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Investigated:
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Name, Address, and County of Housing with
Services Registration:
Chappy’s Golden Shores
540 Park Avenue
Hill City, MN 55748
Aitkin County

Facility Type: Home Care Provider

Investigator’s Name:
Darin Hatch, Special Investigator Senior
Amy Hyers, RN, Special Investigator

Finding: Substantiated, facility and individual responsibility
Nature of Visit:
An unannounced visit was conducted to investigate 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.
Allegation(s):
It is alleged that the client was neglected by the facility when the facility failed to fill a discharge
prescription, which resulted in hospital re‐admission and transfer to the intensive care unit.
Investigative Findings and Conclusion:
Neglect was substantiated. The facility and one of the facility nurses, the alleged perpetrator
(AP), are both responsible for the maltreatment. The AP failed to make physician ordered
medication changes to the client’s medication administration record, failed to monitor and
verify the client’s medications were administered as prescribed, and failed to respond to the
client’s symptoms of illness in a timely manner. The client was subsequently hospitalized twice
in three weeks due to the neglect.
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The investigation included interviews with facility staff,former facility staff, the client’s support
and care team in the community to include: therapists, crisis intervention workers, mental
health practitioners, hospital personnel, and case managers. The client was interviewed during
the first onsite visit to the facility. Client facility records, hospital records, medication
administration records, medication error forms, incident reports, and facility policies and
procedures were reviewed.
The client received comprehensive home care services for diagnoses that included anxiety,
cirrhosis, hepatitis C, schizophrenia, and polysubstance abuse. The client received full
medication assistance, redirection of behaviors, monitoring via camera, oxygen therapy,
bathing assistance twice weekly, and wound care according to a service plan.
The client went to a one‐week follow‐up visit with her primary care physician following a
hospitalization for cellulitis (infection of the skin and the soft tissue underneath)and lower
extremity edema (fluid retention). The physician ordered and/or changed four medications at
the visit: hydrocodone‐acetaminophen 5‐325 milligrams (mg), take one tablet by mouth daily
as needed for moderate to severe pain; disulfiram 500 mg, take one tablet by mouth daily for
alcohol dependence; metolazone 2.5 mg, take one tablet by mouth daily for fluid retention;and
alprazolam 1 mg, take one tablet by mouth two times daily for anxiety.
Review of the client’s medication administration record (MAR) did not reflect the physician
orders from the follow‐up visit. The MAR indicated hydrocodone‐acetaminophen 5‐325 mg,
take one tab twice daily for ankle pain as needed. Nurses neglected to make the change to
daily from twice daily on the MAR. The metolazone for fluid retention was written on the MAR,
however the first dose was not given until 12 days after it was prescribed. The alprazolam was
printed in the “as needed” portion of the MAR as alprazolam 1 mg, take one tablet three times
daily for anxiety. As a result, the client received only 14 of the prescribed 42 doses of
alprazolam over the next three weeks of time.
The client returned to the hospital 24 days after the follow‐up visit with the primary care
physician. Hospital records indicated she arrived to the emergency department via wheelchair
with complaints of increased lethargy and slight increased confusion over the past one to two
days. She was also coughing more. She was diagnosed with hepatic encephalopathy (altered
level of consciousness due to failure of removal of toxins from the blood as a result of liver
failure, which can result in a coma). The client was discharged back to the provider two days
later with the following medication orders and/or changes: gabapentin 800 mg, take one
capsule by mouth three times daily for nerve pain;lactulose 10 grams (GM) /15 milliliters (ml),
take 15 ml daily to decrease the amount of ammonia in the blood from liver disease;buspirone
15 mg, take one tablet by mouth three times daily for anxiety;and omeprazole 20 mg, take one
capsule every evening before meals for acid reflux.
