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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and document review, the facility failed to ensure the physician and representative 
were notified of increased right hip pain and bruising for 1 of 1 resident (R1) reviewed for injury of unknown 
origin. Findings include: R1's annual Minimum Data Set (MDS) dated [DATE], identified R1 entered facility on 
10/31/24, from a skilled nursing facility (SNF). He had minimal difficulty with hearing and impaired vision 
(sees large print, not regular print in newspaper/books). He was severely cognitively impaired without 
behaviors. He was dependent for toileting hygiene, required substantial/maximal assistance for all transfers, 
frequently incontinent of bladder, and occasionally incontinent of bowel. Diagnoses included atrial fibrillation 
(a common heart arrhythmia where the upper chambers (atria) quiver instead of contracting effectively, 
leading to an irregular and significantly increasing stroke risk) arthritis, Non-Alzhemier's dementia (a group of 
neurodegenerative disorders, like vascular dementia that affects cognition, behavior, and function often 
involving blood flow issues (vascular) or protein deposits (Lewy bodies), anxiety, depression, history of 
falling), anxiety, and depression. Currently taking an anticoagulant (blood thinner, reduces blood clotting, 
may bruise easily and take longer for bleeding to stop). R1's orders from 11/15/25 to 11/20/25, identified: 
-7/21/25, Acetaminophen (Tylenol) oral tablet. Give 1000 milligrams (mg) by mouth (po) every 6 hours as 
needed for moderate to severe pain. Do not exceed 3000 mg in 24 hours. Hold dates: 11/17/25 to 11/24/25. 
-7/21/25, Acetaminophen oral tablet. Give 500 mg by mouth every 6 hours as needed for mild pain. Do not 
exceed 3000 mg in 24 hours. Hold dates: 11/17/25 to 11/24/25. -11/5/25, Apixaban (a blood thinner used to 
prevent blood clots and stroke) tablet. Give 5mg by mouth two times a day related to paroxysmal Atrial 
Fibrillation. -11/15/25, bruise posterior right ( R ) upper leg into thigh. Right hip. Every shift until resolved. 
Discontinued on 12/17/25. -11/18/25, charting bruising R hip/leg: signs and symptoms (s/s) of improvement, 
pain, s/s of infection, interventions/treatments every day shift for 14 days. Discontinued on 12/19/25. 
-11/20/25, charting bruising to R hip/leg and R low back/flank s/s of improvement, pain, s/s of infection, 
interventions, and treatments every day shift for 14 days. Discontinued 12/4/25.R1's electronic medication 
administration record (EMAR) from 11/8/25 through 11/17/25, identified: Tylenol 500 mg was administered 
three times from 11/8/25 through 11/10/25, for right hip pain ranged from two to four on a scale of zero to 10. 
Tylenol 1000 mg was administered six times from 11/11/25 through 11/17/25, for right hip pain ranged from 
three to eight on a scale of zero to10. R1's care plan dated 12/17/25, identified: all transfers (started 10/9/25) 
sit to stand with assist of two and as needed (PRN) Hoyer lift (full body mechanical lift) for pain or difficulty 
standing/following directions, resolved on 12/17/25. Transfer (started on 12/17/25) Hoyer lift with two assist 
using the hourglass large sling for all transfers. Potential for falls related to weakness, history of falls, 
cognitive impairment with impaired safety awareness, visual deficit/blind in right eye, use of psychotropic 
medications, and impaired balance. Staff were directed to approach from front or left side, floor mat, hi/low 
bed, toileting schedule, provide a safe environment, gripper socks, anti-reverse brakes on wheelchair, and 
call don't fall sign place in room and bathroom. He had knee pain due to arthritis, right artificial knee joint and 
restless leg syndrome (RLS). Impaired cognition related to short term memory problem, time orientation 
difficulty, and difficulty hearing. Staff were directed to report changes in cognitive status. R1 was a vulnerable 
adult related to assistance needed for activities of daily living (ADLS), impaired communication and 
decision-making skills, and impaired mobility. Staff were directed to listed to his concerns and report any 
inappropriate or suspicious behaviors to the proper authorities. R1's progress notes from 11/10/24, through 
11/17/25, identified: -On 11/10/25 at 4:24 a.m., noted during cares an approximate four centimeter (cm) 
scabbed scratch area noted on right hip located where the edge of the brief touches his skin. -On 11/10/25 at 
7:41 p.m., gave 500 mg Tylenol po every six hours PRN for mild pain. R1 grimacing and with rolling and 
repositioning. Follow-up at 8:49 p.m., effective pain zero out of 10. -11/10/25 at 11:17 p.m., Weekly skin 
inspection has multiple scabbed areas on right lower extremity and face. No bruising. -11/11/25 at 5:38 p.m., 
Gave 1000 mg Tylenol po every six hours PRN for moderate to severe pain. R1 jumpy in wheelchair seat at 
evening meal. Reporting hip pain. Follow-up at 7:57 p.m., effective pain zero out of 10. -11/12/25 at 11:12 a.
m., Unable to stand today. -11/13/25 at 2:46 p.m., Bruise noted to right upper groin/hip area red/purple to 
center and yellowing around edges. He denied cause being from any suspicious or inappropriate behavior. 
Bruise does not appear suspicious. Denies pain. -11/13/25 at 2:49 p.m., Gave 1000 mg Tylenol po as 
needed for moderate to severe pain. Complained of right hip pain and facial grimacing. Follow-up at 4:28 p.m.
, effective pain rated zero out of 10. -11/14/25 at 12:33 a.m., gave 1000 mg Tylenol PRN for moderate to 
severe pain. Right hip pain. Follow up at 3:08 a.m., effective pain rated zero out of 10. -11/14/25 at 1:50 p.m.
, Gave Tylenol. Wiggling around in chair and swearing under his breath when he moved a certain way or 
when he tried to hold up his feet. Pain rated eight out of 10 using PAIN-AD scale (assesses pain in residents 
with cognitive impairment). Follow-up at 5:23 p.m., effective pain rated zero out of 10. -11/14/25 at 11:40 p.m.
, Gave Tylenol for moderate to severe pain. Right hip pain. Follow-up at 1:43 a.m., effective pain rated zero 
out of 10. -11/15/25 at 5:18 a.m., Bruising observed above posterior right knee and extended into upper 
posterior thigh. No pain with palpitation. -11/15/25 at 9:54 a.m., Gave Tylenol for moderate to severe pain. 
