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 2 000 Initial Comments

         *****ATTENTION******

    NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section 
144A.10, this correction order has been issued 
pursuant to a survey.  If, upon reinspection, it is 
found that the deficiency or deficiencies cited 
herein are not corrected, a fine for each violation 
not corrected shall be assessed in accordance 
with a schedule of fines promulgated by rule of 
the Minnesota Department of Health.

Determination of whether a violation has been 
corrected requires compliance with all 
requirements of the rule provided at the tag 
number and MN Rule number indicated below.  
When a rule contains several items, failure to 
comply with any of the items will be considered 
lack of compliance.  Lack of compliance upon 
re-inspection with any item of multi-part rule will 
result in the assessment of a fine even if the item 
that was violated during the initial inspection was 
corrected. 

You may request a hearing on any assessments 
that may result from non-compliance with these 
orders provided that a written request is made to 
the Department within 15 days of receipt of a 
notice of assessment for non-compliance. 

INITIAL COMMENTS:

 2 000

On 3/21/22 through 3/24/22, a licensing survey 
was conducted at your facility by surveyors from 
the Minnesota Department of Health (MDH). Your 
facility was found NOT in compliance with the MN 
State Licensure and the following correction 
orders are issued. Please indicate in your 
electronic plan of correction you have reviewed 
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 2 000Continued From page 1 2 000

these orders and identify the date when they will 
be completed.

The following complaints were found to be 
SUBSTANTIATED, however, NO licensing orders 
were issued due to actions implemented by the 
facility prior to survey: 
H5183470C (MN81824)
H5183473C (MN81890)
H5183474C (MN81825)
H5183476C (MN81672)

The following complaints were found to be 
UNSUBSTANTIATED: 
H5183469C (MN81532) 
H5183471C (MN81898)
H5183472C (MN81896)
H5183475C (MN81801)
H5183477C (MN80781)

Minnesota Department of Health is documenting 
the State Licensing Correction Orders using 
federal software. Tag numbers have been 
assigned to Minnesota state statutes/rules for 
Nursing Homes. The assigned tag number 
appears in the far left column entitled "ID Prefix 
Tag."  The state statute/rule out of compliance is 
listed in the "Summary Statement of Deficiencies" 
column and replaces the "To Comply" portion of 
the correction order. This column also includes 
the findings which are in violation of the state 
statute after the statement, "This Rule is not met 
as evidence by." Following the surveyors findings 
are the Suggested Method of Correction and 
Time period for Correction.

You have agreed to participate in the electronic 
receipt of State licensure orders consistent with 
the Minnesota Department of Health 
Informational Bulletin 

Minnesota Department of Health
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https://www.health.state.mn.us/facilities/regulatio
n/infobulletins/ib14_1.html The State licensing 
orders are delineated on the attached Minnesota 
Department of Health orders being submitted to 
you electronically.  Although no plan of correction 
is necessary for State Statutes/Rules, please 
enter the word "corrected" in the box available for 
text. You must then indicate in the electronic 
State licensure process, under the heading 
completion date, the date your orders will be 
corrected prior to electronically submitting to the 
Minnesota Department of Health. 

PLEASE DISREGARD THE HEADING OF THE 
FOURTH COLUMN WHICH STATES, 
"PROVIDER'S PLAN OF CORRECTION."  THIS 
APPLIES TO FEDERAL DEFICIENCIES ONLY. 
THIS WILL APPEAR ON EACH PAGE.  THERE 
IS NO REQUIREMENT TO SUBMIT A PLAN OF 
CORRECTION FOR VIOLATIONS OF 
MINNESOTA STATE STATUTES/RULES.

