Thomas Allen Inc Oakhill
Report 20164790
Page 3


INVESTIGATION MEMORANDUM
Office of Inspector General, Licensing Division
Public Information

Minnesota Statutes, section 626.557, subdivision 1 states, “The legislature declares that the public policy of this state is to protect adults who, because of physical or mental disability or dependency on institutional services, are particularly vulnerable to maltreatment.”

[image: GraphicBlank]

	[bookmark: report]Report Number: 20164790 20164790	
			                         
	Date Issued:  October 7, 2016

	Name and Address of Facility Investigated:  	

[bookmark: Facility][bookmark: Address]Thomas Allen Inc OakhillThomas Allen Inc Oakhill
7743 W 13 1/2 St. 
St. Louis Park, MN 55426

Thomas Allen, Inc.
1550 Humboldt Ave. 
St. Paul, MN 55118-34017743 W 13 1/2 St. 
St. Louis Park, MN 55426

Thomas Allen, Inc.
1550 Humboldt Ave. 
St. Paul, MN 55118-3401

	Disposition:  Inconclusive 




[bookmark: Rule]License Number and Program Type:

1067773-H_CRS (Home and Community Based Services-Community Residential Setting) 
1067769-HCBS (Home and Community-Based Services) 

Investigator(s):

Marie E. Tierney
Minnesota Department of Human Services
Office of Inspector General
Licensing Division
PO Box 64242
Saint Paul, Minnesota 55164-0242
(651) 431-6573

Suspected Maltreatment Reported:

[bookmark: SuspectedMaltreatment]It was reported that on August 8 and 11, 2016, facility staff persons (SP1 and SP2) were instructed by health care professionals to bring a vulnerable adult (VA) to an emergency room or urgent care, but refused to do so.  

[bookmark: Date]Date of Incident(s):  August 8, 2016August 8 and 11, 2016

Nature of Alleged Maltreatment Pursuant to Minnesota Statutes, section 626.557, subdivision 9c,   paragraph (b), and Minnesota Statutes, section 626.5572, subdivision 15, and 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.
[bookmark: Nature]Summary of Findings:
Pertinent information was obtained during a site visit conducted on August 19, 2016; from documentation at the facility and medical records; and through three interviews conducted the VA, SP1, and SP2.

The facility’s file for the VA documented that the VA was a “happy” person who had a good sense of humor and a strong memory.  The VA used a wheelchair for mobility and his/her transfers were usually assisted with a Hoyer lift.  The VA usually shared any concerns with staff persons.  The VA’s speech was slow and soft and s/he slurred his/her words at times.  In the past, when the VA had elevated ammonia levels and/or a urinary tract infection, s/he displayed “odd behaviors” and hallucinations.  The VA needed help to access the community, including health care.

The VA’s medical records dated August 8, 2016, documented the following telephone contact:

[SP1] states for the past 2 – 4 weeks, [the VA] has been lethargic and has been slurring [his/her] words.  States at times [the VA] does not recognize staff members and has been more confused.  Stated in the past, [s/he] has had similar symptoms when [his/her] Depakote levels were off.  [SP1] is requesting lab order for Depakote.  

[The VA’s primary care physician, MD1] out of the office for the day.  Discussed case with [doctor on duty].  States patient needs emergency room or urgent care evaluation to do a full assessment and rule out a stroke or other potential causes.  States unable to order labs without evaluation

Spoke with [SP1].  Reviewed [doctor on duty’s] message.  [SP1] became upset stating they did not have time to take patient to urgent care or emergency room.  States [s/he] would just like the lab ordered.  Discussed reasons why patient needs evaluation.  Declined taking patient to emergency room or urgent care.  Offered to route message to [MD1] but advised [MD1] would most likely recommend evaluation as well.  [SP1] declined rerouting and disconnected phone.

The VA’s medical records dated August 11, 2016, documented that SP1 called the VA’s clinic and said the VA was “acting differently lately,” but SP1 “struggled to describe symptoms.”  SP1 was concerned the VA might have a urinary tract infection (UTI).  SP1 asked for a lab order for urinalysis to check for UTI.  A physician wrote, “I do not recommend lab order without clinic or urgent care visit,” and that the VA should follow up with his/her psychiatrist regarding new symptoms.  When a clinic staff person called the facility to notify them, SP2 explained that bringing the VA to urgent care was difficult because the VA used a wheelchair and needed a Hoyer lift for transfers. The clinic staff person told SP2 if the VA could not use a toilet to provide a urine sample a catheter would likely be used, and the VA should “probably” be evaluated in urgent care.  SP2 said, “Well I guess we will just have to figure it out ourselves.”

In an interview, the VA said that when s/he felt sick, staff persons set up his/her medical appointments for him/her.  The VA said there was never a time s/he felt sick and did not go to a doctor, and that s/he did not feel sick in the “last couple weeks” prior to his/her August 18, 2016, interview 

Information from facility documentation and interviews with the SP1 and SP2 was consistent that:

· On August 1, 2016, an administrative staff person (P, who did not spend time with the VA on a daily basis) was at the facility and noticed the VA seemed “tired” and slurred his/her words.  Although s/he knew this was not uncommon for the VA, the P felt unsure whether the VA was displaying an increase in these symptoms.  The P 

relayed his/her observations to SP1 and SP2, who worked closely with the VA.  SP1 and SP2 told the P they would “keep an eye on” the VA.

