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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Many

Provide and implement an infection prevention and control program.

42075

Based on observation, interview and document review, the facility failed to report an outbreak of nausea, 
vomiting and/or diarrhea for 6 of 6 residents (R38, R9, R36, R13, R35, R33) to the Minnesota Department of 
Health (MDH). This had the potential to affect all residents residing in the facility.

Findings include:

The facility provided undated and untitled symptom tracker identified the following: 

- 1/23/25, R38 developed symptoms of upset stomach and emesis and was immediately placed on contact 
precautions and attempted to keep the resident in her room. R38 was tested and negative for Influenza A 
and B, RSV, and COVID-19 (respiratory panel). 

- 1/25/25, R9 developed upset stomach, diarrhea and low grade temperature. R9 was immediately placed on 
contact precautions, tested and was negative for respiratory panel. 

- 1/25/25, R36 developed upset stomach, diarrhea and low grade temperature. R36 was immediately placed 
on contact precautions, tested and was negative for respiratory panel. 

- 1/26/25, R13 developed emesis, loose stools and low grade temperature. R13 was immediately placed on 
contact precautions, tested and was negative for respiratory panel. 

- 1/26/25, R33 developed dry heaves, vomiting and diarrhea. R33 was immediately placed on contact 
precautions, had a negative COVID-19 test and respiratory panel was pending. 

- 1/26/25, R35 developed symptoms of emesis and low grade fever. R35 was immediately placed on contact 
precautions, however, did not have a respiratory panel because she displayed the same symptoms of the 
other residents and they were negative

On 1/27/25 at 3:36 p.m., the director of nursing (DON) stated there were several residents that developed 
symptoms of gastrointestinal (GI) illness over the weekend and were placed on contact precautions. The 
DON stated the facility follows MDH guidance for reporting communicable diseases. There were no staff that 
had developed symptoms. The DON further stated she had not reported the outbreak to MDH because she 
thought it was a simple GI illness because symptoms were resolving or resolved, and because the illness 
was in the community and was just the stomach flu.
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The facility Communicable Disease Reporting policy dated 8/26/24, identified communicable diseases shall 
be reported to the MDH and referred to the form Diseases Reportable to the MDH.

The 2024-2025 MDH Norovirus Information for Long Term Care Facilities identified, individual cases of 
norovirus infection are not reportable in Minnesota. However, possible outbreaks of multiple cases 

with norovirus-like symptoms must be reported. They can be reported to the health department by phone or 
email.
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