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Date Concluded: February 25, 2019
Date of Visit: January 18, 2019

Name, Address, and County of Facility
Investigated:
Shiloh Assisted Living
5384 Country Care Lane
Pequot Lakes, MN 56472
Crow Wing County

Name, Address, and County of Housing with
Services Registration:

Facility Type: Home Care Provider

Investigator’s Name: Rhylee Gilb, RN
Special Investigator

Finding: Substantiated, facility 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 a client (client #1) was neglected when facility staff failed to obtain the client’s
seizure medications. The client required hospitalization due to uncontrolled tremors and
seizures.
It is alleged that a client (client #2) was neglected when facility staff failed to provide his anti‐
psychotic medications. The client became suicidal and required emergency medical services.
Investigative Findings and Conclusion:
Neglect was substantiated. The facility was responsible for maltreatment. The facility staff
failed to implement prescription orders for client #1 and failed to order and obtain medications
timely for both client #1 and client #2. As a result, both clients experienced declines in their
health conditions.
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The investigation included interviews with facility staff members,including administrative staff,
nursing staff, and unlicensed staff. Additional interviews included pharmacy personnel,clients,
families, case managers, law enforcement, and medical providers. The investigation included
observations and photographs of medication supplies. The investigation included review of the
medical records, policies related to medication administration and orders,incident reports,
staff schedules, hospital records, pharmacy records including pharmacy order requests and
deliveries, and law enforcement reports and audio recordings.
Client #1’s diagnoses included paranoid schizophrenia and seizure disorder.Client #1’s service
plan included assistance with medication administration.
Upon admission, client #1 had a written prescription orders from a discharging hospital for
trihexyphenidyl (anti‐Parkinson agent) and risperidone (anti‐psychotic). The home care provider
nurses failed to transcribe trihexyphenidyl on client #1’s medication administration record
(MAR) during the admission process. The home care provider did not administer
trihexyphenidyl to client #1 until 37 days after his admission, causing client #1 to miss 138
doses of his prescribed medication.
During an interview, the psychiatric nurse practitioner stated client #1’s mental health relapsed
due to not taking his prescribed trihexyphenidyl and risperidone medications.Client #1
experienced hallucinations, such as believing he had bugs crawling on him. He was very angry,
anxious and frustrated. The nurse practitioner also stated trihexyphenidyl helped with client
#1's tardive dyskinesia (tremors from other medications) and that client #1 was physically
uncomfortable while not receiving the medication.
The next month, the home care provider staff ran out of trihexyphenidyl again,and there was
no medication supply at the time of this investigation. At that point, the home care provider
had not administered trihexyphenidyl for 16 days to client #1, causing client #1 to miss 48 doses
of his prescribed medication.
Three days after running out of the trihexyphenidyl,client #1 experienced multiple seizures and
vomiting. The home care provider staff sent client #1 to the hospital, where he was hospitalized
for seizures and subsequently diagnosed with a brain mass.At the hospital, client #1
experienced agitation, auditory hallucinations, and multiple seizures. The hospital neurologist
stopped client #1's current anti‐seizure medication (Dilantin) and changed it to Trileptal and
Vimpat, both anti‐seizure medications. Client #1's hospital discharge orders included Trileptal
300 mg twice a day and Vimpat 50 mg twice a day,both to be given at 8:00 a.m. and 8:00 p.m.
After three days in the hospital, client #1 returned to the home care provider.
Upon returning to the home care provider, the home care provider never started client #1 on
his prescribed Vimpat. After one week of omitted medication, the nurses began working on the
insurance prior authorization to obtain the medication and contacted the physician to initiate
the paperwork. The next day, the home care provider received a letter of denial from the
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insurance company. The following day, the director of nursing updated the neurology clinic,and
there were no new orders. The home care provider did not administer Vimpat for 21 days,
causing client #1 to miss 42 doses of his prescribed medication.
During an interview, the neurology nurse practitioner stated client #1 had a follow‐up
appointment with her 21 days after his hospitalization.The nurse practitioner stated a staff
member attended the appointment with client #1 and provided a medication list; however, no
staff member ever informed her client #1 did not receive his prescribed Vimpat. The nurse
practitioner stated monotherapy (one drug) was not effective for client #1, as he required both
Trileptal and Vimpat to control his seizures. She stated, had staff updated her about his lack of
medication supply, client #1 could have been placed on an alternative medication.The nurse
practitioner stated she provided client #1 with a two‐month supply of Vimpat at the
appointment because it was the preferred medication for his condition.
During interviews, home health aides stated client #1 was agitated, verbally aggressive, and
frustrated about not receiving his trihexyphenidyl.One home health aide stated client #1 felt
lied to about his medications. Another aide stated he was very off balance.
During an interview, the licensed practical nurse stated client #1 was agitated because he did
not like experiencing tremors.
During an interview, the director of nursing stated both she and the discharging hospital would
send client prescriptions to the pharmacy. Initially, the director of nursing stated the psychiatric
nurse practitioner first ordered client #1’s trihexyphenidyl (37 days after admission), but when
asked about the original prescriptions received from the discharging hospital,the director of
nursing’s statement changed, indicating the pharmacy could not get trihexyphenidyl through
their supplier. The director of nursing stated sometimes the pharmacy transcribes orders into
the home care provider’s electronic medical record and sometimes the nurses do,but
regardless, a nurse still verified the orders if pharmacy transcribed the orders.The director of
nursing stated she did remember client #1 not having a supply of trihexyphenidyl, and he now
gets the medication from a different pharmacy.The director of nursing also stated there was no
alternative for the anti‐seizure medication when she called the clinic. She stated when there
are prior authorization needs, the pharmacy lets the nurses know. If the pharmacy has a
problem, then the nurses attempt to contact the providers.
During an interview, client #1 stated he had not received his prescribed trihexyphenidyl from
the home care provider since leaving the hospital two weeks ago. C1 stated he took
trihexyphenidyl for uncontrolled body movements.He stated he had increased tremors and
was unable to play his piano. Client #1 stated he had a seizure two days prior to the interview.
During an interview, client #1’s guardian stated client #1 was anxious, irritable, and had
behaviors because he was not getting his medications.The guardian stated the home care
provider nurse told her they tried everything to obtain the Vimpat,but he had been without it

