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Facility Type: Assisted Living Facility with Evaluator’'s Name: Peggy Boeck, RN
Dementia Care (ALFDC) Special Investigator

Finding: Inconclusive

Nature of Visit:

The Minnesota Department of Health investigated an allegation of maltreatment, in accordance
with the Minnesota Reporting of Maltreatment of Vulnerable Adults Act, Minn. Stat. 626.557,
and to evaluate compliance with applicable licensing standards for the provider type.

Initial Investigation Allegation(s):

The alleged perpetrator (AP) (unknown facility staff) neglected a resident when the AP gave the
resident a peer’s medications. The facility did not investigate the incident or retrain the AP. The
facility also neglected to check on the resident and ensure the resident was eating/drinking.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was inconclusive. The resident
experienced altered mental status and the facility sent the resident to the hospital. The hospital
reported to the facility the resident had a medication in his system that was not prescribed to
him. The facility investigation determined medication counts were accurate and could not find
evidence of a medication error. The Minnesota Department of Health investigation could not
determine why/ how the unprescribed medication was in the resident’s system.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted the hospital and reached out to a
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family member. The investigation included review of medical records, incident reports, policies
and procedures related to medication administration, medication errors, and maltreatment of
vulnerable adults. Also, the investigator observed the facility medication administration
process.

The resident lived in the assisted living with diagnoses including mild cognitive impairment and
Parkinson’s disease. The resident’s service plan included assistance with medication
administration, reminders for meals, and safety checks three times per day.

A progress note indicated a staff entered the resident’s apartment one evening to give him his
bedtime medications and found the resident on the floor. The note indicated the resident
attempted to speak but made no sense and had difficulty keeping his eyes open. The staff called
911 and the resident went to the hospital.

Hospital records indicated the resident was evaluated and had a low likelihood of seizure or
stroke. The resident experienced hallucinations while at the hospital and was admitted for
further testing. The resident’s record indicated a toxicology screen identified a medication in
the resident’s system that was not prescribed to the resident. The hospital could not determine
a level or when it had been administered. Additionally, the record indicated a lack of one
prescribed medication in the resident’s system. The two medications had similar
sounding/spelled names. A pharmacist called the director of nursing and requested the facility
physically verify all the resident’s medications. The pharmacist told the director of nursing it
was possible the pharmacy had packaged an incorrect medication.

During an interview the director of nursing stated she looked at and identified all the resident’s
medications one by one using pill identification information. The director of nursing stated the
resident had one card of medications that had just been completed, so it was empty, but all
others were verified as prescribed.

During an interview, the resident stated he did not recall the day of the incident. He stated he
understood his hallucinations were due to a flare up of Parkinson’s. The resident stated they
never found out why his bloodwork showed he had a medication in his system that he did not
take. The resident stated he did not know his medications by looking at them but did know how
many pills he received. The resident stated he was pleased with the care he received at the
facility.

In conclusion, neglect is inconclusive.

Inconclusive: Minnesota Statutes, section 626.5572, Subdivision 11.
"Inconclusive” means there is less than a preponderance of evidence to show that
maltreatment did or did not occur.

Neglect: Minnesota Statutes, section 626.5572, subdivision 17
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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, attempted but did not reach

Alleged Perpetrator interviewed: Not Applicable

Action taken by facility:
The facility retrained staff on medication administration and verified all the resident’s

medications.

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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