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Name, Address, and County of Licensee 
Investigated:
Good Samaritan Society Jackson 
Address: 601 West Street
Jackson, MN 56143
Jackson County

Facility Type: Nursing Home Evaluator’s Name: 
Jana Wegener, RN, Special Investigator

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, and to evaluate compliance with applicable licensing standards 
for the provider type.

Initial Investigation Allegation(s): The resident was neglected when the AP failed to provide 
mildly thickened dietary liquids as ordered and gave the resident regular thin liquids. The 
resident aspirated causing respiratory distress and was transferred to the emergency 
department (ED).

Investigative Findings and Conclusion: The Minnesota Department of Health determined 
neglect was not substantiated. Although the AP gave the resident thin liquids in error, the 
resident had no symptoms of respiratory distress or concerns of aspiration until several days 
later. In addition, the resident record indicated the resident had recurring issues with coughing 
during fluid/meal intake and medication administration related to dysphagia (difficulty 
swallowing) despite having pureed food and thickened liquids. The AP’s error was an isolated 
one and not part of a pattern nor could the respiratory distress occurring days later be 
necessarily attributed to this error.   
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The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted the resident’s family. The 
investigation included review of the resident record(s), hospital records, facility internal 
investigation, facility incident reports, personnel files, staff schedules, related facility policy and 
procedures, and previous federal investigation documentation. 

The resident resided in a skilled nursing facility with diagnoses including aftercare following 
joint replacement, dementia, pneumonia, stroke, and dysphagia. 

A concern arose when the AP gave the resident thin liquids, which was not consistent with the 
resident’s dietary orders. 

The resident’s medical record included a video fluoroscopic swallow study approximately two 
weeks prior to the incident which indicated the resident had laryngeal aspiration. The record 
indicated the resident was to have pureed foods and mildly thickened liquids. 

The resident’s assessment and care plan indicated the resident was severely cognitively 
impaired. The assessment and plan of care indicated the resident had swallowing problems with
coughing/choking during meal intake and when swallowing medications requiring a 
mechanically altered diet of pureed foods and mildly thickened liquids with no straws. 

A dietary communication note indicated the resident’s dietary change for pureed foods and 
mildly thickened liquids with no straws was communicated for staff to implement. 

A facility incident report indicated the resident was observed drinking thin liquids which staff 
replaced with mildly thickened liquids. The incident report indicated the resident’s lung sounds 
and vitals were checked with no concerns noted following the incident.  

The resident’s progress notes indicated the resident had recurring problems with coughing and 
choking during meals prior to and following the dietary changes despite the intervention of 
pureed foods and mildly thickened liquids with no straw. 

Three days after the incident the resident record indicated the resident had respiratory distress 
and was transferred to the emergency department (ED) for evaluation and treatment. 

The ED and hospital records indicated the resident was admitted for aspiration pneumonia and 
treated with antibiotics and fluids. The record indicated the resident continued to have 
recurring aspiration events despite being on a pureed diet with thickened liquids and was 
transferred to another hospital for further evaluation of his swallowing issues. The record 
indicated another swallow study identified the resident had pharyngeal dysphagia and 
recommended alternate feeding methods for the resident. The record indicated a nasal gastric 
feeding tube was trialed which the resident did not tolerate and was discontinued. The record 
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indicated the family declined more invasive interventions like surgical placement of a feeding 
tube and the resident was transitioned to hospice for end of life comfort care. 

When interviewed facility staff stated the resident had ongoing issues with coughing during 
meals despite having a pureed diet and thickened liquids.  

When interviewed the AP denied any wrongdoing and indicated although she made an error it 
was corrected, and the resident seemed fine. 

When interviewed, the resident’s family member indicated the resident was declining and had 
disease progression causing his swallowing issues which continued despite having thickened 
liquids. The family did not feel the isolated error by the AP caused the resident’s aspiration 
pneumonia but indicated it was caused by a chronic recurring issue. The family stated facility 
staff were kind and attentive to the resident’s needs and they had no concerns.    

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

Action taken by facility: The facility reported the incident to the Minnesota Adult Abuse 
Reporting Center (MAARC), investigated the incident, re-educated staff, and audited to ensure 
compliance. 

