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Finding: Substantiated, individual responsibility
Nature of Visit:
An unannounced visit was conducted to investigate 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.
Allegation(s):
It is alleged that the resident was neglected when the alleged perpetrators A
( Ps), AP #1 and AP
#2, failed to administer pain medication prior to a dressing change,causing the resident pain.
Investigative Findings and Conclusion:
Neglect was substantiated. The alleged perpetrators were responsible for the maltreatment.
AP #1 is responsible for the maltreatment. AP #1 and AP #2 completed a complicated and
painful dressing change on the resident, did not give the ordered scheduled pain medication
prior to the dressing change, and did not give the medication during the dressing change when
the resident requested it. AP #1 and AP #2 did not give the resident the pain medication until
the dressing change was completed. AP #2 took direction from AP #1 and did not have access
to the resident’s medication.
The investigation included interviews with facility staff members,including administrative staff,
nursing staff, and unlicensed staff. Interviews with multiple residents found no related issues.
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The investigation reviewed several medical records,including the resident’s chart. The
investigation included a review of policies, procedures, and staff training records related to
medications and wound care. A review of personnel files for appropriate licenses,training,
certifications, and background found no problems. Observations of staff member and resident
interactions, dressing changes, and medication passes found no concerns.
The resident resided at the facility. Her diagnoses included muscular dystrophy, chronic pain,
and a large pressure ulcer on her sacrum. The resident required two staff members and a
mechanical lift to transfer, one to two staff for dressing and grooming. The resident used an
electrical wheelchair independently, and at times required staff to assist her with mobility. The
resident was alert, oriented, and able to make her needs known. The resident had physician
orders for several pain medications, which included: Oxycodone 5 milligrams (mg) every 3
hours for pain, Norco 5/325 mg every 4 hours as needed for pain 1 to 2 tablets,Oxycodone 5
mg every 6 hours as needed for pain 1 to 2 tablets give prior to wound dressing change. It was
okay to administer oxycodone 10 mg and Norco 5/325 mg 2 tablets together only prior to
wound dressing change every Monday, Wednesday, and Friday.
The resident’s medication administration record contained instructions on steps to take if staff
were unable to reapply the resident’s dressing immediately. The resident’s care plan indicated
staff members were required to administer oxycodone 10 mg and Norco 5/325 mg 2 tablets
together for pain control prior to the wound dressing change.
The resident had a large pressure ulcer on her sacral area that measured 9.5 centimeters (cm)
long, 4.3 cm wide, and 3.7 cm deep. The wound was almost the size of an adult hand and as
deep as half a finger. The wound was packed with a large sponge, covered with several
dressings and a tube connected the sponge to a suction machine (a wound vac) in order to keep
the drainage out of the wound and aid in healing.The staff needed to change the residents
dressing three times a week, Monday, Wednesday, and Friday. Staff needed to change the
wound vac machine at least once a week. The dressing change required the assistance of two
staff members.
On Friday, the day shift did not have enough staff members to complete the resident’s dressing
change. The dressing change was ordered to be completed on the evening shift.
Early in the evening, AP #1 attempted to reschedule the resident’s dressing change for the
following morning, but was not successful. AP #1 administered oxycodone 5 mg 1 tablet to the
resident at 3:00 p.m., 6:00 p.m., and 9:00 p.m. AP #1 did not administer any other pain
medications until 11:23 p.m.
Between 10:00 p.m. and 10:15 p.m., AP #1 and AP #2 entered the resident’s room to change
her wound dressing. Both staff members repositioned her onto her side. AP #1 began to
remove the dressing, and the resident requested her scheduled pain medication,which was
ordered to be given prior to the dressing change.AP #1 told the resident that he already
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removed the entire dressing and there was no time to get the pain medication. AP #2 said
nothing. The resident told AP #1 that it was very painful to get the dressing changed,and she
needed her medication as ordered by the physician. AP #1 said if he stopped, the dressing
could not be changed until the next day because it was almost the end of his shift,and there
was not enough staff on the night shift to complete the dressing change.The resident insisted
she needed her pain medication before the dressing change.
AP #1 told the resident he had been too busy to complete the dressing change early in the shift
because he had a new resident to admit. AP #2 apologized to the resident but did not offer to
go get the pain medication. AP #1 told the resident she needed to agree to finish the dressing
change without her pain medication because the dressing was already off and he did not have
time to get the pain medication. AP #1 continued with the dressing change, and the resident
cried into her pillow because it was so painful. During the dressing change, AP #2 left the room
to assist other residents. AP #2 returned to the resident’s room, and AP #1 was almost finished
with the dressing change. AP #2 heard AP #1 apologize to the resident and say next time he
would bring the pain medication before the dressing change.AP #1 administered the resident
her pain medication, Roxicodone 5 mg, and Norco 5/325 mg, the medication ordered to be
given before the dressing change, at 11:23 p.m. after the dressing change was completed.
The following Monday, the resident reported to facility management that AP #1 and AP #2
completed the dressing change without first providing the medication for the painful
procedure. Management staff completed an internal investigation,suspended AP #1 and AP
#2. The investigation determined that AP #1 did not follow physician orders when he did not
administer the ordered pain medication prior to the resident’s wound dressing change. AP #2
was present when AP #1 refused to administer the pain medication and did not intervene. The
facility terminated AP #1 and AP #2, and notified the Board of Nursing.
During an interview, the resident stated AP #1 did not give her regularly scheduled pain
medication prior to changing her wound dressing. She stated the nurses always give her the
ordered pain medication before they complete the dressing change.The resident stated she
felt bullied into having the dressing change without her pain medication. She stated the
dressing change was extremely painful, and she sobbed while AP #1 completed the dressing
change.
During an interview, the resident’s roommate stated she heard AP #1 tell the resident to let
him finish the residents wound dressing change without her pain medication.She stated AP #1
pressured the resident for approximately ten minutes.She heard the resident cry into her
pillow with pain.
During interviews, several staff members stated the resident always requested her pain
medication prior to her wound dressing change. Staff members stated they always administer
the ordered pain medication prior to the resident’s wound dressing change.
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During an interview, AP #1 stated he did not give the ordered pain medication to the resident
prior to her wound dressing. He stated the resident agreed to finish the dressing change
without her pain medication. AP #1 denied that he refused to give the resident her pain
medication.
During an interview, AP #2 stated AP #1 forgot to give the resident her scheduled pain
medication before the wound dressing change. He stated AP #1 offered to give the resident the
pain medication during the dressing change and she refused. He stated he heard AP #1
apologize to the resident for not giving her the pain medication prior to the dressing change.
The facility’s internal investigation indicated the resident would not voluntarily agree to a
wound treatment without getting pain medication first.AP #1 and AP #2 initiated the dressing
change at approximately 10:00 p.m., half an hour prior to the end of their shift. At the
beginning of the evening shift, AP #1 attempted to reschedule the resident’s dressing change to
the following morning.
Neglect: Minnesota Statutes, section 626.5572, subdivision 17, paragraph (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
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 which is not the result of an accident or therapeutic conduct.
Vulnerable Adult interviewed: Yes
Family/Responsible Party interviewed: Yes
Alleged Perpetrators interviewed: Yes
Action taken by facility:
The facility completed an internal investigation.The facility terminated AP #1 and AP #2. The
facility notified the Minnesota Board of Nursing.
Action taken by the Minnesota Department of Health:
The facility was found to be in noncompliance.To view a copy of the Statement of Deficiencies
and/or correction orders, please visit:
http://www.health.state.mn.us/divs/fpc/directory/surveyapp/provcompselect.cfm, or call 651‐
201‐4890 to be provided a copy via mail or email. If you are viewing this report on the MDH
website, please see the attached Statement of Deficiencies.
The responsible party will be notified of their right to appeal the maltreatment finding.If the
maltreatment is substantiated against an identified employee,this report will be submitted to
the nurse aide registry for possible inclusion of the finding on the abuse registry and/or to the
Minnesota Department of Human Services for possible disqualification in accordance with the
provisions of the background study requirements under Minnesota 245C.
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cc:

