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The Minnesota Department of Health nYQstigated an allegation of maltreatment, in accordance
with the Minnesota Reporting of tment of Vulnerable Adults Act, Minn. Stat. 626.557,

and to evaluate compliance Wit|’® iIcable licensing standards for the provider type.

X

Initial Investigation Alleg @(s):
The facility neglected %géent when they failed to provide supervision. Facility staff found the

resident unresponsi@a, all life saving measures were ineffective.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was substantiated. The facility was
responsible for the maltreatment. The resident had an extensive history of using street drugs
(fentanyl, methamphetamine) which resulted in legal requirements for treatment. His legal
commitment requirements included abstinence from street drugs or drugs not prescribed to
him. Failure to comply with the commitment requirements would have required the resident to
return to a more restrictive treatment program. The facility received this information prior to
admitting him and determined they could provide the services he required. Three months after
the resident admitted to the facility, he overdosed on street drugs, required lifesaving
measures, and recovered. The facility failed to reassess the resident after the overdose with
evaluation of current measures to keep him safe for effectiveness and implement increased
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monitoring with specific instructions for staff to follow when the resident used drugs. He
continued to use street drugs and died from a drug overdose three months after his first
overdose at the facility. Multiple systemic facility failures contributed to the lack of oversight,
supervision and attempts to comply with the resident’s legal requirements.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted a case worker. The investigation
included review of the resident records, death record, hospital records, facility incident reports,
personnel files, court documents, law enforcement reports, and related facility policy and
procedures. Also, the investigator toured the facility and observed staffing levels and
documentation systems.

The resident resided in an assisted living facility. The resident’s diagnoseﬁ\cluded opioid
(fentanyl) dependency. The resident resided in a basement bedroom @ facility. The
resident’s service plan included assistance with behavior manage%éﬁ(.

Prior to the resident’s admission to the facility, the resident @t an intensive residential
treatment service (IRTS) facility. The resident’s mental h ommitment and treatment
program discharge orders indicated conditions of disc gr? required the resident to take his
medications as prescribed, maintain safety and w , abstain from alcohol, illegal drugs
and medications not prescribed to him. Violatio %e terms required the resident to return to
a more restrictive setting if he was not in aggﬁ@ﬂ with treatment or if there was a concern
about his safety due to mental illness and/ nsequences of substance abuse. The resident
remained on those requirements thro @ﬂ» duration at the facility.

During an interview, a case man |d the resident had an extensive history of drug use
(including fentanyl) and multl% eractions with law enforcement for criminal acts, mostly
drug related. The case man aid the court system determined the resident required a

“commitment” (manda c(}reatment) The case manager said when the resident was ready to
discharge from the | cility, she met with the leadership from the assisted living facility to
discuss his needs. Th&case manager said she gave the facility leadership the resident’s court
documents, hospital records, and IRTS records. The case manager said the facility accepted the
resident for admission.

The resident’s admission nursing assessment indicated the resident had a history of
opioid-induced psychotic disorder (severe mental health condition) with hallucinations and
psychoactive substance abuse (compulsion to take drugs). The resident lived at an IRTS facility
before admission. The assessment indicated the resident did not have a history of elopement
attempts, however, also indicated the resident had a history of elopement and leaving the
property. Interventions to manage elopement included staff to remind him to let them know
when he was leaving, remind him to charge his cellphone, and make sure windows were
secured to provide a safe environment. The assessment indicated the resident used "street
drugs,” had overdosed with unknown drugs and required hospitalization. Interventions to
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manage his drug use included safety checks and report unusual behaviors. The assessment
failed to identify the frequency of safety checks or specify the resident’s signs and symptoms of
drug use for staff to monitor and report. Although the assessment indicated nurse completed
the assessment in person, the assessment also included the nurse’s handwritten signature with
the electronic date after the investigator’s onsite visit to the facility.

The resident’s care plan indicated he had a history of elopements from the facility but failed to
indicate if he should not leave the facility unattended. The care plan lacked indication the
actions staff should take upon his return to the facility if he left unattended. The care plan failed
to identify the frequency of safety checks.

