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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 he used illicit drugs in his room and experienced an
overdose, requiring hospitalization.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was not substantiated. The resident
experienced an accidental drug overdose in his apartment while his girlfriend visited. A court
order was in place instructing the resident to have no contact with his girlfriend. The resident
had a separate entrance to his apartment, so staff did not know the resident’s girlfriend was in
his apartment. The resident was aware of the facility’s rules, as he had signed a document
indicating he understood the facility did not allow residents and guests to engage in illegal drug
use while living at the facility.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted law enforcement. The
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investigation included review of the resident record, hospital records, facility internal
investigation, facility incident reports, personnel files, staff schedules, and related facility policy
and procedures. Also, the investigator observed staff interactions with residents.

The resident resided in an assisted living facility. The resident’s diagnoses included
schizophrenia and cocaine abuse. The resident’s services included assistance with housekeeping
and medication management. The resident’s assessment indicated he was independent with
most activities of daily living but required help with finances, appointments, meals,
transportation, and medications.

The resident’s progress notes indicated he passed out in his apartment around 1:00 a.m. The
resident’s girlfriend was with him and called 911. Emergency services personnel (EMS) and the
police arrived. Police administered cardiopulmonary resuscitation (CPR) and the resident
regained consciousness. EMS transported the resident to the hospital. The resident’s girlfriend
said she did not know what happened and only saw him fall, after which she called the police.
The staff member told the girlfriend to leave, as she and the resident had an incident the last
time she visited and she had been instructed to not return to the facility.

A court order completed a few weeks prior to the incident instructed the resident to not
contact his girlfriend any further. A police report was requested but not provided.

The resident’s hospital records indicated his girlfriend said she called 911 after the resident
became unresponsive. At the facility, police administered two doses of Narcan, which revived
the resident. EMS transported the resident to the hospital, where he was diagnosed with an
accidental overdose. The resident’s vital signs were within normal limits, the resident’s
demeanor was calm, and he denied pain. The resident said he had smoked crack cocaine but
denied having used anything else. The resident tested “non-negative” for cocaine, all other
drugs tested were below the screening threshold. The resident was monitored in the
emergency department for several hours and then medically cleared for discharge. Facility staff
transported the resident back to the facility.

A document titled Lease Addendum for Crime-Free/Drug-Free housing was signed by the
resident in several years prior. Among many stipulations, the document indicated the resident,
members of the resident’s household, or guests would not engage in illegal activity, including
drug-related illegal activity, on or near the premises. After this incident, the resident signed an
additional attestation indicating he would follow the policies of the facility or risk termination of
his lease.

When interviewed, an administrator said the resident’s girlfriend had previously attempted to
establish residency in the resident’s apartment, which led to an altercation between the two of
them. The girlfriend continued to try to come back for several months, before moving on. Staff
did not believe the girlfriend was a good influence on the resident, who was jailed multiple
times in response to interactions with her. After the resident’s overdose, nursing updated his
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care plan and he signed a visitation policy. The resident had previously sighed a document
addressing the prohibition against using alcohol or illegal drugs in the facility. After the resident
returned to the facility he apologized for his behavior and had been adhering to the facility’s
rules.

When interviewed, a supervisor said every time the resident’s girlfriend came to the facility,
there was a problem. The facility eventually paid for the resident’s girlfriend to live in a hotel for
a month before she relocated elsewhere. Staff did not know the girlfriend was at the facility the
night the resident overdosed until the police and ambulance arrived early in the morning. Since
the resident returned and his girlfriend moved away there have been no major issues with the
resident and he was doing well.

When interviewed, the resident said his ex-girlfriend had stopped by to drop off his wallet,
because she had stolen it from him. The resident said he wanted closure with her, to let her
know it was over. The two of them eventually started to use drugs in the resident’s apartment.
The resident said he had two grams of Fentanyl and the last thing he remembered was sitting
down on the couch next to his ex-girlfriend. The resident said he awakened, and the fire
department, ambulance, and police personnel were standing over him. The resident said he was
taken to the hospital where he was monitored for several hours before being released back to
the facility. The resident entered treatment and then returned to the facility while his
ex-girlfriend moved back to the East coast. The resident felt supported by staff at the facility.

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: Yes.
Family/Responsible Party interviewed: No, the resident is his own decision-maker.
Alleged Perpetrator interviewed: Not Applicable.

Action taken by facility:
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Nursing updated the resident’s care plan and reviewed facility policies with the resident.

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
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