Health Regulation Division – Licensing and Certification
The Office of Ombudsman for Long‐Term Care
County Attorney for Saint Louis Park
City Attorney for Saint Louis Park
Minnesota Board of Examiners for Nursing Home Administrators
Minnesota Board of Nursing
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*****ATTENTION******
NH LICENSING CORRECTION ORDER
In accordance with Minnesota Statute, section
144A.10, this correction order has been issued
pursuant to a survey. If, upon reinspection, it is
found that the deficiency or deficiencies cited
herein are not corrected, a fine for each violation
not corrected shall be assessed in accordance
with a schedule of fines promulgated by rule of
the Minnesota Department of Health.
Determination of whether a violation has been
corrected requires compliance with all
requirements of the rule provided at the tag
number and MN Rule number indicated below.
When a rule contains several items, failure to
comply with any of the items will be considered
lack of compliance. Lack of compliance upon
reinspection with any item of multipart rule will
result in the assessment of a fine even if the item
that was violated during the initial inspection was
corrected.
You may request a hearing on any assessments
that may result from noncompliance with these
orders provided that a written request is made to
the Department within 15 days of receipt of a
notice of assessment for noncompliance.
INITIAL COMMENTS:
A complaint investigation was conducted to
investigate complaint #H5148177, #H5148178,
#H5148179, and #H5148180. As a result, the
following correction orders are issued related to
#H5148180. The facility has agreed to participate
in the electronic receipt of State licensure orders
consistent with the Minnesota Department of
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE
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6899