The resident’s individual abuse prevention plan (IAPP) indicated the resident used street drugs,
and overdosed from using them. The IAPP indicated the resident requir afety checks, but
failed to identify the frequency of safety checks. The IAPP failed to id eﬁthe resident’s signs
of drug use and specific actions for staff to take when the residen drugs.

The resident’s service plan indicated the facility would provi(@g(lous behavior management,
none of which identified to monitor for drug use. The be @: management services were
scheduled two to three times per day (once per shift). ervice plan lacked a service for

safety checks. E

An incident report approximately three mon& er admission, indicated staff members found
the resident unconscious in his bedroom agd.called emergency services (911). The report

indicated the resident did not have a p nd required cardiopulmonary resuscitation (CPR).
The resident required Narcan (mediga¥gn used to reverse opioid overdose). The resident was
hospitalized. %\

Law enforcement records i ted staff told law enforcement they gave the resident two shots

consistent with stre s and drug paraphernalia in the resident's room. Additional records
indicated the substar’es were fentanyl, methamphetamine, marijuana, and olanzapine
(anti-psychotic drug).

of Narcan, but they wer;@sure if they did it correctly. Law enforcement found substances

Hospital records indicated the resident had a fentanyl overdose and acute (sudden) hypoxic
respiratory failure (low oxygen levels). The resident also had lung injury/pneumonia, and
pulmonary edema (fluid in lungs). Hospital records indicated the resident had a history of
multiple incidences of drug overdoses from fentanyl. The records indicated the resident left the
hospital against medical advice and returned to the licensee.

The resident’s record lacked a nursing assessment after the resident’s drug overdose and
hospitalization and therefore no new interventions to try and prevent another overdose were
implemented. The resident’s service plan remained unchanged and had no services for safety
checks.
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Law enforcement records indicated 13 days later, the facility staff contacted law enforcement
because they found a baggie of white substance in the resident’s room. The manager stated he
completed periodic room checks. The resident said the substance was from another individual
who visited him the day prior. The manager told law enforcement whenever the resident was
with that individual he came back to the facility “high.” Law enforcement determined the
substance was a substantial amount of fentanyl.

A week later, the nurse completed a routine 90 day assessment. The assessment indicated the
resident had an emergency room visit due to a drug overdose and the physician prescribed
Narcan. The resident’s safety section, vulnerability section and cognitive/behavior sections of
the assessment had the same verbatim language as the admission assessment. The assessment
failed to evaluate current interventions for effectiveness nor identify neyainterventions to
implement to try to prevent the resident’s drug use when the residenQ/ mmitment order
required him to abstain from drug use. é

Service delivery records and progress notes reviewed indica&additional behavior
management service, for self-injurious behavior was addég@_monitor three times a day, once

per shift. Q‘

Progress notes reviewed two and a half months o the resident’s death indicated he had
no behaviors, including elopement and self-i/rjk s behavior. Which was inconsistent with an
incident report and the facility staff intervivg egarding his behaviors.

An incident report one month after day assessment, indicated the resident eloped from
the facility when he got into som s car and they drove off. The report lacked indication
how long the resident was gon hen he returned. The progress notes from this date failed
to included any notes durin shift of the elopement. The evening shift notes failed to have
any information about&mdent’s elopement or follow up on the resident’s status.

An incident report tWQ weeks later indicated the manager called an ambulance because the
resident had chest pain. The report lacked further information about what occurred. The
progress notes lacked any information about this incident.

The resident record lacked nursing follow up on the resident’s elopement and chest pain
needing medical response. The facility failed to provide any records or documentation of
communication with the resident’s physician after his overdose, about any drug use or efforts
made to comply with his legal requirements of moving the resident back to a more restrictive
facility due to his non-compliance with abstaining from drug use.

