saw the transfer belt
applied around C1 while in his wheelchair
restricting C1's movement. ULP-D stated there
was no physician order for the use of the transfer
belt. ULP-D stated ULP-G said he put the transfer
belt on C1 to prevent him from sliding forward in
the wheelchair and falling. ULP-D stated she told
ULP-G he could not restrain C1 without a
physician's order

An undated facility-provided policy titled Physical
Restraints indicated before a physical restraint is
applied the Registered Nurse (RN) will complete
an assessment to determine what behavior the
resident is exhibiting requiring the use of a
physical restraint. The same document indicated
If a restraint is needed, the RN will contact the
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client's physician and, if the physician agrees,
obtain a physician order. The same document
iIndicated the RN would update the client's service
plan implementing the use of a physical restraint.

During an interview on January 2, 2019, at 12:10
p.m., Interim Director of Nursing (DON)-C stated
ULP-G applied the transfer belt around C1 while
in the wheelchair it violated the facility's policy on
restraints. DON-C stated C1 did not have a
nursing assessment for a restraint or a
physician's order for a restraint as required by the

policy.

A review of the client's signed service plan dated
July 30, 2019, did not include the use of a
physical restraint.

TIME PERIOD FOR CORRECTION: Seven (7)
days

144A.44, Subd. 1(14) Free From Maltreatment

Subdivision 1. Statement of rights. A person who
receives home care services has these rights:
(14) the right to be free from physical and verbal
abuse, neglect, financial exploitation, and all
forms

of maltreatment covered under the Vulnerable
Adults Act and the Maltreatment of Minors Act;

This MN Requirement is not met as evidenced
by:

Based on observations, interviews, and document
review, the facility failed to ensure one of one
clients reviewed (C1) was free from

maltreatment. C1 was abused.
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Findings include:

On January 13, 2020, the Minnesota Department
of Health (MDH) issued a determination that
abuse occurred, and that the an individual staff
person was responsible for the maltreatment, in
connection with incidents which occurred at the
facility. The MDH concluded there was a
preponderance of evidence that maltreatment
occurred.
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