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Date Concluded: December 3, 2018
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Name, Address, and County of Facility
Investigated:
The Rivers
11111 River Hills Drive
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Name, Address, and County of Housing with
Services Registration:
The Rivers
11111 River Hills Drive
Burnsville, MN 55337
Dakota County

Facility Type: Home Care Provider

Investigator’s Name:
Earl F. Bakke RN, MS, BSN, CEN, EMT‐P
Special Investigator

Finding: Substantiated, facility responsibility
Nature of Visit:
An unannounced visit was conducted to investigate 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.
Allegation(s):
It is alleged that a client was neglected when the alleged perpetrators failed to check on the
client every 2 hours, resulting in hospitalization.
Investigative Findings and Conclusion:
Neglect was substantiated. The Facility was responsible for the maltreatment. Multiple staff
members and a family member saw the client the previous day and overnight.At the beginning
of the day shift, the client was found in bed, wearing the same clothes as 16 hours earlier, with
urine‐soaked linens, a urine soaked incontinence brief, and multiple bruises and fresh skin tears
on all four extremities. The client was subsequently diagnosed with two fractured ribs. None
of these injuries had been noted earlier. Hospital records also indicated the client had a urinary
tract infection and was dehydrated. No staff member at the facility can account for any of the
injuries. There was no record the client had fallen. There was sufficient evidence, obtained
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through interviews, that if the client had fallen, she not possess the physical ability to get back
into bed, where she was found. Therefore, someone would have had to put her back into bed
and did not notify other staff or a nurse, even though she was injured. There was a substantial
lack of documentation of cares being done throughout the night and early morning hours
before the discovery of the client, indicating the client had not received required scheduled
cares prior to or around the time of the injuries.
The investigation included interviews with facility staff,including administrative staff, nursing
staff, and unlicensed staff. Law Enforcement and the Medical Examiner’s office were
contacted. A law enforcement report was reviewed. A tour of the Facility was completed.
Observations were conducted in both memory care units and the assisted living section.
Documents including, but not limited to, policies, employee records, and training, the client’s
medical records (including hospital records), and incident reports were reviewed.
The client received services from the comprehensive home care provider including
incontinence care and toileting every two to three hours with the assistance of one staff
member; medication management; assistance with activities of daily living, such as bathing,
grooming and changing clothes; safety checks; assistance with meals; and assistance with
transfers with the one staff member.
A staff member found the client in bed. The client had “fresh” skin tears to both forearms. The
client also had bruising on her knees and bruising to the left calf. The client complained of pain
to the left upper quadrant of her abdominal area. When staff tried to examine the area, the
client cried out in pain and guarded the area. A nurse assessed the client and decided to have
her transported to the hospital. Emergency medical services arrived a short time later. The
client’s bed linen was found “soaked” in urine. Because of the client’s extreme pain,
paramedics had to use the client’s bed sheets to move her over to the stretcher for transport.
Paramedics reported the client’s impression as pain‐acute due to trauma/injury.
At the hospital, emergency room nurses and doctors performed assessments,to include lab
test and X‐rays. Physicians diagnosed the client with acute rib fractures (right side, #7 and #8),
dehydration, pneumonia, and a urinary tract infection. The hospital records indicated the client
had an unwitnessed fall. The hospital records also indicated the client had two old rib fractures
on her left side. None of the client's medical records indicated previous rib fractures. No other
orthopedic injuries were noted. The client was admitted to the hospital for several days and
then transferred to a skilled nursing facility with Hospice services. The client died less than a
month later.
During an interview with a family member, she said the client did have a cognitive deficit due to
a medical condition, but the client was still able to recognize the family. The client was a fall
risk, and there was knowledge of this at the Facility. The client required assistance and had
tried to use the bathroom by herself in the past. Per the family member, the client had no way
to walk without assistance, and now required the use of a wheelchair. If the client had fallen,
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there would have been no way for her to get up on her own and get back into bed. The family
member said emergency room providers told her the client had been found with severe
abdominal pain. Doctors told the family member the client had multiple rib fractures,skin
tears, and the client was dehydrated and had a urinary tract infection. The family member said
paramedics used all the bed sheets to move her,and the client was soiled with urine. The
family member said, before this incident, the client was not on Hospice and had been eating,
drinking, and smiling. The family member did not expect this. The family member also
mentioned emergency room doctors did not find any other fractures.
