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Name, Address, and County of Licensee 
Investigated:
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Victoria, MN 55386-9702
Carver County

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

Evaluator’s Name: Lena Gangestad, RN
                                  Special Investigator

Finding: Inconclusive

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 alleged perpetrator (AP) neglected the resident by leaving the resident alone in the 
bathroom leading the resident to fall, hit his head, and sustained fractures. 

Investigative Findings and Conclusion:
The Minnesota Department of Health determined neglect was inconclusive. While the resident 
was left in the bathroom alone, it is unclear what the care plan instructed at the time of the 
incident. The facility responded appropriately for the suspected head injury by and sent the 
resident to the hospital for treatment. The resident received treatment for pain and returned to
the facility. 

The investigation included review of resident's records, facility's policies and procedures, 
incident reports, and the resident's external medical record. The investigation included an 
onsite visit, observations, and interactions between residents and facility staff. 
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The resident resided in an assisted living dementia care building. The resident’s diagnoses 
include dementia. The resident’s service plan included assistance with all activities of daily living
which included hygiene, dressing, transfers and toileting. The service plan also included the 
resident needed assisted of one to two person for toileting and transferring. The resident's 
assessment indicated that the resident was at a high risk of falling. 
 
The facility’s internal investigation indicated the resident was left alone in the bathroom and 
the resident fell. The same document indicated when the resident was found the was sent to 
the emergency room (ER). The same document included an image of a sign on the resident’s 
door reminding the facility staff members the resident was a high risk for falls and “staff to 
assist if resident needs to use the bathroom” while not specifically stating to not leave the 
resident alone in the bathroom. The internal investigation included a screen shot of the 
resident’s care plan which included a note to not leave the resident alone in the bathroom, but 
it was unclear whether this was added before or after the fall occurred. 

The resident’s ER records indicated the resident sustained a small abrasion on his head, a 
nondisplaced right rib fracture and lumbar fracture. The resident was not admitted to the 
hospital but received a prescription for oral narcotic pain medication and transferred back to 
the facility. 
. 
The facility’s internal investigation indicated the AP, who was an unlicensed caregiver, received 
education regarding review of the residents’ care plans. At the time of the investigation, the 
facility no longer employed the AP. 

During the investigation, despite making multiple attempts, the investigator was unable to 
reach the alleged perpetrator or other employees who worked the day of the incident. 

In conclusion, the Minnesota Department of Health determined neglect was inconclusive. 

Inconclusive: Minnesota Statutes, section 626.5572, Subdivision 11. 
"Inconclusive" means there is less than a preponderance of evidence to show that 
maltreatment did or 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.
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Vulnerable Adult interviewed: The resident is deceased.
Family/Responsible Party interviewed: Attempts to reach unsuccessful.
Alleged Perpetrator interviewed: Attempts to reach unsuccessful.

Action taken by facility: 
The internal investigation was conducted by the facility. The staff member received education 
and training regarding reviewing and following residents’ care plan. 

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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