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Dementia Care (ALFDC)

Evaluator’s Name: Brandon Martfeld, RN
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Finding: Substantiated, individual responsibility

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):
An unknown staff member neglected a resident after the resident fell. The resident sustained a 
bruised face, and right arm and neck pain after the fall. 

Investigative Findings and Conclusion:
The Minnesota Department of Health determined neglect was substantiated. During the 
investigation, an alleged preparator (AP) was identified, and the AP was responsible for the 
maltreatment. The AP assisted the resident off the floor following a fall and failed to notify the 
nurse following the fall.  After approximately 10 hours the nurse became aware of the fall and 
arranged for the resident to be evaluated at a hospital. The resident was diagnosed with a 
fractured neck and a fractured right arm. 

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator also interviewed the resident and the 
resident’s family members. The investigator attempted multiple times to contact the AP. The 
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investigation included review of the resident’s medical record, AP personnel record, facility 
investigation, hospital records and policies and procedures. Also, the investigator completed a 
facility tour. 

The resident resided in an assisted living facility. The resident’s diagnoses included diabetes 
with neuropathy (numbness of both hands and feet), fibromyalgia (widespread musculoskeletal 
pain), and tremors. The resident’s assessment indicated the resident was independent with 
transfers and walking. The resident’s service plan indicated the resident used a four wheeled 
walker independently within the apartment and was alert and oriented.  

The facility’s progress notes indicated one morning when dispensing medications to the 
resident, unlicensed personnel discovered a bruise on the resident’s forehead and a bloody big 
toe. The resident stated the previous night when she stood to go to the bathroom, the 
resident’s legs became weak, and she fell. The resident was complaining of right arm and neck 
pain and the resident was sent to the hospital.

The facility investigation indicated one mid-morning., the day shift unlicensed personnel (ULP) 
observed the resident with a large bruise to her forehead, blood on the floor and a missing 
toenail. The resident reported during the night, she fell, pressed her call pendant and two staff 
assisted her off the floor. The resident reported neck pain to the ULP, and the nurse arranged 
for the resident to be evaluated at a hospital. During the facility investigation, it was 
determined the resident fell on the overnight shift, and the AP did not report the fall to the 
nurse.

During an interview, the resident stated she fell forward out of her recliner chair and landed on 
her forehead. 

During an interview, the day shift ULP stated the resident was complaining of toe and neck pain.
The resident stated she fell during the night and overnight staff assisted her off the floor. The 
ULP stated there was no report from the AP of the resident’s fall. The ULP stated new 
employees were educated during orientation that when a resident falls, the nurse must be 
notified.  

During an interview, another ULP stated she worked at another area of the facility during the 
night shift when the AP contacted her to assist getting the resident up from the floor. The ULP 
stated she assisted the AP getting the resident off the floor and returned to her assigned area. 
The ULP stated, the AP was responsible for the resident’s care and to notify the nurse of the 
resident’s fall.    

During an interview, the nurse stated she was notified by the day shift ULP of the resident’s fall 
the previous night. The nurse stated when entering the room, the resident had a bruise to her 
forehead and a bleeding toe. The nurse stated the resident complained of neck and arm pain. 
The nurse stated she arranged for the resident to be evaluated at a hospital. The nurse stated 
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following a resident fall, staff were educated to notify a nurse of the fall. The nurse stated the 
AP failed to notify the nurse of the resident’s fall.

During an interview, facility leadership stated they reviewed the call pendent log from the 
previous night and determined the resident fell and pressed the call pendent at 12:30 a.m. The 
next morning around 10:30 a.m., the day shift ULP entered the room and the resident 
complained of toe and neck pain. During the facility investigation, it was determined the AP 
worked the overnight shift and was responsible for the resident. The AP did not notify the nurse
of the resident’s fall. Facility leadership stated when they interviewed the AP, the AP stated she 
forgot to notify the nurse of the resident’s fall. The facility leadership stated cares for the 
resident were delayed because the nurse was not updated.      

Hospital records indicated the resident sustained a fractured neck and although the resident 
had a previous fracture in her right arm, the fall refractured the right arm. 

The AP’s personnel file indicated the AP was educated about reportable events and contacting 
the nurse.

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

Substantiated: Minnesota Statutes, section 626.5572, Subdivision 19.
“Substantiated” means a preponderance of evidence shows that an act that meets the 
definition of maltreatment occurred.

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.

Vulnerable Adult interviewed: Yes. 
Family/Responsible Party interviewed: Yes. 
Alleged Perpetrator interviewed: No. Did not respond to subpoena. 

Action taken by facility: 
The resident was sent to the hospital for evaluation. A facility investigation was completed, and 
the AP is no longer employed by the facility.  

Action taken by the Minnesota Department of Health: 
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The facility was issued a correction order regarding the vulnerable adult’s right to be free from 
maltreatment.

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

The responsible party will be notified of their right to appeal the maltreatment finding. If the 
maltreatment is substantiated against an identified employee, this report will be submitted to 
the nurse aide registry for possible inclusion of the finding on the abuse registry and/or to the 
Minnesota Department of Human Services for possible disqualification in accordance with the 
provisions of the background study requirements under Minnesota 245C.

cc:
   The Office of Ombudsman for Long Term Care
   The Office of Ombudsman for Mental Health and Developmental Disabilities

             Ramsey County Attorney 
St. Paul City Attorney
St. Paul Police Department
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02360 144G.91 Subd. 8 Freedom from maltreatment 02360
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exploitation; and all forms of maltreatment
covered under the Vulnerable Adults Act.
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02360 Continued From page 1

This MN Requirement is not met as evidenced
by:
The facility failed to ensure one of one resident
reviewed (R1) was free from maltreatment.

02360

Findings include:

The Minnesota Department of Health (MDH)
issued a determination maltreatment occurred,
and an individual 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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