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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 facility neglected a resident when the resident’s wound became infected, and the resident
required hospitalization.

Investigative Findings and Conclusion:

The Minnesota Department of Health determined neglect was not substantiated. Services were
provided in accordance with the resident’s service plan. Although the resident was not fully
compliant, facility nursing staff implemented interventions to assist the resident with chronic
lower extremity swelling, The resident received medical treatment for the wound infection and
returned to baseline.

The investigator conducted interviews with facility staff members, including administrative

staff, nursing staff, and unlicensed staff. The investigator also contacted the outside skilled
nursing agency that provided wound care. The investigation included review of resident

An equal opportunity employer.



Page 2 of 3

records, facility policies and procedures, and external wound care records. During the onsite
visit, the investigator observed staff transfer the resident and the resident’s skin condition.

The resident resided in an assisted living facility. The resident’s diagnhoses included chronic
venous insufficiency (bilateral lower leg swelling), obesity, and acute heart failure. The
resident’s service plan included assistance with bathing, mobility, and repositioning assistance.
The resident’s vulnerability assessment indicated the resident had circulatory issues and staff
were to encourage her to keep her lower extremities elevated to decrease swelling. Staff were
directed to report any increase in swelling to the nurse.

The resident’s record included documentation that staff assisted with transfers and
repositioned resident every two hours while she was in the wheelchair or in bed.
Documentation also indicated staff elevated the resident’s legs while in the recliner and with a
wedge pillow when she was in bed. The record indicated that, at times, the resident would
refuse to elevate her legs. The record indicated the resident was sent to the hospital for
intolerable pain in her right leg and was diagnosed with an infection.

During an interview, the facility nurse stated the resident admitted to the facility with chronic
lower extremity swelling and weeping. The nurse stated staff followed the provider’s orders
and elevated the resident’s legs whenever possible. Staff reported that the resident would, at
times, refuse to sit in the recliner to elevate her legs or would take her leg off the wedge pillow
when she was in bed. The nurse stated the resident developed an ulcer on her right leg and
skilled nursing agency services were initiated to monitor and provide treatment to the area. The
facility nurse stated the agency nurse provided wound care and applied pressure wraps to the
resident’s right leg, and the facility nurse applied ace wraps to the left leg. The nurse stated
staff also monitored the resident’s vital signs for signs of infection and her vital signs remained
within normal limits.

During an interview, the agency wound care nurse stated they provided wound care and
applied compression wraps to the resident’s right leg three times per week. The nurse stated
the facility nurses were instructed not to remove compression wraps in-between visits and to
elevate the resident’s legs 15 to 30 minutes two times a day. The nurse stated the resident was
compliant with cares and displayed no signs or symptoms of infection prior to hospitalization
for the wound infection. The nurse stated wound care was continued following the resident’s
hospitalization and progress had been made in the healing process.

During an interview, the resident stated she had been elevating her legs by sitting in the
recliner but was unable to do that now because she was isolated in her room for COVID, and
the recliner did not fit in her bedroom. The resident stated when she was in the wheelchair, she
was unable to elevate her legs. The resident said staff wanted to put her in bed to elevate her
legs during the day, but she did not like to do that and would sometimes refuse. The resident
stated that her leg is better and while she continues to have pain, it is now tolerable.
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In conclusion, the Minnesota Department of Health determined neglect was not substantiated.

“Not Substantiated” means:
An investigatory conclusion indicating the preponderance of evidence shows that an act
meeting the definition of maltreatment 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.

Vulnerable Adult interviewed: Yes
Family/Responsible Party interviewed: Yes
Alleged Perpetrator interviewed: Yes

Action taken by facility:
The facility implemented skilled nursing services to provide continued monitoring, treatment,

and care to the resident’s wound.

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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