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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. 

Initial Investigation Allegation(s):
The facility neglected the resident when facility staff failed to summon an ambulance when 
requested by the resident. 

Investigative Findings and Conclusion:
The Minnesota Department of Health determined neglect was not substantiated. A licensed 
staff conducted an initial cardiac assessment due to the resident’s cardiac history and the 
resident’s vital signs were stable. A short time later, a second licensed staff conducted an 
assessment. Licensed staff conducted two assessments and even though the resident’s vital 
signs were stable, the resident stated a pain level 10 out of 10 and the resident was transported
to the emergency room for evaluation.  

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigation included review of the resident record(s), 
hospital records, pharmacy records, facility internal investigation, personnel files, staff 
schedules, related facility policy and procedures. 
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The resident resided in a skilled nursing facility. The resident’s diagnoses included congestive 
heart failure, stroke and diabetes type II. The resident’s care plan included assistance with 
activities of daily living and medication management. The resident’s record indicated an 
extensive cardiac history and recent treatment for pneumonia.

The resident’s progress notes indicated the resident reported sudden chest pain and shortness 
of breath. A licensed staff assessed the resident; vital signs were stable and within normal 
parameters. A second licensed staff was notified of the resident’s reported symptoms and 
completed a second assessment. Licensed staff followed facility protocol and offered 
interventions including nitroglycerin (heartbeat stabilizing medication) and oxygen. The resident
denied all offered interventions and requested an emergency transport to the hospital.  
Licensed staff notified the resident’s provider of continued chest pain and reported shortness of
breath. Emergency services were called, and the resident was transported to an emergency 
room for evaluation. Progress notes indicated the resident was hospitalized. 

Hospital records indicated the resident was evaluated at an emergency clinic and transferred to 
a hospital for treatment of a gastrointestinal (GI) bleed and cardiac monitoring. Hospital records
indicated the resident received several units of blood throughout a hospital stay. The resident 
returned to baseline and discharged back to the skilled nursing facility.

During an interview, licensed leadership stated she had left the facility for the day and later that
afternoon received a text from the resident’s family member requesting the resident be sent to 
an emergency room for evaluation. Licensed leadership stated she was unable to reach the 
supervising licensed staff and requested another licensed staff check on the resident. Licensed 
leadership stated she learned one assessment had been completed and the resident’s vital signs
were stable however the resident requested to be sent out for an evaluation. A second licensed 
staff completed an assessment, notified a provider and summoned emergency services to 
transport the resident to an emergency room for evaluation. 

During an interview, licensed staff stated he was contacted by facility leadership, and he went 
to assess the resident. Licensed staff stated when the resident was assessed he reported chest 
pain, requested to use the bathroom and go to the hospital. Licensed staff stated he offered the
resident a urinal and nitroglycerin for the chest pain which the resident initially refused to take. 
Licensed staff stated the residents vital signs were stable, he updated the provider and called 
911. Licensed staff stated emergency paramedics convinced the resident to take the 
nitroglycerin and the resident was transported to the hospital for evaluation. 

During an interview, the resident stated the incident was long ago and he couldn’t remember 
much, however, he was denied an ambulance and a family member called 911. The resident 
stated he had three intestinal bleeds fixed and received several units of blood at the hospital. 
The resident stated when he discharged from the hospital he returned to the facility.
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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 
Family/Responsible Party interviewed: No
Alleged Perpetrator interviewed: Not Applicable the 

Action taken by facility: 
Facility licensed staff assessed the resident, notified a provider and called emergency services.

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






