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Initial Investigation Allegation(s):

The resident was neglected when the alleged perpetrator (AP) failed to provide timely care,
monitoring, and safe medication administration services for the resident during a diabetic
emergency and administered Morphine to the resident in error. The resident died.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was substantiated. The AP was
responsible for maltreatment. The AP failed to provide interventions when the resident was
having a seizure and had a critically low blood sugar of 29. In addition, the AP administered 5
times the resident’s prescribed dose of morphine in error. The resident died.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted the resident’s family member.
The investigation included review of the resident record(s), death record, hospice records,
facility internal investigation, hospice investigation summary, facility incident reports, personnel
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files, law enforcement report, related policy and procedures, and previous federal investigation
documentation.

The resident resided in an assisted living facility with diagnoses including severe protein-calorie
malnutrition, adult failure to thrive, Diabetes Mellitus Type 2, and hypoglycemia.

The resident’s admission assessment and service plan indicated the resident was oriented,
made her own decisions, was easily understood, and able to make her needs known. The
assessment indicated the resident had no history of seizures.

The resident’s facility medication orders included glucose oral tablet chewable 4 gram with
instructions to give 4 tablets every hour as needed for low blood sugar, and glucagon
emergency injection kit 1 mg with orders to inject as needed for hypoglycemia.

The resident’s hospice plan of care and medication list included orders for the oral glucose
chewable tablet but did not include orders for the resident’s glucagon emergency injection for
low blood glucose.

The resident’s facility progress notes indicated the morning of the incident the resident had
shortness of breath and anxiousness, and the facility unlicensed personnel (ULP) were
instructed by hospice to administer 2 a tablet of morphine. The resident went back to bed and
did not eat breakfast. The note indicated the resident had low blood sugar of 105, and staff
were instructed to hold the resident’s insulin. The progress notes indicated the resident’s family
arrived to take the resident out of the facility. Family reported the resident began having a
seizure in the car and brought the resident back to the facility around 12:00 p.m. A ULP checked
the resident’s blood sugar when she arrived back at the facility and reported to hospice the
residents blood sugar was 29.

A facility investigation indicated the resident did not eat breakfast and had low blood sugar
prior to leaving the facility. The investigation indicated camera footage reviewed by the facility
showed the resident was alert, interacting, and smiling at other residents as she left the facility.
The investigation indicated the resident’s family reported the resident began having seizure
activity in the car and notified the facility they were bringing the resident back. The facility
investigation included staff interviews which identified the resident was unconscious, unable to
hold up her head, and having seizures when the family returned to the facility with the resident.
The facility investigation indicated the AP gave a verbal order for ULP staff to administer 4
tablets of Ativan for seizure activity X2. The ULP dispensed the medication, and handed the
crushed tablets to the AP who administered it to the resident. The AP requested the second
dose of Ativan and again the ULP dispensed the medication, and handed the crushed tablets to
the AP who administered it. When the ULP returned to the medication cart she identified she
had crushed and given the AP Morphine in error instead of Ativan as ordered, and immediately
reported the medication error to the AP.
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The resident’s hospice orders, and visit notes the morning of the incident indicated ULP staff
reported to the AP the resident had low blood sugar. A hospice visit note indicated the AP
arrived at the facility at 12:30 p.m. and rechecked the resident’s blood sugar, which was 24.

The AP documented a facility ULP crushed glucose tablets and mixed them with orange juice
and attempted to give them to the resident, however, the resident was unconscious with ridged
body, clenched teeth, non-reactive pupils, and involuntary rapid eye movement consistent with
seizure activity. The documentation indicated the AP reported the resident’s condition to the
provider who gave orders for Ativan 2 mg every 5 minutes, X2 for seizure activity. The AP
administered the first dose of Ativan at 1:00 p.m. and the second dose at 1:15 p.m. The
documentation indicated the ULP reported crushing morphine instead of Ativan in error. At 1:22
p.m. the AP updated the provider of the medication error, and received another order to give
the second dose of Ativan, which was given at 1:30 p.m. The documentation indicated there
was resolution of seizure activity noted. The AP documented the resident’s respiratory rate at
that time was 26, with no additional monitoring of the resident’s respiratory rate/effort
documented following the morphine medication error. At 1:29 p.m. the AP documented the
resident’s blood sugar was 27. At 2:02 p.m. the resident’s blood sugar was 24. At 2:22 p.m. the
resident was given one dose of glucagon by facility staff. At 2:35 p.m. the resident’s blood sugar
was 37. At 3:09 p.m. the resident’s blood sugar was 52, with no additional blood sugar
monitoring or interventions for the resident’s low blood sugar documented.