Page 4 of 7
for a couple weeks and that answer was not good enough.The guardian stated she planned on
finding alternative placement for client #1.
During an interview, client #1’s case manager stated she was not aware of concerns with the
facility until law enforcement reported client #1’s repeated elopements from the facility. The
case manager stated she requested a care conference,but had no response from the facility.
The case manager stated she was not aware client #1 had not received his prescribed Vimpat
until one week after his hospitalization. She stated when she asked the home care provider
nurses about the Vimpat, the nurses said the problem was a prior authorization requirement,
the pharmacy did not carry it, and the physician would not prescribe an alternative.The case
manager stated she told the nurse to call the neurologist and at least get him back on Dilantin,
as his seizures had been stable while taking medications.
Client #2’s diagnoses included schizoaffective disorder. Client #2's service plan included
medication administration and hourly safety checks.
Client #2 was admitted to the home care provider from another facility and arrived with a
supply of medications. The home care provider failed to document the quantity of each
medication upon admission.
Client #2's admission orders included an order for clonazepam (anti‐anxiety) 0.5 mg twice a
day. The orders also included an order for a provider visit in the next three days or as soon as
possible.
During an interview, the pharmacy director of operations stated when facilities receive cycle
fills of medications, the filled date is the date the medication is prepared and billed;however,
an off‐site location prepares those medications, so with shipping time the expected time the
client would start the medication would be between 5 to 7 days after the fill date.
Client #2’s previous facility pharmacy records indicated his clonazepam supply should last
approximately two weeks after admission to the home care provider.
Client #2’s medication administration record indicated there were no missed medications,even
when the medication supply ran out. There was no documentation of a delivery of clonazepam
during that time in client #2’s record or the pharmacy records. In fact, the next delivery of
clonazepam was approximately six weeks after client #2’s admission to the home care provider.
The home care provider failed to administer 42 doses of clonazepam to client #2 over 21 days.
On day 21 without clonazepam, client #2 was upset about his medications and followed staff
out of the secured memory care unit and down the street.At that point, the home care
provider had failed to establish primary care for client #2 even though his admission order
indicated client #2 should be evaluated by a primary care provider within three days of
admission or as soon as possible.
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After 22 days without clonazepam, client #2 made statements about being a bad person and
not deserving to live. He had delusional thoughts and was angry. Staff called 911 and sent
client #2 to the hospital.
An audio recording from the law enforcement response to the 911 call was reviewed.Client #2
stated twice to the law enforcement officer, “You guys are here to blow my brains out!”
During an interview, the law enforcement officer stated the 911 dispatcher reported the call as
client #2 wanted suicide by cop. The officer stated client #2 thought she was there to kill him
because he believed he owed money to people. The officer stated she had a difficult time
obtaining medication records from home care provider staff to provide to ambulance
personnel. The officer stated she had to call the ambulance back (because they had left by the
time the home care provider provided records) and verbally report client #2's medications and
omission of his anti‐anxiety medication. The officer stated the director of nursing reported
client #2's psychiatrist would not refill the medication.
Client #2’s hospital emergency room record indicated emergency medical response was told by
home care staff client #2 did not receive his usual medications because there was a problem
with the pharmacy. Client #2 received intravenous fluids for an elevated heart rate,and the
hospital sent him back to the home care provider.
Three days after the emergency room visit, the pharmacy delivered client #2’s clonazepam to
the home care provider. At that point, the home care provider had failed to administer a total
of 50 doses of clonazepam to client #2.
During an interview, the psychiatric nurse practitioner stated she evaluated client #2 for the
first time two months after his admission to the home care provider.The nurse practitioner
stated client #2 had been on her list to visit several times prior; however, the home care staff
failed to complete the appropriate consent forms and send insurance information to the clinic
so she could make on‐site visitations. The nurse practitioner stated her administrative staff
requested the information from the home care provider one week prior to the scheduled
appointment. The nurse practitioner stated the home care provider is fully responsible for
setting up the appointments and providing information for her to see clients;however, it
seemed like nobody knew what was going on or took responsibility at the facility.
During interviews, the home health aides stated client #2 made depressive comments about
being sad and not wanting to live. The aides stated the nurses are responsible for ordering
medications; however, the nurses do not update them as to why a medication is out.One aide
stated the licensed practical nurse made a comment regarding no supply of clonazepam and
said I hope this does not affect him (client #2).
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During an interview, the director of nursing stated staff members had problems with
documentation errors on the medication administration records and those staff members are
reeducated. The director of nursing stated she had difficulties finding a provider to write a
prescription for the clonazepam. The director of nursing stated the nurse practitioner did not
see client #2 during the month of his admission because they did not have all of the required
paperwork, although staff had faxed it. The director of nursing stated some of the information
(about 90%) went through on the fax, but not other information, and they need to figure that
out.
During an interview, client #2 stated he was still depressed and had suicidal thoughts. He
stated he believed his medications help him. Client #2 stated he did not remember going to the
emergency room the week prior and did not remember the comments he made to the law
enforcement officer.
During an interview, client #2’s family member stated he was unaware client #2 missed any
medications and would follow up with the nurses to keep in better contact.
During an interview, client #2’s case manager stated she assisted client #2 with his transfer to
the home care provider. The case manager stated the staff failed to inform her client #2 did not
receive clonazepam as scheduled, nor was she informed about his emergency room visit.
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(s) interviewed: Yes, client #1 and client #2.
Family/Responsible Parties interviewed: Yes, client #1 (guardian) and client #2 (family).
Alleged Perpetrator interviewed: N/A
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Action taken by facility:
After failing to administer a total of 186 doses of trihexyphenidyl to client #1, the facility
switched pharmacies to supply the medication.After failing to administer 52 doses of
clonazepam to client #2, the facility obtained a prescription and medication supply.Two
months after admission, the facility arranged for client #2 to establish care with the psychiatric
nurse practitioner.
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:
http://www.health.state.mn.us/divs/fpc/directory/surveyapp/provcompselect.cfm, or call 651‐
201‐4890 to be provided a copy via mail or email. If you are viewing this report on the MDH
website, please see the attached Statement of Deficiencies.
The responsible party will be notified of their right to appeal the maltreatment finding.