Right hip pain. Follow up at 12:00 p.m., effective pain rated two out of10. -11/15/25 at 5:28 p.m., Gave 
Tylenol for complaints of increased right hip pain. Follow up at 7:26 p.m., ineffective. Pain rated six out of 10. 
Stated his pain was the same or worse since Tylenol administration. Facial grimacing. Has a yellowish brise 
with deep purple red marks across right hip. -11/15/25 at 9:38 p.m., Right hip bruise was yellowing with 
areas of dark purple. Appeared slight swollen. Tylenol administered at p.m. meal. Checked in with R1 twice 
and he stated it did not help much at all. Offered ice/heat, refused. Appeared to be in moderate pain. 
-11/16/25 at 3:58 p.m., Gave Tylenol for complaints of increased right hip pain. R1 grimacing, groaning. 
Rates pain at eight to nine out of 10. Noted to position self so he was lying on his left hip, offloading pressure 
on the right. Large ice pack applied. Follow-up at 6:47 p.m., continued to complain of increased right hip 
pain. Continuing with ice and repositioning. -11/16/25 at 8:39 p.m., R1 had a large amount of bruising noted 
to posterior right leg and right anterior hip area. Legs are equal in length. Right hip pain with movement and 
external rotation, no pain at rest. He did not remember hurting himself stated when you get old you just get 
fragile, I guess. Phoned daughter and updated, currently on her way to facility to assess if she would like him 
sent in or not. Per daughter request was sent to ER to have right hip assessed. Provider on-call approved 
transfer to ER. Left facility via ambulance at 9:20 p.m. -11/17/25 at 12:21 a.m., Returned to facility via 
ambulance. No signs of pain, no grimacing or verbalization of pain. Received Tylenol at 10:23 p.m. -11/17/25 
at 12:08 p.m., daughter visited. Writer evaluated R1's bruising. Deep purple bruising remained to right 
posterior leg from behind knee to groin area, small scattered red bruising to lateral right thigh and softball 
sized deep purple bruise to right lower back. Faded bruising to right anterior hip. No c/o pain to back or lower 
leg. Complained of pain to right outer hip when palpated or pressure placed on area. Unable to lay on right 
side. No swelling or deformity noted to right hip. Daughter expressed concern that he had fallen and not 
reported she was unable to figure out how else the bruising occurred. Writer and daughter tried to brainstorm 
together but unable to determine definitive cause for bruising. He denied anyone hurting him. He will be a 
Hoyer lift for all transfers as EZ stand transfers are too unsafe. Requested MD [doctor] be contacted for 
better pain control. -11/17/25 at 12:14 p.m., Fax sent to primary provider (MD) to update on ER visit from last 
evening and requested pain medication orders. Physical therapy evaluation and plan for treatment dated 
11/10/25, identified reason for referral: to evaluate if bed rails are necessary for mobility/transfers, and 
patient goal: decrease pain. Pain in right hip/deep rated at three out of 10 and skin integrity intact (per notes, 
had open area along right hip where brief attached). R1 reported increased right hip pain during today's 
session, limited his ability to complete transfers, and recent decline in functional mobility safety. Required 
maximum assistance with stand aid to transfer. R1's ER visit dated 11/16/25 at 9:43 p.m., identified 
presented with concerns about hip pain/bruising. Imaging result on 11/16/25, x-ray of right hip/pelvis. 
Impression: no definite fracture or dislocation was identified. Diagnoses: contusion (bruise) of right hip. R1's 
primary provider visit dated 11/19/25, identified the primary driver of the bruising suspected was the 
apixaban. Does not appear to be concerning for injury. Denied any staff injury, unable to identify how bruises 
occurred, and felt safe. Continue to monitor closely.Facility 5-day report submitted to the Minnesota 
Department of Health (MDH) dated 11/19/25 at 4:55 p.m., identified an incident report was submitted on 
11/16/25 at 10:34 p.m., regarding an allegation of unexplained injury of unknown source occurred on 
11/16/25 at 8:43 p.m. Bruising was noted to posterior right hip, leg and front of hip. Unknown source of 
origin. He did not know how bruising occurred, no recollection of any recent falls or events that could have 
caused significant bruising, has a poor memory, on Eliquis, and required assistance of two staff to transfer in 
an EZ stand lift. Initial bruising (4 to 5 smaller bruises that resulted in a larger bruise) was noted on 11/11/25. 
Between 11/15/25 p.m. [evening] shift and 11/16/25 at 0430 he remained in bed due to not needing 
incontinence cares until 0430. At that time the night NA went to assist with cares and noted the bruise went 
from the bottom of his buttocks to his knee on the right leg. Night nurse was notified, and bruising charting 
was initiated. On 11/16/25, prior to midnight the NA's noted old bruising on the right hip lighter in color. On 
11/16/25, at approximately 8:30 p.m., registered nurse (RN) checked on R1 due to complaints of pain and 
found the bruising had expanded, darker in color than what was observed on 11/16/25. Some bruising was 
noted on upper back. Pain was managed by Tylenol 1000 mg, hot/cold packs and repositioning. Family, 
director of nursing (DON), and administrator were notified, and he was sent to emergency room (ER) at 9:20 
p.m. ER visit indicated no major injury, and diagnosis was hip bruise and constipation. During an observation 
on 12/12/25 at 1:06 p.m., nursing assistant (NA)-B and NA-A entered R1's room with an EZ total lift machine. 
R1 sat in WC. Loops from sling lift located underneath him were hooked up to the lift machine bar, lifted off 
wheelchair and transferred to the bed. Pulled down his pants, skin was observed. NA-A identified where the 
bruises used to be located on right hip, entire length of backside of right upper thigh, and the outer middle 
right side of his back. No bruises were seen during this observation. R1 stated, it hurts, when turned onto his 
right side. During an interview on 12/12/25 at 1:20 p.m., NA-A stated she identified a bruise on R1's backside 
of his mid-thigh on 11/13/25, looked like a thumb print red/purple and no yellow, looked fresh. She informed 
the nurse (unsure of which one) on the day shift. She worked again on 11/15/25 and saw big dark purple 
bruises on his right middle lateral flank round, approximately six inches in diameter, and back of right thigh 
that covered the entire area from just above his knee to top of his thigh. She had no idea how the bruises 
occurred. Staff were expected to report a bruise right away to the nurse. During an interview on 12/12/25 at 
2:47 p.m., licensed practical nurse (LPN)-B stated R1 did not have the best memory but was able to respond 
appropriately to questions some of the time. R1 stated no one hurt him and LPN-B trusted what he said. She 
had worked on 11/13/25 and learned during report he had a bruise on right hip. No documentation had been 
written in his chart prior to her assessment. R1 had a purple/red bruise with yellowing around the outside of it 
approximate size of a 50-cent piece. No open areas, asked if R1 was harmed and he replied, no. LPN-B 
informed RN-D of the bruise and was informed weekly skin monitoring would be set up to assess the bruise. 