 2 915 MN Rule 4658.0525 Subp. 6 A Rehab - ADLs

Subp. 6.  Activities of daily living.  Based on the 
comprehensive resident assessment, a nursing 
home must ensure that:  
      A.  a resident is given the appropriate 
treatments and services to maintain or improve 
abilities in activities of daily living unless 
deterioration is a normal or characteristic part of 
the resident's condition.  For purposes of this 
part, activities of daily living includes the 
resident's ability to:  
        (1) bathe, dress, and groom��
        (2) transfer and ambulate��
        (3) use the toilet��
        (4) eat��and 
        (5) use speech, language, or other 

 2 915 4/26/22

Minnesota Department of Health
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functional communication systems��and 

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview, and document 
review, the facility failed reassess for the need of 
a functional maintenance program for 1 of 1 
resident (R184) who was reviewed for an activity 
of daily living (ADL) decline.

Findings include:

R184's significant change Minimum Data Set 
(MDS) dated 3/1/22, indicated R184 had 
moderately impaired cognition and required 
extensive assistance with bed mobility and 
transfers. Additionally, the MDS indicated R184 
needed limited assistance with ambulation. 184's 
diagnoses included anoxic brain damage 
(damage caused by lack of oxygen), muscle 
weakness, and abnormalities of gait and mobility. 

R184's care plan revised on 2/7/22, included, 
"[R184] will improve current level of function in 
bed mobility, transfers, eating, dressing, toilet 
use, and personal hygiene to ensure a safe 
discharge home."  

R184's Physical Therapy Discharge Summary 
dated 2/21/22, indicated R184 needed minimal 
assistance to complete stand-pivot transfers, 
supervision/touch assistance with bed mobility, 
and contact guard assistance when ambulating 
with a walker. Additionally, the summary indicated 
a functional maintenance program was not 
established at the time of discharge from therapy 

See correction plan above F676 
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 2 915Continued From page 4 2 915

services as it was "not indicated" at that time. 

During an interview on 3/22/22, at 7:32 p.m. 
family member (FM)-A stated R184 had 
regressed in his abilities, specifically ambulation, 
since being discharged from physical therapy 
services at the end of February. FM-A added 
R184 had no exercise program to assist with 
maintaining the level of function achieved while 
working with therapy services. FM-A stated 
R184's discharge plan to home was delayed and 
she asked the assistant administrator about 
resuming therapy services, however, did not 
receive follow-up to the inquiry and R184 had not 
been reassessed for services. 

During an interview on 3/23/22, at 11:15 a.m. the 
assistant administrator stated R184 admitted to 
the transitional care unit (TCU) and received 
physical, occupational, and speech therapy 
services with a goal of discharging home upon 
completion of these services. R184 was 
discharged from PT and OT services, but his 
discharge home was delayed. As a result, he 
transferred from the TCU to long-term care (LTC) 
where he would stay until a new discharge date 
was established. 

During an interview on 3/23/22, at 1:36 p.m. the 
therapy services director (TD)-F stated R184 
discharged from therapy services approximately 
one month ago as had reached his maximum 
potential. The plan was for R184 to discharge 
home within a couple of days of discharge. TD-F 
stated he was aware R184's discharge plan was 
delayed which resulted in R184 being moved 
from the TCU to LTC. TD-F added no 
maintenance program was developed for R184 to 
assist with maintaining his current level of 
functioning while waiting for discharge. TD-F 

Minnesota Department of Health
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explained if the therapists had been aware delay 
in discharging to the community was going to be 
significant, an exercise program would had been 
developed. "We thought he was discharging 
sooner than he has. We didn't anticipate him 
being here this long." TD-F stated when there 
was a change or delay in a resident's discharge 
plan social services should initiate communication 
with the interdisciplinary team, which included 
therapy, to determine if a physical maintenance 
program should be added or if additional therapy 
services were needed. 

During an interview of 3/24/22, at 7:36 am 
registered nurse (RN)-D stated he had worked 
with R184 since he transferred to LTC. RN-D was 
not aware of any maintenance program, had not 
ever seen R184 walk, and said R184 needed 
extensive assistance to get in and out of bed. 