An incident report one month later, indicated staff found the resident in his bedroom without a
pulse and staff started CPR. Emergency responders determined the resident was deceased.
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Law enforcement records indicated the manager told them he checked on the resident about
an hour before the other staff member found him and he was breathing. Law enforcement
records indicated the resident’s body did not appear consistent with the managers timeline
because the resident’s body had significant rigor mortis (body stiffness which occurs six to
twelve hours after death). Law enforcement records indicated the resident had burnt tinfoil
with white-like substance inside, along with a straw on his bed. Law enforcement records
indicated they asked the manager for the facility video footage; however, the records lacked
any indication the manager provided video footage.

The medical examiner report indicated the resident died due to an overdose of fentanyl and
methamphetamines.

During an interview, a case manager said after admission, the resident ﬁdosed on drugs, so
she met with facility leadership again to discuss the resident’s care neé( hich included closer
supervision. The case manager said facility staff also found drugs ahyl) in the resident’s

room. 0@

During an interview, a staff member said the resident liv (@3 basement bedroom at the
facility. The staff member said the resident frequentl@d the facility by a climbing out a
basement window. The staff member said he thougqt ¥e resident got substances from the
individuals who lived across the street, so he w %r the facility across the street to speak to
their staff. The staff member said he worked ening before the resident died, and nothing
seemed unusual about the resident’s behagr.* The staff member said the resident left the
facility for short periods, but always re . The staff member said he checked on the
resident hourly during his shift. The édent was sleeping in his bed when he left the facility at

the end of his shift. %\

During an interview, a facili@mager said the resident lived at an IRTS facility, then left and
stayed with a family membegr prior to admission. The manager said he met with the resident
and his case manage to accepting him for admission. The manager said the resident
required staff to obs&ve and re-direct his behaviors, give him medications, and take him to
medical appointments. The manager said initially the resident could leave the facility
unattended. The manager said one night the resident returned late in the night/early morning
and went downstairs to his bedroom. Staff found him unconscious, lying on the floor. The
manager said they gave the resident Narcan and called emergency services (911). The manager
said the resident required life saving measures including CPR and hospitalization. The manager
said the resident overdosed on fentanyl, but he returned to the facility. The manager said he
met with the resident and his case manager after this incident and convinced the resident not
to leave the facility unattended. The manager said the resident did not receive drug treatment;
however, he did complete the required assessment, so they were in the process of looking for
his treatment options. The manager said he worked during the night prior to the resident’s
death. The manager said he took the resident to a local gas station late in the night because the
resident wanted to buy snacks. The manager said he did not go into the store with him, but
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watched him the whole time and could see him buy his snacks. The manager said he took the
resident back to the facility and checked on him approximately three hours later and found him
sleeping in his bed. The manager said he “peeked in” on the resident about two hours later and
saw the same thing. An hour later, another staff member entered the facility and checked on
the resident and found him unresponsive. The manager said he was still at the facility, so he
went downstairs. The manager said the resident was unconscious, so they called 911 and
followed their instructions. The manager said he gave the resident Narcan and started CPR. The
manager said when 911 responders arrived they were unable to revive the resident and
determined he was deceased.

The facility nurse declined the interview but had stated she did not complete any additional
nursing assessments after the 90 day assessment.

In conclusion, the Minnesota Department of Health determined negl Qs substantiated.

Substantiated: Minnesota Statutes, section 626.5572, Subdivi% 9.
“Substantiated” means a preponderance of evidence shows n act that meets the

G
&

sion 17

definition of maltreatment occurred.

Neglect: Minnesota Statutes, section 626.5572, su
“Neglect” means neglect by a caregiver or self-n
(a) "Caregiver neglect" means the failure or gpN
with care or services, including but not limt
supervision which is: Q~

(1) reasonable and necessary to obtai maintain the vulnerable adult's physical or mental
health or safety, considering the al and mental capacity or dysfunction of the vulnerable
adult; and ‘pO

(2) which is not the result o@ ccident or therapeutic conduct.

Vulnerable Adult in@wed: No. Deceased.
Family/Responsible Marty interviewed: Yes.

Alleged Perpetrator interviewed: Not Applicable.

n by a caregiver to supply a vulnerable adult
o, food, clothing, shelter, health care, or

Action taken by facility:
The facility called 911 then they found him unresponsive and attempted life saving measures.

