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F0000 INITIAL COMMENTS F0000 10/03/2025

From 9/9/25 to 9/11/25, a standard abbreviated survey
was conducted at your facility. Your facility was NOT
in compliance with the requirements of 42 CFR 483,
Subpart B, Requirements for Long Term Care Facilities.

The following complaints were reviewed with no
deficiency issued: H51833702C (2609311) and H51833781C
(2609608 and 2609283).

The following complaints were reviewed: H51833630C
(2610177 and 2607839) with a deficiency cited at F550.

The facility's plan of correction (POC) will serve as
your allegation of compliance upon the Departments
acceptance. Because you are enrolled in ePOC, your
signature is not required at the bottom of the first
page of the CMS-2567 form. Your electronic submission
of the POC will be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an onsite
revisit of your facility may be conducted to validate
that substantial compliance with the regulations has
been attained.

F0550
SS = D

Resident Rights/Exercise of Rights

CFR(s): 483.10(a)(1)(2)(b)(1)(2)

§483.10(a) Resident Rights.

The resident has a right to a dignified existence,
self-determination, and communication with and access
to persons and services inside and outside the
facility, including those specified in this section.

F0550 Cited Residents:

R3 has discharged. R6 was assisted with toileting
needs. Call light response log reviewed.

Like Residents:

Current residents were reviewed for those who require
toileting assistance. Staff are responding to call
lights in a timely manner, and residents are receiving
toileting assistance timely.

10/03/2025

§483.10(a)(1) A facility must treat each resident with
respect and dignity and care for each resident in a
manner and in an environment that promotes maintenance
or enhancement of his or her quality of life,
recognizing each resident's individuality. The facility
must protect and promote the rights of the resident.

§483.10(a)(2) The facility must provide equal access to

Education:

Nursing staff have been re-educated about resident
rights, particularly the right to dignity, respect and
timely toileting assistance. Facility expectation
reinforced about answering call lights timely (under 10
minutes, up to 15 minutes in unforeseen situations) and
providing toileting and/or incontinence care timely.
Nursing staff have been educated that for residents who

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program
participation.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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quality care regardless of diagnosis, severity of
condition, or payment source. A facility must establish
and maintain identical policies and practices regarding
transfer, discharge, and the provision of services
under the State plan for all residents regardless of
payment source.

§483.10(b) Exercise of Rights.

The resident has the right to exercise his or her
rights as a resident of the facility and as a citizen
or resident of the United States.

§483.10(b)(1) The facility must ensure that the
resident can exercise his or her rights without
interference, coercion, discrimination, or reprisal
from the facility.

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

F0550 Continued from page 1
require 2 persons they should notify the nurse if they
are having difficulty finding the 2nd CNA timely so
that the nurse may intervene.

Audit:

The DON or designee will audit 3 residents who require
assistance with toileting weekly x4 weeks, then 2
residents who require assistance with toileting x2
weeks to ensure call lights are being answered timely
and toileting assistance is being provided.

If audits identify areas of ongoing concerns, the QAPI
team will review/initiate new interventions and
re-education for ongoing compliance. Audits would be
extended until the QAPI team establishes a pattern of
ongoing compliance.

(X5)
COMPLETION

DATE

§483.10(b)(2) The resident has the right to be free of
interference, coercion, discrimination, and reprisal
from the facility in exercising his or her rights and
to be supported by the facility in the exercise of his
or her rights as required under this subpart.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and document review, the facility
failed to promote dignity for 2 of 3 residents (R3, R6)
who required assistance with toileting and staff did
not respond timely to requests for assistance with
toileting and toileting hygiene, which resulted in
incontinence or not getting changed timely.

Findings include:

R3

R3's admission Minimum Data Set (MDS) dated 9/1/25,
indicated intact cognition, a urinary catheter (removed
9/8/25), incontinence of bowel, full dependence upon
staff for transfers, and an inability to walk.

R3's care plan dated 9/2/25, indicated a risk for
falls, keep the call light in reach, bowel
incontinence, care in pairs, and prompt response to all
requests for assistance. Additionally, the care plan
dated 9/3/25, indicated R3 was resistive to care and
would yell at staff to leave the room.