During an interview on 3/24/22, at 10:45 a.m. 
physical therapist (PT)-A stated she evaluated 
R184 that morning to complete an assessment of 
R184's current level of function. The assessment 
determined R184 needed increased assistance 
with transfers and bed mobility and he had 
decreased stamina with ambulation. Based on 
the finding from the assessment PT-A 
recommended R184 resume physical therapy 
services 5 days a week to "get him back to where 
he was when he discharged from therapy" then 
establish a functional maintenance program prior 
to discharging from therapy services if his 
discharge to the community remains uncertain.

Although R184 was discharged from therapy on 
2/21/22, without a functional maintenance 
program, R184 was not reassessed to determine 
if a maintenance program would be necessary to 
maintain his current abilities when his discharge 

Minnesota Department of Health
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was delayed.

The facility policy, "Goals and objectives, 
Restorative Services, dated 5/2021, included, 
"Specialized rehabilitative service goals and 
objectives shall be developed for problems 
identified through resident assessment." 

SUGGESTED METHOD OF CORRECTION: The 
director of nursing (DON), or designee, could 
develop, review, and/or revise policies and 
procedures to ensure residents are given 
appropriate treatment and services to maintain 
their abilities. The director of nursing (DON), or 
designee, could then educate all appropriate staff 
on the policies and procedures and develop 
monitoring systems to ensure ongoing 
compliance. 

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) Days

 21375 MN Rule 4658.0800 Subp. 1 Infection Control��
Program

 Subpart 1.  Infection control program.  A nursing 
home must establish and maintain an infection 
control program designed to provide a safe and 
sanitary environment. 

This MN Requirement  is not met as evidenced 
by:

 21375 4/26/22

Based on observation, interview, and document 
review, the facility failed appropriately utilize 
personal protective equipment (PPE) and perform 
hand hygiene for 2 of 2 residents (R354, R356), 
who were reviewed for transmission based 
precautions, and subsequently touched high 

See plan above for F880 

Minnesota Department of Health
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touch surfaces and/or a resident's environment 
(R108). 

Findings include: 

R354's Face Sheet dated 3/18/22, indicated R354 
had an active diagnoses of Clostridioides difficile 
(C.diff) (a germ that causes severe diarrhea and 
inflammation of the colon) and sepsis (severe 
infection).

R108's admission Minimum Data Set (MDS) 
dated 2/11/22, indicated R109 had diagnoses of 
traumatic brain injury and diabetes.  

R354's Order Summary Report dated 3/18/22, 
indicated R354 required enteric precautions (use 
of a gown and gloves in addition to hand hygiene 
using soap and water) for C. diff until further 
advised by the infection preventionist or provider 
to discontinue. The order further directed staff to 
ensure residents and staff used soap and water 
for hand hygiene. Additionally, hospital discharge 
orders dated 3/18/22, indicated R354 was not 
free from communicable disease due to C. diff.   

R354's care plan dated 3/20/22, indicated R354 
was incontinent of bowel and required assistance 
of one staff for toileting. 

During an observation on 3/21/22, at 9:16 a.m. an 
isolation cart was outside of R354's room with a 
sign above the cart which indicated R354 was on 
enteric isolation precautions. Housekeeper 
(HK)-A was observed to put on a gown and 
gloves and entered R354's room and proceeded 
to clean.  HK-A had entered R354's bathroom to 
spray surfices, wiped down bedside table, and  
re-entered R354's bathroom. HK-A exited R354's 
room and obtained a broom and dustpan from a 

Minnesota Department of Health
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cart located outside of R354's room. In doing so, 
HK-A touched a housekeeping cart, broom, 
dustpan handles, and the outside of R354's door 
while wearing the same gloves. HK-A again 
entered R353's room and subsequently exited 
and placed the broom and dustpan back on the 
housekeeping cart and placed a bag of garbage 
from the room into a larger garbage bag hanging 
on the cart.  HK-A then obtained a mop. In doing 
so, HK-A again touched the housekeeping cart 
and the outside doorknob of R354's room door 
wearing the same gloves. HK-A then returned the 
mop to the housekeeping cart while still wearing 
the same gloves. After cleaning R354's room, 
HK-A removed and disposed of their isolation 
gown and shut R354's door. HK-A had not 
removed their gloves.  