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



         ÿ     ÿ6         ÿ  ÿ      

01234567ÿ9  9   9  
  1 ÿ  001 !56

"ÿ$#'$+#%ÿ.&%/$''#ÿ)*ÿ)*ÿ-ÿ+)0%*0,-%,-%#',-)',%""

3  5ÿ  ÿ01 !2651ÿ 1ÿ 5006251
CDDEÿ"FGFHIJFKÿ"DLIMJNÿOÿPFLQRDK

12623543ÿ0412  27! 26452 31  ÿ3550 806255117 76212 4ÿ 5642065ÿ7 3 415742 3
9ÿ8526623:

89ÿ;23:

12<4ÿ6 45ÿ 51!5=ÿ7  065456
>?@A>@?>?B

 41554ÿ 6615  Sÿ724=Sÿ 4 45SÿT20ÿ7 65
B>AÿU%"#ÿP$-V")' ÿWÿP$-V")' Wÿ&IKKMRDJFWÿXBAYZ

01214 54 ÿ:2262ÿÿ
1155 :75  56ÿ6  45 1 271=2=ÿ5 1

ÿ3 74ÿ
6=
4 ÿ 557 5

ÿ26 543ÿ3484ÿ5  2 ÿ0=
ÿ162355:

ÿ7 5227362 55 1367ÿ8 25= ÿ 4ÿ52 366ÿ4

 9999 2      ÿ7       ÿ
^̂̂ ^̂ 445342 3^^̂̂ ^̂ÿ

014256 :ÿ22ÿ

 9999 ÿ

15071  ÿ7ÿÿ!7120 16  

05111  0

[5\ 17ÿ05146 22!545315ÿÿ5
  

ÿ637574ÿ7 25 32 167ÿ245ÿ1  ÿ35 747 5= 44526 36ÿÿ85

3 ÿ62753 23:ÿ7 115742 3ÿ 1651ÿ

2  `

_      b     ÿ ÿ          dÿ_  _ _   ÿ ÿ__

  c  e  9     ÿ     2_

ÿ  `

 `

  b

Se9_
 ÿSÿ bÿÿ         _

  ÿf  ÿ    `

   ÿÿ    a ÿ     ÿ   `

`

 ̀_

    ÿ ÿ  c   ÿ   ÿ  

e ÿ ÿ  ÿ _
      _
b_

 _
  _

     ÿ   cÿÿ ÿd _   `

         Sÿ  ÿ        ` ÿÿÿ _

 ÿ         ÿ    

 ÿ ÿ  ba  ÿ    b b    `

       ÿ ÿ`

ÿÿS   _

ÿ ÿ bÿ           _  _
ÿ    b   ÿ ÿ 6  _

     `   ÿ   bÿ `ÿ3ÿ    ÿ   ÿÿ      

 ÿÿ93 9 Sÿ

6  c_

_  `

       b g   

  
 e    db   ÿ a      `

 f    9  e  ÿÿ  ÿ
;  

   

 ÿ`  a  ÿÿ_

 _
      ÿ        ÿ ÿ  
 9    b

 ÿÿÿ   6ÿ          ÿ ÿÿ   eÿ_      ÿ b ÿh \

ÿ  ÿ     ÿaf  _
     ÿÿ  ÿ     _ ÿ  ÿ_ b ÿ a ÿ     c

_

  ÿ db                 ÿ   ÿ  

  ÿ   ÿa  ÿ    ÿÿ  a ÿd ÿÿ  ÿ       a  ÿ_

   `

 g     d  ÿÿ bÿÿ_
  3

 ÿ b c    b           ÿ

    ÿ   

ÿÿÿ _

ÿ 1      _

 ÿ b ÿ                 `

\
 ÿ   ÿ ÿc`9  ÿaÿSÿ  ÿ  b        c

ÿ        ÿ`
bÿd_
 _

ÿ       ÿ      ÿ  ÿb_

       h    ÿ` ÿÿa_

 ÿ `

 _

      `

  `

=  3    ]

   bÿ b `

ÿÿ\    _ ÿe ÿ  a    e ÿ  ÿ  ÿ      ÿ    g    b ÿ_

_
       \ g_ 9 ÿÿb   ÿ    ÿ   ÿ   ÿ    ÿ    ÿ      _ f  _

ÿÿ̀  a  ÿ  ÿÿ      ÿ ÿ ÿ  e   ÿ      ÿ 6    ÿ         `            ÿ  ÿ       ÿ  ÿÿ da   `     ÿ   ̀ ÿeÿ

23242 6ÿ7   534 7ÿ
4   _

   _      _
   ÿÿ   _   !

