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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 facility neglected the resident when they failed to ensure antibiotics were administered as 
ordered to treat a urinary tract infection (UTI). The resident died of sepsis in the hospital after 
several days in the intensive care unit. 

Investigative Findings and Conclusion:
The Minnesota Department of Health determined neglect was inconclusive. It is unable to be 
determined if the resident’s death was a direct result of not receiving the prescribed dose(s) of 
the antibiotic and failure to obtain a follow-up urine culture. The resident had a history of septic 
urinary tract infections (UTI), and the cause of death was identified as sepsis due to 
Corynebacterium bacteremia (a bacterial infection) and clostridium difficile (a gastrointestinal 
infection).  Due to conflicting information and documentation, it is unable to be determined if 
the resident received one dose of the prescribed antibiotic or if both scheduled doses were 
missed. In addition, there was a lack of information provided as facility staff were unable to 
recall the resident or the condition of the resident prior to her hospitalization. 
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The investigator conducted interviews with facility staff members, including administrative 
staff, nursing staff, and unlicensed staff. The investigator also contacted health care providers 
involved with the resident’s care and law enforcement. The investigation included review of 
facility records including progress notes, assessments, medication administration records, and 
the service plan, along with hospital records, and the resident’s death record.  
 
The resident resided in an assisted living facility. The resident’s diagnoses included 
hypertension (high blood pressure), congestive heart failure, and type two diabetes. The 
resident’s service plan included assistance with medication administration and blood sugar and 
insulin management. The resident’s assessment indicated the resident had previously been 
hospitalization for a septic UTI.  
 
Hospital records indicated the resident returned to the facility after she was hospitalized 
following a fall. The resident was diagnosed with a UTI and returned to the facility with orders 
for an antibiotic to treat the UTI and a follow-up urine culture to be completed in ten days. One 
dose of the antibiotic had been administered in the hospital and the next two doses were to be 
administered by the facility. The order indicated the antibiotic was to be given every 72 hours.

The resident’s medication administration record (MAR) indicated two doses of the antibiotic 
were scheduled to be given as ordered. However, both doses were marked as “not available 
and not given”. The resident’s record lacked documentation to demonstrate that the provider 
was updated on the medication not being available or that the resident did not get the 
remaining two doses of her three-dose antibiotic order. The resident’s record also lacked 
evidence that the follow up urine culture was collected.  
 
Hospital records indicated the resident was readmitted to the hospital 17 days after she had 
returned to the facility. The hospital records indicated the resident was admitted due to  
sepsis (an infection of the blood stream) and acute cystitis (urinary tract infection). The hospital 
admission history and physical indicated the resident arrived for evaluation of confusion, a 
reported 101-degree Fahrenheit fever, hyperglycemia (high blood sugar), and frequent 
moaning. The hospital physician wrote "The patient appears acutely ill and has possible severe 
sepsis...evidence of end organ damage due to severe sepsis." Hospital notes indicated the 
patient developed multisystem organ failure and was admitted to the intensive care unit for 
further management.   
 
 The resident’s death record indicated the resident died after spending 17 days in the intensive 
care unit. The resident’s cause of death was sepsis due to Corynebacterium bacteremia (a 
bacterial infection) and clostridium difficile (a gastrointestinal infection). Other significant 
conditions contributing to death but not resulting in the underlying cause was listed as candida 
urinary tract infection, acute kidney injury. 
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During investigative interviews, multiple unlicensed personnel (ULP)s stated they could not 
remember any changes or events leading up to the resident being sent to the hospital. Multiple 
ULPs could not recall if the resident received her antibiotic. 

During an interview, the health unit coordinator (HUC) stated the resident had returned from 
the hospital with a new order for an antibiotic. The resident received one dose in the hospital 
and the facility was to administer the two remaining doses. The HUC stated she was responsible 
for ordering the medication and when she tried to fill it, the pharmacy said insurance wouldn't 
cover it and they required a prior authorization from the doctor before they could release it. 
The HUC stated it took a couple of days for the pharmacy to get the necessary authorizations 
back from the doctor and she notified the nurse about the trouble filling the medication and 
that they were not able to get it as expected. The HUC stated the nurse would be the one 
responsible for updating the doctor on the medication not being able to get filled, as that would 
not be within the scope of her job duties. The HUC stated she personally picked up the 
antibiotics seven days after the resident was supposed to get her first dose at the facility. The 
HUC stated she witnessed the resident receive one dose but was not sure about the second 
dose. The HUC confirmed nothing was put in the MAR and there was no documentation to 
show the resident received the antibiotics. The HUC stated she was not sure how staff knew 
when or how to give the medication, but the medication was on the cart and there were 
directions on the box. 
 