DLW611

If continuation sheet 1 of 14

PRINTED: 03/27/2019
FORM APPROVED

Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

A. BUILDING: ______________________
B. WING _____________________________

00943
NAME
OF PROVIDER
THE ESTATES
ATOR
STSUPPLIER
LOUIS PARK LLC

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

C
11/06/2018

STREET ADDRESS, CITY, STATE, ZIP CODE

3201 VIRGINIA AVENUE SOUTH
SAINT LOUIS PARK, MN 55426
(X4) ID
PREFIX
TAG

SUMMARY STATEMENTOF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

2 000 Continued From page 1

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSSREFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

2 000

Health Informational Bulletin 1401, available at
http://www.health.state.mn.us/divs/fpc/profinfo/inf
obul.htm The State licensing orders are
delineated on the attached Minnesota
Department of Health orders being submitted
electronically. Although no plan of correction is
necessary for State Statutes/Rules, please enter
the word "corrected" in the box available for text.
Then indicate in the electronic State licensure
process, under the heading completion date, the
date your orders will be corrected prior to
electronically submitting to the Minnesota
Department of Health.
21545 MN Rule 4658.1320 A.B.C Medication Errors

12/10/18

21545

A nursing home must ensure that:
A. Its medication error rate is less than five
percent as described in the Interpretive
Guidelines for Code of Federal Regulations, title
42, section 483.25 (m), found in Appendix P of
the State Operations Manual, Guidance to
Surveyors for LongTerm Care Facilities, which is
incorporated by reference in part 4658.1315. For
purposes of this part, a medication error means:
(1) a discrepancy between what was
prescribed and what medications are actually
administered to residents in the nursing home; or
(2) the administration of expired
medications.
B. It is free of any significant medication
error. A significant medication error is:
(1) an error which causes the resident
discomfort or jeopardizes the resident's health or
safety; or
(2) medication from a category that
usually requires the medication in the resident's
blood to be titrated to a specific blood level and a
single medication error could alter that level and
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precipitate a reoccurrence of symptoms or
toxicity. All medications are administered as
prescribed. An incident report or medication
error report must be filed for any medication error
that occurs. Any significant medication errors or
resident reactions must be reported to the
physician or the physician's designee and the
resident or the resident's legal guardian or
designated representative and an explanation
must be made in the resident's clinical record.
C. All medications are administered as
prescribed. An incident report or medication
error report must be filed for any medication error
that occurs. Any significant medication errors or
resident reactions must be reported to the
physician or the physician's designee and the
resident or the resident's legal guardian or
designated representative and an explanation
must be made in the resident's clinical record.

This MN Requirement is not met as evidenced
by:
Based on interview and record review the facility
failed to ensure one of eight residents (R1),
reviewed for medications errors and wound care,
received pain medication according to physician
orders prior to a wound dressing change. Two
staff nurses changed R1's dressing and did not
administer R1's pain medication prior to the
dressing change as ordered, causing R1 pain
and discomfort.