At 9:28 a.m. HK-A proceeded to R108's room 
who was not on TBP, wearing the same gloves 
she used to clean R354's room. HK-A shut 
R354's door upon entering the room. HK-A exited 
R108's room twice to obtain items from the 
housekeeping cart��each time HK-A touched the 
cart, the outside of R108's door, and handles of 
broom and mop. Upon completion of cleaning 
R108.  HK-A removed their gloves and used hand 
sanitizer to perform hand hygiene.    

During an interview on 3/21/22, at 9:47 a.m. HK-A 
stated the process for cleaning rooms was the 
same for all residents which included removing 
garbage, wiping tables, cleaning the bathroom, 
sweeping, and mopping floors. HK-A stated they 
changed their gloves every two rooms and hand 
sanitizer was used. HK-A stated gowns were 
always worn for isolation rooms. HK-A verified the 
same gloves were used to clean R354's room 
and R108's room. HK-A reviewed the enteric 
precautions sign outside of R354's room, noted 

Minnesota Department of Health
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the sign instructed the use of soap and water for 
hand hygiene and confirmed they had not used 
soap and water to perform hand hygiene.  

During an interview on 3/21/22, at 1:21 p.m. R354 
stated he did not use the bathroom, just a urinal 
and wore an incontinence product as he was 
incontinent of bowel. R354 stated staff helped 
clean him up when he had a bowel movement, 
but had not offered to wash his hands with soap 
and water. R354's room had a foul odor noted 
during the interview. 

During an interview on 3/21/22, at 1:26 p.m. 
HK-C stated they attempted clean TBP rooms 
last. When entering a TBP room, all supplies 
were gathered and brought into the room in bags 
as they could not leave a room until PPE could be 
removed. HK-C further stated there were no 
dedicated supplies for TBP rooms, but she tried 
to clean the toilet brushes with bleach and water 
after use. HK-C stated hand sanitizer was used 
upon exit from all rooms, including resident 
rooms with enteric precautions.

A progress note dated 3/21/22, at 2:10 p.m. 
indicated R354 had two loose stools with no fowl 
odor noted. 

During an interview on 3/21/22, at 2:56 p.m. 
HK-D stated staff were expected to remove 
isolation gowns at the door and should not exit 
rooms with a gown or gloves on. Glove removal 
and hand hygiene was expected after exit of each 
room. Furthermore, HK-D stated staff normally 
could use hand sanitizer after cleaning rooms, but 
staff needed to wash their hands with soap and 
water after exiting a TBP room. HK-D stated there 
were disposable toilet brushes for use in TBP 
rooms, but was not sure how often they were 

Minnesota Department of Health
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used. HK-D stated removal of PPE before exiting 
rooms and proper hand hygiene was important 
for infection prevention and making sure bacteria 
was not carried room-to-room. 

During an interview on 3/21/22, at 3:22 p.m. the 
medical director (MD) stated they expected staff 
to follow appropriate TBP for any suspected or 
confirmed transmittable infection. Furthermore, 
the MD stated handwashing with soap and water 
was best practice, but hand sanitizer was 
sufficient for any infections. The MD stated not 
performing hand hygiene was not acceptable and 
placed other residents at risk for infection.

A progress note dated 3/21/22, at 4:18 p.m. 
indicated R354 had a history of C.diff and had 
formed stools since admission (contrary to the 
progress note on 3/21/22, at 2:10 p.m.). A 
message was left with the nurse practitioner to 
determine if isolation was still needed. A 
subsequent progress note dated 3/22/22, at 7:54 
a.m. indicated R354's isolation orders were okay 
to remove after a conversation with the provider.  