cc:

Health Regulation Division – Home Care and Assisted Living Program
The Office of Ombudsman for Long‐Term Care
Crow Wing County Attorney
Pequot Lakes City Attorney
Minnesota Board of Nursing
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receives home care services has these rights:
(14) the right to be free from physical and verbal
abuse, neglect, financial exploitation, and all
forms
of maltreatment covered under the Vulnerable
Adults Act and the Maltreatment of Minors Act;
This MN Requirement is not met as evidenced
by:
Based on interview and document review, the
licensee failed to ensure 2 of 2 clients (C1, C2)
reviewed were free from maltreatment. C1 and
C2 were neglected when multiple staff failed to
implement and administer medications as
ordered. As a result, C1 and C2 experienced
adverse side effects from the medication errors.
This practice resulted in a level three violation (a
violation that harmed a client's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death), and was
issued at a pattern scope (when more than a
limited number of clients are affected, more than
a limited number of staff are involved, or the
situation has occurred repeatedly but is not found
to be pervasive).
The findings include:
C1's medical record was reviewed. C1's
diagnoses included paranoid schizophrenia and
seizure disorder. C1's service plan dated
November 20, 2018, included assistance with
medication administration.
C1 was admitted to the licensee on October 29,
2018. C1's medical record included admission
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medication prescriptions from the discharging
hospital. The prescription dated October 12,
2018, included an order for trihexyphenidyl (also
known as Artane, an antiParkinson agent) 5
milligrams (mg) four times per day, quantity: 120
tablets (one month supply)
C1's medication administration record (MAR)
dated November 2018, indicated the licensee
failed to transcribed trihexyphenidyl until
November 27, 2018.
On November 27, 2018, nurse practitioner
(NP)H evaluated C1 and wrote a prescription for
trihexyphenidyl (Artane) 5 mg four times per day,
quantity: 120 tablets with two refills (a three
month supply).
During an interview on February 7, 2019 at 12:18
p.m., NPH stated during her November 27, 2018
visit with C1, she noticed he was supposed to be
on trihexyphenidyl; however, it was not started.
NPH brought up the concern to the licensee's
nurses and the staff told her they thought C1 was
only on lorazepam (antianxiety) for
psychotropics. NPH stated she also found in
C1's paperwork he was also supposed to be on
Risperdal, an antipsychotic medication.
Therefore, NPH wrote prescriptions for both
trihexyphenidyl and Risperdal at the time of the
visit. NPH stated C1 had a relapse of his mental
illness from not being on both medications. C1
experienced hallucinations, such as believing he
had bugs crawling on him and was very angry,
anxious, and frustrated. NPH stated
trihexyphenidyl helped with C1's tardive
dyskinesia (tremors from other medications).
NPH stated C1 was agitated and uncomfortable
while not receiving the medications. NPH stated
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sometimes insurance will not cover certain
medications; however, this was not the case with
C1.
C1's MAR dated November 2018, indicated
trihexyphenidyl was started on November 27,
2018; however, the medication was not given at
all during the month (16 total doses) due to no
supply. Risperdal (also known as risperidone)
was also started on November 27, 2018;
however, the first administration of the
medication was on November 29, 2018.
Pharmacy records indicated on December 5,
2018, a 14 day supply of trihexyphenidyl was
delivered with a routine cycle fill.
C1's MAR dated December 2018, indicated C1
received the first dose of trihexyphenidyl at 4:00
p.m. on December 5, 2018.
The licensee failed to administer 138 doses of
trihexyphenidyl between November 1, 2018
through December 5, 2018.
Pharmacy records indicated on December 19,
2018, a 14 day supply of trihexyphenidyl was
filled.
C1's MAR dated January 2019 indicated on
January 2, 2019 at 12:00 p.m., C1's
trihexyphenidyl supply was out. There was no
further supply for the month through the date of
the onsite investigation visit on January 18,
2019.
The licensee failed to administer 48 doses of
trihexyphenidyl between January 2, 2019 and
January 18, 2019.
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An incident report dated January 5, 2019 at 7:29
a.m., indicated C1 reported to staff he
experienced seizures and vomited. Staff sent C1
to the hospital for evaluation.
C1's hospital records dated January 5, 2019
through January 8, 2019, indicated C1 was
hospitalized for seizures. He was subsequently
diagnosed wtih a brain mass. C1 presented with
agitation, auditory hallucinations and multiple
seizures. The hospital neurologist stopped C1's
current antiseizure medication (Dilantin) and
changed it to Trileptal and Vimpat, both
antiseizure medications. C1's hospital discharge
orders included Trileptal 300 mg twice a day and
Vimpat 50 mg twice a day, both to be given at
8:00 a.m. and 8:00 p.m.
C1's progress note dated January 8, 2019,
indicated C1 was readmitted to the licensee at
6:00 p.m. The hospital filled C1's medication
orders, and C1 arrived at the licensee with a
medication supply.
C1's MAR dated January 2019, indicated C1 did
not receive Vimpat January 8, 2019 through
January 15, 2019 due to no medication supply.
C1's progress notes dated January 15, 2019,
indictated C1's Vimpat required prior
authorization from insurance and the licensee
had not been able to obtain it. Licensed Practical
Nurse (LPN)B called, the hospital, neurology
clinic, primary care physician, and, eventually,
back to the hospital neurologist who stated they
would contact the pharmacy to initiate the prior
authorization.
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A letter notice dated January 16, 2019, indicated
C1's insurance denied prior authorization for the
Vimpat.
C1's progress note dated January 17, 2019,
indictated the neurology clinic was updated about
the insurance denial. No new orders were issued
at the time.
During an interview on January 18, 2019 at 3:54
p.m., C1 stated he had not gotten Artane
(trihexyphenidyl) for two weeks since leaving the
hospital. C1 stated he took Artane for
uncontrolled body movements. He stated he had
increased tremors and was unable to play his
piano. C1 stated he had a seizure two days ago.
During an interview on February 7, 2019 at 12:59
p.m., NPM stated C1's neurology appointment
was on January 29, 2019, and a licensee staff
member attended the appointment with C1. The
staff member gave her C1's list of medications;
however, the staff member did not inform her C1
had not been receiving Vimpat. She stated it was
her understanding he was taking it up until the
appointment. NPM stated monotherapy (one
drug) was not effective for C1 as he required
both drugs to control his seizures (Vimpat and
Trileptal). NPM stated the Vimpat could have
been replaced with another drug if he did not
have a supply. At the appointment, she provided
C1 with a two month supply of Vimpat because it
was the preferred medication. She stated she
was going to work with the insurance company to
provide coverage for the medication.
During an interview on February 11, 2019 at 1:17
p.m., director of nursing (DON)A stated the
discharging hospital sends prescriptions to the
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pharmacy and she also sends them the
pharmacy. DONA initially stated NPH first
ordered C1's Artane and when asked about the
original prescriptions dated October 12, 2018,
DONA stated the pharmacy could not get Artane
through their supplier. DONA stated sometimes
the pharmacy transcribes orders into the
electronic medical record and sometimes the
licensee nurses do, but a nurse does still verify
the orders if pharmacy transcribes the order.
DONA stated she did remember C1 not having a
supply of the Artane and now gets the medication
from a different pharmacy. DONA stated there
was no alternative for the antiseizure medication
when she called the clinic. When there are prior
authorization needs, the pharmacy lets the
licensee nurse know and DONA stated when the
pharmacy has problem, then they attempt to
contact the providers.
During an interview on February 1, 2019 at 1:09
p.m., home health aide (HHA)E stated staff
notify the nurses when they are without of
medication for a few days, but the nurses do not
update the staff on the status of the medication.
HHAE stated C1 was very upset and felt lied to
about his medications. HHAE stated C1 was
also very off balance.
During an interview on February 1, 2019 at 2:52
p.m., HHAF stated she thought C1 went without
trihexyphenidyl for maybe a month. HHAF stated
he was mad about it all the time and would
"freak" out. HHAF stated after he came back
from the hospital, C1 was without his antiseizure
medication for a while too.
During an interview on February 7, 2019 at 4:24
p.m., HHAD stated staff ordered the stock
Minnesota Department of Health
STATE FORM