Corrected

Findings include:
R1's medical record was reviewed. R1's
diagnoses included muscular dystrophy, chronic
pain syndrome, and a sacral pressure ulcer.
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R1's care plan dated 05/17/18, indicated staff
needed to premedicate R1 with pain medication
prior to wound dressing changes.
R1's physician order dated 05/17/18, indicated:
Roxicodone tablet 5 milligrams (mg), oxycodone,
give 1 tablet by mouth every 6 hours as needed
for pain, maximum 2 tablet at a time, 1 tablet if
pain is 57: 2 tablets if pain is 810. Give prior to
wound dressing change.
R1's physician order dated 05/17/18, indicated:
oxycodone tablet 5 mg, give 1 tablet by mouth
every 3 hours for pain.
R1's physician order dated 05/17/18, indicated:
hydrocodoneacetaminophen (Norco) tablet
5325 mg, give 1 tablet by mouth every 4 hours
as needed/pro re nata (prn) for pain Take 12
tablets prn for pain 310.
R1's physician order dated 05/17/18, indicated:
wound vacuum therapy, cleanse with Dakins
solution, pat dry. Suction to continuous at 125
millimeter of mercury (mmHg) pressure. Bridge
off bony prominence. Change wet to dry dressing
2 times a day until can reimplement negative
pressure therapy. Change canister at least
weekly (backup plan if negative pressure
wound therapy is unable to maintain seal,
dressing must be removed and reapplied within 2
hours) every day shift every Monday,
Wednesday, and Friday.
A minimum data set assessment dated 05/24/18,
indicated R1 had a pressure wound which
measured 13.6 centimeters (cm) long, 7.5 cm
wide, and 5.2 cm deep.
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R1's physician order dated 06/01/18, indicated:
Okay to administer oxycodone 5 mg 2 tablets
and Norco 5/325 mg 2 tablets together only prior
wound dressing change every day shift every
Monday, Wednesday, and Friday.
A medication administration record (MAR) dated
07/2018, indicated: If unable to reapply negative
pressure wound dressing, place normal saline
moistened gauze in wound bed and cover with
appropriate dressing to keep wound moist.
Change wettodry dressing every day shift every
Monday, Wednesday, and Friday.
A MAR dated 07/2018, indicated licensed
practical nurse (LPN)J gave R1 oxycodone HCl
Tablet 5 mg 1 tablet every 3 hours for pain on
07/20/18, at 3:00 p.m., 6:00 p.m., and 9:00 p.m.
LPNJ administered
hydrocodoneacetaminophen (Norco) tablet
5325 MG and Roxicodone tablet 5 mg
(Oxycodone HCl) at 11:23 p.m., to R1 after R1's
dressing was completed. LPNJ did not give R1
any other pain medications on 07/20/18.
A Wound Evaluation and Management summary
dated 07/18/18, indicated R1 had a stage 4
pressure ulcer on her sacrum. The wound
measured 9.5 cm long, 4.3 cm wide and 3.7 cm
deep.
A nurse's note dated 07/20/18, indicated R1's
wound dressing change be completed on the
evening shift.
An internal investigation, undated, indicated
when R1 reported that LPNJ did not administer
her ordered pain medication prior to a wound
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dressing change. The facility immediately started
an investigation, suspended LPNJ, suspended
registered nurse (RN)K, and notified the State.
The facility determined R1 would not voluntarily
agree to a wound treatment without getting pain
medication first. R1 did not receive the pain
medication ordered prior to her dressing change
until after the dressing change was completed.
The facility determined that both LPNJ and
RNK were involved during the dressing change.
R1 requested and did not receive the pain
medication according to physician orders, prior to
dressing change. The facility terminated LPNJ
and RNK and notified the Minnesota Board of
Nursing.
During an interview on 08/22/18, at 1:31 p.m. R1
stated LPNJ came into her room on 07/20/18 a
little after 10:00 p.m. to change her wound
dressing. R1 stated she was sleeping hard but
as soon as LPNJ removed the tape, she asked
him to stop and get her the pain medication
ordered before the dressing change. LPNJ told
R1 there was not enough time to get her ordered
pain medication, and he needed to complete the
dressing change before the end of his shift. R1
stated LPNJ said he could not stop, and there
was not staff to do the dressing change on the
night shift.
During an interview on 08/22/18, at 1:55 p.m.,
R1's roommate stated LPNJ and RNK came
into her room to change R1's dressing. R1
initially agreed to the dressing change but less
than one minute later R1 requested her
scheduled pain medication for the dressing
changed. LPNJ said there was no time to get
the pain medication, he had to finish the dressing
change before the next shift, and he could not
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stop. LPNJ ran to get the pain medication as
soon as the R1's dressing change was
completed.
During an interview on 08/23/18, at 12:09 p.m.,
nurse manager (NM)E stated that R1 told her,
and DONB, that LPNJ did not give her the
ordered pain medication prior to her dressing
change the evening before. RNK was present in
the room and did not say anything to LPNJ or
R1.
During an interview on 08/28/18, at 9:46 a.m.
LPNJ stated he changed R1's wound dressing
on 07/20/18, between 10:00 p.m. and 10:15 p.m.
LPNJ stated R1 was sleeping. He stated he
asked R1 if it was okay to change the dressing
she agreed, and then LPNK came into the room
to assist. LPNJ assisted RNK to reposition R1
onto her side, and LPNJ removed the dressing.
LPNJ stated as he was about to cleanse the
wound and R1 requested her ordered pain
medication. LPNJ explained to R1that the
wound was open and there was no time to get
the premedication. LPNJ stated he did not give
pain medication prior to the dressing change as
ordered by the physician. LPNJ stated he gave
the pain medication after the dressing change
was changed.
During an interview on 08/28/18, at 2:00 p.m.
RNK stated he assisted LPNJ to change R1's
wound dressing on 07/20/18. He and LPNJ
repositioned R1 and LPNJ removed R1's
dressing. RNK stated R1 told LPNJ he forgot to
give her the pain medication ordered prior to the
dressing change.
During an interview on 08/28/18, at 2:44 p.m., the
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director of nursing (DON)B stated that the facility
completed an internal investigation related to
R1's dressing change on 07/20/18 on the
evening shift. The facility determined LPNJ did
not give R1 her scheduled ordered pain
medication prior to a dressing change. RNK
was present during the dressing change. The
facility suspended LPNJ at the start of the
investigation, and suspended RNK the next day.
After a determination that both nurses failed to
give R1 the ordered pain medication prior to the
dressing change, the facility terminated LPNJ
and RNK.
An undated policy titled, Skin Assessment and
Wound Management, indicated staff are required
to provide wound care per physician orders.
A policy dated 08/2014, titled; Administration
Procedures for all Medications, indicated staff are
required to check the MAR for orders.
SUGGESTED METHOD OF CORRECTION:
The Director of Nursing or designated person to
determine how the deficiency occurred, review
policies and procedures, revise as necessary,
educated staff on revisions, and monitor to
ensure compliance.
TIME PERIOD FOR CORRECTION:
TwentyOne (21) days.
21850 MN St. Statute 144.651 Subd. 14 Patients &