     ÿf b   ÿ        _

_
  ÿ̀                  ÿ           ÿ_

_

   ÿÿÿc     f ÿ     ÿ     ÿÿa`     ÿ ÿf 

       _

gÿ   `

6ÿ  ÿ b ÿb0   ÿ    b                ÿ    `

ÿ ÿ   

ÿÿ ÿ  
S    ÿ   _      ÿ    ÿÿ S   7b ÿ    ÿ    ÿ  S   ÿ`ÿ    _

  ÿ  9   g ÿ 9
  4  gb  _

 9ÿ ÿ bÿ   ÿ 

  1       ÿ     `

       ` ÿÿ   91  _

 ÿÿ        bÿ ÿ 0      f  ÿ   e   ÿ  ]

d eÿ79 fÿ  ]

    4ÿ]

 ]

ÿÿbÿ   c  ]jÿ ÿ   f ÿ i9  ÿ   `

 <

3     ÿ       ÿ   ÿ ÿ`   ÿ
`

ÿ    ÿ   S ÿÿ    ÿ  

7  0ÿ6126]4545ÿ42 3

    _ ÿ  ÿ0     eÿ7   ÿ  `ÿ      ÿ e     ÿ    f     
68 1 4 1=ÿ621574 1[ ÿ 1ÿ01 !2651  5006251ÿ15015 534 42!5[ ÿ 2:3 4515 42465

 4 45ÿ  1 5d   ÿ267ÿ35  ] \ 3ÿ   _    eÿ267ÿ99<9<ÿ

12 4ÿ6 45

2 ÿ_     b     ÿ     ÿ0 f ÿ3ÿ  ÿ 



         ÿ     ÿ6         ÿ  ÿ      

01234567ÿ9  9   9  
  1 ÿ  001 !56

"ÿ$#'$+#%ÿ.&%/$''#ÿ)*ÿ)*ÿ-ÿ+)0%*0,-%,-%#',-)',%""

3  5ÿ  ÿ01 !2651ÿ 1ÿ 5006251
CDDEÿ"FGFHIJFKÿ"DLIMJNÿOÿPFLQRDK

12623543ÿ0412  27! 26452 31  ÿ3550 806255117 76212 4ÿ 5642065ÿ7 3 415742 3
9ÿ8526623:

89ÿ;23:

12<4ÿ6 45ÿ 51!5=ÿ7  065456
>?@A>@?>?B

 41554ÿ 6615  Sÿ724=Sÿ 4 45SÿT20ÿ7 65
B>AÿU%"#ÿP$-V")' ÿWÿP$-V")' Wÿ&IKKMRDJFWÿXBAYZ

01214 54 ÿ:2262ÿÿ
1155 :75  56ÿ6  45 1 271=2=ÿ5 1

ÿ3 74ÿ
6=
4 ÿ 557 5

ÿ26 543ÿ3484ÿ5  2 ÿ0=
ÿ162355:

ÿ7 5227362 55 1367ÿ8 25= ÿ 4ÿ52 366ÿ4

 9999 7 a b      c^   __ÿ`    ÿ ÿ  a    `   ÿÿ 3 ÿ   ÿ   a     aÿ_ a  ̂    9ÿ

014256 :ÿ22ÿ

 9999

15071  ÿ7ÿÿ!7120 16  

05111  0

[5\ 17ÿ05146 22!545315ÿÿ5
  

ÿ637574ÿ7 25 32 167ÿ245ÿ1  ÿ35 747 5= 44526 36ÿÿ85 7  0ÿ6126]4545ÿ42 3

 4 45ÿ  1 5d   ÿ267ÿ35  ] \ 3ÿ   a    eÿ267ÿ99<9<ÿ 2 ÿa     ^     ÿ     ÿ0 ` ÿ ÿ  ÿ 


