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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 cares in accordance with the
resident’s plan of care. The resident presented to an emergency department with pressure
injuries on her low back (sacrum) and heels, along with hardened feces on her buttocks and
stomach feeding tube. In addition, the resident’s urine was cloudy and thick in the resident’s
urine collection bag. The resident was diagnosed with a urinary tract infection.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was not substantiated. Facility staff
followed the resident’s plan of care at the time she was hospitalized which included daily
catheter care. There was no evidence in the resident’s hospital record indicating the resident
had pressure sores or feces on her body or urinary tubing when she arrived at the emergency
department. The facility appropriately sent the resident to the emergency department when
the resident experienced a change in condition. The resident was diagnosed with a urinary tract
infection, received treatment, and returned to her baseline health.
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The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator interviewed the resident’s legal guardian.
The investigation included review of the resident’s facility record, hospital record, personnel
files, staff schedules, and related facility policy and procedures. Also, the investigator observed
the resident’s catheter cares while onsite.

The resident resided in an assisted living facility. The resident’s diagnoses included history of
urinary tract infections, difficulty swallowing (dysphagia), and stroke. The resident’s care plan
indicated she received daily catheter cares and repositioning every two hours. At the time of
the investigation, the resident had a surgically placed feeding tube in her stomach for nutrition
and medications. In addition, the resident had a surgically placed urinary tube (supra pubic
catheter) inserted in her lower stomach to drain urine from her bladder. The resident was
considered a vulnerable adult but there were no signs of abuse or neglect. The resident was
mostly non-verbal but was able to make her needs known with simple yes and no questions.
The resident used a mechanical (Hoyer) lift for transfers and an electric wheelchair for mobility.

The resident’s hospital record indicated one day the resident presented to an emergency
department to be evaluated for generalized weakness and decreased oral intake. A physical
exam performed by a doctor indicated the resident’s skin was cool, dry, and intact. There was a
loose dressing surrounding the resident’ suprapubic catheter with a small amount of purulent
(pus) drainage from the catheter. The hospital doctor documented no further complaints or
concerns regarding the resident. The resident was diagnosed with a urinary tract infection and
aspiration pneumonia (lung infection caused by breathing in food or liquid into the lungs). The
resident was treated with antibiotics for the urinary tract infection and pneumonia. During the
hospitalization, a feeding tube was placed in the resident’s stomach for nutrition and
medications. The resident was discharged back to the facility ten days later.

The resident’s hospital record lacked evidence the resident had any pressure sores or dried
feces on her body.

A facility nurse stated staff repositioned and cleaned around the resident’s tubes daily and
stated the resident did not have any pressure sores.

During an interview, the resident’s legal guardian stated she was upset to hear the facility was
being investigated about the resident’s cares. The resident’s guardian stated she never had
concerns about the facility and was happy with the cares the resident received from facility
staff. The guardian stated the facility always kept her informed and up to date on the resident’s
condition.

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

“Not Substantiated” means:
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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: No. Unable to interview due to being mostly non-verbal.
Family/Responsible Party interviewed: Yes. The resident’s legal guardian was interviewed.
Alleged Perpetrator interviewed: Not Applicable.

Action taken by facility:
The facility sent the resident to the emergency department when she experienced a change in

condition.

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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