12/10/18

21850

Residents of HC Fac.Bill of Rights
Subd. 14. Freedom from maltreatment.
Residents shall be free from maltreatment as
defined in the Vulnerable Adults Protection Act.
"Maltreatment" means conduct described in
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section 626.5572, subdivision 15, or the
intentional and nontherapeutic infliction of
physical pain or injury, or any persistent course
of conduct intended to produce mental or
emotional distress. Every resident shall also be
free from nontherapeutic chemical and physical
restraints, except in fully documented
emergencies, or as authorized in writing after
examination by a resident's physician for a
specified and limited period of time, and only
when necessary to protect the resident from
selfinjury or injury to others.
This MN Requirement is not met as evidenced
by:
Based on interview and record review the facility
failed to ensure one of eight residents (R1)
reviewed for medication errors and wound care,
were free from maltreatment. Two staff nurses
neglected to administer R1's pain medication
prior to the dressing change according to
physician orders as ordered, which a reasonable
person would deem essential to maintain
comfort. This caused R1 pain and discomfort.

Corrected

Findings include:
R1's medical record was reviewed. R1's
diagnoses included muscular dystrophy, chronic
pain syndrome, and a sacral pressure ulcer.
R1's care plan dated 05/17/18, indicated staff
needed to premedicate R1 with pain medication
prior to wound dressing changes.
R1's physician order dated 05/17/18, indicated:
roxicodone tablet 5 milligrams (mg), oxycodone,
give 1 tablet by mouth every 6 hours as needed
for pain, maximum 2 tablet at a time, 1 tablet if
Minnesota Department of Health
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pain is 57: 2 tablets if pain is 810. Give prior to
wound dressing change.
R1's physician order dated 05/17/18, indicated:
oxycodone tablet 5 mg, give 1 tablet by mouth
every 3 hours for pain.
R1's physician order dated 05/17/18, indicated:
hydrocodoneacetaminophen (Norco) tablet
5325 mg, give 1 tablet by mouth every 4 hours
as needed/pro re nata (prn) for pain Take 12
tablets prn for pain 310.
R1's physician order dated 05/17/18, indicated:
wound vacuum therapy, cleanse with dakins
solution, pat dry. Suction to continuous at 125
millimeter of mercury (mmHg) pressure. Bridge
off bony prominence. Change wet to dry dressing
2 times a day until can reimplement negative
pressure therapy. Change canister at least
weekly (backup plan if negative pressure
wound therapy is unable to maintain seal,
dressing must be removed and reapplied within 2
hours) every day shift every Monday,
Wednesday, and Friday.
A minimum data set assessment dated 05/24/18,
indicated R1 had a pressure wound which
measured 13.6 centimeters (cm) long, 7.5 cm
wide, and 5.2 cm deep.
R1's physician order dated 06/01/18, indicated:
Okay to administer oxycodone 5 mg 2 tablets
and Norco 5/325 MG 2 tablets together only prior
wound dressing change every day shift every
Monday, Wednesday, and Friday.
A medication administration record (MAR) dated
07/2018, indicated: If unable to reapply negative
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pressure wound dressing, place normal saline
moistened gauze in wound bed and cover with
appropriate dressing to keep wound moist.
Change wettodry dressing every day shift every
Monday, Wednesday, and Friday.
A MAR dated 07/2018, indicated licensed
practical nurse (LPN)J gave R1 oxycodone HCl
Tablet 5 mg 1 tablet every 3 hours for pain on
07/20/18, at 3:00 p.m., 6:00 p.m., and 9:00 p.m.
LPNJ administered
hydrocodoneacetaminophen (Norco) tablet
5325 MG and roxicodone tablet 5 mg
(Oxycodone HCl) at 11:23 p.m. to R1 after R1's
dressing was completed. LPNJ did not give R1
any other pain medications on 07/20/18.
A Wound Evaluation and Management summary
dated 07/18/18, indicated R1 had a stage 4
pressure ulcer on her sacrum. The wound
measured 9.5 cm long, 4.3 cm wide, and 3.7 cm
deep.
A nurse's note dated 07/20/18/18, indicated R1's
dressing change a wound would be completed
on the evening shift.
An internal investigation, undated, indicated
when R1 reported that LPNJ did not administer
her ordered pain medication prior to a wound
dressing change. The facility immediately started
an investigation, suspended LPNJ, suspended
LPNJ and notified the State. The facility
determined R1 would not voluntarily agree to a
wound treatment without getting pain medication
first. R1 did not receive the pain medication
ordered prior to her dressing change until after
the dressing change was completed. The facility