During an observation on 3/23/22, at 2:11 p.m. 
the isolation cart and signage was no longer 
placed outside of of R354's room. Nursing 
assistant (NA)-A and occupational therapist 
(OT)-B were also observed changing R354's 
incontinence product at this time. R354's stool 
was noted to be loose and had soaked through 
the sheet underneath R354. OT-B stated R354 
had a large bowel movement that was loose and 
had leaked through the sheet.  

During an observation on 3/24/22, at 9:33 a.m. 
R354 was sitting in bed with his incontinence 
product unfastened. No isolation cart or signage 
was placed outside of R354's room. R354's 
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incontinence product was noted to be saturated 
with loose yellow stool which was leaking out. 
The stool, which was foul smelling, had soaked 
out of the brief and onto the bed linens. NA-C, 
who was not wearing an isolation gown, was in 
the room and assisted R354 turn to wash his 
bottom. Additionally, NA-C rolled the 
soaked/soiled sheets underneath R354. NA-C 
described R354's stool as loose, slippery, and 
maybe a little watery. At this time,  an isolation 
cart and enteric isolation sign was observed to be 
placed outside of R354's room. Registered nurse 
(RN)-F then gowned, gloved and entered room 
and assisted NA-C put on an isolation gown and 
provided incontinence cares for R354.  RN-F 
described stool as soft and watery as the stool 
had leaked through the bedding completely and 
on the mattress.   

During an interview on 3/24/21 at 7:52 a.m. RN-G 
stated each type of infection had a protocol on 
how to remove isolation. RN-G stated R354's 
chart showed formed stools documented since 
admission, however, she was not aware of the 
progress note indicating R354's loose stool on 
3/21/22. Furthermore, RN-G stated there was not 
collaboration with staff, or observation of R354's 
stools, when deciding to discontinue R354's 
enteric precautions on 3/22/22.  

During an interview on 3/24/22, at 8:27 a.m. 
RN-H stated a protocol which included a chart 
review, review of labs, vital signs, progress notes, 
other relevant documentation, and staff/provider 
collaboration was used to determine if TBP could 
be discontinued. RN-H stated he expected all 
staff to follow any TBP signs in-place for 
residents. Furthermore, not following TBP placed 
other residents at risk for infection.     
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A progress note dated 3/24/21, at 9:22 a.m. 
indicated nurse practitioner (NP)-A requested to 
start enteric isolation for R354. 

During an interview on 3/24/22, at 10:57 a.m. 
nurse practitioner (NP)-A stated R354 was a new 
admission and the facility reached out regarding 
isolation precautions on 3/21/22. NP-A stated 
while C.diff precautions "can be discontinued, it 
was up to the facility to determine if R354 had 
met the criteria as I had not seen the resident 
yet." NP-A further stated R354's enteric 
precautions were removed prematurely and there 
was risk for other residents by doing so.  

During an interview on 3/24/22, at 11:31 a.m. the 
director of nursing (DON) stated R354 had no 
loose stools for 48 hours prior to discontinuing 
TBP. The DON stated she was unaware of the 
progress note documenting loose stools on 
3/21/22. The DON further stated RN-G discussed 
the criteria with NP-A and NP-A discontinued TBP 
for R354. The DON stated after a second 
discussion with NP-A on 3/24/22, TBP were 
reordered.  DON expected all staff to follow TBP 
signs posted at a residents door.  

R356's Face Sheet dated 3/16/22, indicated R356 
had diagnoses of sepsis, diabetes, and 
weakness.  

R356's hospital discharge summary dated 
3/16/22, indicated R356 had a 
catheter-associated urinary tract infection due to 
ESBL Klebsiella.  