LPN-B worked on 11/14/25, and medicated R1 with Tylenol for right hip pain. LPN-B did not visually assess 
the hip. LPN-B returned to work on 11/17/25 and was informed R1 had been sent to ER on [DATE]. LPN-B 
assessed the right hip and identified significant dark purple bruising located on right flank and back of right 
thigh. Staff nurse would be expected to report and start an investigation for an unexplained bruise when 
identified to rule out if he was harmed by anyone, to keep residents safe. During an interview on 12/12/25 at 
2:11 p.m., LPN-A stated she identified LPN-B made the first documentation on 11/13/25, in R1's progress 
notes regarding his bruise and should have been reported right away. On 11/15/25, he complained of right 
hip pain, grimacing, staff indicated he was in pain with transfers, which was unusual for him, had a scratch 
and a light in color bruise on the lateral side of the right hip, and administered Tylenol. Follow-up pain score 
was two out of 10. R1's bruises could have been considered suspicious and unknown how they occurred. 
Staff were expected to and should have documented size of bruise, report when identified, and notified 
provider. He was sent to ER to be evaluated on 11/16/25. LPN-A came back to work on 11/18/25 and she 
saw a big bruise on R1's right flank side of back approximately 6 inches in diameter, round, the entire back 
side of the right thigh just above his knee to the top of the thigh, both were dark purple. During an interview 
on 12/15/25 at 10:40 a.m., family member (FM) stated R1's memory and strength were declining rapidly. 
When she visited R1 today, he was unable to recognize her partner. While she accompanied him in ER on 
[DATE], R1 stated he walked outside down the field road from our farm, tripped on the grass, fell and that 
was how it happened. He would not be able to remember if he fell due to his dementia. On 11/16/25, in the 
evening, the facility nurse contacted her and was the first time she was made aware R1 had right hip pain 
and bruises. FM expected staff to have notified her and the provider of right hip pain and multiple bruises 
prior to 11/16/25, when they were first seen, and hip pain started. FM would have requested he be sent in 
and checked out sooner. During an interview on 12/15/25 at 2:09 p.m., medical director /primary provider 
(MD) stated R1's memory and cognition were poor due to dementia. He was able to answer questions about 
his bruises, denied anything happened, was believable and credible. He was taking Eliquis, would have not 
taken much trauma/injury and only a bump could have caused the bruising. MD did not have an explanation 
as to why R1 had bruises in the areas he did. R1 did not have right hip pain prior to the incident. The staff 
would have been expected to update him on a weekly visit or sooner. MD was not contacted when R1 was 
sent to ER on [DATE]. MD would have expected staff to notify him of any bruises or hip pain right away so 
that nothing was missed and concerns were evaluated as soon as possible. When MD arrived at the facility 
on 11/19/25, while rounds were being completed, he was told R1 needed a follow-up visit after the ER visit. 
That was the first time MD was informed of right hip pain and bruises. Upon assessment R1 had bruises 
located on the right hip, buttock, and superior (flank) to the right lateral abdominal wall mildly tender upon 
palpation. Color of the bruises were typical, purplish with some yellow, indicated maturing which made sense 
if they were identified around 11/13/25. No abuse suspected but unsure as to how he received the bruises. 
During an interview 12/15/25 at 3:00 p.m., RN-C stated a bruise was documented on 11/13/25, in R1's 
progress notes located on right hip about four to five inches in diameter. She laid eyes on the bruise on 
11/15/25, and verified bruise was located on his right hip area only, denied pain, and was not documented. 
His cognition was not intact to be reliable with his memory. Based off the documentation the bruise was not 
suspicious, RN-C did not see an injury occurred. The bruise was from an unknown origin (did not know what 
caused it) and was reportable within two hours to make sure there was not neglect, or an injury caused by 
someone. The staff nurse should have notified the DON, administrator, family, and provider sooner. The 
nurse would be expected to notify the provider if he had continued/increased pain not relieved by 
interventions. A fax should have been sent to provider to see if he wanted to do anything different such as 
interventions. During an interview on 12/15/25 at 3:42 p.m., floor manager RN-D stated staff would have 
been expected to notify her when bruise was found and right hip pain without relief from interventions. She 
was made aware of the bruises and right hip pain on 11/17/25, when assessed with his daughter. R1's 
cognition was severely impaired, and his memory varied. A licensed practical nurse (LPN)-B documented on 
11/13/25, R1 was asked what caused the bruise, and R1 was able to tell staff he was not hurt. The bruise 
was not measured and should have been. On 11/15/25 at 5:18 a.m., the bruise was found with pain and 
should have been reported to the state; report was filed late. The investigation should have been initiated 
right away on 11/15/25, to figure out if he had an injury and which staff worked with him. RN-D was unable to 
identify what had caused the bruises. R1's bruising with hip pain should have been reported to the provider 
right away to identify the underlying reason for the pain. During an interview on 12/15/25 at 4:08 p.m., social 
service director (SSD) stated a resident with a brief interview for mental status (BIMS) rated at a three 
indicated severe cognitive impairment. R1 would have had difficulty making decisions, short term memory 
was impacted greatly and the recall after a couple of minutes would have been most likely impossible. R1 
responded to questions regarding the bruises but was unable to identify who was involved and was not an 
accurate historian. Once R1's large bruises were identified they should have been reported to MDH.During 
an interview on 12/15/25, at 5:15 p.m., DON stated R1 had a severely impaired cognitive memory. DON was 
if he could have recalled what happened. R1 started having right hip pain on 11/8/25 and was not identified 
as new. DON found out later R1 was medicated with Tylenol and right hip pain up was up to six, eight, nine 
or over 10. The nurses reported discomfort in the right hip. The RN should have been notified on 11/13/25, 
when right hip pain was identified and contacted the provider sooner to make sure there was not anything 
more serious going such as an injury that would have caused more pain or discomfort. There was more 
bruising from unknown origin identified on 11/15/25, staff nurse should have notified DON that day, state 
report should have been filed, and investigation started to protect the residents from possible abuse/neglect 
and made sure needs were being met. DON was contacted the evening of 11/16/25, informed about 
additional bruising and unaware of the increase in right hip pain. Facility policy Change in Condition 
Monitoring dated 2/1/24, identified how to inform staff on how to set up monitoring for changes in condition. 