determined that both LPNJ and registered nurse
Minnesota Department of Health
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(RN)K were involved during the dressing
change. R1 requested and did not receive the
pain medication according to physician orders,
prior to dressing change. The facility terminated
LPNJ and RNK and notified the Minnesota
Board of Nursing.
During an interview on 08/22/18, at 1:31 p.m. R1
stated LPNJ came into her room on 07/20/18 a
little after 10:00 p.m. to change her wound
dressing. R1 stated she was sleeping hard but
as soon as LPNJ removed the tape, she asked
him to stop and get her the pain medication
ordered before the dressing change. LPNJ told
R1 there was not enough time to get her ordered
pain medication, and he needed to complete the
dressing change before the end of his shift. R1
stated LPNJ said he could not stop, and there
was not staff to do the dressing change on the
night shift.
During an interview on 08/22/18, at 1:55 p.m.,
R1's roommate stated LPNJ and RNK came
into her room to change R1's dressing. R1
initially agreed to the dressing change but less
than one minute later R1 requested her
scheduled pain medication for the dressing
changed. LPNJ said there was no time to get
the pain medication, he had to finish the dressing
change before the next shift, and he could not
stop. LPNJ ran to get the pain medication as
soon as the R1's dressing change was
completed.
During an interview on 08/23/18, at 12:09 p.m.,
nurse manager (NM)E stated that R1 told her,
and DONB, that LPNJ did not give her the
ordered pain medication prior to her dressing
change the evening before. RNK was present in
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the room and did not say anything to LPNJ or
R1.
During an interview on 08/28/18, at 9:46 a.m.
LPNJ stated he changed R1's wound dressing
on 07/20/18, between 10:00 p.m. and 10:15 p.m.
LPNJ stated R1 was sleeping. He stated he
asked R1 if it was okay to change the dressing
she agreed, and then LPNK came into the room
to assist. LPNJ assisted RNK to reposition R1
onto her side, and LPNJ removed the dressing.
LPNJ stated as he was about to cleanse the
wound and R1 requested her ordered pain
medication. LPNJ explained to R1that the
wound was open and there was no time to get
the premedication. LPNJ stated he did not give
pain medication prior to the dressing change as
ordered by the physician. LPNJ stated he gave
the pain medication after the dressing change
was changed.
During an interview on 08/28/18, at 2:00 p.m.
RNK stated he assisted LPNJ to change R1's
wound dressing on 07/20/18. He and LPNJ
repositioned R1 and LPNJ removed R1's
dressing. RNK stated R1 told LPNJ he forgot to
give her the pain medication ordered prior to the
dressing change.
During an interview on 08/28/18, at 2:44 p.m., the
director of nursing (DON)B stated that the facility
completed an internal investigation related to
R1's dressing change on 07/20/18 on the
evening shift. The facility determined LPNJ did
not give R1 her scheduled ordered pain
medication prior to a dressing change. RNK
was present during the dressing change. The
facility suspended LPNJ at the start of the
investigation, and suspended RNK the next day.
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After a determination that both nurses failed to
give R1 the ordered pain medication prior to the
dressing change, the facility terminated LPNJ
and RNK.
An undated policy titled, Abuse
Prevention/Vulnerable Adult Plan, indicated
neglect is the failure of the facility, its employees,
to provide goods and services to a resident that
are necessary to avoid pain and emotional
distress.
An undated policy titled, Skin Assessment and
Wound Management, indicated staff are required
to provide wound care per physician orders.
A policy dated 08/2014, titled; Administration
Procedures for all Medications, indicated staff are
required to check the MAR for orders.
SUGGESTED METHOD OF CORRECTION:
The Director of Nursing or designated person to
review policies and procedures, revise as
necessary, educated staff on revisions, and
monitor to ensure compliance.
TIME PERIOD FOR CORRECTION:
TwentyOne (21) days.
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An abbreviated standard survey was conducted
to investigate cases #H5148177, H5148178,
H5148179, and #H5148180. As a result, the
following deficiency is issued related to
H5148180. The facility is enrolled in ePOC and
therefore a signature is not required at the
bottom of the first page of the CMS2567 form.
Electronic submission of the POC will be used as
verification of compliance.
F 697 Pain Management
SS=D CFR(s): 483.25(k)

