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Finding: Not Substantiated
Nature of Visit:
An allegation of maltreatment was investigated 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 a resident was neglected when the facility failed to provide care and services
relating to the resident’s dementia and language barrier.
Investigative Findings and Conclusion:
Neglect was not substantiated. The facility sent the resident to an appointment for a computed
tomography (CTscan). A CTscan is a radiology exam using a computer to take images from
different angles around the person’s body to look at bones, blood vessels, and soft tissue. The
facility did not send someone to accompany the resident or to translate for the resident;
however, the resident’s family member met the resident at the appointment.
The investigation included interviews with facility nursing staff. The investigator also conducted
interviews with the resident’s Nurse Practitioner (NP) and the resident’s family member.
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The resident had diagnoses of atrial fibrillation (a condition with an irregular, often rapid heart
rate causing poor blood flow), congestive heart failure, chronic obstructive pulmonary disease,
history of falls, and a medical diagnosis affecting cognition. The resident’s care plan indicated
the resident required assistance with dressing, grooming, bathing, hygiene, toileting, transfers,
and mobility. The care plan further stated the resident did not speak English,was legally blind,
and was hard of hearing.
The resident was admitted to the facility for shortterm rehabilitation following a
hospitalization for a subarachnoid hemorrhage, a lifethreatening type of stroke caused by
bleeding into the space surrounding the brain. In an attempt to control the bleeding around
the resident’s brain, doctors made the decision to hold, or temporarily stop, the resident’s
blood thinning medication. (The resident took Coumadin, a blood thinner, to treat atrial
fibrillation, a condition with an irregular, often rapid heartbeat causing poor blood flow.)
Upon discharge from the hospital, the resident was to have a follow up CTscan to monitor the
bleeding around the resident’s brain and determine if the resident could restart taking blood
thinning medication. The CTscan was ordered to be completed within two weeks of discharge
from the hospital.
The CTscan appointment was scheduled for late on a Wednesday afternoon. The facility
struggled to arrange transportation for the resident to and from the appointment, because the
appointment end time was after the transportation company was closed for the day. In
addition, the resident’s family member was unable to accompany the resident to the
appointment at the scheduled time. Nursing staff asked the resident’s NP if the appointment
could be rescheduled for a different time on the following Monday. The NP stated the CTscan
should be completed sooner rather than later, and alternative transportation needed to be
arranged. The resident was transported to and from the appointment and the CTscan was
performed as originally scheduled.
During an interview, the resident’s NP stated that, based on the resident’s condition,
discussions with the resident’s family, and review of the resident’s hospital discharge notes, it
was very important to have the CTscan completed sooner rather than later. The NP also stated
the clinic where the CTscan was performed had an interpreter service.
During an interview, the resident’s family member stated the transportation company dropped
the resident off at the appointment. The family member met the resident and the CTscan
appointment and stayed with the resident for the duration of the appointment.
In conclusion, neglect was not substantiated.
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Neglect: Minnesota Statutes, section 626.5572, subdivision 17
"Neglect" means:
(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:
(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.
(b) The absence or likelihood of absence of care or services, including but not limited to, food,
clothing, shelter, health care, or supervision necessary to maintain the physical and mental
health of the vulnerable adult which a reasonable person would deem essential to obtain or
maintain the vulnerable adult' s health, safety, or comfort considering the physical or mental
capacity or dysfunction of the vulnerable adult.
Vulnerable Adult interviewed : No. The resident could not be interviewed due to the language
barrier.
Family/Responsible Party interviewed : Yes
Alleged Perpetrator interviewed : N/A
Action taken by facility:
A facility wide audit of all residents with a dementia diagnoses was completed, and care plans
were updated to reflect need for supervision while in the community for appointments. Facility
staff would make arrangements to ensure supervision while of appointments. Nursing,
unlicensed, and scheduling staff were educated on a new policy requiring supervision while in
the community for appointments.
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:
https: //www.health. state. mn.us/ facilities/regulation/ inspresults.html, or call 6512014890 to
be provided a copy via mail or email.
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