Procedure: if a resident has a change in condition that was considered abnormal for them such as change in 
skin condition daily monitoring will be set up. The doctor and family will be updated if appropriate. Facility 
policy Change in Condition Notification dated 2/1/24, identified direction for staff on when to notify the 
medical doctor (MD). Procedure: if the resident develops a bruise that cannot be explained, or the resident is 
on coumadin contact the MD to see if labs should be obtained. Anytime the resident experiences a change 
from baseline and complains of not feeling well complete an assessment, set up monitoring, and update the 
MD as indicated.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.
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potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and document review, the facility failed to report an allegation of potential abuse within 
2 hours for 1 of 1 resident (R1) with an injury of unknown origin. Findings include: R1's annual Minimum Data 
Set (MDS) dated [DATE], identified entered facility on 10/31/24, from a skilled nursing facility (SNF). He had 
minimal difficulty with hearing and impaired vision (sees large print, not regular print in newspaper/books). 
He was severely cognitively impaired without behaviors. He required substantial/maximal assistance for all 
transfers. Diagnoses included atrial fibrillation (a common heart arrhythmia where the upper chambers (atria) 
quiver instead of contracting effectively, leading to an irregular and significantly increasing stroke risk) 
arthritis, Non-Alzhemier's dementia (a group of neurodegenerative disorders, like vascular dementia that 
affects cognition, behavior, and function often involving blood flow issues (vascular) or protein deposits 
(Lewy bodies), anxiety, depression, history of falling), anxiety, and depression. Currently taking an 
anticoagulant (blood thinner, reduces blood clotting, may bruise easily and take longer for bleeding to stop). 
R1's orders dated 11/5/25, Apixaban (a blood thinner used to prevent blood clots and stroke) tablet. Give 
5mg (milligrams) by mouth two times a day related to paroxysmal Atrial Fibrillation. R1's electronic 
medication administration record (EMAR) from 11/8/25 through 11/17/25, identified: Tylenol 500 mg was 
administered three times from 11/8/25 through 1/10/25, for right hip pain ranged from two to four out of 10. 
Tylenol 1000 mg was administered six times from 11/11/25 through 11/17/25, for right hip pain ranged from 
three to eight out of 10. R1's care plan dated 12/17/25, identified: all transfers (started 10/9/25) sit to stand 
with assist of two and as needed (PRN) Hoyer lift for pain or difficulty standing/following directions, resolved 
on 12/17/25. Transfer (started on 12/17/25) Hoyer lift with 2 assist using the hourglass large sling for all 
transfers. Potential for falls related to weakness, history of falls, cognitive impairment with impaired safety 
awareness, visual deficit/blind in right eye, use of psychotropic medications, and impaired balance. Staff 
were directed to approach from front or left side, floor mat, hi/low bed, toileting schedule, provide a safe 
environment, gripper socks, anti-reverse brakes on wheelchair, and call don't fall sign place in room and 
bathroom. He had knee pain due to arthritis, right artificial knee joint and restless leg syndrome (RLS). 
Impaired cognition related to short term memory problem, time orientation difficulty, and difficulty hearing. 
Staff were directed to report changes in cognitive status. R1 was a vulnerable adult related to assistance 
needed for activities of daily living (ADLS), impaired communication and decision-making skills, and impaired 
mobility. Staff were directed to listen to his concerns and report any inappropriate or suspicious behaviors to 
the proper authorities. R1's progress notes from 11/10/24, through 11/17/25, identified: -On 11/10/25 at 4:24 
a.m., noted during cares an approximate 4 centimeter (cm) scabbed scratch area noted on right hip located 
where the edge of the brief touches his skin. -On 11/10/25 at 7:41 p.m., gave 500 mg Tylenol po every six 
hours PRN for mild pain. R1 grimacing and with rolling and repositioning. Follow-up at 8:49 p.m. effective 
pain zero out of 10. -11/10/25 at 11:17 p.m., Weekly skin inspection has multiple scabbed area on right lower 
extremity and face. No bruising. -11/11/25 at 5:38 p.m., Gave 1000 mg Tylenol po (by mouth) every six hours 
PRN for moderate to severe pain. R1 jumpy in wheelchair seat at evening meal. Reporting hip pain. 
Follow-up at 7:57 p.m., effective pain zero out of 10. -11/12/25 at 11:12 a.m., Unable to stand today. 
-11/13/25 at 2:46 p.m., Bruise noted to right upper groin/hip area red/purple to center and yellowing around 
edges. He denied cause being from any suspicious or inappropriate behavior. Bruise does not appear 
suspicious. Denies pain. -11/13/25 at 2:49 p.m., Gave 1000 mg Tylenol po as needed for moderate to severe 
pain. Complained of right hip pain and facial grimacing. Follow-up at 4:28 p.m. effective pain zero out of 10. 
-11/14/25 at 12:33 a.m., gave 1000 mg Tylenol PRN for moderate to severe pain. Right hip pain. Follow up 
at 3:08 a.m., effective pain zero out of 10. -11/14/25 at 1:50 p.m., Gave Tylenol. Wiggling around in chair and 
swearing under his breath when he moved a certain way or when he tried to hold up his feet. Pain rated eight 
out of 10 using PAIN-AD scale (assesses pain in residents with cognitive impairment). Follow-up at 5:23 p.m.
, effective pain zero out of 10. -11/14/25 at 11:40 p.m., Gave Tylenol for moderate to severe pain. Right hip 
pain. Follow-up at 1:43 a.m., effective pain zero out of 10. -11/15/25 at 5:18 a.m., Bruising observed above 
posterior right knee and extended into upper posterior thigh. No pain with palpitation. -11/15/25 at 9:54 a.m., 
Gave Tylenol for moderate to severe pain. Right hip pain. Follow up at 12:00 p.m., effective pain two out of 
10. -11/15/25 at 5:28 p.m., Gave Tylenol for complaints of increased right hip pain. Follow up at 7:26 p.m., 
ineffective. Pain six out of 10. Stated his pain was the same or worse since Tylenol administration. Facial 
grimacing. Has a yellowish brise with deep purple red marks across right hip. -11/15/25 at 9:38 p.m., Right 
hip bruise was yellowing with areas of dark purple. Appeared slight swollen. Tylenol administered at p.m. 
(evening) meal. Checked in with R1 twice and he stated it did not help much at all. Offered ice/heat, refused. 