Action taken by the Minnesota Department of Health:
The responsible party will be notified of their right to appeal the maltreatment finding.

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

https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html
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If you are viewing this report on the MDH website, please see the attached Statement of
Deficiencies.

You may also call 651-201-4200 to receive a copy via mail or email

cC:
The Office of Ombudsman for Long Term Care
The Office of Ombudsman for Mental Health and Developmental Disabilities
Hennepin County Attorney
Brooklyn Park City Attorney
Brooklyn Park Police Department

Minnesota Board of Executives for Long Term Services and SU@Q
Minnesota Board of Nursing
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01620| 144G.70 Subd. 2 (c-e) Initial reviews, 01620

SS=J| assessments, and monitoring

(a) Residents who are not receiving any assisted
living services shall not be required to undergo an
Initial nursing assessment. Q
(b) An assisted living facility shall conduct a &@
nursing assessment by a registered nurse of the

physical and cognitive needs of the prospective %
resident and propose a temporary service plan 0@
prior to the date on which a prospective resident

executes a contract with a facility or the date on é)‘

which a prospective resident moves in, whichever
Is earlier. |If necessitated by either the geographic

distance between the prospective resident and %
the facility, or urgent or unexpected O
circumstances, the assessment may be ,Q

conducted using telecommunication methods

based on practice standards that meet the Qy
resident’'s needs and reflect person—center%
planning and care delivery.

(c) Resident reassessment and moni%ﬁQ ust

be conducted by a registered nurse
(1) no more than 14 calendar d r initiation
of services:

(2) as needed based on chargep In the resident's
heeds: and Q

(3) at least every 90 ca@d&r days.

(d) Sections of the reassessment and monitoring
In paragraph (c) may be completed by a licensed
practical nurse as allowed under the Nurse
Practice Act in sections 148.171 to 148.285. A
registered nurse must review the findings as part
of the resident's reassessment.

(e) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (9), the facility shall complete an
Individualized initial review of the resident's needs
and preferences. The Initial review must be

Minnesota Department of Health
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completed within 30 calendar days of the start of
services. Resident monitoring and review must
be conducted as needed based on changes in
the needs of the resident and cannot exceed 90
calendar days from the date of the last review.
(F) A facility must inform the prospective resident Q
of the availablility of and contact information for &@
long-term care consultation services under

section 256B.0911, prior to the date on which a %
prospective resident executes a contract with a 0@
facility or the date on which a prospective

resident moves in, whichever Is earlier. é)‘

This MN Requirement Is not met as evidenced

by: %
Based on interview and record review, the O
licensee failed to conduct change of condition &\
nursing assessments to address drug seeking

behavior and street drug overdoses for one o v
one resident (R1) with records reviewed. @

Because of this fallure, the licensee did
Implement further services to identify itigate
the risks of R1's behavior. R1 died drug
overdose (fentanyl, and metha Ine).

This practice resulted in a | @our violation (a
violation that harmed a rg@dent's health or safety,
not including serious In r death, or a violation
that was likely to lead to serious injury or death)
and was Issued at an isolated scope (when one
or a limited number of residents are affected or
one or a limited number of staff are involved, or
the situation has occurred only occasionally).

The findings Include:

R1's discharge orders from a state operated
treatment program dated November 6, 2024,
Indicated R1 was on a commitment order as the
result of several criminal charges that led to a
Minnesota Department of Health
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Rule 20 determination (time served can be done
In a mental health treatment facility) and found
Incompetent. Conditions of discharge required R1
to take his medications as prescribed, maintain
safety and well being, abstain from alcohol, illegal
drugs and medications not prescribed to him. Q
Violation of the terms requires a more restrictive &@
settings and not in agreement with treatment or if

there was a concern about R1's safety due to %
mental illness and/or consequences of substance 0@
abuse. The provisional discharge may be

extended by the court. é)‘

Court records dated March 4, 2025, indicated
after a six month review, a law judge determined %
to continued R1's commitment order with an

expiration date of August 25, 2025. ,QO

R1 admitted into the licensee on June 16, 20 v
for diagnoses including opioid dependence %
depressive disorder, and generalized an&
disorder. 6\

R1's service plan dated June 17 . N29,

(addendum to Contract) indic @ | required
behavior management for ggitajon, socialization,
anxiety, orientation, psy I$, wandering,

aggression, property d tion, repetitive
behaviors, and verbal aggression. The service
plan indicated the frequency for these services
was two to three times per day. The service plan
lacked indication or specification of services to

manage drug seeking behavior and/or street drug
use.