R356's care plan dated 3/18/22, indicated R356 
had a suprapubic catheter (inserted through the 
abdomen) related to urinary retention and history 
of bladder rupture.  
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R356's Order Summary Report dated 3/22/22, 
indicated R356 required contact precautions for 
extended spectrum beta-lactamase (ESBL) (an 
infection resistant to multiple antibiotics) in urine. 

During an observation on 3/23/22 at 9:32 a.m. 
HK-B put on a gown and gloves and entered 
R356's room and went into R356's bathroom and 
sprayed surfaces with bleach cleaner. HK-B then 
wiped down R356's room surfaces and bedside 
table. At 9:40 a.m. HK-B exited R356's room, 
without removing her gown or gloves, and 
touched the housekeeping cart to obtain the 
broom and dustpan. HK-B also touched the 
outside of R356's door and re-entered the room. 
HK-B again exited R356's room, without 
removing her gown or gloves, and pulled the 
housekeeping cart closer to the doorway and 
exchanged the broom and dustpan for the mop 
and placed R356's garbage bag into a larger 
garbage bag hung on the cart. At 9:42 a.m. HK-B 
then exited R356's room, removed and discarded 
their gown and gloves in the hallway and placed 
them in a garbage bag hung on the cart and 
performed hand hygiene.  

During an interview on 3/23/22, at 9:43 a.m. HK-B 
stated a gown and gloves was needed to clean 
R356's room. HK-B stated she sprayed a bleach 
cleaner in bathroom, removed garbage, wiped 
down surfaces, and wiped down the bathroom. 
HK-B stated the process was to remove isolation 
gowns and gloves after cleaning a residents room 
was completed and it was okay to leave on the 
gown and gloves to obtain supplies from the 
housekeeping cart.     

During an observation on 3/23/22, at 2:30 p.m. 
RN-E walked into R356's room to help R356 
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swing her legs back up in bed. RN-E did not put 
on a gown or gloves before walking into R356's 
room. Upon exiting R356's room, RN-E had not 
performed hand hygiene and walked down to 
obtain a vital sign machine and brought it down 
the other hallway for use. RN-E then stopped at 
the medication cart and performed hand hygiene.  

During an interview on 3/23/22, at 2:40 p.m. 
RN-E stated they were not sure why R356 was on 
TBP. Furthermore, RN-E verified they had not 
performed hand hygiene upon exit of R356's 
room.

Facility policy titled Isolation- Categories of 
Transmission-Based Precautions. Reviewed 
3/2022, directed transmission-based precautions 
shall be used when caring for residents who are 
documented or suspected to have communicable 
diseases or infections that can be transmitted to 
others.  Furthermore, the policy directed staff 
must remove gloves before leaving the room and 
wash hands immediately with an antimicrobial 
agent or waterless agent.  Gastrointestinal illness 
may require soap and water for hand hygiene (ex. 
C. diff).  

SUGGESTED METHOD OF CORRECTION: The 
director of nursing (DON), or designee, could 
review/revise facility policies regarding PPE, 
cleaning process/procedures, and hand hygiene. 
The DON, or designee, could then educate staff 
and perform audits to ensure ongoing 
compliance. 

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.

Minnesota Department of Health

If continuation sheet  15 of 186899STATE FORM ZYB711



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 05/03/2022 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00238 03/24/2022

C

NAME OF PROVIDER OR SUPPLIER

NORTH RIDGE HEALTH AND REHAB

STREET ADDRESS, CITY, STATE, ZIP CODE

5430 BOONE AVENUE NORTH

NEW HOPE, MN  55428

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 21805Continued From page 15 21805

 21805 MN St. Statute 144.651 Subd. 5 Patients & 
Residents of HC Fac.Bill of Rights

Subd. 5.    Courteous treatment.  Patients and 
residents have the right to be treated with 
courtesy and respect for their individuality by 
employees of or persons providing service in a  
health care facility.  

This MN Requirement  is not met as evidenced 
by:

 21805 4/26/22

Based on observation and interview the facility 
failed to provide a dignified environment for 1 of 4 
residents (R86)  reviewed for dignity.