Appeared to be in moderate pain. -11/16/25 at 3:58 p.m., Gave Tylenol for complaints of increased right hip 
pain. R1 grimacing, groaning. Rates pain at eight to nine out of 10. Noted to position self so he was lying on 
his left hip, offloading pressure on the right. Large ice pack applied. Follow-up at 6:47 p.m., continued to 
complain of increased right hip pain. Continuing with ice and repositioning. -11/16/25 at 8:39 p.m., R1 had a 
large amount of bruising noted to posterior right leg and right anterior hip area. Legs are equal in length. 
Right hip pain with movement and external rotation, no pain at rest. He did not remember hurting himself 
stated when you get old you just get fragile, I guess. Phoned daughter and updated, currently on her way to 
facility to assess if she would like him sent in or not. Per daughter request was sent to ER to have right hip 
assessed. Provider on-call approved transfer to ER. Left facility via ambulance at 9:20 p.m. -11/17/25 at 
12:21 a.m., Returned to facility via ambulance. No [NAME] of pain, no grimacing or verbalization of pain. 
Received Tylenol at 10:23 p.m. -11/17/25 at 12:08 p.m., Daughter visited. Writer evaluated R1's bruising. 
Deep purple bruising remained to right posterior leg from behind knee to groin area, small scattered red 
bruising to lateral right thigh and softball sized deep purple bruise to right lower back. Faded bruising to right 
anterior hip. No c/o pain to back or lower leg. Complained of pain to right outer hip when palpated or 
pressure placed on area. Unable to lay on right side. No swelling or deformity noted to right hip. Daughter 
expressed concern that he had fallen and not reported she was unable to figure out how else the bruising 
occurred. Writer and daughter tried to brainstorm together but unable to determine definitive cause for 
bruising. He denied anyone hurting him. He will be a Hoyer lift for all transfers as EZ stand transfers are too 
unsafe. Requested MD be contacted for better pain control. -11/17/25 at 12:14 p.m., Fax sent to primary 
provider (MD) to update on ER visit from last evening and requested pain medication orders. R1's ER visit 
dated 11/16/25 at 9:43 p.m., identified presented with concerns about hip pain/bruising. Imaging result on 
11/16/25, x-ray of right hip/pelvis. Impression: no definite fracture or dislocation was identified. Diagnoses: 
contusion (bruise) of right hip. R1's primary provider visit dated 11/19/25, identified the primary driver of the 
bruising suspected was the apixaban. Does not appear to be concerning for injury. Denied any staff injury, 
unable to identify how bruises occurred, and felt safe. Continue to monitor closely.Facility 5-day report 
submitted to the Minnesota Department of Health (MDH) dated 11/19/25 at 4:55 p.m., identified an incident 
report was submitted on 11/16/25 at 10:34 p.m., regarding an allegation of unexplained injury of unknown 
source occurred on 11/16/25 at 8:43 p.m. Bruising was noted to posterior right hip, leg and front of hip. 
Unknown source of origin. He did not know how bruising occurred, no recollection of any recent falls or 
events that could have caused significant bruising, has a poor memory, on Eliquis, and required assistance 
of two staff to transfer in an EZ stand lift. Initial bruising (4 to 5 smaller bruises that resulted in a larger 
bruise) was noted on 11/11/25. Between 11/15/25 p.m., shift and 11/16/25 at 0430 (4:30 a.m.) he remained 
in bed due to not needing incontinence cares until 0430. At that time the night NA went to assist with cares 
and noted the bruise went from the bottom of his buttocks to his knee on the right leg. Night nurse was 
notified, and bruising charting was initiated. On 11/16/25, prior to midnight the NA's noted old bruising on the 
right hip lighter in color. On 11/16/25, at approximately 8:30 p.m., registered nurse (RN) checked on R1 due 
to complaints of pain and found the bruising had expanded, darker in color than what was observed on 
11/16/25. Some bruising was noted on upper back. Pain was managed by Tylenol 1000 mg hot/cold packs 
and repositioning. Family, director of nursing (DON), and administrator were notified, and he was sent to 
emergency room (ER) at 9:20 p.m., ER visit indicated no major injury, and diagnosis was hip bruise and 
constipation. During an observation on 12/12/25 at 1:06 p.m., nursing assistant (NA)-B and NA-A entered 
R1's room with an EZ total lift machine. R1 sat in WC. Loops from sling lift located underneath him were 
hooked up to the lift machine bar, lifted off wheelchair and transferred to the bed. Pulled down his pants, skin 
was observed. NA-A identified where the bruises used to be located on right hip, entire length of backside of 
right upper thigh, and the outer middle right side of his back. No bruises were seen during this observation. 
R1 stated it hurts when turned onto his right side. During an interview on 12/12/25 at 1:20 p.m., nursing 
assistant NA-A stated she identified a bruise on R1's backside of his mid-thigh on 11/13/25, looked like a 
thumb print red/purple and no yellow, looked fresh. She informed the nurse (unsure of which one) on the day 
shift. NA-A worked again on 11/15/25 and saw big dark purple bruises on his right middle lateral flank round, 
approximately six inches in diameter, and back of right thigh that covered the entire area from just above his 
knee to top of his thigh. NA-A had no idea how the bruises occurred. Staff were expected to report a bruise 
right away to the nurse. During an interview on 12/12/25 at 2:47 p.m., LPN-B stated R1 did not have the best 
memory but was able to respond appropriately to questions some of the time. R1 stated no one hurt him and 
she trusted what he said. LPN-B worked on 11/13/25, and learned during report he had a bruise on right hip. 
No documentation had been written in his chart prior to her assessment. R1 had a purple/red bruise with 
yellowing around the outside of it approximate size of a 50-cent piece. No open areas. LPN-B informed RN-D 
of the bruise and was informed weekly skin monitoring would be set up to assess the bruise. LPN-B worked 
on 11/14/25, and administered Tylenol for right hip pain, did not visually assess the hip. LPNB returned to 
work on 11/17/25, and was informed R1 had been sent to ER on [DATE]. LPN-B assessed the right hip and 
identified significant dark purple bruising located on right flank and back of right thigh. LPN-B stated the staff 
nurse would be expected to report the bruising and investigation started immediately for an unexplained 
bruise when identified to rule out if he was harmed by anyone to keep residents safe. During an interview on 
12/12/25 at 2:11 p.m., licensed practical nurse (LPN)-A stated she identified LPN-B made the first 
documentation on 11/13/25, in R1's progress notes regarding his bruise and should have been reported right 
away. On 11/15/25, R1 complained of right hip pain, grimacing, staff indicated he was in pain with transfers, 
which was unusual for R1, he also had a scratch and a light in color bruise on the lateral side of the right hip. 