· From July 29 through August 18, 2016, the VA displayed subtle behavioral changes. The VA was more quiet than usual, his/her speech slurred “a little” more than usual (though when staff persons asked the VA to focus on his/her speech, s/he could speak clearly), and s/he did not hug SP1 as much as usual.  SP1 and SP2 each said the VA recognized familiar persons.  SP2 said the VA was “a little tired or lethargic,” but SP1 said, “I wouldn’t use the word lethargic. . . [S/he] just wasn’t the [VA] I knew for years.”  SP1 and SP2 each stated that there was never any time the VA displayed physical symptoms of a UTI (such as fever, pain, or changes to his/her urine), and never a time when the VA appeared to need urgent or emergency medical attention.  In addition, the VA was reliable to tell staff persons if s/he did not feel well, and the VA did not do so.  However, due to the persistence of the subtle changes in the VA’s behavior, staff persons contacted the VA’s clinics on August 8 and 11, 2016, in an effort to “err on the side of caution” about the VA’s health.  

· On August 8, 2016, SP1 left a message with MD1’s nurse asking if MD1 would write an order for labs to test the VA’s seizure medication levels.  According to SP1, “They said sure.”  Later on August 8, 2016, after the VA attended a physical therapy appointment in the same building, SP1 took the VA to the lab, and learned that there were no lab orders for the VA. From the lab lobby, SP1 called MD1’s office.  MD1 was unavailable, and another physician refused to write orders for the VA to have his/her “blood levels” checked and said SP1 should take the VA to an emergency room or urgent care “if [SP1 or other staff persons were] concerned.”  SP1 said because the VA was hungry, his/her disposable brief needed to be changed, and the VA was fatigued from sitting in the waiting room; and because the VA did not appear to need urgent or emergency medical attention, s/he did not seek additional medical attention for the VA at that time.

· SP1 and SP2 each stated it was difficult for the VA to access a toilet in the community.  In addition, a catheter was likely to be physically uncomfortable for the VA.  The facility had supplies to collect urine samples, and in the past, SP1 and/or SP2 were able to bring urine samples collected at the facility into a lab for processing.  SP1 and SP2 each said that they hoped they could do this for the VA on August 11, 2016, because it seemed the “least invasive” way to explore the possibility of a UTI.  

· The VA had an appointment scheduled with his/her primary care physician on August 27, 2016, and SP1 and SP2 planned to discuss their concerns about the changes in the VA’s behavior with the primary care physician at that time.  SP1 and SP2 each stated that if the VA’s condition worsened before August 27, 2016, they would have sought more urgent medical attention for the VA.

· The VA’s General Loggings entries documented that from July 29 through August 18, 2016 (the date of the site visit), the VA participated in typical activities including attending his/her day program on weekdays, eating meals, watching television with peers, and participating in other leisure activities.  On July 31, 2016, a staff person documented that the VA “appeared to be sleepier than usual.”  There was no additional documentation that the VA displayed lethargy or other signs of illness.  

The VA’s medical records documented that the VA saw his/her primary care physician on August 27, 2016.  A staff person told the physician that for over three weeks, the VA’s demeanor was “different, nothing focal to put their finger on, but just acting a little different.”  The VA was alert and oriented; had no fever, diarrhea, nausea, abdominal pain, dysuria; or complaints of pain; and denied any symptoms of illness.  A urinalysis showed the VA had a urinary tract infection.  

[bookmark: _GoBack]
The facility’s Program Abuse Prevention Plan stated:

Clients are visually monitored during/throughout their daily routines for signs/symptoms of illness or injury.  Staff consult the Oak Hills RN and/or clients’ primary care physician as needed, when symptoms are presenting and requiring treatment.  Staff schedule, transport and attend all medical appointments with the clients at the recommended frequency and implement physicians’ directives regarding treatment (i.e. have  prescriptions filled at the pharmacy, transcribe orders onto the clients’ MARs, administer medications and/or treatments as directed and at the frequency indicated, etc.)

The facility’s personnel files and training records documented that SP1 and SP2 were each trained on the Reporting of Maltreatment of Vulnerable Adults act, First Aid, and cardiopulmonary resuscitation (CPR) prior to the incidents.  

Conclusion:
[bookmark: Pertinent]
It was reported that health care professionals instructed SP1 and SP2 to take the VA to an emergency room or urgent care on August 8 and 11, 2106, but SP1 and SP2 refused to do so; and the VA’s medical records documented that the VA was diagnosed with UTI on August 27, 2016.  The VA’s medical records dated August 8, 2016, documented that SP1 told a health care professional that the VA was lethargic, confused, slurring [his/her] words, and did not recognize staff members.  However, information from SP1, SP2, the VA, and facility documentation was consistent that from July 29 through August 18, 2016 (the day of the site visit), the VA displayed subtle behavioral changes, but no overt signs of illness.  In addition, SP1 and SP2 each stated that if the VA’s condition worsened prior to his/her August 27, 2016, appointment with MD1, they would have sought more urgent medical attention for the VA. Given the above, there was not a preponderance of the evidence as to whether there was a failure to provide reasonable and necessary care to the VA. 

It was not determined whether neglect occurred (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).

Action Taken by Facility:

The facility completed an internal review and determined that policies and procedures were followed, policies and procedures were adequate, there was no need for additional staff training, the reported event was not similar to past events with the vulnerable adult or services involved, and there was no need for corrective action to be taken by the facility to protect the health and safety of vulnerable adults in care.  

[bookmark: ActionTaken]Action Taken by Department of Human Services, Office of Inspector General:

No further action was taken.
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