R3’s progress notes indicated many refusals of care
including lab work and medications, and further

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1D6394-H1 Facility ID: 00238 If continuation sheet Page 2 of 5
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Continued from page 2
indicated R3 was verbally abusive to staff, yelling at
them, and kicking them out of the room when they were
trying to provide assistance with care.

F0550

R3's call light log dated 9/10/25, indicated from
8/30/25 to 9/9/25, there were 41 call lights activated
that were answered from 15 to 77 minutes after
initiation.

During an interview on 9/9/25 at 9:49 a.m., family
member (FM)-A stated while he was on the phone with R3
for about an hour, he noted it took about an hour and a
half for staff to answer R3’s call light the evening of
9/8/25. FM-A stated when he called, R3 indicated she
activated her call light 20 minutes prior to the call,
and he hung up when staff came to change R3’s brief. R3
reported to FM-A she was sitting in urine and feces in
her brief while waiting for help and was getting
irritated having to wait.

During an interview on 9/9/25 at 3:50 p.m., R1 stated
she waited 40 minutes for her call light earlier that
day, was “terrified” at the facility, kept her daughter
on the phone all night some nights in fear, and was
afraid if she fell, she would not get help, and staff
would find her deceased on the floor. R3 stated she was
irritated about having to wait for her call light to be
answered, was tearful during the interview, and did not
feel safe in the facility. Additionally, R3 stated she
was occasionally incontinent of bowel and bladder, and
“It strips me of my dignity,” having to wait for her
brief to be changed, or to wait more than 10-15 minutes
for staff to take her to the bathroom, and then wet her
brief while waiting.

Review of R3’s call light logs on 9/10/25, did not
support the statement about a 40-minute call light wait
prior to the interview on 9/9/25, but call light
response times of 49 minutes on 9/8/25 at 9:51 p.m.,
and 41 minutes on 9/9/25 at 9:14 p.m. were indicated in
the log.

During an interview on 9/10/25 at 4:18 p.m., nursing
assistant (NA)-A stated the facility had enough staff
to answer lights, but due to R3’s behaviors, R3
required two staff to be present for cares, so it could
take longer to answer the light because staff had to
find help first. NA-A acknowledged R3 would not feel
good about having to wait for lights to be answered and
would be angry and yell at staff if staff didn’t answer
the light immediately.

During an interview on 9/10/25 at 4:26 p.m., NA-B
stated the facility had enough staff to answer lights,

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1D6394-H1 Facility ID: 00238 If continuation sheet Page 3 of 5



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/14/2025

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

NAME OF PROVIDER OR SUPPLIER

North Ridge Health And Rehab

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
245183

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

09/11/2025

STREET ADDRESS, CITY, STATE, ZIP CODE

5430 BOONE AVENUE NORTH , NEW HOPE, Minnesota, 55428

(X4) ID
PREFIX

TAG

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

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

F0550
SS = D

Continued from page 3
therapy staff, nurses answered call lights when they
were able, and the practice was to try to answer call
lights in 5-10 minutes. NA-B stated it was possible R3
had incontinence when she had to wait too long for
help, which could be uncomfortable and embarrassing.

F0550

R6

R6's annual MDS dated 9/1/25, indicated severe
cognitive impairment, substantial assistance for ADLs,
inability to walk, and incontinence of bowel and
bladder.

R6's care plan dated 7/4/23 indicated a risk for falls
and ensure the call light was in reach. Additionally,
the care plan dated 7/14/23 indicated episodes of bowel
and bladder incontinence and indicated staff should
change R6’s disposable briefs when soiled and as
needed, and further indicated starting 12/6/24, R6
required care in pairs.

R6's call light log date 9/10/25, indicated from 9/3/25
to 9/10/25, there were 19 call lights activated that
were answered from 15 to 63 minutes.

During an interview on 9/10/25 at 12:33 p.m., R6 stated
it sometimes took staff 15-20 minutes to answer her
call lights, but could not recall when that happened,
but waited for help to get changed (incontinent brief)
and laid wet. R3 further stated she did not like to
smell of urine or being wet.