R1's bruises could have been considered suspicious and unknown as to how they occurred.During an 
interview 12/15/25 at 3:00 p.m. RN-C stated a bruise was documented on 11/13/25, in R1's progress notes 
located on right hip about four to five inches in diameter. RN-C saw the bruise on 11/15/25, and verified was 
located on his right hip area only, denied pain, and was not documented. R1's cognition was not intact to be 
reliable with his memory. Based off the documentation the bruise was not suspicious, R1 did not see an 
injury occurred. The bruise was from an unknown origin (did not know what caused it) and was reportable to 
the State Agency within two hours to make sure there was not neglect, or an injury caused by someone. 
RN-C stated the staff nurse should have notified the director of nursing (DON), administrator, family, and 
provider sooner. During an interview on 12/15/25 at 3:42 p.m. floor manager RN-D stated staff would have 
been expected to notify her when bruise was found and right hip pain without relief from interventions. RN-D 
was made aware of the bruises and right hip pain on 11/17/25, when assessed with his daughter. R1's 
cognition was severely impaired, and his memory varied. Progress notes on 11/13/25, identified R1 was 
asked what caused the bruise, and he was able to tell staff he was not hurt. On 11/15/25 at 5:18 a.m., the 
bruise was found with pain and should have been reported to the state; report was filed late. The 
investigation should have been initiated right away on 11/15/25, to figure out if he had an injury and which 
staff worked with him. RN-D was unable to identify what had caused the bruises. During an interview on 
12/15/25 at 4:08 p.m., social service director (SSD) stated a resident with a brief interview for mental status 
(BIMS) rated at a three indicated severe cognitive impairment. R1 would have had difficulty making 
decisions, short term memory was impacted greatly and the recall after a couple of minutes would have been 
most likely impossible. R1 responded to questions regarding the bruises but was unable to identify who was 
involved and was not an accurate historian. Once R1's large bruises were identified they should have been 
reported to MDH. During an interview on 12/15/25, at 5:15 p.m., DON stated R1 had a severely impaired 
cognitive memory. DON was if he could have recalled what happened. R1 started having right hip pain on 
11/8/25 and was not identified as new. DON found out later R1 was medicated with Tylenol and right hip pain 
up was up to six, eight, nine or over 10. The nurses reported discomfort in the right hip. The RN should have 
been notified on 11/13/25, when right hip pain was identified and contacted the provider sooner to make sure 
there was not anything more serious going such as an injury that would have caused more pain or 
discomfort. There was more bruising from unknown origin identified on 11/15/25, staff nurse should have 
notified DON that day, state report should have been filed, and investigation started to protect the residents 
from possible abuse/neglect and made sure needs were being met. DON was contacted the evening of 
11/16/25, informed about additional bruising and unaware of the increase in right hip pain. Facility policy 
Neglect, and Exploitation dated 8/2/25, identified it was the policy of the facility to provide protections for the 
health, welfare, and rights of each resident by developing and implementing written policies and procedures 
that prohibit and prevent abuse, neglect, exploitation, and misappropriation of resident property. The facility 
will have written procedures that include Reporting of all alleged violation to the Administrator, state agency, 
adult protective services, and to all other required agencies within specified time frames: immediately, but not 
later than 2 hours after the allegation is made if the events that cause the allegation involve abuse or result in 
serious bodily injury.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interviews and document review the facility failed to thoroughly investigate an allegation of 
potential resident abuse for 1 of 1 residents (R1) who was found to have an injury of unknown origin. 
Findings include: R1's annual Minimum Data Set (MDS) dated [DATE], identified entered facility on 10/31/24, 
from a skilled nursing facility (SNF). He had minimal difficulty with hearing and impaired vision (sees large 
print, not regular print in newspaper/books). He was severely cognitively impaired without behaviors. He was 
dependent for toileting hygiene, required substantial/maximal assistance for all transfers, frequently 
incontinent of bladder, and occasionally incontinent of bowel. Diagnoses included atrial fibrillation (a common 
heart arrhythmia where the upper chambers (atria) quiver instead of contracting effectively, leading to an 
irregular and significantly increasing stroke risk) arthritis, Non-Alzhemier's dementia (a group of 
neurodegenerative disorders, like vascular dementia that affects cognition, behavior, and function often 
involving blood flow issues (vascular) or protein deposits (Lewy bodies), anxiety, depression, history of 
falling), anxiety, and depression. Currently taking an anticoagulant (blood thinner, reduces blood clotting, 
may bruise easily and take longer for bleeding to stop). R1's orders identified on 11/5/25, Apixaban (a blood 
thinner used to prevent blood clots and stroke) tablet. Give 5mg (milligrams) by mouth two times a day 
related to paroxysmal Atrial Fibrillation. R1's electronic medication administration record (EMAR) from 
11/8/25 through 11/17/25, identified: Tylenol 500 mg was administered three times from 11/8/25 through 
1/10/25, for right hip pain ranged from two to four out of 10. Tylenol 1000 mg was administered six times 
from 11/11/25 through 11/17/25, for right hip pain ranged from three to eight out of 10. R1's care plan dated 
12/17/25, identified: all transfers (started 10/9/25) sit to stand with assist of two and as needed (PRN) Hoyer 
lift for pain or difficulty standing/following directions, resolved on 12/17/25. Transfer (started on 12/17/25) 
Hoyer lift with 2 assist using the hourglass large sling for all transfers. Potential for falls related to weakness, 
history of falls, cognitive impairment with impaired safety awareness, visual deficit/blind in right eye, use of 
psychotropic medications, and impaired balance. Staff were directed to approach from front or left side, floor 
mat, hi/low bed, toileting schedule, provide a safe environment, gripper socks, anti-reverse brakes on 
wheelchair, and call don't fall sign place in room and bathroom. He had knee pain due to arthritis, right 
artificial knee joint and restless leg syndrome (RLS). Impaired cognition related to short term memory 
problem, time orientation difficulty, and difficulty hearing. Staff were directed to report changes in cognitive 
status. R1 was a vulnerable adult related to assistance needed for activities of daily living (ADLS), impaired 
communication and decision-making skills, and impaired mobility. Staff were directed to listed to his 
concerns and report any inappropriate or suspicious behaviors to the proper authorities. R1's progress notes 
from 11/10/24, through 11/17/25, identified: -On 11/10/25 at 4:24 a.m., noted during cares an approximate 
four centimeter (cm) scabbed scratch area noted on right hip located where the edge of the brief touches his 
skin. -On 11/10/25 at 7:41 p.m., gave 500 mg Tylenol po every six hours PRN for mild pain. R1 grimacing 
and with rolling and repositioning. Follow-up at 8:49 p.m., effective pain zero out of 10. -11/10/25 at 11:17 p.
m., Weekly skin inspection has multiple scabbed areas on right lower extremity and face. No bruising. 
