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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 resident was neglected when the facility failed to provide accurate medication
administration and wound care management as prescribed. The resident did not receive
ordered barrier cream to prevent skin breakdown for a resolved pressure ulcer. As a result, the
resident’s pressure ulcer re-opened.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was not substantiated. Although the
resident’s medication administration record lacked orders for prescribed barrier cream twice
daily, the resident’s services indicated the resident received the barrier cream as prescribed.
When interviewed the resident’s family and facility staff indicated the resident had chronic
recurring pressure ulcer areas, and there were no concern the resident had not received wound
care management as ordered.
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The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted the resident’s family member.
The investigation included review of the resident record(s), facility internal investigation, facility
incident reports, personnel files, staff schedules, and related facility policy and procedures.
Also, the investigator observed the residents pressure ulcer areas.

The resident resided in an assisted living facility secure memory care unit with diagnoses
including weakness and localized edema.

The resident’s assessment indicated the resident was cognitively impaired, but able to make his
needs known. The assessment indicated the resident had thin fragile skin and utilized pressure
relieving devices. The assessment indicated the resident received medication management and
administration services and was being treated for decubitus ulcers on his sacrum and hips.

The resident’s orders indicated the resident had utilized mepilex dressings for wound care of
the resident’s pressure ulcer areas. The resident’s provider discontinued the mepilex dressing
and ordered barrier cream to be applied twice daily and as needed for skin integrity.

The facility investigation indicated when nursing placed the order for the resident’s barrier
cream it was checked for self-administer instead of scheduled for staff to administer on the
medication administration record (MAR). The facility investigation identified the resident
received barrier cream as prescribed on the service agreement.

The resident’s service/care plan included orders for the barrier cream to be applied twice daily
and as needed. The resident’s service delivery of care record indicated the resident received the
barrier cream as prescribed.

The resident’s progress notes indicated the resident received wound care, wound monitoring,
and various interventions to prevent recurring worsening pressure ulcers.

When observed the resident appeared to have two small superficial denuded (loss of epidermis
caused by prolong moisture and friction) areas covered by barrier cream. The resident denied
discomfort and indicated the areas were always in the same spot and would come and go.

When interviewed staff stated the resident had barrier cream in his room that was applied
twice daily and as needed as indicated in the service agreement. Staff stated they would alert
nursing staff if there was any change or worsening of the areas.

When interviewed nursing staff stated the resident had chronic recurring pressure ulcer areas
that never completely resolved, and they had no concern the resident had not received the
barrier cream as prescribed.
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When interviewed the resident’s family stated they had no concerns regarding the residents
wound care not being completed. The family member stated the resident’s pressure ulcers
were chronic and recurring over the last few years and never fully healed.

In conclusion, the Minnesota Department of Health determined neglect 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.

Neglect: Minnesota Statutes, section 626.5572, subdivision 17

Neglect means neglect by a caregiver or self-neglect.

(a) "Caregiver neglect" means 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.

Vulnerable Adult interviewed: Yes, attempted.
Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: N/A

Action taken by facility:

The facility audited resident orders to ensure accuracy, provided the nurse with additional
order entry training, and added the resident’s barrier cream to the MAR to ensure accurate
scheduled administration.

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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