During an interview on 9/10/25 at 4:34 p.m., registered
nurse (RN)-A acknowledged some of R3’s call light
response times, “were not great,” but R3 required two
staff to provide care and may be incontinent while
waiting for staff assistance to toilet. RN-A further
stated all staff, including the providers, required a
second staff presence when working with R3, and NA
staff was afraid to help R3 because R3 was verbally
abusive to staff and would yell at them, kick them out
of her room, and make false accusations about staff
care. RN-A acknowledged the facility would need to come
up with a plan to provide more timely care for R3, and
staff was required to meet R3’s care needs even with
care challenges. RN-A stated the expectation was to
answer call lights in 10-15 minutes for all residents.

During an interview on 9/10/25 at 4:55 p.m., the
director of nursing (DON) stated the expectation was to
answer call lights as soon as possible, per the
facility policy. The DON acknowledged she reviewed the
call light reports prior to providing them to the
surveyor, call light response times were not the
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facility’s best, and the facility would develop a plan
to answer them timelier for residents who required care
in pairs.

The Call Light policy dated 10/24, indicated staff
would answer call lights as soon as possible.

The Resident Rights policy dated 11/24, indicated
residents had the right to a dignified existence and
access to persons and services inside the facility,
regardless of diagnoses and severity of condition.

F0550

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)
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20000 Initial Comments

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

20000

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:

From 9/9/25 to 9/11/25, a complaint survey was
conducted at your facility by surveyors from the
Minnesota Department of Health (MDH). Your facility was
NOT in compliance with the MN State Licensure, and the
following licensing order was issued. Please indicate
in your electronic plan of correction you have reviewed
these orders and identify the date when they will be
completed.

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE
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Office of Primary Care and Health Systems Management
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20000 Continued from page 1
The following complaints were reviewed with no
deficiency issued: H51833702C (2609311) and H51833781C
(2609608 and 2609283).

20000

The following complaints were reviewed: H51833630C
(2610177 and 2607839) with a licensing order cited at
1805.

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 surveyor’s 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
14-01, available at
https://www.health.state.mn.us/facilities/regulation/in
fobulletins/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. The facility is
enrolled in ePOC and therefore a signature is not
required at the bottom of the first page of state form.

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

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.

21805 Patients & Residents of HC Fac.Bill of Rights 21805 Cited Residents: 10/03/2025

CFR(s): MN St. Statute 144.651 Subd. 5

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

R3 has discharged. R6 was assisted with toileting
needs. Call light response log reviewed.

Like Residents:

STATE FORM Event ID: 1D6394-H1 Facility ID: 00238 If continuation sheet Page 2 of 5
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21805 Continued from page 2
providing service in a health care facility.

21805

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on interview and document review, the facility
failed to promote dignity for 2 of 3 residents (R3, R6)
who required assistance with toileting and staff did
not respond timely to requests for assistance with
toileting and toileting hygiene, which resulted in
incontinence or not getting changed timely.

Findings include:

R3

R3's admission Minimum Data Set (MDS) dated 9/1/25,
indicated intact cognition, a urinary catheter (removed
9/8/25), incontinence of bowel, full dependence upon
staff for transfers, and an inability to walk.

Continued from page 2
Current residents were reviewed for those who require
toileting assistance. Staff are responding to call
lights in a timely manner, and residents are receiving
toileting assistance timely.

Education:

Nursing staff have been re-educated about resident
rights, particularly the right to dignity, respect and
timely toileting assistance. Facility expectation
reinforced about answering call lights timely (under 10
minutes, up to 15 minutes in unforeseen situations) and
providing toileting and/or incontinence care timely.
Nursing staff have been educated that for residents who
require 2 persons they should notify the nurse if they
are having difficulty finding the 2nd CNA timely so
that the nurse may intervene.

Audit:

R3's care plan dated 9/2/25, indicated a risk for
falls, keep the call light in reach, bowel
incontinence, care in pairs, and prompt response to all
requests for assistance. Additionally, the care plan
dated 9/3/25, indicated R3 was resistive to care and
would yell at staff to leave the room.

R3’s progress notes indicated many refusals of care
including lab work and medications, and further
indicated R3 was verbally abusive to staff, yelling at
them, and kicking them out of the room when they were
trying to provide assistance with care.

The DON or designee will audit 3 residents who require
assistance with toileting weekly x4 weeks, then 2
residents who require assistance with toileting x2
weeks to ensure call lights are being answered timely
and toileting assistance is being provided.