During an interview, a second family member said she visited the client on the day before she
was transported to the hospital. The family member visited mid‐morning. The client did not
have any complaints of pain, and no injuries were seen. The family member said the client was
at baseline during the visit regarding mentality and cognitive ability,and the client seemed like
she did any other day. While the client was in the emergency department,she was in a lot of
pain. The client had been screaming in pain, and she concentrated on the lower left side of her
ribs. She would not allow people to touch the area, and the client would hold their hands there
in a guarding fashion. The family member said the bruises on the top of the legs were not
related to an incident where the client was found sitting on the floor a few days earlier. The
skin tears were just above the wrist. The tears were fresh and bleeding. The family member
said the skin tears were not there the day before. The family member said the client could
absolutely not get up off the floor if she had fallen. The client had not been able to do that for
a year.
During an interview with a staff member who cared for the client on the evening shift on the
day before going to the hospital, the staff member said the client had only normal body pain.
The staff member said the client was fragile, but she had no skin tears. The staff member said
he had cared for the client during the evening, checked on her from time to time, and
performed her nighttime cares that evening. The nighttime cares included the changing of the
incontinence product, the changing of clothes, and oral care. The staff member said sometimes
the client would refuse or resist cares. The staff member said sometimes the client could stand
with the support of the bar, and she would try to assist. The staff member admitted he did not
review the client’s care plan at the beginning of the shift, and there are some inconsistencies to
the documentation. The staff member said he did not document cares at the time he did them.
The staff member said the client was fine when he got to work,and she was fine when he left.
The staff member mentioned he had checked on the client five minutes before the end of the
shift. He also said he, and the oncoming person, did not do a walk through, as usually done, to
talk about anything that had happened during the shift.
During an interview with a staff member who was assigned to care for the client on the night
shift before being discovered with the injuries, the staff member said he worked with the client
a lot. The staff member said the client was typically in bed when he arrived at work,which was
just before midnight. The staff member said the client could be difficult to work with because
sometimes she refused cares. The staff member said the client knew who she was and was
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pleasant. The staff member mentioned the client was not strong and would have to hold onto
the wall or wheelchair if trying to walk. The staff member said there had not been a significant
change in the client’s condition in the last two weeks. The staff member said he did not know
how to document in the electronic medical system and had not received any training on the
system since starting with the Facility earlier in the year. The staff member stated this was the
reason many of the client’s cares were not documented.
The night shift staff member said only four people were working during the nighttime t(ime
records indicated only three people were working). The staff member said he and another
male staff member changed the client an hour and a half before the morning shift change. The
other staff member assisted with rolling the client on to her side,and the process of changing
and cleaning the client took approximately five minutes. All of the other clients were sleeping.
The staff member said the client did not report or exhibit any pain during the process,and no
skin tears were seen. The staff member said he did not know how the skin tears got there and
did not know why or how the client’s rib got fractured. The staff member agreed the client
might not have fallen, because if she had there might have been a fractured hip or a hand,or a
head injury from hitting her head. The staff member repeatedly said the client was cooperative
during the changing process. The staff member also said the bed sheets were dry. The night
shift staff member could not provide any possible explanations as to how the client received
skin tears or may have suddenly had broken ribs inside of an hour and a half,when dayshift
discovered the client injured. The staff member said, although the client required the assist of
one, the second male staff member was present to make it easier.
During an interview with the second staff member who worked on the night shift,he said he
was recently a new employee to the Facility. The staff member said he usually worked on a
memory care unit, but at the beginning of his employment, he had been assigned as a float. A
float was a staff member who helped on all the units within the Facility. The staff member said
when assigned to a unit, the staff member was supposed to remain on that unit and not leave.
The staff member said he did know of the client but had not cared for her much in the past.
The staff member said he assisted another night staff member in changing the client and it had
taken about five minutes. The staff member said the client was cooperative and he had
assisted with rolling. The staff member said the client did not have any skin tears and did not
exhibit any pain during the changing of the incontinent brief.
During an interview, the day shift staff member who first discovered the client with the injuries