F 697

§483.25(k) Pain Management.
The facility must ensure that pain management is
provided to residents who require such services,
consistent with professional standards of
practice, the comprehensive personcentered
care plan, and the residents' goals and
preferences.
This REQUIREMENT is not met as evidenced
by:
Based on interview and record review the facility
failed to ensure one of eight residents (R1),
reviewed for medications errors and wound care,
received pain medication according to physician
orders prior to a wound dressing change. Two
staff nurses changed R1's dressing and did not
administer R1's pain medication prior to the
dressing change as ordered, causing R1 pain
and discomfort.
Findings include:
R1's medical record was reviewed. R1's
diagnoses included muscular dystrophy, chronic
pain syndrome, and a sacral pressure ulcer.

12/10/18

R1 has voluntarily discharged according
to prior existing plan.
All residents receiving wound care with
orders for premedication have the
potential to be affected.
Orders and MARs were reviewed for all
residents currently receiving wound care
to ensure that resident’s with orders for
premedication prior to wound care
received pain meds as ordered to provide
comfort.
Pain Management education was
provided to licensed staff.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

Electronically Signed

(X6) DATE

11/19/2018

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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R1's care plan dated 05/17/18, indicated staff
needed to premedicate R1 with pain medication
prior to wound dressing changes.
R1's physician order dated 05/17/18, indicated:
Roxicodone tablet 5 milligrams (mg), oxycodone,
give 1 tablet by mouth every 6 hours as needed
for pain, maximum 2 tablet at a time, 1 tablet if
pain is 57: 2 tablets if pain is 810. Give prior to
wound dressing change.
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F 697
DON or designee will conduct random
audits of resident’s receiving wound care
to ensure that pain medication is
administered prior to treatment as
ordered. Audits will be conducted weekly
x4, monthly x 2 and reported to QA
committee for further review and
recommendations.

