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Finding: Not Substantiated

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

Initial Investigation Allegation(s):
The facility neglected the resident when they failed to report a change in condition and failed to
administer scheduled medications as prescribed. The resident did not receive medication as 
prescribed for a period exceeding four days. The resident passed away on the fifth day.  

Investigative Findings and Conclusion:
The Minnesota Department of Health determined neglect was not substantiated. Although a 
medication administration error occurred, it was an isolated incident. The resident was 
monitored and treated according to the resident's individual assessed needs. There was not a 
preponderance of evidence to support that the actions of the facility staff met the definition of 
neglect.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, unlicensed staff as well as a member of the resident’s family.  The investigation 
included review of the resident’s medical records, incident reports, employee training records, 
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and facility policies and procedures. The investigation included an onsite visit where the 
investigator toured the facility and observed staff completing a medication count and well as 
care and services provided to residents.

The resident resided in an assisted living memory care unit. The resident’s diagnoses included 
dementia, atherosclerosis, and hypertension. The resident’s service plan included assistance 
with medication administration, laundry, housekeeping, meal reminders and safety checks. The 
resident’s assessment indicated symptoms of receptive aphasia (having impaired 
comprehension or understanding written and spoken language) which may affect making needs 
clearly known at times. 

A review of complaint documents indicated the resident was scheduled to have a transdermal 
(on the skin) pain medication infused patch placed every seventy-two hours. Documentation 
reviewed indicates that over a holiday weekend the resident did not receive the time sensitive 
medication as ordered on more than one occasion.

The resident’s medical record indicated that on a Friday evening (the beginning  of a holiday 
weekend) an unlicensed staff member tasked with replacing the medicated patch documented 
that the medication was unavailable. The next scheduled replacement of the patch would have 
three days later, which again, facility staff documented on the following Monday that the 
supply of this medication still had not been renewed.  

The nurse responsible for tracking and resupply of medication was not notified of the issue until
the following Tuesday morning when they returned to the facility. It was also noted that facility 
staff failed to notify the available twenty-four hour on-call nursing staff for direction or to 
report the issue as well. 

During an interview, the nurse stated that all team members who administer medications to the
residents at the facility were specifically trained in facility process and procedures involving 
medication services. She stated that after a staff member had indicated on the resident’s 
medication administration record (MAR) that the medication was unavailable as scheduled, a 
failure to follow through with a notification to the nurse staff was identified. The nurse went on 
to state that once she returned to work after a holiday weekend the following week, she was 
only then notified about the discrepancy and missed doses. She then took steps to correct the 
issue including contacting the hospice provider, who ordered a resupply of the medication. She 
also noted that the staff continued to monitor the resident throughout the weekend. 

During an interview a family member stated she was not notified by the facility that a 
medication error had occurred at the facility over the weekend. She was only made aware of 
the incident and a change in condition after speaking with the hospice provider assigned to the 
resident. They went on to state that they had no other concerns with the care the resident had 
received at the facility prior to this incident.
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In conclusion, the Minnesota Department of Health determined neglect was not substantiated. 

“Not Substantiated” means: 
An investigatory conclusion indicating the preponderance of evidence shows that an act 
meeting the definition of maltreatment did not occur.

Neglect: Minnesota Statutes, section 626.5572, subdivision 17 
“Neglect” means neglect by a caregiver or self-neglect.
(a) "Caregiver neglect" means the failure or omission by a caregiver to supply a vulnerable adult
with care or services, including but not limited to, food, clothing, shelter, health care, or 
supervision which is:
(1) reasonable and necessary to obtain or maintain the vulnerable adult's physical or mental 
health or safety, considering the physical and mental capacity or dysfunction of the vulnerable 
adult; and
(2) which is not the result of an accident or therapeutic conduct.

Vulnerable Adult interviewed: No, deceased.
Family/Responsible Party interviewed: Yes 
Alleged Perpetrator interviewed: Not Applicable

Action taken by facility: 
The facility conducted an internal investigation, and the unlicensed personnel involved were 
provided reeducation and review by the facility nursing staff, along with letters of discipline.

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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