No further service plan addendums provided.

R1's admission nursing assessment dated June
17, 2025, Indicated R1 admitted from an intensive
residential treatment services (IRTS) facility. The
Minnesota Department of Health
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nursing assessment indicated R1's history
Included opioid-induced psychotic disorder with
hallucinations, psychoactive substance abuse,
and generalized anxiety disorder. The
assessment indicated R1 did not have a history of
elopement attempts, however, the assessment Q
also indicated R1 had a history of elopement and &@
leaving the property. Interventions to manage

elopement included for staff to remind him to let %

them know when he was leaving, remind him to 0@
charge his cellphone, and make sure windows

are secured to provide a safe environment, but do é)‘

not disturb him when he was listening to music.
The assessment indicated R1 used "street drugs”

and had overdosed with unknown drugs and %
required hospitalization. Interventions to manage O
his drug use included safety checks. The ,Q

assessment failed to identify the frequency of

safety checks. Although the assessment g
Indicated registered nurse (RN)-D complet%
assessment in person, the assessment

included RN-D's handwritten signatu@( he

electronic date of April 9, 2026. %

Court records dated August 2 , Indicated a
law judge determined R1 wa§ ajchemically
dependent person. The @ Indicated R1 was
"likely to attempt to ph harm himself or
others"” and risk for self neglect with failing to
provide himself with food, clothing, shelter and
medical care. The court extended the terms of his
commitment until August 21, 2026.

Incident report dated September 5, 2025, at 4:42
a.m., Indicated staff members found R1
unconscious In his bedroom and called
emergency services (911). The report indicated
R1 did not have a pulse and required
cardiopulmonary resuscitation (CPR). R1
required Narcan (medication used to reverse
Minnesota Department of Health
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opioid overdose). R1 was hospitalized.

Law enforcement records dated September 3,
2025, Indicated R1 was In his downstairs
bedroom when law enforcement arrived. R1 was
unconscious and required CPR. Licensee staff Q
told law enforcement they gave R1 two shots of &@
Narcan, but they were unsure they did it correctly.

Law enforcement found substances consistent %

with street drugs and drug paraphernalia in R1's 0@
room. Additional records indicated the

substances were fentanyl, methamphetamine, é)’

marijuana, and olanzapine (anti-psychotic drug).

Indicated R1 had a fentanyl overdose and acute

(sudden) hypoxic respiratory failure (low oxygen ,Q
levels). R1 also had lung injury/pneumonia, and v

pulmonary edema (fluid in lungs). Hospital Q_
records indicated R1's medical diagnoses @
Included schizophrenia, bipolar disorder
polysubstance use disorder, and muli }\Q

Hospital records dated September 5, 2025, O%

Incidences of drug overdoses from nyl. The
records indicated R1 left the ho gainst
licensee.

medical advice and returned &)
R1's record lacked a nurt ssessment
following his hospitaliz&gfﬁd drug overdose.
Law enforcement records dated September 18,
2025, indicated the licensee contacted law
enforcement because they found a baggie of
white substance in R1's room. Law enforcement
went to the facility and licensed assisted living
director (LALD)-A told them he completed
"periodic room checks"” and found the substance
In R1's room. LALD-A told law enforcement R1
had a prior drug overdose. The records indicated
R1 told them the substance was from another
Individual who visited with him previously in the

Minnesota Department of Health
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day. LALD-Atold officers whenever R1 was with
this individual, he came back "high." Law
enforcement records indicated they determined
the substance was a substantial amount (two
grams) of fentanyl.