6899

K05I11

If continuation sheet 7 of 29

PRINTED: 03/07/2019
FORM APPROVED

Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

A. BUILDING: ______________________
B. WING _____________________________

H33884
NAME
OF PROVIDER
ORLIVING
SUPPLIER
SHILOH
ASSISTED

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

C
02/14/2019

STREET ADDRESS, CITY, STATE, ZIP CODE

5384 COUNTRY CARE LANE
PEQUOT LAKES, MN 56472
(X4) ID
PREFIX
TAG

SUMMARY STATEMENTOF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

0 325 Continued From page 7

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSSREFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

0 325

medications, but the nurses ordered the other
medications. HHAD stated C1 had increased
agitation when he was without his medications
and was verbally aggressive with staff everyday
about his medications.
During an interview on February 8, 2019 at 2:31
p.m., LPNC stated they switched pharmacies for
the trihexyphenidyl supply. LPNC stated DONA
handled trying to get the antiseizure medication.
LPNC stated C1 was very agitated about not
getting trihexyphenidyl because he did not like
having tremors.
The licensee failed administer 42 doses of
Vimpat to C1 between January 8, 2019 to
January 29, 2019.
C2's medical record was reviewed. C2's
diagnoses included schizoaffective disorder. C2's
service plan dated December 25, 2018, included
medication administration and hourly safety
checks.
C2 was admitted to the licensee on December 6,
2018, from another facility and arrived with a
supply of medications. The licensee failed to
document the quantity of each medication upon
admission.
C2's admission orders dated December 7, 2018,
included an order for clonazepam (antianxiety)
0.5 mg twice a day. The orders also included an
order for a provider visit in the next three days or
as soon as possible.
The previous facility pharmacy records were
reviewed. C2's clonazepam was filled on
November 14, 2018 for a one month supply.
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During an interview on February 11, 2019 at 2:35
p.m., the pharmacy director of operations
(PDO)O stated when facilities receive cycle fills
of medications, the filled date is the date the
medication is prepared and billed; however, an
offsite location prepares those medications.
PDOO stated due to the shipping time, it is
expected the client would start the medication
between five to seven days after the fill date.
With a fill date of November 14, 2018, plus seven
days for the estimated start time, the one month
supply would have lasted until December 21,
2018.
C2's MAR dated December 2018, indicated there
were no missed doses of clonazepam. C2's MAR
dated January 2019, indicated there was no
supply of clonazepam starting on January 1,
2019. There were also two documentation errors,
indicating C2 received clonazepam in a two week
span of having no supply.
C2's record lacked any documentation of a
provider visit in December 2018.
C2's progress notes dated January 11, 2019,
dictated C2 was upset about his medications and
followed staff out of the secured unit down the
street. Staff completed 15 minute checks. On
January 12, 2019, C2 made statements about
being a bad person, not deserving to live, had
delusional thoughts, and was angry. Staff called
911 and sent C2 to the hospital.
Law enforcement audio recording from January
12, 2018 was reviewed. C2 stated twice to the
law enforcement officer, "you are here to blow my
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brains out!"
During an interview on February 8, 2019 at 10:00
a.m., police officer (PO)N stated dispatch
reported the 911 call as C2 wanting suicide by
cop. PON stated C2 was respectful, but thought
PON was there to kill him because he believed
he owed a lot of money to people. PON stated
she had a difficult time obtaining records about
C2's medications from licensee staff for
ambulance personnel. She stated DONA gave
her excuses about not having a computer to
access records and difficulties using the program
until her sergeant arrived. PON stated once she
obtained his medication records and saw how
long he had been without his antianxiety
medication, it was no wonder he acted that way.
PON stated she had to call the ambulance
(because they had left by the time the licensee
provided records) and verbally reported C2's
medications and omission of the antianxiety
medication. PON stated DONA reported C2's
psychiatrist would not refill the medication.
C2's records and the pharmacy record had no
record of fill or delivery of clonazepam until
January 15, 2019.
C2's MAR dated January 2019, indicated C2
started clonazepam on January 16, 2019.
The licensee failed to administer 50 doses of
clonazepam to C2 between December 21, 2018
and January 15, 2019.
During an interview on February 7, 2019 at 12:18
p.m., NPH stated she saw C2 at the licensee
today for the first time. NPH stated C2 had been
on her list to visit several times prior; however,
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the licensee failed to complete necessary
consent forms and send insurance information to
the clinic for her to make onsite visitations. NPH
stated her administrative staff requested the
information one week prior to the appointment
date from the licensee. NPH stated as of that
day she could not see a different patient for the
same reason as C2. In addition, NPH stated the
licensee nurse called her a lot requesting
medication refills on clients that are not her
patients. NPH stated she has to guide the nurse
to ask the provider who originally ordered the
medication for the refill. NPH stated the licensee
if fully responsible for setting up the
appointments and providing information for her to
see clients. She stated it seemed like nobody
knows what was going on or took responsibility at
the licensee.
During an interview on February 11, 2019 at 1:17
p.m., DONA stated staff do have problems with
documentation errors on the MAR and those staff
are reeducated. DONA stated she had
difficulties finding a provider to write a
prescription for the clonazepam. DONA stated
C2 was not seen in December by NPH because
the licensee did not have all of the required
paperwork, although they faxed it. DONA stated
some of the information (about 90%) went
through on the fax, but other information did not
and they need to figure that out.
During an interview on February 1, 2019 at 2:52
p.m., HHAF stated C2 was without a counted
medication for quite a while, but the nurse did not
explain why he did not have the medication.
HHAF stated C2 made comments about being
sad and no point in living. HHAF stated LPNC
made a comment about the clonazepam being
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out of stock and stated I hope this does not affect
him.
During an interview on February 7, 2019 at 4:24
p.m., HHAD stated C2 ran out of clonazepam.
HHAD stated he had an episode where he
pounded on the medication cart. He stated C2
made statements about people coming to kill
him, he was worthless, no on liked him, and he
should just die.
During an interview on February 8, 2019 at 2:31
p.m., LPNC stated C2 had not established a
psychiatrist; therefore, he went without
clonazepam for a few days. LPNC stated LPNB
