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Finding: Not Substantiated

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):
The facility neglected a resident when facility staff did not provide appropriate wound care for 
the wounds on both of the resident’s legs and right foot, causing the resident to be hospitalized 
with cellulitis (a bacterial infection of the skin). 

Investigative Findings and Conclusion:
The Minnesota Department of Health determined neglect was not substantiated. The resident 
had vascular wounds (skin sores caused by poor blood circulation) on both legs, his left great 
toe, and was hospitalized due cellulitis. The resident had a history of retaining fluid in his lower 
extremities which resulted in draining blisters. The facility assessed, monitored, and provided 
care to the resident’s vascular wounds according to physician orders. 

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigation included review of medical records, 
hospital records, facility policies and procedures, and employee training. The investigator 
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contacted the wound clinic registered nurse, Also, the investigator observed the resident’s 
wounds and home care staff providing wound care. 

The resident resided in an assisted living facility. The resident’s diagnoses included cognitive 
impairment, congestive heart failure, and venous wounds (wounds caused by impaired blood 
circulation). The resident’s service plan included assistance with bathing, dressing, grooming, 
medication administration, meals, and wound care. The resident’s assessment indicated the 
resident had wounds to his left leg and foot that were managed by the facility nurse. 

An outside report indicated the resident had wounds on both of his lower legs and his left foot 
due to increased swelling in his lower legs and feet. The wounds were open and draining fluid. 
The report indicated the resident had provider orders for wound dressing changes 3-5 times per
week. The report indicated the wound dressings had appeared to not have been changed 
between wound care appointments at an outpatient clinic. 

Wound care notes indicated the wound clinic staff were unable to get “verifiable” information 
from the resident regarding the facility staff capabilities in providing his wound cares. The 
wound clinic notes indicated the resident would have home care nursing assisting with wound 
care at the facility. 

Facility nursing progress notes indicated the facility nurse was monitoring the wound weekly 
between wound clinic appointments. The nursing notes indicated on one occasion the facility 
nurse took the resident to the emergency room, where the hospital staff checked and cleaned 
the resident’s wounds and redressed them. The resident was discharged and sent back to the 
facility. The notes indicated the resident got orders from the hospital for home care nursing to 
come and manage the resident’s wounds. The notes indicated 13 days after the first 
hospitalization, the home care nurse came to redress the resident’s wounds and the resident 
was complaining of pain. The resident was sent to the emergency room, where he received 
Keflex (an antibiotic medication) and discharged back to the facility. 

Hospital notes indicated the resident had two hospitalizations within 13 days. The first 
hospitalization was due to increased swelling and redness in both of his lower legs. The hospital 
notes indicated the resident did not have an infection in his lower legs and attributed the 
increased swelling in his legs to potentially the resident not following the water restriction 
required to manage his congestive heart failure. The resident returned to the hospital a week 
later, due to the resident reporting increased pain, swelling, and redness in his lower legs. The 
resident had cellulitis in his lower legs or “possible chronic lymphedema” (swelling caused by a 
lymphatic system blockage). The hospital notes indicate the resident was treated in the 
Emergency room and discharged back to the facility. 

The resident’s treatment plan indicated the resident received wound care from the facility as 
needed. The registered nurse would monitor and supervise wound care, administer wound 
dressings and update the provider on wound status. 
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The resident’s service recap indicated the resident received 20 minutes of wound care by 
facility staff every other day leading up to his first hospitalization. 

In a document titled, “service detail changes”, there were documented wound care orders for 
the resident. The orders gave instruction on wound care and indicated wound care was to be 
provided by the day shift staff and wound care needed to be completed three days per week on
Tuesday, Friday, and Sunday. 

When interviewed, a facility nurse stated the resident’s wounds began as blisters on his left 
foot, had increased swelling in his lower legs, and the resident developed blisters that started at
the residents’ feet and went up his legs. The resident’s physician ordered furosemide (a diuretic
medication). The nurse stated an outside wound agency assisted with wound care, and he 
trained the facility staff how to complete the residents’ dressing changes. 

During an interview, the resident stated he is happy in the facility, and feels his wounds are 
being cared for. 

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: Not Applicable 

Action taken by facility: 
No action taken.

Action taken by the Minnesota Department of Health: 
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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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