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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 facility failed to administer the resident’s
medications according to physician orders. The resident suffered from increased psychological
symptoms, loss of appetite, weight loss, and increased weakness. The resident was taken to the

emergency room for evaluation.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was substantiated. The facility was
responsible for the maltreatment. The resident did not receive an antipsychotic medication for
13 days. Multiple caregivers continued to document the medication was not available but did
not notify the nurse or administrative staff so it could be ordered.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted the resident’s family member.
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The investigation included review of the resident record, facility internal investigation, and
related facility policy and procedures.

The resident resided in an assisted living facility. The resident’s diaghoses included a mental
health disorder and traumatic brain injury. The resident’s service plan included assistance with
medication management and behavior management.

The resident’s assessment indicated he was usually understood, orientated but made poor
decisions, and had visual and auditory hallucinations. The assessment indicated the registered
nurse was to review medications weekly and order medications monthly or as necessary. The
assessment indicated the resident had monthly lab draws for clozapine (an antipsychotic
medication) dosing and a family member made the appointment and took the resident out for
the blood draw.

An incident report indicated the resident had been sent to the hospital for evaluation following
increased weakness and declining health. The report indicated the resident had not been eating
or drinking well for a week or two and had lost 25 pounds in about four weeks.

A progress note, on the day the resident went to the hospital, indicated during investigation
into the resident’s medication chart a nurse identified the resident had not received clozapine
for 13 days. With further follow up, it was determined the caregivers providing the resident’s
medications did not notify the nurse, or any other management staff the resident did not have
clozapine available for administration.

The resident’s medication administration record indicated in a 13-day period, clozapine was
circled ten times indicating it was not given, signed off as given two times, and blank one time.
At the bottom of the record, in a section labeled “Scheduled Med Notes,” the ten days which
were circled included notes stating, “med not here,” “med not in,” or “med not available.” The
two times the medication was signed off as given were in the middle of the times the
medication was not available.

During an interview, the caregiver stated when a resident is out of a medication, staff members
are to call the on-call nurse so they can put an order in for it. The caregiver stated the facility
was without a house supervisor for a long time and the house supervisor was the one who
made sure medications got put in the medication cart when they arrived from pharmacy. The
caregiver stated in addition to charting “med not available” in the medication administration
record, staff can put a note in the chart, such as “notified nurse.” The caregiver did not recall if
a note had been placed in the chart for this specific incident.

During an interview, the nurse stated on the day the resident went to the hospital, the hospital
pharmacy called and asked when he took his last dose of clozapine. The nurse stated that was
when she found the resident had not received the medication for 13-days. The nurse stated
staff members had not notified her the medication was out of stock. When asked if she was
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reviewing medication weekly and ordering monthly or as necessary according to the licensee
policy, the nurse stated that task was delegated to the supervisor of the house. However, there
was no supervisor during the time of incident. The nurse stated she did not review the
resident’s medications during the 13-days it was documented as not available. Further, the
nurse stated an “Independent Home Support” person took the resident to a clinic for his lab
work. The clinic would communicate the clozapine order to the pharmacy. The nurse stated she
was not even aware the resident was not having his labs work done.

In conclusion, the Minnesota Department of Health determined neglect was substantiated.

Substantiated: Minnesota Statutes, section 626.5572, Subdivision 19.
“Substantiated” means a preponderance of evidence shows that an act that meets the
definition of maltreatment occurred.

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: No, attempted but declined.
Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: Not Applicable.

Action taken by facility:
The facility investigated the incident and provided education to the staff members to reduce
risk of recurrence and implement a correction.

Action taken by the Minnesota Department of Health:
The responsible party will be notified of their right to appeal the maltreatment finding.

The facility was found to be in noncompliance. To view a copy of the Statement of Deficiencies
and/or correction orders, please visit:

https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html

If you are viewing this report on the MDH website, please see the attached Statement of
Deficiencies.


https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html
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You may also call 651-201-4200 to receive a copy via mail or email.

cC:
The Office of Ombudsman for Long Term Care

The Office of Ombudsman for Mental Health and Developmental Disabilities
Dakota County Attorney

Inver Grove Heights City Attorney
Inver Grove Heights Police Department
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sexual, and emotional abuse; neglect; financial
exploitation; and all forms of maltreatment
covered under the Vulnerable Adults Act.

This MN Requirement is not met as evidenced
by:

The facility failed to ensure one of one resident(s)
reviewed (R1) was free from maltreatment.

Findings include:

The Minnesota Department of Health (MDH)
Issued a determination maltreatment occurred,
and the facility was responsible for the
maltreatment, in connection with incidents which
occurred at the facility. Please refer to the public
maltreatment report for details.
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