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Investigated:
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Carver County

Facility Type: Assisted Living Facility with 
Dementia Care (ALFDC)

Evaluator’s Name: Lena Gangestad, RN
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Finding: Not Substantiated

Nature of the 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 a resident when the facility overdosed the resident with opioid pain 
medication. 

Investigative Findings and Conclusion:
The Minnesota Department of Health determined neglect was not substantiated. The facility 
administered the resident’s hydromorphone (an opioid pain medication) according to the 
medical provider’s orders.  When the resident developed symptoms of opioid side effects, the 
facility identified the concern and responded appropriately. 

The investigator conducted interviews with administrative staff. During the investigation, 
despite making multiple attempts, the investigator was unable to reach the family members, 
nurses, and unlicensed staff members. The investigation included review of resident's records, 
facility's policies and procedures, incident reports, and the resident's external medical record. 
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The investigation included an onsite visit, observations, and interactions between residents and 
facility staff.

The resident resided in an assisted living memory care unit. The resident’s service plan included 
assistance with all activities of daily living which included hygiene, dressing, toileting, and 
medications. The resident’s assessment indicated he required hand on assistance with transfer 
and mobility.

The resident's medical records indicated pain management regimen consisted of taking one 
milligram (mg) of hydromorphone orally twice a day, as well as an additional one mg tablet to 
be taken every 8 hours as needed for pain. This medication had been consistently taken by the 
resident for over a month.

The resident’s incident report indicated the resident had an unwitnessed fall and was 
subsequently transported to the hospital for treatment. Later in the evening, the resident 
returned to the facility without any documented injuries or new orders from the hospital.

The resident’s electronic medical record (EMAR) indicated no pain medication was administered
due to the resident’s return late in the evening. However, the following morning, an unlicensed 
staff member administered a scheduled dose of one mg of hydromorphone orally at 7 am, 
followed by another as-needed dose at 10:30 a.m.

The progress notes indicated the on-call registered nurse continued to receive updates 
throughout the day as the resident progressively declined and his caregivers reported shallow 
breathing. The registered nursed directed the resident back to the hospital at 6:00 p.m. 

The hospital records indicated the resident received treatment for a narcotic overdose using 
Narcan (a medication which reverses the effects of opioid medications) and the resident 
recovered. According to the resident's hospital discharge summary, it is possible that the 
accumulation in the resident's system occurred due to their advanced age and kidney disease. 
Notably, the resident did not exhibit any signs of narcotic withdrawal at the time. 

During an interview, the director of housing stated the nurse on call was notified about the 
resident’s unwitnessed fall, which led to the resident’s hospitalization. The resident did not 
spend the night at the hospital and returned to the facility later the same evening. The facility 
sent the resident back to the hospital the next day due increased lethargy after the resident 
received one as needed dose of hydromorphone, which was treated with Narcan. The diagnosis 
provided was a narcotic overdose, considering the resident's daily use of oral hydromorphone.

In conclusion, the Minnesota Department of Health determined neglect was not substantiated. 

“Not Substantiated” means: 
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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: The resident is deceased.
Family/Responsible Party interviewed: Unable to reach.
Alleged Perpetrator interviewed: Not Applicable 

Action taken by facility: 
The facility investigated the incident and sent the resident to the hospital.

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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