said the client was the first Facility resident she went to see. The staff member recognized
something was wrong. The client was found in bed, soaked in urine with the bed linens wet.
The client had bruises and skin tears on her hand. The staff member said both arms had bruises
and the client was holding her left side. The staff member mentioned the client had some
bruises the day before, but there were more bruises that morning. The client was found lying
in bed in a balled‐up position, and she could not straighten out her legs. The staff member said
the client looked like she was in a lot of pain and was hurt. The staff member said she went and
got a nurse. The staff member said if the client had fallen,there would have been no way for
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her to get back into bed by herself, and she would have just laid on the floor. The staff member
said the client did not need two people to change her incontinence product,and she had never
seen two people do it in the past. The staff member said she thought someone had hurt the
client, or maybe the client fell and someone would have had to put her back into bed. The staff
member said if the client had fallen, she would have had some sort of bruises on her hips,
shoulders, face, back, or on her side.
During an interview, an ancillary staff member said she had been with the nurse when they
entered the client’s room. The staff member saw skin tears and bruising on the legs. The client
was complaining of stomach pain and she was a little bit contracted. The client was in obvious
discomfort. The client was positioned on her back, but in a cradled position. The staff member
said the skin tears were in the middle of the forearm,and the bruises were on the tops of her
hands. The skin tears were fresh and bleeding. The client was pale, very tense, and in pain.
During an interview, a nurse said she arrived to work just after the dayshift staff started. The
nurse said she was met by a staff member and was asked to come to see the client
immediately. The nurse said the dayshift staff member was upset by the condition of the client.
The day shift staff member even had tears in her eyes. The nurse said she could smell urine
even before walking in to the client’s room. The nurse’s first observation was the client was
wet with urine from the bottom of her legs to the top of her shoulders. The client had two
fresh skin tears on both forearms, one higher than the other. The nurse asked the client if she
had fallen and the client told her no. The nurse said the left upper quadrant of the abdomen
was swollen. When the nurse palpated the abdomen, the client guarded the area, began
crying, and exhibited pain. The nurse continued her assessment and discovered a skin tear and
bruising on one hand. One of the two feet had discoloration, and there was bruising on the
legs, described as rounded. The daytime staff member told the nurse the client was still in the
same clothes she was in the day before. The nurse said one of the skin tears was fresh and
almost looked like a fingerprint. The client had been crying, her eyes were swollen, and she had
white streaks from tears. The client’s eyes were red. The nurse stated it was not possible for
the client to have expelled that much urine from one incontinence episode. The nurse said,
from her 27 years of experience, the client had not been changed in some time. The nurse said
the client was small in weight and height, and it would only take one person to change the
incontinence product. The nurse further mentioned, considering the height of the bed and the
amount of pain the client was in, the nurse did not think it was feasible the client could get back
in bed where she was found if she had fallen. Furthermore, if the client had fallen, the nurse
said she would expected there to have been other bruising or breaks. There was no mechanism
in the room to cause the skin tears or the rib fractures. The nurse thought someone was really
rough with the client or dropped her. The skin tears appeared to be from someone grabbing
her. The nurse said if night shift staff would have seen the amount of pain the client was in,
they would have recognized something was wrong.
A follow‐up interview was done with the nurse. Again, the nurse said it would be almost
impossible for the client to get in bed given how high it was from the ground. The nurse said
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the skin tears did not make sense for a fall. The nurse said the skin tears looked like grab
marks. Furthermore, the client’s room was not disrupted, and nothing seemed out of place to
indicate the client had fallen.
Neglect: Minnesota Statutes, section 626.5572, subdivision 17, paragraph (a).
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
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 which is not the result of an accident or therapeutic conduct.
Vulnerable Adult interviewed: No, deceased
Family/Responsible Party interviewed: Yes
Alleged Perpetrator interviewed: Yes
Action taken by facility:
Unknown at the time of investigation and report writing
Action taken by the Minnesota Department of Health:
The facility was found to be in noncompliance with the client’s Bill of Rights, regarding the right
to be free from maltreatment. To view a copy of the Statement of Deficiencies and/or
correction orders, please visit:
http://www.health.state.mn.us/divs/fpc/directory/surveyapp/provcompselect.cfm, or call
651‐201‐4890 to be provided a copy via mail or email. If you are viewing this report on the
MDH website, please see the attached Statement of Deficiencies.
The responsible party will be notified of their right to appeal the maltreatment finding.

