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Evaluator�s Name: Brandon Martfe�d, RN BSN
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Finding: Not Substantiated

Nature of Investigation:
The Minnesota Department of Hea�th investigated an a��egation of ma�treatment, in accordance
with the Minnesota Reporting of Ma�treatment of Vu�nerab�e Adu�ts Act, Minn. Stat. 626.557, 
and to eva�uate comp�iance with app�icab�e �icensing standards for the provider type.

Initial Investigation Allegation(s):
The faci�ity neg�ected the resident when the resident had a change in condition, was sent to the 
hospita� and was found with an injury of unknown origin.  

Investigative Findings and Conclusion:
The Minnesota Department of Hea�th determined neg�ect was not substantiated. When staff 
observed a change in the resident’s condition, staff assessed the resident and arranged for the 
resident to be eva�uated at a hospita�. The resident’s diagnoses inc�uded a chronic (�ong term) 
previous hardware fracture with disp�acement (joint pushed out of usua� p�ace) of the resident’s
right e�bow. 

The investigator conducted interviews with faci�ity staff members, inc�uding administrative staff,
nursing staff, and un�icensed staff. The investigator contacted the resident’s fami�y member. 
The investigation inc�uded review of the resident records, death record, hospita� records, faci�ity
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incident reports, staff schedu�es, and re�ated faci�ity po�icy and procedures. A�so, the 
investigator observed staff interacting with residents at the faci�ity.

The resident resided in an assisted �iving memory care unit. The resident’s diagnoses inc�uded 
dementia, ha��ucinations, and de�usions. The resident’s service p�an inc�uded assistance with 
dressing, toi�eting, medication administration, and safety checks. The resident’s assessment 
indicated the resident transferred independent�y and wa�ked with occasiona� supervision from 
staff. The resident had severe cognitive impairment and had no fa��s. 

The faci�ity’s progress notes indicated one afternoon the resident refused to come out of his 
room for �unch. Approximate�y 30 minutes �ater, the resident was checked on and was found 
as�eep. The progress note did not identify any further concerns that evening. The next morning 
the progress notes indicated the resident needed assistances with eating breakfast. After 
breakfast the resident went back to s�eep. At mid-day a faci�ity nurse checked on the resident 
and observed the resident wou�d not open his eyes upon wakening and did not have equa� hand
grip strength. The resident’s provider was notified, and the resident was transported to the 
hospita�. 

The resident’s dai�y schedu�e services indicated services were provided to the resident as care 
p�anned. 

The resident had no prior fa��s reported for the 16 months that were reviewed. 

The hospita� records indicated the resident had an x-ray comp�eted and was found to have a 
chronic fracture of previous�y p�aced hardware of the resident’s right e�bow with disp�acement 
of the joint.  The resident was not a candidate for surgica� interventions.

The resident’s death record indicated the resident passed away from throat cancer �ess than 
two months after being sent to the hospita�.

During an interview, �eadership stated the resident wa�ked in the faci�ity without any assistive 
devices. Leadership stated they were not aware of the resident having any fa��s at the faci�ity. 
The resident often wou�d put himse�f on the f�oor in a contro��ed manner �ooking for unknown 
objects or attempting to fix imaginary items on the f�oor.   

During an interview, the resident’s fami�y member stated the resident worked as a tree trimmer
and fe�� from a tree many years ago. The resident suffered a fractured ank�e and had a meta� 
p�ate in his ank�e. The fami�y member stated they were not aware of a meta� p�ate in the 
resident’s right e�bow, but figured the meta� p�ate in the e�bow came when the resident 
fractured his ank�e. The fami�y member stated the resident was discharged from the hospita� to 
a higher �eve� of care faci�ity.

In conc�usion, the Minnesota Department of Hea�th determined neg�ect was not substantiated.  
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“Not Substantiated” means: 
An investigatory conc�usion indicating the preponderance of evidence shows that an act 
meeting the definition of ma�treatment did not occur.

Neglect: Minnesota Statutes, section 626.5572, subdivision 17 
“Neg�ect” means neg�ect by a caregiver or se�f-neg�ect.
(a) "Caregiver neg�ect" means the fai�ure or omission by a caregiver to supp�y a vu�nerab�e adu�t
with care or services, inc�uding but not �imited to, food, c�othing, she�ter, hea�th care, or 
supervision which is:
(1) reasonab�e and necessary to obtain or maintain the vu�nerab�e adu�t's physica� or menta� 
hea�th or safety, considering the physica� and menta� capacity or dysfunction of the vu�nerab�e 
adu�t; and
(2) which is not the resu�t of an accident or therapeutic conduct.

Vulnerable Adult interviewed: No. The resident was deceased. 
Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: Not App�icab�e. the 

Action taken by facility: 
The resident was sent to the hospita� when a change in condition was observed. 

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 Menta� Hea�th and Deve�opmenta� Disabi�ities
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