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1309 14th Street
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Carlton County

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

Evaluator’s Name: 
Jana Wegener, RN, Special Investigator

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 and alleged perpetrators (AP) neglected the resident when they failed to administer 
the residents end of life comfort medications according to the physician orders. As a result, the 
resident was very agitated and in pain while dying.

Investigative Findings and Conclusion:
The Minnesota Department of Health determined neglect was not substantiated. The resident 
received end of life care with pain medication administered as prescribed. The evening prior to 
the resident’s death the resident was administered a lower dose of Ativan (antianxiety) than 
prescribed, and two additional as needed (PRN) doses of Ativan during the same shift. The error
was identified, and the resident continued to have restlessness and anxiety despite the correct 
dose being administered after the error occurred. The day the resident died the record 
indicated medications provided were effective and the resident was resting comfortably. The 
investigation identified no additional medication errors.  



Page 2 of 3

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted hospice, and the resident’s 
family. The investigation included a review of the resident’s progress notes, medication 
administration record (MAR), plan of care, service agreement, service delivery record, hospice 
records, hospice notes, communication notes, employee records, lab/radiology report, and 
physician orders. In addition, observations were completed of the facility medication 
administration system. 

The resident resided in an assisted living facility memory care unit with diagnoses including 
prostate cancer, heart disease, and hypertension. The resident’s service plan included 
assistance with medication management and administration services.  The resident’s record 
indicated the resident was cognitively impaired and received hospice end of life care.

A medication error report the night prior to the resident’s death indicated the resident was 
prescribed Ativan 1 mg scheduled every two hours, and hourly PRN (as needed). The resident 
was administered one 0.5mg Ativan tablet instead of two tablets for three scheduled nighttime 
doses. The report indicated the resident was administered two additional PRN doses of 0.5 mg 
Ativan during the shift.   

The resident’s medication administration summary notes indicated after the resident received 
the full scheduled doses of Ativan, he continued to be restless and anxious.  The summary 
indicated the day the resident died he was receiving both scheduled and PRN medications for 
pain, anxiety, and restlessness. The summary notes indicated the medications were effective 
with the resident response documented as resting comfortably and sleeping.

The resident record indicated ongoing pain and anxiety medication adjustments and changes 
were made with hospice for management of the resident’s symptoms. The resident’s MAR 
indicated the resident was prescribed and received Haldol (antipsychotic prescribed for anxiety 
and restlessness) and Dilaudid (pain medication). A nurses note indicated the resident was 
experiencing terminal restlessness (a distressing form of delirium that sometimes occurs in 
dying patients).  The investigation identified no other medication administration errors occurred
prior to the resident’s death.

When interviewed the AP’s stated they worked closely with hospice and made multiple 
medication adjustments and changes during the end of the resident’s life to help with comfort 
and for symptom management when he was dying. The AP’s stated the resident experienced 
terminal restlessness, but the resident was comfortable at the end of his life.   
 
When interviewed the resident’s family member stated the resident had pain after he sustained
a hip fracture a few days prior to his death. The family member stated staff did not administer 
the correct dose of Dilaudid pain medication the night before he died. 
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A review of the resident’s record and radiology report indicated the resident had no fracture, 
and no error in administration of Dilaudid pain medication occurred. 

When interviewed staff stated the resident had confusion and restlessness at the end of his life.
Staff stated the resident did not appear to be in pain and was comfortable when he passed 
away. 

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:
(a) 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.
(b) The absence or likelihood of absence of care or services, including but not limited to, food, 
clothing, shelter, health care, or supervision necessary to maintain the physical and mental 
health of the vulnerable adult which a reasonable person would deem essential to obtain or 
maintain the vulnerable adult's health, safety, or comfort considering the physical or mental 
capacity or dysfunction of the vulnerable adult.

Vulnerable Adult interviewed: No, deceased
Family/Responsible Party interviewed: Yes 
Alleged Perpetrator interviewed: Yes.  the 

Action taken by facility: 
The facility investigated the medication error, provided education and coaching to the staff who
made the error, and collaborated with hospice services for ongoing medication changes for the 
resident when he was dying.  

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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