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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 facility neglected the resident when she was found with a palm-sized blister on her left
lower back, along with smaller open blisters on the sides of the larger blister, caused by a

heating pad.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was not substantiated. The resident
used her own heating pad without the facility's knowledge. She fell asleep with it on, which
caused a burn on her lower back. An unlicensed caregiver noticed the blister and reported it to
the triage nurse. The resident was sent to the emergency room for evaluation and returned the

same day.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and the resident’s family member. The investigation included review of the
resident’s records, incident reports, staff schedules, policies, and procedures.
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The resident resided in an assisted living facility. The resident’s diagnoses chronic back pain and
dementia. The resident’s service plan included assistance of one person with bathing, dressing,
housekeeping, medication administration and escorting.

The progress notes indicated one morning an unlicensed caregiver administered pain
medication to the resident and observed a large red area on her lower back, along with burn
marks and skin blisters. The resident told the unlicensed caregiver that she had left the heating
pad on for too long. The unlicensed caregiver reported it to the triage nurse and the resident
was sent to the emergency room for evaluation.

The hospital record indicated the resident presented to the emergency department with a burn
on the left side of her lower back. The record indicated a history of chronic back pain for which
the resident used a heating pad for relief. She fell asleep with the heating pad on, resulting in
the burn. The resident was diagnosed with a second-degree burn and was discharged back to
the facility in stable condition.

After the resident returned to the facility, the medical provider’s orders indicated the resident’s
wound mupirocin cream (an antibacterial) and barrier cream as needed only.

The home health care notes indicated the resident did not have any active wounds a month
after the incident.

During an interview, the resident stated she did not have any concern with her care. She left the
heating pad on for too long and fell asleep while it was on. It was the accident. She said the
heating pad belonged to her and she no longer uses it. The resident stated the nurse took a
good care of the wound and it had healed.

During an interview, a family member stated that the heating pad belonged to the resident and
that he had no concerns about the care she received.

During an interview, a manager stated she was unaware the resident was using her own heating
pad, as the facility did not allow heating pads in the building. After the incident, the heating pad
was removed, and the wound was assessed and treated by medical staff at the hospital. After
returning from the hospital, the resident was referred to skilled home nursing visit to provide
wound care. The care plan was updated, and the facility educated staff on the prohibition of
heating pad use.

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.
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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.
Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: Not Applicable.

Action taken by facility:

The heating pad was removed, and the wound was assessed and treated by medical staff at the
hospital. The resident was referred to skilled home nursing visit, and appropriate follow-up care
was arranged. The care plan was updated, and staff were educated on the prohibition of
heating pad use.

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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