and DONA handled the referral information for
setting up appointments. LPNC stated C2
became easily agitated without the clonazepam.
The licensee policy titled Medication and
Treatment Orders dated August 1, 2018,
indicated the nurse will communicate with the
physician, pharmacy and client to ensure
medications are administered as ordered.
The licensee policy titled Medication and
Supplies Reordering dated November 1, 2018,
indicated staff will make sure medications and
supplies are ordered. On a daily basis,
medications will be reordered by faxing the
designated supplier. When a pharmacy is unable
to refill prescriptions, nursing staff will inform the
client's primary care provider by phone or fax and
document in the client's chart.
TIME OF CORRECTION: IMMEDIATE
0 845 144A.4791, Subd. 5 Referrals
SS=G
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Subd. 5. Referrals. If a home care provider
reasonably believes that a client is in need of
another
medical or health service, including a licensed
health professional, or social service provider,
the home
care provider shall:
(1) determine the client's preferences with
respect to obtaining the service; and
(2) inform the client of resources available, if
known, to assist the client in obtaining services.
This MN Requirement is not met as evidenced
by:
Based on interview and document review, the
licensee failed to provide referral paperwork to
establish care by a psychiatric provider following
a new admission for 1 of 2 clients (C2) reviewed.
As a result, C2 did not get a scheduled
antianxiety medication and became suicidal.
This practice resulted in a level three violation (a
violation that harmed a client's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death), and was
issued at a pattern scope (when more than a
limited number of clients are affected, more than
a limited number of staff are involved, or the
situation has occurred repeatedly but is not found
to be pervasive).
The findings include:
C2's medical record was reviewed. C2's
diagnoses included schizoaffective disorder. C2's
service plan dated December 25, 2018, included
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medication administration and hourly safety
checks.
C2 was admitted to the licensee on December 6,
2018, from another facility and arrived with a
supply of medications. The licensee failed to
document the quantity of each medication upon
admission. C2's admission orders dated
December 7, 2018, included a medication order
for clonazepam (antianxiety medication) 0.5 mg
twice a day. The admission orders also included
an order for a provider visit in the next three days
or as soon as possible.
The previous facility pharmacy records were
reviewed. C2's clonazepam was filled on
November 14, 2018 for a one month supply.
During an interview on February 11, 2019 at 2:35
p.m., the pharmacy director of operations
(PDO)O stated when facilities receive cycle fills
of medications, the filled date is the date the
medication is prepared and billed; however, an
offsite location prepares the medications. With
shipping time, it is expected the client would start
the medication between five to seven days after
the fill date.
With a fill date of November 14, 2018, plus seven
days for an estimated start time, the one month
supply would have lasted until December 21,
2018.
C2's record lacked any documentation of a
provider visit in December 2018.
C2's progress notes dated January 11, 2019,
indictated C2 was upset about his medications,
and he followed staff out of the secured unit
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down the street. Staff completed 15 minute
checks. On January 12, 2019, C2 made
statements about being a bad person and not
deserving to live. He had delusional thoughts
and was angry. Staff called 911 and sent C2 to
the hospital.
C2's progress notes dated December 6, 2018
through January 11, 2018, did not include any
update to C2's primary care physician regarding
C1 having no supply of clonazepam.
Law enforcement audio recording from January
12, 2018 was reviewed. C2 stated twice to the
law enforcement officer, "You are here to blow
my brains out!"
During an interview on February 8, 2019 at 10:00
a.m., police officer (PO)N stated dispatch
reported the call as C2 wanted suicide by cop.
PON stated C2 was respectful, but thought
PON was there to kill him because he believed
he owed a lot of money to people. PON stated
she had a difficult time obtaining records from
licensee staff to provide to ambulance personnel
about C2's medications. She stated DONA gave
her excuses about not having a computer to
access records and difficulties using the program
until her police sergeant arrived. PON stated
once she obtained his medication record and
saw how long he had been without his
antianxiety medication, she stated it was no
wonder he acted that way. PON stated she had
to call the ambulance (because they had left by
the time the licensee provided records) and
verbally reported C2's prescribed medications, as
well as the omissions of the antianxiety
medication. PON stated DONA reported C2's
psychiatrist would not refill the medication.
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C2's medical records and pharmacy record had
no record of fill or delivery of clonazepam until
January 15, 2019.
The licensee failed to administer 50 doses of
clonazepam to C2 between December 21, 2018
and January 15, 2019.
During an interview on February 7, 2019 at 12:18
p.m., NPH stated she saw C2 at the licensee
today for the first time. NPH stated C2 had been
on her list to visit several times prior; however,
the licensee failed to complete the appropriate
consent and send insurance information to the
clinic for her to make onsite visitations. NPH
stated her administrative staff requested C2's
information one week prior to the appointment
from the licensee. NPH stated, just today, she
could not see a different client for the same
reason as C2. In addition, NPH stated the
licensee nurse called her a lot requesting
medication refills on clients that are not her
patients. NPH stated she had to guide the
nurses to ask the provider who originally ordered
the medication to refill. NPH stated the licensee
if fully responsible for setting up the
appointments and providing information for her to
see clients. She stated it seemed like nobody
knew what was going on or took responsibility at
the licensee.
During an interview on February 11, 2019 at 1:17
p.m., DONA stated staff do have problems with
documentation errors on the MAR and those staff
are reeducated. DONA stated she had
difficulties finding a provider to write a
prescription for the clonazepam. DONA stated
C2 was not seen in December by NPH because
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they did not have all of the required paperwork,
although they faxed it. DONA stated some of the
information (about 90%) went through on the fax
machine, but not other information and they need
to figure that out.
The licensee policy titled Medication and
Treatment Orders dated August 1, 2018,
indicated the nurse will communicate with the
physician, pharmacy and client to ensure
medications are administered as ordered.
TIME PERIOD OF CORRECTION: IMMEDIATE
0 920 144A.4792, Subd. 5 Individualized Medication
SS=H Mgt Plan