During an interview, the facility registered nurse (RN) stated she could not recall specific details 
regarding the resident’s care since “she’s [the resident] been gone for so long.” The RN stated 
around the time the resident got the antibiotic order and was admitted to the hospital, "I was 
working at the time very short handed; I was the only RN in the building." The RN stated that 
"in hindsight, I have some concerns. I wish we all would have done a better job with 
documentation to see what went on there, there were gaps." The RN confirmed there were 
gaps in documentation and stated, "I really can't give an answer as to why, other than we 
usually do a better job." The RN stated the physician would have been aware the resident 
wasn’t getting her antibiotic as ordered since the pharmacy would have contacted them to 
obtain a prior authorization. The RN stated she was not sure why there was no documentation 
of the antibiotic being given once it was obtained from the pharmacy. The RN stated she 
contacted the pharmacy after the investigation was initiated to find out why they didn’t get the 
antibiotic right away. The RN stated she was told the antibiotic was ready for pick up the day it 
was supposed to be administered, but the pharmacy didn’t have an automated system to tell 
people when medications are ready for pick up. The RN confirmed she did not follow up with 
the pharmacy because she thought they were still working on getting prior authorization and 
she would be updated when it was ready. The RN confirmed a follow up urine culture was not 
completed by the facility and it’s likely they overlooked the order on the resident’s hospital 
discharge orders. The RN stated it was possible they did not get all the paperwork as they relied 
on the resident to give them all their paperwork when returning from appointments or the 
hospital.
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During an interview, the resident’s family member stated the night the resident went to the 
hospital, her brother had called the resident and was concerned about how she sounded on the 
phone. The family member stated she called the facility and asked if someone could go check 
on her and when she didn't hear anything back, she went to the facility. The family member 
stated she ran in to a ULP in the hallway who worked with the resident and asked her how the 
resident was doing. The family member stated the ULP replied by saying "I'm busy and [the 
resident] doesn't want to go to the hospital." The family member stated when she got to the 
resident’s room, she noticed she was rocking back and forth and moaning. The family member 
stated she went back down to the front desk and called the ambulance. The family member 
stated she was not sure if the nurse had been made aware of anything that night, but she felt 
like if she hadn't come in, the resident would not have been sent into the hospital. The family 
member stated she never got any calls or communication to say her antibiotic was not started 
right away and was not updated on any changes in condition. The family member stated, "I 
never got a call, no one called me, I don't know if she was like that all day, I just don't know. I 
was not happy with the fact I had to go and call 911...I don't know if she'd be stuck all night like 
that, the ULP said she doesn't want to go to the ER but she's also not hard to persuade." 
 
During an interview, a medical doctor (MD) stated she had seen the resident in person the day 
after she returned from the hospital. The MD stated the resident was transitioning to be a 
patient under her care team but had not yet formally established care with them. The MD 
stated she had assumed the resident completed her antibiotic and that’s the assumption she 
got from staff as well. The MD stated she would have expected the facility to contact the care 
team if there were issues with obtaining the antibiotics or if she didn't get them as prescribed. 
The MD could not locate any notes in the resident’s records indicating they were notified of the 
inability to obtain the antibiotics or that they were unable to collect the urine culture as 
ordered. The MD stated it would be difficult to know if the antibiotic dose the resident did get 
was effective since there was no follow up culture completed. The MD stated since there were 
several different strains of bacteria noted in the resident just before her death, she could not 
definitively say if receiving the full course of the prescribed antibiotic would have made a 
difference or not.  
 
In conclusion, the Minnesota Department of Health determined neglect was inconclusive.  
 
Inconclusive: Minnesota Statutes, section 626.5572, Subdivision 11.  
"Inconclusive" means there is less than a preponderance of evidence to show that 
maltreatment did or did not occur.

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:
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(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, deceased.
Family/Responsible Party interviewed: Yes  
Alleged Perpetrator interviewed: Yes
 
Action taken by facility: 
No action taken. 

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/directory/provcompselect.html 

  
If you are viewing this report on the MDH website, please see the attached Statement of 
Deficiencies. 

You may also call 651-201-4890 to receive a copy via mail or email 
 

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
























































