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Finding: Substantiated, facility responsibility Q

Nature of Investigation: The Minnesota D®$ tment of Health investigated an allegation of

maltreatment, in accordance with the I‘@wesota Reporting of Maltreatment of Vulnerable
Adults Act, Minn. Stat. 626.557, an@{valuate compliance with applicable licensing standards

for the provider type. 2

Initial Investigation AIIeg he facility neglected the resident when it did not verify his
whereabouts while per mmg safety checks. The resident was not in his room but had left the
building, not dresse&/@the cold weather, and found deceased outside in the neighborhood.

Investigative gs and Conclusion: The Minnesota Department of Health determined
neglect wa Stantiated. The facility was responsible for the maltreatment. The resident was
observed increased confusion and later during overnight safety checks was not found in his
room. The facility did not initiate a search for the missing resident and remained unaware of his
whereabouts until the next morning when police contacted the facility. The resident had been
found deceased outside in the neighborhood.

The investigator conducted interviews with facility staff members, including nursing and
unlicensed staff. The investigator contacted law enforcement and the case worker. The
investigation included review of the resident record, death record, clinical records, facility
internal investigation, facility incident reports, staff schedules, law enforcement report, and
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related facility policy and procedures. Also, the investigator observed resident activity and staff
interactions with residents at the facility as well as the location and functions of the exit doors.

The resident resided in an assisted living facility. The resident’s diagnoses included diabetes,
lung and heart disease. His vulnerability assessment indicated he was legally blind, had an
unsteady gait and used a cane for assistance. The cognitive assessment indicated the resident
was alert and oriented with poor decision making and safety awareness but able to understand
directions. The resident was given reminders to sign out if he planned to leave the facility.

4

The resident’s service delivery record indicated the resident had scheduled toileti minders,
vulnerability, behavior and safety checks at 10:30 p.m., 11:00 p.m., 12:00 a.m., a.m., 4:00
a.m., and 6:00 a.m. The service checkoff record indicated safety checks wer ‘SQ duled to see
that the resident was safe or needed assistance with toileting or getting Vk. Under the
section titled behavior management, it indicated the resident at times&#g hot sign out when he

left the facility, and frequently went for walks to a relative’s houss tQI'CaIIy every Sunday for a

few hours to visit.
O

An incident report dated several months prior to the resi é&s death, indicated police were

called to assist to locate the resident when staff thou wandered out of the building and
could not be located. The same document indicate cerns were raised if the resident could
safely go out into the community alone and that id not sign out before leaving the facility.

After investigating the incident, the facility n @t at family said the resident had always gone
for walks in the afternoon and evening an %e'n visited a niece who lived in the neighborhood.
The resident was encouraged to sign%/ n leaving the building after the incident.

The elopement risk evaluation ass«%nent indicated the resident did not wander and was not

an elopement risk.
X

The progress notes indicated the resident had two falls within ten days prior to the incident.
The same documerrcé?| ated a cat had been found living in the resident’s apartment and his

family was contac ue to the facility was pet free.
One Decem ening, facility staff observed the resident walking around confused, carrying a
catand a point trying to go outside not dressed for the cold weather. The resident’s

behavior was not reported or communicated as concerning. Later that night, facility staff
observed the resident was not in his room during safety checks. The sigh out log was checked to
see if he logged himself out of the facility, but he had not. The facility remained unaware of the
residents whereabouts the police contacted the facility at 6:00 a.m. the following morning
saying the resident had been found dead in the neighborhood.

The facility internal investigation record indicated the evening caregiver observed the resident
was in the hallway carrying a cat and said he was waiting for his brother to arrive to get the cat.
The document indicated the caregiver said he seemed confused and appeared to be heading
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outside. The same document indicated the night staff caregiver did not receive any concerning
report from evening staff and did the overnight round but did not find the resident in his room
nor had the resident complete the sign out log.

Later a review of facility security video for this evening showed the resident walking in the
hallways carrying a cat and at 9:42 p.m. the resident exited the side entrance door of the
building with the cat.

The resident’s death record indicated the cause of death was environmental cold exposure.

D

During an interview, a staff caregiver stated the resident showed signs of confu
evening when he kept coming out of his room often carrying a black cat an Ih&ng for his
brother. The caregiver stated at one point she stopped him from going optsN€ through the side
exit door, advised the resident to go back to his room to wait there, a resident was
compliant with her directions. The caregiver stated she completed a@'ra safety check before
going home that shift and the resident was in his room at thatb@

During an interview, a nurse stated the staff working tha Kﬁh\tcompleted the safety checks
and followed the facility policy. The nurse stated after %sident’s death, the facility policy
had been revised to include steps to locate and veri ere all residents are if they are not
accounted for during a safety check and all staff trained on the new policy.

During the investigative interview, a famil@%ber stated he was unaware of the cat in the
resident’s apartment until the facility c im the day before the resident’s death and
informed him of the issue. The fami ber stated that the resident could come and go
freely from the building, but he de'not go out in the night alone in cold weather. The family
member denied there was fam@-specifically a niece, which lived in town that he would have

walked to. QO

In conclusion, the Mi@ta Department of Health determined neglect was substantiated.

N%

esota Statutes, section 626.5572, Subdivision 19.
eans a preponderance of evidence shows that an act that meets the
altreatment occurred.

Substantiated:
“Substantia
definitio

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
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(2) which is not the result of an accident or therapeutic conduct.

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

Action taken by facility: The facility made updates to the missing resident facility policy and
provided all staff training on the policy.

Action taken by the Minnesota Department of Health: The responsible party will @otified of
their right to appeal the maltreatment finding. AQ/

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

https://www.health.state.mn.us/facilities/reguIation/directory/@compselect.htmI

O

If you are viewing this report on the MDH website, please ég e attached Statement of

Deficiencies. Q~?“

You may also call 651-201-4200 to receive a cop\\@?(ail or email

S
>

cc:
Office of Ombudsman for Lo Care
Office of Ombudsman for | Health and Developmental Disabilities

Anoka County Attorneyg_
Coon Rapids City At
Coon Rapids Po% epartment
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Residents have the right to be free from physical,
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
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

maltreatment report for details.

occurred at the facility. Please refer to the public s%
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