Nursing assessment dated September 25, 2025, &@Q
Indicated RN-D completed a routine (required)

90-day nursing assessment. The assessment %
contained a section titled, "Summary” which 0@
Indicated R1 had an emergency room visit due to

a drug overdose. The summary indicated é)‘

physician's prescribed Narcan. The assessment
Indicated RN-D made no further changes to R1's
elopement, or drug use interventions. This %
assessment failed to identify diagnoses as O
Indicated in the hospital records. This &\
assessment failed to identify R1 had a court

appointed commitment. The nursing assesanR
falled to include updated, person centered@
Individualized interventions to address I@
Increasing drug seeking behavior ant%\

elopements. E

Incident report dated October @025, Indicated
R1 eloped. The report indi éd)m got into
someone's car, and the off. The Incident
report indicated unlice ersonnel (ULP)-B
told M-A about the elopement. The incident report
lacked further details about R1's elopement
length or when he returned.

Incident report dated November 15, 2025, at 1:50
a.m., Indicated LALD-A called an ambulance
because R1 had chest pain. The report lacked
further information regarding what occurred.

R1's record lacked a nursing assessment
following R1's elopement and for reported chest
pain heeding medical response.

Minnesota Department of Health
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Incident report dated December 14, 2025, at 8:10
m., Indicated facility staff found R1 in his

bedroom. R1 did not have a pulse and staff

Initiated CPR. The report indicated emergency

responders determined R1 was deceased. @Q

Law enforcement records dated December 14,
2025, Indicated R1 was In his downstairs %
basement bedroom when they arrived. The 0@
records indicated R1's body was in rigor mortis

(body stiffening usually around six to twelve hours é)‘

after death). Law enforcement found a burnt
tinfoil with white substance and other drug

paraphernalia on R1's bed. %

On April 9, 2026, at 10:31 a.m., case manager &\O
(CM)-F sald R1 had an extenswe history of drug

use (Including fentanyl) and multiple mteractl(Q~

with law enforcement for criminal acts, mo

drug related. CM-F said the court syste
determined R1 required a "commitm

(mandatory treatment). CM-F said 1 was

ready to discharge from the IRT ity, she met
with leadership from the assis Ing facility to
sfhe

discuss his needs. CM-F s3l gave the
facility leadership R1's ¢ cuments, hospital
records, and IRTS rec ~CM-F said the facility

accepted him for admission. After admission, R1
overdosed on drugs, so she met with facility
leadership again to discuss his needs. CM-F said
they discussed R1 needed closer supervision.
CM-F said facility staff also found drugs (fentanyl)
In R1's room.

On April 9, 2026, at 12:04 p.m., ULP-B said R1's
behavior escalated about one month after
admission. R1 frequently eloped out of a window
In the basement and "ran away.”" ULP-B said he
thought R1 got substances (drugs) from

Minnesota Department of Health
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Individuals who lived across the street, so he
went over to the facility across the street and
spoke to their staff about it. ULP-B said he
completed hourly safety checks after R1's initial
drug overdose at the facility. ULP-B said he told

RN-D about R1's behaviors and received verbal @Q

Instructions to "watch"” him and to call 911 iIf
heeded.

On April 14, 2026, at 10:53 a.m., RN-D said she 0@

completed R1's nursing admission assessment

on June 17, 2025, his required 14 day é)’

assessment on July 1, 2025, and his 90-day
assessment on September 25, 2025. RN-D said

she did not complete any additional nursing %
assessments prior to R1's death. O

The licensee’s policy titled, Initial and On-going &
Nursing Assessment of Resident's Under ther

Comprehensive Licensed Agency, no date
Indicated the licensee registered nurse

complete comprehensive nursing ass nts of
the resident's physical, mental, and Itive
needs as required including cha condition.
TIME PERIOD FOR COR ON: SEVEN (7)
DAYS.

Q.

02360| 144G .91 Subd. 8 Freedom from maltreatment 02360

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(s)
reviewed (R1) was free from maltreatment.

Minnesota Department of Health
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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
occurred at the facility. Please refer to the public
maltreatment report for details.
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