R1's physician order dated 05/17/18, indicated:
oxycodone tablet 5 mg, give 1 tablet by mouth
every 3 hours for pain.
R1's physician order dated 05/17/18, indicated:
hydrocodoneacetaminophen (Norco) tablet
5325 mg, give 1 tablet by mouth every 4 hours
as needed/pro re nata (prn) for pain Take 12
tablets prn for pain 310.
R1's physician order dated 05/17/18, indicated:
wound vacuum therapy, cleanse with Dakins
solution, pat dry. Suction to continuous at 125
millimeter of mercury (mmHg) pressure. Bridge
off bony prominence. Change wet to dry dressing
2 times a day until can reimplement negative
pressure therapy. Change canister at least
weekly (backup plan if negative pressure
wound therapy is unable to maintain seal,
dressing must be removed and reapplied within 2
hours) every day shift every Monday,
Wednesday, and Friday.
A minimum data set assessment dated 05/24/18,
indicated R1 had a pressure wound which
measured 13.6 centimeters (cm) long, 7.5 cm
wide, and 5.2 cm deep.
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R1's physician order dated 06/01/18, indicated:
Okay to administer oxycodone 5 mg 2 tablets
and Norco 5/325 mg 2 tablets together only prior
wound dressing change every day shift every
Monday, Wednesday, and Friday.
A medication administration record (MAR) dated
07/2018, indicated: If unable to reapply negative
pressure wound dressing, place normal saline
moistened gauze in wound bed and cover with
appropriate dressing to keep wound moist.
Change wettodry dressing every day shift every
Monday, Wednesday, and Friday.
A MAR dated 07/2018, indicated licensed
practical nurse (LPN)J gave R1 oxycodone HCl
Tablet 5 mg 1 tablet every 3 hours for pain on
07/20/18, at 3:00 p.m., 6:00 p.m., and 9:00 p.m.
LPNJ administered
hydrocodoneacetaminophen (Norco) tablet
5325 MG and Roxicodone tablet 5 mg
(Oxycodone HCl) at 11:23 p.m., to R1 after R1's
dressing was completed. LPNJ did not give R1
any other pain medications on 07/20/18.
A Wound Evaluation and Management summary
dated 07/18/18, indicated R1 had a stage 4
pressure ulcer on her sacrum. The wound
measured 9.5 cm long, 4.3 cm wide and 3.7 cm
deep.
A nurse's note dated 07/20/18, indicated R1's
wound dressing change be completed on the
evening shift.
An internal investigation, undated, indicated
when R1 reported that LPNJ did not administer
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her ordered pain medication prior to a wound
dressing change. The facility immediately started
an investigation, suspended LPNJ, suspended
registered nurse (RN)K, and notified the State.
The facility determined R1 would not voluntarily
agree to a wound treatment without getting pain
medication first. R1 did not receive the pain
medication ordered prior to her dressing change
until after the dressing change was completed.
The facility determined that both LPNJ and
RNK were involved during the dressing change.
R1 requested and did not receive the pain
medication according to physician orders, prior to
dressing change. The facility terminated LPNJ
and RNK and notified the Minnesota Board of
Nursing.
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During an interview on 08/22/18, at 1:31 p.m. R1
stated LPNJ came into her room on 07/20/18 a
little after 10:00 p.m. to change her wound
dressing. R1 stated she was sleeping hard but
as soon as LPNJ removed the tape, she asked
him to stop and get her the pain medication
ordered before the dressing change. LPNJ told
R1 there was not enough time to get her ordered
pain medication, and he needed to complete the
dressing change before the end of his shift. R1
stated LPNJ said he could not stop, and there
was not staff to do the dressing change on the
night shift.
During an interview on 08/22/18, at 1:55 p.m.,
R1's roommate stated LPNJ and RNK came
into her room to change R1's dressing. R1
initially agreed to the dressing change but less
than one minute later R1 requested her
scheduled pain medication for the dressing
changed. LPNJ said there was no time to get
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During an interview on 08/23/18, at 12:09 p.m.,
nurse manager (NM)E stated that R1 told her,
and DONB, that LPNJ did not give her the
ordered pain medication prior to her dressing
change the evening before. RNK was present in
the room and did not say anything to LPNJ or
R1.
During an interview on 08/28/18, at 9:46 a.m.
LPNJ stated he changed R1's wound dressing
on 07/20/18, between 10:00 p.m. and 10:15 p.m.
LPNJ stated R1 was sleeping. He stated he
asked R1 if it was okay to change the dressing
she agreed, and then LPNK came into the room
to assist. LPNJ assisted RNK to reposition R1
onto her side, and LPNJ removed the dressing.
LPNJ stated as he was about to cleanse the
wound and R1 requested her ordered pain
medication. LPNJ explained to R1that the
wound was open and there was no time to get
the premedication. LPNJ stated he did not give
pain medication prior to the dressing change as
ordered by the physician. LPNJ stated he gave
the pain medication after the dressing change
was changed.
During an interview on 08/28/18, at 2:00 p.m.
RNK stated he assisted LPNJ to change R1's
wound dressing on 07/20/18. He and LPNJ
repositioned R1 and LPNJ removed R1's
dressing. RNK stated R1 told LPNJ he forgot to
give her the pain medication ordered prior to the
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During an interview on 08/28/18, at 2:44 p.m., the
director of nursing (DON)B stated that the facility
completed an internal investigation related to
R1's dressing change on 07/20/18 on the
evening shift. The facility determined LPNJ did
not give R1 her scheduled ordered pain
medication prior to a dressing change. RNK
was present during the dressing change. The
facility suspended LPNJ at the start of the
investigation, and suspended RNK the next day.
After a determination that both nurses failed to
give R1 the ordered pain medication prior to the
dressing change, the facility terminated LPNJ
and RNK.
An undated policy titled, Skin Assessment and
Wound Management, indicated staff are required
to provide wound care per physician orders.
A policy dated 08/2014, titled; Administration
Procedures for all Medications, indicated staff are
required to check the MAR for orders.
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