cc:

Health Regulation Division – Home Care and Assisted Living Program
The Office of Ombudsman for Long‐Term Care
Dakota County Attorney’s Office
Burnsville City Attorney
Burnsville Police Department
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Subdivision 1. Statement of rights. A person who
receives home care services has these rights:
(14) the right to be free from physical and verbal
abuse, neglect, financial exploitation, and all
forms
of maltreatment covered under the Vulnerable
Adults Act and the Maltreatment of Minors Act;
This MN Requirement is not met as evidenced
by:
Based on interviews and document review, the
Licensee failed to keep 1 of 1 clients (C1)
reviewed free from maltreatment, when C1 was
found in a urinesoaked bed with multiple, fresh
skin tears. C1 required transport by emergency
medical services to an emergency department,
where she was diagnosed with multiple old and
new rib fractures, dehydration, and a urinary tract
infection. C1 did not possess the physical ability
get back into bed after a fall. There was no
documented explanation for C1's injuries, and
there was a substantial lack of documentation
concerning the completion of cares as indicated
on C1's service schedule.
This practice resulted in a level four violation (a
violation that results in serious injury, impairment,
or death), and was issued at an isolated scope
(when one or a limited number of clients are
affected, or one or a limited number of staff are
involved, or the situation has occurred only
occasionally).
The findings include:
C1's medical record was reviewed. The
Licensee could not produce C1's service
agreement. C1's care plan, dated April 23, 2018,
was in place of a service agreement. C1
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received services for assistance with activities of
daily living, transfers, and mobility with the assist
of 1, medication management, toileting, safety
checks, and reminders throughout the day. C1
resided in a secured memory care unit. C1 had
existing medical conditions that affected her
cognitive ability.
A document review, untitled but resembling a
nursing care plan with various dates, indicated
C1 had bladder incontinence and required one
nursing assistant to assist with toileting needs
every two to three hours. The same document
indicated C1 had bowel incontinence and was to
be assisted every two hours and as needed with
toileting. The document indicated nursing staff
would monitor C1 with consistent assessments
for safety. The document indicated C1 needed
the assistance of one person for activities of daily
living, to include grooming and dressing. The
document further indicated C1 required the
assistance of one staff with transfers. The
document, on the last page, where staff and
family were supposed to sign to signify the
reading of the included needs and desired
outcomes for C1, had zero signatures.
A document, titled Assessments  V6, dated May
7, 2018, indicated, under Mobility, C1 needed the
assistance of one person for all transfers and/or
ambulation or needs or receives assistance from
two person to ambulate, including lifts were
applicable. Under comments, the document
indicated C1 requires one to transfer and C1
attempts to selftransfer and had fallen several
times at homes. Under bladder and bowel, the
document indicated C1 was incontinent of bowel
and/or bladder and received assistance to
manage personal toileting hygiene cares
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appropriately.
A document review, titled Progress Notes, dated
August 7, 2018, indicated a nursing assistant
(NA) found C1 in bed with clothing on from the
day before (080618). C1 was wet, and NA also
found C1 had skin tears to both forearms. The
NA indicated the skin tears were not there when
she left on 080618 at 3 pm. The NA also found
bruising on both knees and bruising to the left
calf. The document indicated staff unable to
visualize the back because C1 complained of
pain in the left upper quadrant of her abdomen
and was painful to the touch. C1 guarded the
area and cried out in pain when touched.
A document review, titled Morse Fall, dated April
23, 2018, indicated C1 scored a 40 and C1 knew
her own limits. C1's score placed her as a
moderate risk for falling.
A document review, titled Schedule for August
2018, indicated C1 was to have a safety check
every two hours. The document indicated on
August 6, 2018 C1 was checked on at 9:38 am,
12:13 pm, 2:57 pm, 7:59 pm, and 10:10 pm. The
same document indicated on August 7, 2018 C1
only had a safety check at 5:34 am. The
document indicated C1 had safety checks for the
next nine days, however C1 was not at the
Licensee's Facility during those subsequent
days, but rather, in the hospital; Licensee staff
were signing off services that were not being
provided.
A document review, titled Schedule for August
2018, indicated C1 was to have bathroom
assistance at 2 am, 5 am, 7 am, 9 am, 11 am, 1
pm, 3 pm, 5 pm, 7 pm, 9 pm, and 11 pm. The
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document indicated, on August 6, 2018, C1
received bathroom assistance at only 9:38 am,
12:13 pm, 7:59 pm, and 10:10 pm. On August 7,
2018, C1 only received toileting assistance, per
documentation, at 5:34 am. Again, there are
multiple days of bathroom assistance
documentation after C1 went to the hospital and
did not return to the Licensee, indicating
Licensee staff were signing off services that were
not provided.
A document review, titled Schedule for August
2018, indicated NAH transferred C1 on August
7, 2018, at 5:34 am.
A document review, untitled, dated August 4,
2018, indicated C1 was found sitting on the floor.
The document indicated no new injuries, C1 had
a full range of motion, and her skin was intact.
Under injuries, the document indicated no injuries
observed. Under post incident, the document