0 920

Subd. 5. Individualized medication management
plan. (a) For each client receiving medication
management services, the comprehensive home
care provider must prepare and include in the
service plan a written statement of the
medication management services that will be
provided to the client. The
provider must develop and maintain a current
individualized medication management record for
each
client based on the client's assessment that must
contain the following:
(1) a statement describing the medication
management services that will be provided;
(2) a description of storage of medications based
on the client's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;
(3) documentation of specific client instructions
relating to the administration of medications;
(4) identification of persons responsible for
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monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(5) identification of medication management
tasks that may be delegated to unlicensed
personnel;
(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when
a problem arises with medication management
services; and
(7) any clientspecific requirements relating to
documenting medication administration,
verifications
that all medications are administered as
prescribed, and monitoring of medication use to
prevent possible
complications or adverse reactions.
(b) The medication management record must be
current and updated when there are any
changes.
This MN Requirement is not met as evidenced
by:
Based on interview and document review, the
licensee failed to implement medication
prescriptions and administer medications as
ordered to 2 of 2 clients (C1, C2) reviewed. As a
result, C1 and C2 experienced adverse side
effects from the medication errors.
This practice resulted in a level three violation (a
violation that harmed a client's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death), and was
issued at a pattern scope (when more than a
limited number of clients are affected, more than
a limited number of staff are involved, or the
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situation has occurred repeatedly but is not found
to be pervasive).
The findings include:
C1's medical record was reviewed. C1's
diagnoses included paranoid schizophrenia and
seizure disorder. C1's service plan dated
November 20, 2018, included assistance with
medication administration.
C1 was admitted to the licensee on October 29,
2018. C1's medical record included admission
medication prescriptions from the discharging
hospital. The prescription dated October 12,
2018, included an order for trihexyphenidyl (also
known as Artane, an antiParkinson agent) 5
milligrams (mg) four times per day, quantity: 120
tablets (one month supply)
C1's medication administration record (MAR)
dated November 2018, indicated the licensee
failed to transcribed trihexyphenidyl until
November 27, 2018.
On November 27, 2018, nurse practitioner
(NP)H evaluated C1 and wrote a prescription for
trihexyphenidyl (Artane) 5 mg four times per day,
quantity: 120 tablets with two refills (a three
month supply).
During an interview on February 7, 2019 at 12:18
p.m., NPH stated during her November 27, 2018
visit with C1, she noticed he was supposed to be
on trihexyphenidyl; however, it was not started.
NPH brought up the concern to the licensee
nurses and the staff told her they thought C1 was
only on lorazepam (antianxiety) for
psychotropics. NPH stated she also found in
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C1's paperwork he was also supposed to be on
Risperdal, an antipsychotic medication. NPH
stated she wrote prescriptions for both
trihexyphenidyl and Risperdal at the time of the
visit. NPH stated C1 had a relapse of his mental
illness from not being on both medications. C1
experienced hallucinations, such as believing he
had bugs crawling on him and was very angry,
anxious, and frustrated. NPH stated
trihexyphenidyl helped with C1's tardive
dyskinesia (tremors from other medications).
She stated C1 was agitated and uncomfortable
while not receiving the medication. NPH stated
sometimes insurance will not cover certain
medications; however, this was not the case with
C1.
C1's MAR dated November 2018, indicated
trihexyphenidyl was started on November 27,
2018; however, the medication was not given at
all during the month (16 total doses) due to no
supply. Risperdal (also known as risperidone)
was also started on November 27, 2018;
however, the first administration of the
medication was on November 29, 2018.
Pharmacy records indicated on December 5,
2018, a 14 day supply of trihexyphenidyl was
delivered with a routine cycle fill.
C1's MAR dated December 2018, indicated C1
received the first dose of trihexyphenidyl at 4:00
p.m. on December 5, 2018.
The licensee failed to administer 138 doses of
trihexyphenidyl between November 1, 2018
through December 5, 2018.
Pharmacy records indicated on December 19,
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2018, a 14 day supply of trihexyphenidyl was
filled.
C1's MAR dated January 2019, indicated on
January 2, 2019 at 12:00 p.m. the trihexyphenidyl
supply was out. There was no further supply for
the month through the date of the onsite
investigaiton visit on January 18, 2019.
The licensee failed to administer 48 doses of
trihexyphenidyl between January 2, 2019 and
January 18, 2019.
An incident report dated January 5, 2019 at 7:29
a.m., indicated C1 reported to staff he
experienced seizures and vomited. Staff sent C1
to the hospital for evaluation.
C1's hospital records dated January 5, 2019
through January 8, 2019, indicated C1 was
hospitalized for seizures and, subsequently, a
brain mass was diagnosed. C1 presented to the
hospital with agitation, auditory hallucinations,
and multiple seizures. The hospital neurologist