Review of the client’s medication administration record (MAR) indicated the MAR did not
reflect the physician orders from the hospital discharge. The MAR indicated four daily doses of
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gabapentin. The client continued to receive the gabapentin four times daily. Nurses neglected
to make the change from four times daily to three times daily,as prescribed, and did not add
the prescribed lactulose. The omeprazole order was properly noted on the MAR.
Hospital records indicated the client was discharged and picked up by a medical transportation
provider at 2:36 p.m. A six page form titled, “After Visit Summary,” was found in the client’s
facility chart. The form included directions for the client to follow up with the primary care
provider in five days. A hand‐written note was on the form, which stated, “Staff will call to
arrange this tomorrow (Monday).” The form also contained a list of the medications the client
was to start taking. A hand‐written note next to the medication list said, “Need to call on?
[Staff member] contacted [hospital] for orders Monday. [Home care agency] here also. Went
over meds –no orders sent with client.” No nurse called the hospital to obtain the order for
Lactulose. Hospital records indicated a non‐nurse staff member called the hospital to have the
client’s recent after visit summary faxed to them two days after discharge (Tuesday) at 12:25
p.m. It was faxed at 12:29 p.m.
Three days after the hospital discharge, documentation indicated it took three to four staff
members to wake the client and provide cares.The client had a clinic appointment at 1:45 p.m,
at which the physician directed the client be taken to the emergency department due to the
client’s degree of somnolence.
During the second hospitalization, hospital records indicated the client had not received the
prescribed lactulose. She was admitted again for hepatic encephalopathy. The client received
lactulose, and gradually became more alert. One week into the hospitalization, the client’s
mentation declined. The client had worsening delirium, was medically complex, and required a
higher level of intervention. She was transferred to another hospital. The client discharged
back to the provider two days later.
Hospital records indicated, three days after discharge, a physician called and spoke to a licensed
practical nurse (LPN), who said the client was doing much better and confirmed the facility had
the discharge summary and medication list. The physician orders from the second hospital
discharge included the following new and/or changed orders: nicotine polacrilex 2 mg lozenge,
take as needed for smoking cessation; clonidine 0.2 mg, take orally twice daily for high blood
pressure; hydrocodone‐acetaminophen 5‐325 mg, take one tablet every six hours as needed for
pain; lactulose 10 GM/15 ml; take 30 ml by mouth twice daily; omeprazole 20 mg delayed
release, take daily at 5:00 p.m.; and ziprasidone 80 mg, take every evening with food for
schizophrenia. Discontinued medications included disulfiram 500 mg and quetiapine 25 mg.
Although metolazone was not listed as a discontinued medication,neither was metolazone
included on the current discharge medication list.
Review of the client’s medication administration record (MAR) did not reflect the physician
orders from the second hospital discharge. The MAR indicated the nicotine, clonidine,
hydrocodone‐acetaminophen, lactulose, and omeprazole orders were transcribed correctly
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onto the MAR. Ziprasidone 80 mg was transcribed correctly onto the MAR and started on the
proper date; however, although the previous dosage had a wavy line drawn through the
medication line with the word “DC’d” written next to it, it was initialed as given seven times,
indicating the client likely received a higher‐than‐prescribed dose on those seven days.
Although the line that contained quetiapine 25 mg had a line drawn through it and “DC’d”
written next to it, eight doses were still administered after the time it was listed as
discontinued. Despite not being on the continued medication list,metolazone remained on the
MAR and was administered. Gabapentin was on the “continue current medication list” as
follows: gabapentin 400 mg, take two capsules by mouth three times daily. However, the
facility MAR still reflected gabapentin being administered four times daily. There was no
evidence a nurse called to clarify the metolazone and gabapentin orders despite the
discrepancies.
One week after the second hospital discharge,documentation in the client’s progress notes in
the facility chart indicated:
“Arrived back at 6pm from a home visit. Very confused. O2 SAT [amount of oxygen saturation
in the bloodstream] 84%. Oxygen applied, rose to 94%. Temp 100.2; gave Tylenol. Urine very
dark; strong odor.”
The next day: “Confused and out of it.”
