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Finding� Not S�bstantiated

Nature of Investigation�
The Minnesota Department of Health investigated an allegation of maltreatment, in accordance
with the Minnesota Reporting of Maltreatment of V�lnerable Ad�lts Act, Minn. Stat. 626.557, 
and to eval�ate compliance with applicable licensing standards for the provider type.

Initial Investigation Allegation(s)�
The alleged perpetrator (AP), a facility �nlicensed personnel (ULP), neglected the resident when 
he failed to administer sched�led ins�lin as prescribed. As a res�lt, the resident was hospitalized
with high blood s�gar. 

Investigative Findings and Conclusion�
The Minnesota Department of Health determined neglect was not s�bstantiated. Altho�gh the 
resident was hospitalized after the AP failed to administer ins�lin, the error was an isolated 
incident. The resident was treated for high blood s�gar and ret�rned to their baseline health 
condition. 

The investigator cond�cted interviews with facility staff members, incl�ding administrative staff,
n�rsing staff, and �nlicensed staff. The investigation incl�ded review of the resident records, 
hospital records, facility internal investigation doc�mentation, facility incident reports, 
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personnel files, staff sched�les, and related facility policies and proced�res. Also, the 
investigator observed medication administration at the facility. 

The resident resided in an assisted living facility. The resident’s diagnoses incl�ded diabetes and
chronic kidney disease. The resident’s service plan incl�ded assistance with blood s�gar 
management and medication administration. The resident’s assessment indicated the resident 
was diabetic b�t did not follow a diabetic diet. The resident liked to keep ice cream in his 
apartment and tried to replace meals with ice cream, ca�sing high blood s�gar levels. The 
resident req�ired assistance with ins�lin administration and blood s�gar checks. 

The resident’s medication administration record (MAR) from the day of the incident, indicated 
the 8:00 a.m. blood s�gar check was not completed d�e to resident ref�sal. The MAR indicated 
the resident also ref�sed his H�malog (a fast-acting ins�lin) and Lant�s (a long-acting ins�lin) 
administration. 

The facility’s internal investigation indicated the AP did not administer the resident’s 8:00 a.m. 
medications, incl�ding ins�lin, or check the resident’s blood s�gar, and failed to notify the RN.
The medication error was not identified �ntil the resident’s blood s�gar was checked later that 
morning, and the monitor read that it was too high to be meas�red. The AP called the RN at 
12:05 p.m. to report the high reading and was instr�cted by the RN to check it again and call 
back. The AP called back at 12:12 p.m. and stated the reading was still high. The RN directed the
AP to �se a different blood s�gar machine and call back with the res�lt. The resident’s blood 
s�gar reading remained high. The resident reported feeling sick, was lightly sweating, and was 
sent to the emergency room. After emergency room staff called the facility to verify medication 
administration, it was discovered that the resident’s 8:00 a.m. medications, ins�lin, and blood 
s�gar check were marked as ref�sed. The internal investigation indicated administrative staff 
interviewed the AP who reported that he didn’t get to his 7:00 a.m. shift �ntil 7:45 a.m. and was
already behind and so he did not pass the morning medications. 

The resident’s medical record indicated that the day of the incident, the resident had a large 
bowl of ice cream for breakfast.

Administrative staff members stated that after the error occ�rred, they reviewed what systems 
co�ld have led to the staff member feeling too r�shed to complete medication administration. 
This incl�ded review of camera footage to see what the AP was doing d�ring the shift, analyzed 
service sched�les, and interview with other staff who worked that day. The internal 
investigation indicated the AP was asked by several coworkers to help with non�rgent tasks. 
The AP wasn’t comfortable saying no and overe�tended himself trying to help everyone before 
completing his time sensitive tasks. 

D�ring an interview, the AP stated the morning of the medication error, he was r�nning behind 
on his assigned tasks. The AP stated one resident had increased an�iety and took �p a lot of his 
time. He was not able to calm the resident down and he was also asked to help with other tasks
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thro�gho�t the facility. The AP stated he was familiar with diabetes b�t didn’t realize the 
resident was a type-one diabetic and tho�ght he wo�ld be ok to administer the ins�lin a little 
later than sched�led while he worked to catch �p on his tasks. The AP stated the resident ate a 
large bowl of ice cream for breakfast, b�t he wasn’t aware of that �ntil after he obtained the 
high blood s�gar level reading. 

In concl�sion, the Minnesota Department of Health determined neglect was not s�bstantiated. 

�Not Substantiated” means� 
An investigatory concl�sion indicating the preponderance of evidence shows that an act 
meeting the definition of maltreatment did not occ�r.

Neglect� Minnesota Statutes, section 626.5572, subdivision 17 
�Neglect” means neglect by a caregiver or self-neglect.
(a) "Caregiver neglect" means the fail�re or omission by a caregiver to s�pply a v�lnerable ad�lt
with care or services, incl�ding b�t not limited to, food, clothing, shelter, health care, or 
s�pervision which is:
(1) reasonable and necessary to obtain or maintain the v�lnerable ad�lt's physical or mental 
health or safety, considering the physical and mental capacity or dysf�nction of the v�lnerable 
ad�lt; and
(2) which is not the res�lt of an accident or therape�tic cond�ct.

Vulnerable Adult interviewed: Yes 
Family�Responsible Party interviewed: Yes 
Alleged Perpetrator interviewed: Yes

Action taken by facility� 
The facility reported the incident, s�spended the AP, and completed an internal investigation. 
The AP was retrained on medication administration and time management. 

Action taken by the Minnesota Department of Health� 
No f�rther action taken at this time. 

cc:
   The Office of Omb�dsman for Long Term Care
   The Office of Omb�dsman for Mental Health and Developmental Disabilities
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