-11/11/25 at 5:38 p.m., Gave 1000 mg Tylenol po every six hours PRN for moderate to severe pain. R1 
jumpy in wheelchair seat at evening meal. Reporting hip pain. Follow-up at 7:57 p.m., effective pain zero out 
of 10. -11/12/25 at 11:12 a.m., Unable to stand today. -11/13/25 at 2:46 p.m., Bruise noted to right upper 
groin/hip area red/purple to center and yellowing around edges. He denied cause being from any suspicious 
or inappropriate behavior. Bruise does not appear suspicious. Denies pain. -11/13/25 at 2:49 p.m., Gave 
1000 mg Tylenol po as needed for moderate to severe pain. Complained of right hip pain and facial 
grimacing. Follow-up at 4:28 p.m., effective pain rated zero out of 10. -11/14/25 at 12:33 a.m., gave 1000 mg 
Tylenol PRN for moderate to severe pain. Right hip pain. Follow up at 3:08 a.m., effective pain rated zero out 
of 10. -11/14/25 at 1:50 p.m., Gave Tylenol. Wiggling around in chair and swearing under his breath when he 
moved a certain way or when he tried to hold up his feet. Pain rated eight out of 10 using PAIN-AD scale 
(assesses pain in residents with cognitive impairment). Follow-up at 5:23 p.m., effective pain rated zero out 
of 10. -11/14/25 at 11:40 p.m., Gave Tylenol for moderate to severe pain. Right hip pain. Follow-up at 1:43 a.
m., effective pain rated zero out of 10. -11/15/25 at 5:18 a.m., Bruising observed above posterior right knee 
and extended into upper posterior thigh. No pain with palpitation. -11/15/25 at 9:54 a.m., Gave Tylenol for 
moderate to severe pain. Right hip pain. Follow up at 12:00 p.m., effective pain rated two out of10. -11/15/25 
at 5:28 p.m., Gave Tylenol for complaints of increased right hip pain. Follow up at 7:26 p.m., ineffective. Pain 
rated six out of 10. Stated his pain was the same or worse since Tylenol administration. Facial grimacing. 
Has a yellowish brise with deep purple red marks across right hip. -11/15/25 at 9:38 p.m., Right hip bruise 
was yellowing with areas of dark purple. Appeared slight swollen. Tylenol administered at p.m. meal. 
Checked in with R1 twice and he stated it did not help much at all. Offered ice/heat, refused. Appeared to be 
in moderate pain. -11/16/25 at 3:58 p.m., Gave Tylenol for complaints of increased right hip pain. R1 
grimacing, groaning. Rates pain at eight to nine out of 10. Noted to position self so he was lying on his left 
hip, offloading pressure on the right. Large ice pack applied. Follow-up at 6:47 p.m., continued to complain of 
increased right hip pain. Continuing with ice and repositioning. -11/16/25 at 8:39 p.m., R1 had a large 
amount of bruising noted to posterior right leg and right anterior hip area. Legs are equal in length. Right hip 
pain with movement and external rotation, no pain at rest. He did not remember hurting himself stated when 
you get old you just get fragile, I guess. Phoned daughter and updated, currently on her way to facility to 
assess if she would like him sent in or not. Per daughter request was sent to ER to have right hip assessed. 
Provider on-call approved transfer to ER. Left facility via ambulance at 9:20 p.m. -11/17/25 at 12:21 a.m., 
Returned to facility via ambulance. No signs of pain, no grimacing or verbalization of pain. Received Tylenol 
at 10:23 p.m. -11/17/25 at 12:08 p.m., daughter visited. Writer evaluated R1's bruising. Deep purple bruising 
remained to right posterior leg from behind knee to groin area, small scattered red bruising to lateral right 
thigh and softball sized deep purple bruise to right lower back. Faded bruising to right anterior hip. No c/o 
pain to back or lower leg. Complained of pain to right outer hip when palpated or pressure placed on area. 
Unable to lay on right side. No swelling or deformity noted to right hip. Daughter expressed concern that he 
had fallen and not reported she was unable to figure out how else the bruising occurred. Writer and daughter 
tried to brainstorm together but unable to determine definitive cause for bruising. He denied anyone hurting 
him. He will be a Hoyer lift for all transfers as EZ stand transfers are too unsafe. Requested MD [doctor] be 
contacted for better pain control. -11/17/25 at 12:14 p.m., Fax sent to primary provider (MD) to update on ER 
visit from last evening and requested pain medication orders. R1's ER visit dated 11/16/25 at 9:43 p.m., 
identified [R1] presented with concerns about hip pain/bruising. Imaging result on 11/16/25, x-ray of right 
hip/pelvis. Impression: no definite fracture or dislocation was identified. Diagnoses: contusion (bruise) of right 
hip. R1's primary provider visit dated 11/19/25, identified the primary driver of the bruising suspected was the 
apixaban. Does not appear to be concerning for injury. Denied any staff injury, unable to identify how bruises 
occurred, and felt safe. Continue to monitor closely.Facility 5-day report submitted to the Minnesota 
Department of Health (MDH) dated 11/19/25 at 4:55 p.m., identified an incident report was submitted on 
11/16/25 at 10:34 p.m., regarding an allegation of unexplained injury of unknown source occurred on 
11/16/25 at 8:43 p.m. Bruising was noted to posterior right hip, leg and front of hip. Unknown source of 
origin. He did not know how bruising occurred, no recollection of any recent falls or events that could have 
caused significant bruising, has a poor memory, on Eliquis, and required assistance of two staff to transfer in 
an EZ stand lift. Initial bruising (4 to 5 smaller bruises that resulted in a larger bruise) was noted on 11/11/25. 
Between 11/15/25 p.m. [evening] shift and 11/16/25 at 0430 he remained in bed due to not needing 
incontinence cares until 0430. At that time the night NA went to assist with cares and noted the bruise went 
from the bottom of his buttocks to his knee on the right leg. Night nurse was notified, and bruising charting 
was initiated. On 11/16/25, prior to midnight the NA's noted old bruising on the right hip lighter in color. On 
11/16/25, at approximately 8:30 p.m., registered nurse (RN) checked on R1 due to complaints of pain and 
found the bruising had expanded, darker in color than what was observed on 11/16/25. Some bruising was 
noted on upper back. Pain was managed by Tylenol 1000 mg, hot/cold packs and repositioning. Family, 
director of nursing (DON), and administrator were notified, and he was sent to emergency room (ER) at 9:20 
p.m. ER visit indicated no major injury, and diagnosis was hip bruise and constipation. During an observation 
on 12/12/25 at 1:06 p.m., nursing assistant (NA)-B and NA-A entered R1's room with an EZ total lift machine. 