The next day: “Sleepy, refusing to wake up. Swinging at staff, crabby and tired. Fell to floor.
Confusion continued throughout the night.”
The next day: “Slept a lot today.”
The next day: “Slept most of the day. Complained of being unable to void. Some discomfort in
groin area. Charge nurse notified. At 4am became very light‐headed; blood pressure = 100/52.
Placed in chair in Trendelenburg (a position lying down with feet elevated approximately 15‐30
degrees above the head). Recheck blood pressure = 106/66.”
The next day: “Sleepy and cranky initially refusing meds. Had to use wheelchair for shower due
to low blood pressure and shaky. Going to MD at 4pm today.”
The client was initially seen in the clinic, but sent to the emergency department due to a very
low blood pressure and pulse. Review of the clinic dictation indicated the client was ashen to
jaundice in color, confused, had low blood pressure, and low heart rate. A medication
reconciliation showed the client received metolazone,spironolactone, and torsemide (all three
are diuretics). Upon the last hospital discharge, she was only supposed to be taking
spironolactone and torsemide.
During the third hospitalization, hospital records indicated the client had been receiving
metolazone despite being discontinued approximately a month prior. This was verified when
the hospital obtained a copy of the facility MAR. The client was admitted to the hospital for low
blood pressure due to low fluid volume as a result of being over‐diuresed. The client was
weak, unable to walk, and labs indicated acute kidney injury. The client was admitted for
electrolyte correction and fluid replacement. The client was discharged back to the provider
two days later.
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On the day of discharge, a hospital pharmacist attempted to contact staff at the facility to
discuss the discharge medication list. There was no answer and no voicemail to leave a
message. Instructions and upcoming appointments were sent home with the client upon
discharge. The client’s facility chart contained the after visit summary. It included a follow up
physician appointment, a cardio stress test appointment, and physician orders from the third
hospital discharge. Medication orders and/or changes included the following: nicotine 21 mg/
24 hour patch, one patch to skin every 24 hours, and nystatin (anti‐yeast) 100,000 unit/ GM
powder, apply topically every evening.
Review of the client’s medication administration record (MAR) did not reflect the physician
orders from the third hospital discharge. The MAR indicated they were not started until 11
days after discharge. The omeprazole 20 mg was ordered to be given in the morning instead of
the afternoon. This was given the day after discharge and then not again until nine days later.
These discharge orders also depicted the gabapentin to be three times daily;however, the MAR
remained at four times daily. The discharge orders also included direction to stop the following
medications: metolazone 2.5 mg, ranitidine 150 mg for acid reflux, and spironolactone 25 mg
for fluid retention. Despite the discontinuation of the medication,the client received
metolazone seven of the twelve remaining days in the month,the client received ranitidine on
seven of twelve mornings and nine of twelve evenings left in the month,and the client received
spironolactone five of twelve more days in the month.
The client was interviewed and stated she had no knowledge of any medication errors.The
client’s family member declined an interview.
During interview, two hospital nurses both explained the process at discharge for patients
returning to a facility. The discharge paperwork is printed, faxed to the facility, then the printed
copy is sent with the client or transportation team to the facility.
During interview, a third hospital nurse who did the discharge at the time of the lactulose
order, said she printed the paperwork, faxed it to the facility, and sent the copy with the client.
If a copy was subsequently requested, it would contain the new print date and time. She
further stated, in her experience, if a facility questions orders or does not receive them,a nurse
calls the hospital to question it.
During an interview, a physician said the 12‐day delay before starting the metolazone was
unacceptable and could have led to worsening lower extremity edema,increase in cellulitis
symptoms, and respiratory failure. He also said the decrease of gabapentin would be to
decrease the level of somnolence and lethargy the client was experiencing.He also said he was
aware of alcohol, recreational drugs, and client outings to the casino at the facility, and did not
approve of this occurring.