stopped C1's current antiseizure medication
(Dilantin) and changed it to Trileptal and Vimpat
(both antiseizure medications). C1's hospital
discharge orders included Trileptal 300 mg twice
a day and Vimpat 50 mg twice a day, both to be
given at 8:00 a.m. and 8:00 p.m.
C1's progress note dated January 8, 2019,
indicated C1 was readmitted to the licensee at
6:00 p.m. The hospital filled C1's medication
orders, and C1 arrived at the licensee with a
medication supply.
C1's MAR date January 2019, indicated C1 did
not receive Vimpat from January 8, 2019 through
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January 15, 2019 due to no supply.
C1's progress notes dated January 15, 2019,
indictated C1's Vimpat required prior insurance
authorization, and the licensee had not been able
to obtain it. Licensed practical nurse (LPN)B
called the hospital, neurology clinic, primary care
physician, and, eventually, back to the hospital
neurologist who stated they would contact the
pharmacy to initiate the prior authorization.
A letter notice dated January 16, 2019, indicated
C1's insurance prior insurance authorization
denied the Vimpat.
C1's progress note dated January 17, 2019,
indictated the neurology clinic was updated about
the insurance denial. No new orders were issued
at the time.
During an interview on January 18, 2019 at 3:54
p.m., C1 stated he had not received Artane
(trihexyphenidyl) for two weeks since leaving the
hospital. C1 stated he takes Artane for
uncontrolled body movements. He stated he had
increased tremors and was unable to play his
piano. C1 stated he had a seizure two days ago.
During an interview on February 7, 2019 at 12:59
p.m., NPM stated C1's neurology appointment
was on January 29, 2019, and a licensee staff
attended the appointment with C1. She stated
the staff member gave her C1's medication list;
however, staff did not inform her C1 had not been
receiving Vimpat. She stated it was her
understanding he was taking it up until the
appointment. NPM stated monotherapy (one
drug) was not effective for C1 as C1 required
both drugs to control his seizures (Vimpat and
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Trileptal). NPM stated the Vimpat could have
been replaced with another drug if he did not
have supply. At the appointment, she stated she
provided C1 with a two month supply of Vimpat
because it is the preferred medication, and she
was going to work with the insurance company to
provide coverage for the medication.
During an interview on February 11, 2019 at 1:17
p.m., director of nursing (DON)A stated the
discharging hospital sends prescriptions to the
pharmacy and she also sends them the
pharmacy. DONA initially stated NPH first
ordered C1's Artane. When asked about the
original prescriptions dated October 12, 2018,
DONA stated the pharmacy could not get Artane
through their supplier. DONA stated sometimes
the pharmacy transcribes orders into the
electronic medical record and sometimes the
licensee nurses do, but a nurse still verifies the
medication orders if pharmacy transcribes the
order. DONA stated she did remember C1 not
having a supply of the Artane and now gets the
medication from a different pharmacy. DONA
stated there was no alternative for the
antiseizure medication when she called the
clinic. DONA stated when there are prior
authorization needs, the pharmacy lets the
licensee nurse know. DONA stated when the
pharmacy has a problem, then they attempt to
contact the providers.
During an interview on February 1, 2019 at 1:09
p.m., home health aide (HHA)E stated staff
notify the nurses when staff are without a
medication for a few days, but the nurses do not
update the staff on the status of the medication.
HHAE stated C1 was very upset and felt lied to
about his medications. HHAE stated C1 was
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also very off balance.
During an interview on February 1, 2019 at 2:52
p.m., HHAF stated she thought C1 went without
trihexyphenidyl for maybe a month. HHAF stated
he was mad about it all the time and would
"freak" out. HHAF stated after he came back
from the hospital, C1 was without his antiseizure
medication for a while too.
During an interview on February 7, 2019 at 4:24
p.m., HHAD stated staff order stock medications,
but nurse order the other medications. HHAD
stated C1 had increased agitation when he was
without his medication and was verbally
aggressive with staff everyday about his
medications.
During an interview on February 8, 2019 at 2:31
p.m., LPNC stated they switched pharmacies for
the trihexyphenidyl supply. LPNC stated DONA
handled trying to get the antiseizure medication.
LPNC stated C1 was very agitated about not
getting trihexyphenidyl because he did not like
having tremors.
The licensee failed to administer 42 doses of
Vimpat to C1 between January 8, 2019 to
January 29, 2019.
C2's medical record was reviewed. C2's
diagnoses included schizoaffective disorder. C2's
service plan dated December 25, 2018, included
medication administration and hourly safety
checks.
C2 was admitted to the licensee on December 6,
2018, from another facility and arrived with a
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supply of medications. The licensee failed to
document the quantity of each medication upon
admission.
C2's admission orders dated December 7, 2018,
included an order for clonazepam (antianxiety)
0.5 mg twice a day. The orders also included an
order for a provider visit in the next three days or
as soon as possible.
The previous facility pharmacy records were
reviewed. C2's clonazepam was filled on
November 14, 2018 for a one month supply.
During an interview on February 11, 2019 at 2:35
p.m., the pharmacy director of operations
(PDO)O stated when facilities receive cycle fills
of medications, the filled date is the date the