The resident’s hospice record indicated the AP failed to provide ongoing monitoring or
interventions for the resident’s low blood sugar levels, or respiratory effort/rate following a
sighificant medication error. The AP’s documentation lacked indication the family was offered
and declined emergency medical services to treat the residents low blood glucose, seizure, and
morphine error/overdose.

The hospice investigation indicated although the resident’s seizure activity was treated, they
identified concerns with management of the resident’s low blood glucose. The investigation
indicated the AP was coached that she should not administer medications that she did not
personally prepare and could not verify.

The resident’s record of death indicated the resident died the day of the incident of natural
causes, with other significant conditions contributing to the resident’s death including Diabetes
Mellitus.

When interviewed the ULP stated when the AP asked her to get the Ativan for the resident, she
had no physical order to complete the required checks for safe medication administration. The
ULP stated the resident was unresponsive and unable to swallow the crushed glucose tablets
effectively. The ULP stated the AP instructed her to stop trying to administer the glucose tablets
because it was not safe for the resident due to decreased consciousness and seizure activity.
The ULP stated the AP gave no other instructions for interventions to address the resident’s low
blood sugar.
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When interviewed the AP stated she was not aware the facility had orders for the resident to
receive injectable glucagon until about two and a half hours after staff reported the resident’s
blood sugar was in the 20’s. The AP stated no additional monitoring of the resident’s blood
sugar was completed after the resident’s last recorded blood sugar reading of 52, and indicated
no other interventions were provided to the resident despite ongoing low blood sugar levels.
The AP stated she communicated the resident’s condition and low blood sugar readings to the
provider who provided no additional orders for the resident’s low blood sugar or the morphine
overdose. The AP stated she administered crushed medications dispensed by the ULP from her
verbal order. The AP stated there was no way to verify what the medication was the ULP
provided that she administered. The AP stated she should have requested the ULP dispense the
medication under her supervision to ensure it was accurate prior to administering it.

When interviewed hospice leadership stated the AP should have implemented interventions as
a standard of care including increased frequency/ongoing blood sugar monitoring, and
respiratory rate/effort monitoring after the morphine error. Leadership staff stated the AP
should have provided ongoing interventions to raise the resident’s blood sugar and
documented the resident’s response. Leadership staff stated the AP would not have needed an
order to implement those interventions and indicated the record lacked indication they were
provided to the resident. Leadership staff stated the resident record failed to indicate the family
was offered and declined interventions for the resident’s low blood sugar or morphine
overdose. Leadership staff stated although the resident’s verbal order was given for Ativan in an
emergency situation the AP should not have administered medication’s she could not verify.

When interviewed the resident’s family member stated the resident’s low blood sugar was not
addressed timely.

In conclusion, the Minnesota Department of Health determined neglect was substantiated.

Substantiated: Minnesota Statutes, section 626.5572, Subdivision 19.
“Substantiated” means a preponderance of evidence shows that an act that meets the
definition of maltreatment occurred.

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: No, deceased.
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Family/Responsible Party interviewed: Yes
Alleged Perpetrator interviewed: Yes

Action taken by facility:

The hospice agency implemented protocols and education for monitoring/management of
hypoglycemia rescue medications and interventions for opioid overdose following the incident.
The AP is no longer employed by the hospice agency.

Action taken by the Minnesota Department of Health:

MDH previously investigated the issue during a complaint survey under federal regulations, and
substantiated noncompliance. To view a copy of the Statement of Deficiencies and/or
correction orders, please visit:
https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html. You may
also call 651-201-4200 to receive a copy via mail or email.

The purpose of this investigation was to determine any individual responsibility for alleged
maltreatment under Minn. Stat. 626.557, the Maltreatment of Vulnerable Adults Act.

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.

cC:
The Office of Ombudsman for Long Term Care
The Office of Ombudsman for Mental Health and Developmental Disabilities
Goodhue County Attorney
Redwing City Attorney
Redwing Police Department
Minnesota Board of Nursing
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