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Finding: Substantiated, individual responsibility

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 alleged perpetrator (AP), facility nurse/owner, neglected a resident when they did not
make changes to the resident’s care plan and secure and dispense the resident’s medications
when issues of the resident abusing medications was assessed. The resident overdosed on
self-administered Gabapentin (anticonvulsant) and required emergency medical assistance.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was substantiated. The AP was
responsible for the maltreatment. The AP assessed the resident at risk for abusing medications
especially Gabapentin however, determined the resident was safe to self-administer
medications. Nursing documentation lacked evidence that a reassessment of the resident’s
inability to safely self-administer medication was completed, nor was the medication removed
from the resident’s possession.
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The investigator conducted interviews with facility staff members, including administrative staff
and nursing staff. The investigator contacted the resident’s case manager. The investigation
included review of resident and employee records, and facility policies and procedures. The
investigator made an on-site visit to observe the facility.

The resident resided in an assisted living facility. The resident’s diagnoses included anxiety,
major depression, post-traumatic stress disorder, and psychotic disorder with delusions (state
of mental illness where a person holds firmly onto false beliefs or delusions.) The resident’s
service plan included assistance with behavior monitoring. The resident’s vulnerabilities
included alcohol abuse, and chemical and/or medication abuse and self-abuse. The resident had
periods of feeling overwhelmed, depressed, and anxious. Staff were directed to monitor the
resident for risky behaviors with prescription medications and self-abuse and report concerns
promptly to the nurse.

The resident’s record indicated one month prior to the resident’s Gabapentin overdose; the AP
documented she was concerned the resident was abusing Gabapentin. The record lacked
evidence of follow-up or interventions with the AP’s concerns of the resident’s misuse of
medication.

One early morning the resident called a help line and told them she ingested an undetermined
amount of Gabapentin. The help line instructed the resident call 911. While waiting for the
ambulance, a staff member was notified of what was happening. Paramedics arrived and
transported the resident to the hospital for an evaluation. Later that same day, the resident was
admitted to the hospital for 10 days for a mental health crisis.

During an interview, the AP stated the resident was independent, did not want help from staff
and self-administered her medications. AP stated although the resident was unhappy and
anxious, the AP did not see “red flags” that would indicate the resident was going to harm
herself even though the AP documented concerns with the resident abusing medications a
month earlier. When questioned about appropriate staffing to assist the resident with
medication administration, the AP stated she did not have enough staff and had to work herself
to fill the shortages.

During an interview, the resident stated she set-up her medications in a weekly planner and
self-administered them. The resident stated her significant other lived with her at the facility
and would remind the resident to take the medications. The resident stated her significant
other did everything for her because staff members were seldom present. On the day of the
incident, the resident stated she was anxious and not feeling safe and wanted to be at peace, so
she took a hand full of gabapentin to kill herself.

During an interview, the resident’s significant other stated he lived at the facility and staff were
not present 24 hours a day, and that they were “hardly there.” The significant other stated at
the beginning the resident managed her medications well. The significant other stated later the
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resident became verbally aggressive, and he was concerned the resident was headed toward a
Crisis.

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: Yes.
Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: No, they declined to be tape recorded.

Action taken by facility:
No action was taken. The resident moved out after discharge from hospital. No residents
remain at this location.

Action taken by the Minnesota Department of Health:
The facility was issued a correction order regarding the vulnerable adult’s right to be free from
maltreatment.

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 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.


https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html

Page 4 of 4

CC:
The Office of Ombudsman for Long Term Care
The Office of Ombudsman for Mental Health and Developmental Disabilities
Hennepin County Attorney
Plymouth City Attorney
Plymouth Police Department
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sexual, and emotional abuse; neglect; financial
exploitation; and all forms of maltreatment
covered under the Vulnerable Adults Act.

This MN Requirement is not met as evidenced
by:

The facility failed to ensure one of one resident
reviewed (R1) was free from maltreatment.

Findings include:

The Minnesota Department of Health (MDH)
Issued a determination maltreatment occurred,
and an individual person was responsible for the
maltreatment, in connection with incidents which
occurred at the facility. Please refer to the public
maltreatment report for details.
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