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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 facility neglected the resident when the resident became lethargic and less responsive after
consuming a cannabis-infused edible. The resident admitted to the intensive care unit (ICU) for 
intubation.

Investigative Findings and Conclusion:
The Minnesota Department of Health determined neglect was not substantiated. The facility did
not have knowledge the resident took a cannabis-infused edible until she became less 
responsive. The facility called 911 and had her transferred to the hospital. The facility notified 
the provider and educated the resident on safety risks associated with cannabis use, upon 
return from the hospital.

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

The resident resided in an assisted living facility. The resident’s diagnoses included lung disease,
sleep apnea, and heart failure. The resident’s service plan included assistance with medication 
administration, oxygen management daily and as needed, and safety checks twelve times per 
day. The resident’s assessment indicated she had pain in her legs and received narcotic 
medication.

The resident’s vital signs indicated the resident had an oxygen saturation of 94 percent in the 
morning prior to the incident. The resident’s service delivery record indicated the facility 
completed all safety checks and other required tasks with the resident prior to the incident.

The resident’s medication administration record (MAR) indicated the resident received 
hydromorphone 2 milligrams (mg) in the morning prior to the incident.

An internal investigation indicated the resident consumed a cannabis-infused edible brought by 
a friend, without staff knowledge. Later, staff noticed the resident appeared lethargic and 
unable to stand during a transfer. Staff asked the resident about her condition, and the resident
told staff she consumed the edible about three hours prior. Staff updated the nurse who 
requested they send the resident to the hospital for evaluation. The nurse’s concerns included 
medication interactions and possible complications due to a frequently high carbon dioxide 
level. At the hospital, the resident admitted to the intensive care unit (ICU) for intubation. The 
nurse also updated the resident’s physician who stated she would not give narcotics while the 
resident took edibles. After the resident returned from the hospital, the nurse spoke with the 
resident about her provider’s instructions to discontinue narcotics, educated her on edible 
usage increasing her risk of respiratory decline. The resident stated she had no intention to 
continue using cannabis unless a pain clinician approved.

A progress note in the resident’s record indicated the resident returned from the hospital a few 
days later and received education from a facility nurse regarding the elevated risks of using 
cannabis products.

During an interview, an unlicensed personnel (ULP) stated he noticed the resident seemed 
sleepy in the middle of the day and did not want to take her medications. The ULP obtained the 
resident’s vitals which were okay. A short time later, they were informed the resident 
consumed a cannabis-infused edible. The resident could not stand up or even lift her arm. The 
ULP became concerned because of the resident’s respiratory problems. He spoke with the nurse
who instructed him to call 911. Emergency medical services (EMS) arrived and brought the 
resident to the hospital.

During an interview, a nurse stated the resident had a history of hospitalizations related to high 
carbon dioxide levels which often ended up with her needing to be intubated. Staff were aware 
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the resident not seeming herself was an indicator of a low oxygen level but did not know the 
resident consumed an edible until the change of condition. Because the resident took a 500 mg 
cannabis-infused edible, the nurse advocated for the resident to go into the hospital. While in 
the hospital, her carbon dioxide level was so high, the hospital lab could not acknowledge the 
level, and they intubated her. The nurse updated the resident’s primary provider who stated 
she would discontinue all narcotic medication if the resident continued to use cannabis. The 
resident decided she would not use cannabis products again unless a pain clinician approved it.

During an interview, the resident stated a friend brought her a cannabis-infused edible to help 
her pain. Facility staff did not know about the edible being brought in, and the resident 
consumed it without their knowledge. The resident stated shortly after she consumed the 
edible, she thought it started affecting her quicker than it should have. The next thing she 
remembered, she woke up in the hospital.

During an interview, a family member stated the resident’s friend thought the cannabis-infused 
edibles were safe, and the resident took one. The resident’s carbon dioxide level became too 
high, and she needed to be hospitalized. The hospital intubated the resident and gave a 
medication to remove the excess water from her body, to get the carbon dioxide level down. 
After that, she returned to her baseline and discharged back to 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: Yes.
Alleged Perpetrator interviewed: Not Applicable.

Action taken by facility: 
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The facility called 911 and had the resident sent to the hospital and notified the resident’s 
provider. Additionally, the facility completed an internal investigation.

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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