Findings include:

R86's quarterly Minimum Data Set (MDS) dated 
1/22/22, indicated R86 had intact cognition. 
Further, R86 required supervision with transfers 
and personal hygiene, and extensive assistance 
with toilet use. R86's diagnoses included 
weakness, morbid obesity, and difficulty in 
walking.

R86's care plan dated 9/16/21 included, "The 
resident has episodes of bladder and bowel 
incontinence," and "The resident has limited 
physical mobility r/t [related to] weakness." Staff 
were instructed, "Toileting: ind [independent] with 
transfer. Occasional assist upon request for 
toileting hygiene," and "get up into chair 
1-2x/day." 

During an interview which occurred in R86's room 
on 3/21/22, at 3:06 p.m. a blanket covering the 
seat of R86's wheelchair was observed to have 
multiple streaks of brown matter. R86 was lying in 
bed wearing a hospital gown. R86 stated she was 

See plan above F550 

Minnesota Department of Health

If continuation sheet  16 of 186899STATE FORM ZYB711



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 05/03/2022 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00238 03/24/2022

C

NAME OF PROVIDER OR SUPPLIER

NORTH RIDGE HEALTH AND REHAB

STREET ADDRESS, CITY, STATE, ZIP CODE

5430 BOONE AVENUE NORTH

NEW HOPE, MN  55428

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 21805Continued From page 16 21805

aware of the soilage and identified it been there 
for "2-3 days." R86 added, "Its embarrassing that 
its there. People coming in [my room] and seeing 
that. It should be changed." 

On 3/22/22, at 3:13 p.m. a clean blanket was 
observed on the seat of R86's wheelchair which 
was in R86's room. R86 was asleep in bed.

During an interview on 3/23/22, at 8:08 a.m. R86 
stated yesterday afternoon she requested the 
nursing assistant remove and replace the soiled 
blanket on the seat of her wheelchair. R86 stated, 
"I asked them to. It had been there three to four 
days. It was embarrassing." During this visit 
various streaks of light brown matter were 
observed down the center of the sheet on R86's 
wheelchair. 

On 3/23/22, at 2:12 p.m. the sheet on R86's 
wheelchair appeared unchanged. The same 
streaks of light brown matter were observed down 
the center of the sheet in the wheelchair. R68 
was asleep in bed. 

On 3/24/22, at 7:24 a.m. the sheet on R86's 
wheelchair appeared unchanged from previous 
observation. The same light brown streaks 
remained. R86 stated, "I noticed it [streaks] 
yesterday. I don't like it. I want it changed, but I 
shouldn't have to tell them to do it." 

On 3/24/22, at 7:34 a.m. nurse manager, 
registered nurse (RN)-B observed the brown 
streaks on the sheet on R86's wheelchair. RN-B 
identified the streaks as likely fecal matter. RN-B 
added nursing assistants were expected to 
remove all soiled linens from a resident's room 
after assisting with cares. The sheet should not 
be left in the wheelchair if visibly soiled. It should 
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be changed right away." 

On 3/24/22, at 8:32 a.m. the director of nursing 
(DON) stated, staff were expected to change 
linens as soon as they were aware the linens 
were soiled.

Facility policy, "Respect and Dignity��Right to 
Personal Property," dated 5/21 included, 
"Resident have the right to be treated with 
respect and dignity." The policy also included, 
"The facility staff and management shall 
maximize, to the extent possible, the 
characteristics of the facility that reflect a 
personalized, homelike setting. These 
characteristic include: a. Cleanliness and order." 

SUGGESTED METHOD OF CORRECTION: The 
director of nursing (DON), or designee, could 
review/revise policies and procedures related to 
the provision of dignified care and services. The 
DON, or designee, could then re-educate staff on 
these policies and develop system for evaluating 
and monitoring consistent implementation.

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.
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