medication is prepared and billed and an offsite
location prepares those medications. With the
shipping time, PDOO stated it is expected the
client would start the medication between five to
seven days after the fill date.
With a fill date of November 14, 2018, plus seven
days for estimated start time, C2's one month
supply would have lasted until December 21,
2018.
C2's MAR dated December 2018, indicated there
were no missed doses of clonazepam. C2's MAR
dated January 2019, indicated there was no
supply of clonazepam starting on January 1,
2019. There were also two documentation errors,
indicating C2 received clonazepam in a two week
span of having no supply.
C2's record lacked any documentation of a
provider visit in December 2018.
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C2's progress notes dated January 11, 2019,
indictated C2 was upset about his medications
and followed staff out of the secured unit down
the street. Staff completed 15 minute checks. On
January 12, 2019, C2 made statements about
being a bad person, not deserving to live, had
delusional thoughts, and was angry. Staff called
911 and sent C2 to the hospital.
Law enforcement audio recording from January
12, 2018 was reviewed. C2 stated twice the law
enforcement officer, "You are here to blow my
brains out!"
During an interview on February 8, 2019 at 10:00
a.m., police officer (PO)N stated dispatch
reported the 911 call as C2 wanted suicide by
cop. PON stated C2 was respectful, but thought
PON was there to kill him because he believed
he owed a lot of money to people. PON stated
she had a difficult time obtaining records from
licensee staff to provide to the ambulance
personnel about C2's medications. She stated
DONA gave her excuses about not having a
computer to access records and difficulties using
the program until her sergeant arrived. PON
stated once she obtained his medication record
and saw how long he had been without his
antianxiety medication, she stated it was no
wonder he acted that way. PON stated she had
to call the ambulance (because they had left by
the time the licensee provided records) and
verbally reported C2's medications and omission
of the antianxiety medication. PON stated
DONA reported C2's psychiatrist would not refill
the medication.
C2's records and the pharmacy record had no
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record of fill or delivery of clonazepam until
January 15, 2019.
C2's MAR dated January 2019, indicated C2
started clonazepam on January 16, 2019.
The licensee failed to administer 50 doses of
clonazepam to C2 between December 21, 2018
and January 15, 2019.
During an interview on February 7, 2019 at 12:18
p.m., NPH stated she saw C2 at the licensee
today for the first time. NPH stated C2 had been
on her list to visit a several times prior; however,
the licensee failed to complete consent forms
and send insurance information to the clinic for
her to make onsite visitations. NPH stated her
administrative staff requests the information one
week prior to the appointment from the licensee.
NPH stated, just today, she could not see a
different patient for the same reason as C2. In
addition, NPH stated the licensee nurse called
her a lot requesting medication refills on clients
that are not her patients. NPH stated she had to
guide the nurse to ask the provider who originally
ordered the medication to refill. NPH stated the
licensee if fully responsible for setting up the
appointments and providing information for her to
see clients. She stated it seemed like nobody
knew what was going on or took responsibility at
the licensee.
During an interview on February 11, 2019 at 1:17
p.m., DONA stated staff do have problems with
documentation errors on the MAR and those staff
are educated. DONA stated she had difficulties
finding a provider to write a prescription for the
clonazepam. DONA stated C2 was not seen in
December by NPH because they did not have all
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of the required paperwork, although they faxed it.
DONA stated some of the information (about
90%) went through on the fax, but not other
information and they need to figure that out.
During an interview on February 1, 2019 at 2:52
p.m., HHAF stated C2 was without a counted
medication for quite a while, but the nurse did not
explain why he did not have the medication.
HHAF stated C2 made comments about being
sad and no point in living. HHAF stated LPNC
made a comment about the clonazepam being
out of stock and stated I hope this does not affect
him.
During an interview on February 7, 2019 at 4:24
p.m., HHAD stated C2 ran out of clonazepam.
HHAD stated he had an episode where he
pounded on the medication cart. He stated C2
made statements about people coming to kill
him, he was worthless, no on liked him, and he
should just die.
During an interview on February 8, 2019 at 2:31
p.m., LPNC stated C2 had not established a
psychiatrist; therefore, he went without
clonazepam for a few days. LPNC stated LPNB
and DONA handled the referral information for
setting up appointments. LPNC stated C2
became easily agitated without having
clonazepam.
The licensee policy titled Medication and
Treatment Orders dated August 1, 2018,
indicated the nurse will communicate with the
physician, pharmacy and client to ensure
medications are administered as ordered.
The licensee policy titled Medication and
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Supplies Reordering dated November 1, 2018,
indicated staff will make sure medications and
supplies are ordered. On a daily basis,
medications will be reordered by faxing the
designated supplier. When a pharmacy is unable
to refill prescriptions, nursing staff will inform the
client's primary care provider by phone or fax and
document in the client's chart.
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