R1 sat in WC. Loops from sling lift located underneath him were hooked up to the lift machine bar, lifted off 
wheelchair and transferred to the bed. Pulled down his pants, skin was observed. NA-A identified where the 
bruises used to be located on right hip, entire length of backside of right upper thigh, and the outer middle 
right side of his back. No bruises were seen during this observation. R1 stated, it hurts, when turned onto his 
right side. During an interview on 12/12/25 at 1:20 p.m., NA-A stated she identified a bruise on R1's backside 
of his mid-thigh on 11/13/25, looked like a thumb print red/purple and no yellow, looked fresh. She informed 
the nurse (unsure of which one) on the day shift. She worked again on 11/15/25 and saw big dark purple 
bruises on his right middle lateral flank round, approximately six inches in diameter, and back of right thigh 
that covered the entire area from just above his knee to top of his thigh. She had no idea how the bruises 
occurred. Staff were expected to report a bruise right away to the nurse. During an interview on 12/12/25 at 
2:47 p.m., licensed practical nurse (LPN)-B stated R1 did not have the best memory but was able to respond 
appropriately to questions some of the time. R1 stated no one hurt him and LPN-B trusted what he said. She 
had worked on 11/13/25 and learned during report he had a bruise on right hip. No documentation had been 
written in his chart prior to her assessment. R1 had a purple/red bruise with yellowing around the outside of it 
approximate size of a 50-cent piece. No open areas, asked if R1 was harmed and he replied, no. LPN-B 
informed RN-D of the bruise and was informed weekly skin monitoring would be set up to assess the bruise. 
LPN-B worked on 11/14/25, and medicated R1 with Tylenol for right hip pain. LPN-B did not visually assess 
the hip. LPN-B returned to work on 11/17/25 and was informed R1 had been sent to ER on [DATE]. LPN-B 
assessed the right hip and identified significant dark purple bruising located on right flank and back of right 
thigh. Staff nurse would be expected to report and start an investigation for an unexplained bruise when 
identified to rule out if he was harmed by anyone, to keep residents safe. During an interview on 12/15/25 at 
2:09 p.m., medical director /primary provider (MD) stated R1's memory and cognition were poor due to 
dementia. He was able to answer questions about his bruises, denied anything happened, was believable 
and credible. He was taking Eliquis, would have not taken much trauma/injury and only a bump could have 
caused the bruising. MD did not have an explanation as to why R1 had bruises in the areas he did. R1 did 
not have right hip pain prior to the incident. The staff would have been expected to update him on a weekly 
visit or sooner. MD was not contacted when R1 was sent to ER on [DATE]. MD would have expected staff to 
notify him of any bruises or hip pain right away so that nothing was missed and concerns were evaluated as 
soon as possible. When MD arrived at the facility on 11/19/25, while rounds were being completed, he was 
told R1 needed a follow-up visit after the ER visit. That was the first time MD was informed of right hip pain 
and bruises. Upon assessment R1 had bruises located on the right hip, buttock, and superior (flank) to the 
right lateral abdominal wall mildly tender upon palpation. Color of the bruises were typical, purplish with 
some yellow, indicated maturing which made sense if they were identified around 11/13/25. No abuse 
suspected but unsure as to how he received the bruises. During an interview on 12/15/25 at 3:42 p.m., floor 
manager RN-D stated staff would have been expected to notify her when bruise was found and right hip pain 
without relief from interventions. She was made aware of the bruises and right hip pain on 11/17/25, when 
assessed with his daughter. R1's cognition was severely impaired, and his memory varied. A licensed 
practical nurse (LPN)-B documented on 11/13/25, R1 was asked what caused the bruise, and R1 was able 
to tell staff he was not hurt. The bruise was not measured and should have been. On 11/15/25 at 5:18 a.m., 
the bruise was found with pain and should have been reported to the state; report was filed late. The 
investigation should have been initiated right away on 11/15/25, to figure out if he had an injury and which 
staff worked with him. RN-D was unable to identify what had caused the bruises. R1's bruising with hip pain 
should have been reported to the provider right away to identify the underlying reason for the pain. During an 
interview on 12/15/25 at 4:08 p.m., social service director (SSD) stated a resident with a brief interview for 
mental status (BIMS) rated at a three indicated severe cognitive impairment. R1 would have had difficulty 
making decisions, short term memory was impacted greatly and the recall after a couple of minutes would 
have been most likely impossible. R1 responded to questions regarding the bruises but was unable to 
identify who was involved and was not an accurate historian. Once R1's large bruises were identified they 
should have been reported to MDH.During an interview on 12/15/25, at 5:15 p.m., DON stated R1 had a 
severely impaired cognitive memory. DON was if he could have recalled what happened. R1 started having 
right hip pain on 11/8/25 and was not identified as new. DON found out later R1 was medicated with Tylenol 
and right hip pain up was up to six, eight, nine or over 10. The nurses reported discomfort in the right hip. 
The RN should have been notified on 11/13/25, when right hip pain was identified and contacted the provider 
sooner to make sure there was not anything more serious going such as an injury that would have caused 
more pain or discomfort. There was more bruising from unknown origin identified on 11/15/25, staff nurse 
should have notified DON that day, state report should have been filed, and investigation started to protect 
the residents from possible abuse/neglect and made sure needs were being met. DON was contacted the 
evening of 11/16/25, informed about additional bruising and unaware of the increase in right hip pain. Facility 
policy Abuse, Neglect, and Exploitation dated 8/2/25, identified it was the policy of the facility to provide 
protections for the health, welfare, and rights of each resident by developing and implementing written 
policies and procedures that prohibit and prevent abuse, neglect, exploitation, and misappropriation of 
resident property. An immediate investigation is warranted when suspicion or reports of abuse, neglect, or 
exploitation occur. Written procedures for investigation include identifying and interviewing all involved 
persons, including alleged victim, alleged perpetrator, witness es and others who might have knowledge of 
allegations. Focusing the investigation on determining if abuse, neglect, exploitation, and/or mistreatment 
has occurred, the extent, and cause; and providing complete and thorough documentation of the 
investigation.
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