indicated no injuries observed post incident. The
document included no interventions to prevent
further incidents from occurring.
A document review, untitled, dated August 7,
2018, indicated C1 had been found in bed with
fresh skin tears and wet. The injuries found
included a hematoma on the back of the right
hand, a hematoma on the front of the left knee, a
hematoma on the front of the right knee, a
hematoma on the back of the left lower leg, a
skin tear on the back of the right hand, a skin tear
on the left forearm, and a skin tear on the right
forearm. The document indicated Other:
Abdomen, and to describe, but no description
was given. The document indicated no injuries
observed post incident, except, C1 went to the
hospital, and did not return to the Licensee and
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therefore, no post assessment could have been
conducted.
A document review, titled Emergency
Department Notes, dated August 7, 2018,
indicated C1 was brought to the hospital by
emergency medical services with skin tears on
both of her arms and C1 complained of
abdominal pain and a headache. C1 did not
remember if she fell out of bed this morning or
not. C1 was admitted to the hospital with a
diagnosis of multiple right sided rib fractures.
A document review, titled history and physical,
dated August 7, 2018, indicated C1 was found to
have bruises and rib fractures in the emergency
room from a memory care unit after an
unwitnessed fall. The document indicated
concern for a urinary tract infection and
pneumonia. The document indicated C1 was
complaining of severe abdominal pain and C1's
family saw her yesterday, and she was doing
well. The document indicated no one saw her fall
and she was in bed.
During an interview with a family member (FM)F
on October 19, 2018, at 1:36 pm, she said C1 did
have a cognitive deficit due to a medical
condition, but C1 was still able to recognize the
family. C1 was a fall risk, and there was
knowledge of this at the Licensee. C1 required
assistance and had tried to use the bathroom by
herself in the past. FMF said C1 had no way to
walk without assistance and now needed the use
of a wheelchair. If C1 had fallen, there would
have been no way for her to get up on her own
and get back into bed. FMF said emergency
room providers told her the client had been found
with severe abdominal pain. Doctors told FMF
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C1 had multiple rib fractures, skin tears, was
dehydrated and had a urinary tract infection.
FMF said paramedics used all the bed sheets to
move her and C1 was soiled with urine. FMF
said, before this incident, C1 was not on Hospice
and had been eating, drinking and smiling. FMF
did not expect this. FMF also mentioned
emergency room doctors did not find any other
fractures.
During an interview with FMG on October 25,
2018, at 11:01 am, she said she visited C1 on the
day before she was transported to the hospital.
FMG visited midmorning. C1 did not have any
complaints of pain, and no injuries were seen.
FMG said C1 was at baseline during the visit
regarding mentality, cognitive ability, and C1
seemed like any other day. While C1 was in the
emergency department, she was in a lot of pain.
C1 had been screaming in pain, and she
concentrated on the lower left side of her ribs.
She would not allow people to touch the area, but
C1 would hold their hands there, in a guarding
fashion. FMG said the bruises on the top of the
legs were not related to the incident where C1
was found sitting on the floor a few days earlier.
The skin tears were just above the wrist, fresh
and bleeding. FMG said the skin tears were not
there the day before. FMG said C1 could
absolutely not get up off the floor if she had
fallen. C1 had not been able to do that for a
year.
During an interview with NAD on November 8,
2018, at 8:08 am, NAD said he cared for C1 on
the evening shift on the day before going to the
hospital. NAD said C1 had only normal body
pain. NAD said C1 was fragile but had no skin
tears. NAD said he had cared for C1 during the
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evening, checked on her from time to time, and in
the evening, performed her nighttime cares. The
nighttime cares included the changing of the
incontinence product, the changing of clothes,
and oral care. NAD said C1 would sometimes
refuse or resist cares. NAD said C1 could
sometimes stand using the support of a wall
mounted bar and she would try to assist. NAD
admitted he did not review C1's care plan at the
beginning of the shift and there were some
inconsistencies to the documentation. NAD said
he did not document cares at the time he did
them. NAD said C1 was fine when he got to
work, and she was fine when he left. NAD
mentioned he had checked on C1 five minutes
before the end of the shift. He also said he, and
the oncoming person, did not do a walk through,
as usually done, to talk about anything that had
happened during the shift. NAD did not
remember the specific details on C1's clothing
and if they had been changed.
During an interview with NAH on November 2,
2018, at 8:15 am, who was assigned to care for
C1 on the night shift before being discovered with
the injuries, NAH said he worked with C1 a lot.
NAH said C1 was typically in bed when he
arrived at work, which was just before midnight.
NAH said C1 could be difficult to work with
because sometimes she refused cares. NAH
said C1 knew who she was and was pleasant.
NAH mentioned C1 was not strong and would
have to hold onto the wall or wheelchair if trying
to walk. NAH said there had not been a
significant change in C1's condition during the
two weeks before going to the hospital. NAH
said he did not know how to document in the
electronic medical system and had not received
any training on the system since starting with the
Minnesota Department of Health
STATE FORM