During an interview, another physician said, despite the client’s kidney function returning to
normal after the metolazone incident, it resulted in an unnecessary hospitalization. When
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asked about the importance of the lactulose, she stated if the client did not take it, there was
risk the client would go into a hepatic coma and die. She said missing one or two doses may be
okay, but within 24 hours she would “fall into a sleep.” The physician’s expectation was that a
nurse from the facility should have called to receive a verbal order over the phone if they did
not receive a paper copy. The physician was read the symptom list from the client’s progress
notes, described above. The physician reviewed the electronic medical record system and
stated there was no contact made via phone about those symptoms. She said that was very
concerning and would expect a nurse to have responded to those symptoms. She stated that
with that documentation, the facility nurses should have called someone.
During an interview, non‐nursing management staff from the provider said the normal process
for discharge is the client returns with paperwork. The staff member calls to schedule any
needed follow‐up appointments, and calls the pharmacy if clarification is required. She calls
the provider if she cannot reach the pharmacy. At the time of the lactulose incident, the staff
member said the paperwork was in the client’s bag and was “Full of BM.” She said she called
the day after the client’s return to request a faxed copy of the discharge orders. The hospital
electronic records, however, indicated the request was made two days later. When the staff
member was asked about the copy found in the client’s facility chart with the writing on it
about making the follow‐up appointment, she said, “I’m not the nurse so I don’t know.”
During an interview, the AP said the new list of medications is the most current list,stating,
“We go off the new list.” The AP stated the client did not have discharge paperwork upon
return from the hospitalization when lactulose was ordered. It was later discovered in a bag
with the client’s personal items and was illegible due to being soiled with stool. When
questioned about the legible copy investigators found in the client’s facility chart, the AP said a
copy was later found on the floor of the medical transport van and returned to the facility. This
does not explain the note on the paperwork which stated,“Staff will call to arrange this
tomorrow” to set up the follow‐up doctor appointment.
The transportation company the AP referenced during the interview is also different than what
the hospital documented was utilized. The AP stated she notified the registered nurse (RN) at
the time of the client’s return and that there was no paperwork. The AP further stated there
was no lactulose order called in, but the non‐nursing management staff member would know
more. She also asserted she did not provide nursing notes about the client to the investigators
since they were not requested specifically; however, the client’s entire chart had previously
been requested.
During interview, the provider RN said she was made aware of the client’s return from the
hospital and there were orders that staff were calling the pharmacy to check on. She said
despite having a list from the hospital, the pharmacy still needs an actual prescription. She said
the non‐nurse staff member was attempting to get the prescription. When questioned why it
was not a nurse who would have been able to obtain a verbal order from a provider making
that call, she did not have an answer. She further stated she really did not have much to do
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with the situation and never saw the paperwork that reportedly had stool on it. She did say the
most current list of medication orders are to be the orders utilized. If there are any questions,
those are clarified with the prescribing provider at either the clinic or hospital. The RN stated
she initially knew of the condition change portrayed in the progress notes,but as the situation
progressed, it was the AP who was updated. The AP failed to keep the RN fully informed. The
RN said the response to the symptoms should not have taken that long. She said she should
have been called to do a RN assessment, but was not. She would have responded sooner by
sending the client to the hospital. She stated the AP did not perform a good enough
assessment of the client.
In conclusion, neglect is substantiated.
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:
(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: Yes
Family/Responsible Party interviewed: No; declined the interview.
Alleged Perpetrator interviewed: Yes
Action taken by facility:
No action was taken by the facility to prevent further occurrences of neglect.The facility
continued to accept medically complex clients and clients with complex mental health needs
without necessary clinical oversight and proper staff training and education.The facility did not
keep the registered nurse adequately informed, and the registered nurse did not take proactive
steps to provide increased oversight of medication management.
cc:

Health Regulation Division – Home Care and Assisted Living Program
The Office of Ombudsman for Long‐Term Care
Aitkin County Sheriff
Hill City Police Department
Aitkin County Attorney
Minnesota Board of Nursing

