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Finding: Inconclusive

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.

Initial Investigation Allegation(s):
The facility neglected the resident when staff failed to provide wound care resulting in a
hospital stay.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was inconclusive. At the time of the
onsite visit, there had a been a change in ownership of the facility and limited documentation
was available for review. There was no documentation of measurement, description or status
of the wound and it is unknown the extent of assessment, monitoring and/or treatment that
was provided by the facility. However, available documentation indicated nursing staff was
aware of the wound. There is evidence staff implemented care plan interventions, monitored
the area, and when sighs and symptoms of infection were observed, the resident was sent to
the hospital for further evaluation.
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The investigator conducted interviews with facility staff members, including administrative
staff, nursing staff, and unlicensed staff. The investigator also interviewed the resident’s family.
The investigator conducted an onsite visit, which included review of resident medical records,
facility policies and procedures, and personnel records.

The resident resided in an assisted living with Dementia care facility. The resident’s diagnoses
included type 1 diabetes mellitus, epilepsy, non-traumatic chronic subdural hemorrhage,
chronic embolism, and thrombosis of right femoral vein, morbid (severe) obesity, and edema.

The resident’s service plan included assistance with medication management and activities of
daily living. The service plan also indicated the resident required the assistance of two staff and
a mechanical lift for transfers. The resident’s assessment indicated the resident was wheelchair
bound and had a history of incontinence. The care plan identified the resident required
assistance with incontinent care and repositioning every two hours.

During the onsite investigation, a current staff member who had previously worked at the
facility during the time of the resident’s stay, was interviewed. The staff member recalled the
resident had a pressure ulcer on his coccyx and nursing staff provided treatment to the area.
The staff member also thought the resident received outside agency wound care services for
treatment of the wound.

The resident record indicated a pressure ulcer developed on the resident’s coccyx during his
stay at the facility. There was no description or detail of the size or status of the ulcer in the
record. There was no documentation available to support wound care services were provided
by an outside agency. Available documentation indicated nursing staff was aware of the ulcer,
monitored and provided treatment to the area. The resident’s care plan identified updated
interventions of off-loading to one side to reduce pressure to the coccyx area and repositioning
every two hours. Documentation further indicated staff observed signs and symptoms of
infection and the resident was transferred to the hospital for evaluation and treatment.

During an interview with the resident’s family, they indicated the resident’s skin was intact
upon his admission to the facility. The family was aware of the pressure ulcer and that it was
being closely monitored and treated and were told by the facility that the area was healing.
Two days later, the resident was sent to the hospital and the wound had worsened. The family
was concerned due to the different information they were provided and expressed additional
concerns regarding the provision of care and availability of staff during the resident’s stay at the
facility.

"he current administration was interviewed and aware of concerns with previous management.
"hey indicated new leadership, policies, and procedures had been implemented upon their
acquisition of the facility.
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In conclusion, the Minnesota Department of Health determined neglect was inconclusive.

Inconclusive: Minnesota Statutes, section 626.5572, Subdivision 11.
"Inconclusive” means there is less than a preponderance of evidence to show that
maltreatment did or did not occur.

Neglect: Minnesota Statutes, section 626.5572, subdivision 17

"Neglect" means:

(a) The failure or omission by a caregiver to supply a vulnerable adult with care or services,
including but not limited to, food, clothing, shelter, health care, or supervision which is:

(1) reasonable and necessary to obtain or maintain the vulnerable adult's physical or mental
health or safety, considering the physical and mental capacity or dysfunction of the vulnerable
adult; and

(2) which is not the result of an accident or therapeutic conduct.

(b) The absence or likelihood of absence of care or services, including but not limited to, food,
clothing, shelter, health care, or supervision necessary to maintain the physical and mental
health of the vulnerable adult which a reasonable person would deem essential to obtain or
maintain the vulnerable adult's health, safety, or comfort considering the physical or mental
capacity or dysfunction of the vulnerable adult.

Vulnerable Adult interviewed: No, deceased.
Family/Responsible Party interviewed: Yes
Alleged Perpetrator interviewed: Not applicable.

Action taken by facility:

Once discharged from the local hospital, the resident did not return to the facility. The
ownership of the facility has since changed and no record of additional actions taken at the
time of the incident were available.

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
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