6899

KS2Z11

If continuation sheet 8 of 13

PRINTED: 12/13/2018
FORM APPROVED

Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

A. BUILDING: ______________________
B. WING _____________________________

H29079
NAME
OF PROVIDER OR SUPPLIER
THE RIVERS

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

C
11/30/2018

STREET ADDRESS, CITY, STATE, ZIP CODE

11111RIVER HILLS DRIVE
BURNSVILLE, MN 55337
(X4) ID
PREFIX
TAG

SUMMARY STATEMENTOF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

0 325 Continued From page 8

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSSREFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

0 325

Licensee earlier in the year. NAH stated this
was the reason many of C1's cares were not
documented. NAH said he and NAE changed
C1 an hour and a half before the morning shift
change. NAH said C1 was cooperative during
the change. NAE assisted with rolling C1 on to
her side, and the process of changing and
cleaning C1 took approximately five minutes.
NAH said all of the other clients were sleeping.
NAH said C1 did not say or exhibit any pain
during the process and no skin tears were seen.
NAH said he did not know how the skin tears got
there and did not know why or how C1's rib got
fractured. NAH agreed C1 might not have
fallen, because if she had, there might have been
a fractured hip, hand or a head injury from hitting
her head. NAH repeatedly said C1 was
cooperative during the changing process. NAH
also said the bed sheets were dry. NAH could
not provide any scenarios as to how C1 received
skin tears or may have suddenly had broken ribs
inside of an hour and a half when dayshift
discovered C1 injured. NAH said, although C1
was the assist of one, NAE was present to make
changing C1 easier.
During an interview with NAE on November 9,
2018, at 11:54 am, he said he was recently a new
employee to the Licensee. NAE said he usually
worked on a memory care unit, but at the
beginning of his employment, he had been
assigned as a float. A float was a staff member
who helped on all the units within the Facility.
NAE said when assigned to a unit, the staff
member was supposed to remain on that unit
and not leave. NAE said he did know of C1 but
had not cared for her much in the past. NAE
said he assisted NAH in changing C1 and it had
taken about five minutes. NAE said C1 was
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cooperative and he had assisted with rolling.
NAE said C1 did not have any skin tears and did
not exhibit any pain during the changing of the
incontinent brief.
During an interview with NAC on October 25,
2018, at 3:56 pm, NAC said she first discovered
C1 with the injuries. NAC said C1 was the first
client she went to see. NAC recognized
something was wrong. C1 was found in bed,
soaked in urine with the bed linens wet and C1
had bruises and skin tears on her hand. NAC
said both arms had bruises and C1 was holding
her left side. NAC mentioned C1 had some
bruises the day before, but there were more
bruises that morning. C1 was found lying in bed
in a balledup position, and she could not
straighten out her legs. NAC said C1 looked like
she was hurt and in a lot of pain. NAC said she
went and got a nurse. NAC said if C1 had
fallen, there would have been no way for her to
get back into bed by herself, and she would have
just laid on the floor. NAC said C1 did not need
two people to change her incontinence product
and never seen two people do it in the past.
NAC said she thought someone had hurt C1, or
maybe C1 fell and someone would have had to
put her back into bed. NAC said if C1 had
fallen, she would have had some bruises on her
hips, shoulders, face, back or on her side. NAC
said when NAH left he told NAC all of the
clients were fine. NAC and NAH did not do a
walk through, which was common practice at
shift change.
During an interview with an ancillary staff
member (ANC)B on October 29, 2018, at 9:31
am, she said she had been with a nurse when
they entered C1's room. ANCB saw skin tears
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and bruising on the legs. C1 was complaining of
stomach pain, and she was a little bit contracted.
C1 was in obvious discomfort. C1 was
positioned on her back but in a partially cradled
position. ANCB said the skin tears were in the
middle of the forearm and bruises on the tops of
her hands. The skin tears were fresh and
bleeding. C1 was pale, very tense, and in pain.
During an interview with a Licensed Practical
Nurse (LPN)A on October 29, 2018, at 10:31
am, she said she arrived to work just after the
dayshift staff started. LPNA said she was met
by ANCB and NAC and was asked to see C1
immediately. LPNA said NAC was upset by the
condition of C1 and had tears in her eyes.
LPNA said even before walking in C1's room she
could smell urine. LPNA's first observation was
C1 was wet with urine from the bottom of legs to
the top of her shoulders. C1 had two fresh skin
tears on both forearms, one higher than the
other. LPNA asked C1 if she had fallen and C1
told her no. LPNA said the left upper quadrant
of the abdomen was swollen. When LPNA
palpated the abdomen, C1 guarded the area,
began crying and exhibited pain. LPNA
continued her assessment and discovered a skin
tear and bruising on one hand. One of the two
feet had discoloration, and there was bruising on
the legs, described as rounded. NAC told
LPNA that C1 was still in the same clothes she
was in the day before. LPNA said one of the
skin tears was fresh and almost looked like a
fingerprint. C1 had been crying, her eyes were
swollen, and she had white streaks from tears.
C1's eyes were red. LPNA said it was not
possible for C1 to have expelled that much urine
from one incontinence episode. LPNA said from
her experience, which was 27 years, C1 had not
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been changed in some time. LPNA said C1 was
small in weight and height and it would only take
one person to change her incontinence product.
LPNA further mentioned, if C1 had fallen,
because of the pain she was in and her bed
being really high, LPNA did not think it was
feasible C1 could get back in bed where she was
found. Furthermore, if C1 had fallen, LPNA said
she would have expected other bruising or
breaks. There was no mechanism in the room to
cause the skin tears. LPNA said the ribs are
hard to break, even in an older person. There
was nothing in the room to cause those injuries.
LPNA thought someone was really rough with
C1 or dropped her. The skin tears appeared to
be from someone grabbing her. LPNA said if
night shift staff would have seen the amount of
pain C1 was in, they would have recognized
something was wrong.
On November 26, 2018, at 10:53 am, a followup
interview was done with LPNA. Again, LPNA
said it would be almost impossible for C1 to get
in bed given how high it was from the ground.
LPNA said the skin tears did not make sense for
a fall. LPNA said the skin tears looked like grab
marks. Furthermore, C1's room was not
disrupted, and nothing seemed out of place to
indicate C1 had fallen.
A policy, titled incident report, dated January 1,
2017, indicated if staff becomes aware of
damage to the property and/or injury to a client or
visitor, an injury report must be completed, and
the report must be turned into the supervisor or
manager.
A policy, titled maltreatment  communication,
prevention, and reporting, dated January 1, 2017,
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indicated the Licensee educates clients, family
members, and staff about how to report
suspected maltreatment, and provides
individualized staff assessments, staff tools, and
resources to minimize the risk of maltreatment of
a client.
TIME PERIOD FOR CORRECTION: Seven (7)
Days
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