If audits identify areas of ongoing concerns, the QAPI
team will review/initiate new interventions and
re-education for ongoing compliance. Audits would be
extended until the QAPI team establishes a pattern of
ongoing compliance.

R3's call light log dated 9/10/25, indicated from
8/30/25 to 9/9/25, there were 41 call lights activated
that were answered from 15 to 77 minutes after
initiation.

During an interview on 9/9/25 at 9:49 a.m., family
member (FM)-A stated while he was on the phone with R3
for about an hour, he noted it took about an hour and a
half for staff to answer R3’s call light the evening of
9/8/25. FM-A stated when he called, R3 indicated she
activated her call light 20 minutes prior to the call,
and he hung up when staff came to change R3’s brief. R3
reported to FM-A she was sitting in urine and feces in
her brief while waiting for help and was getting
irritated having to wait.

During an interview on 9/9/25 at 3:50 p.m., R1 stated
she waited 40 minutes for her call light earlier that
day, was “terrified” at the facility, kept her daughter
on the phone all night some nights in fear, and was
afraid if she fell, she would not get help, and staff

STATE FORM Event ID: 1D6394-H1 Facility ID: 00238 If continuation sheet Page 3 of 5
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21805 Continued from page 3
would find her deceased on the floor. R3 stated she was
irritated about having to wait for her call light to be
answered, was tearful during the interview, and did not
feel safe in the facility. Additionally, R3 stated she
was occasionally incontinent of bowel and bladder, and
“It strips me of my dignity,” having to wait for her
brief to be changed, or to wait more than 10-15 minutes
for staff to take her to the bathroom, and then wet her
brief while waiting.

Review of R3’s call light logs on 9/10/25, did not
support the statement about a 40-minute call light wait
prior to the interview on 9/9/25, but call light
response times of 49 minutes on 9/8/25 at 9:51 p.m.,
and 41 minutes on 9/9/25 at 9:14 p.m. were indicated in
the log.

During an interview on 9/10/25 at 4:18 p.m., nursing
assistant (NA)-A stated the facility had enough staff
to answer lights, but due to R3’s behaviors, R3
required two staff to be present for cares, so it could
take longer to answer the light because staff had to
find help first. NA-A acknowledged R3 would not feel
good about having to wait for lights to be answered and
would be angry and yell at staff if staff didn’t answer
the light immediately.

During an interview on 9/10/25 at 4:26 p.m., NA-B
stated the facility had enough staff to answer lights,
therapy staff, nurses answered call lights when they
were able, and the practice was to try to answer call
lights in 5-10 minutes. NA-B stated it was possible R3
had incontinence when she had to wait too long for
help, which could be uncomfortable and embarrassing.

R6

R6's annual MDS dated 9/1/25, indicated severe
cognitive impairment, substantial assistance for ADLs,
inability to walk, and incontinence of bowel and
bladder.

R6's care plan dated 7/4/23 indicated a risk for falls
and ensure the call light was in reach. Additionally,
the care plan dated 7/14/23 indicated episodes of bowel
and bladder incontinence and indicated staff should
change R6’s disposable briefs when soiled and as
needed, and further indicated starting 12/6/24, R6
required care in pairs.

R6's call light log date 9/10/25, indicated from 9/3/25
to 9/10/25, there were 19 call lights activated that
were answered from 15 to 63 minutes.

21805
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21805 Continued from page 4
During an interview on 9/10/25 at 12:33 p.m., R6 stated
it sometimes took staff 15-20 minutes to answer her
call lights, but could not recall when that happened,
but waited for help to get changed (incontinent brief)
and laid wet. R3 further stated she did not like to
smell of urine or being wet.

During an interview on 9/10/25 at 4:34 p.m., registered
nurse (RN)-A acknowledged some of R3’s call light
response times, “were not great,” but R3 required two
staff to provide care and may be incontinent while
waiting for staff assistance to toilet. RN-A further
stated all staff, including the providers, required a
second staff presence when working with R3, and NA
staff was afraid to help R3 because R3 was verbally
abusive to staff and would yell at them, kick them out
of her room, and make false accusations about staff
care. RN-A acknowledged the facility would need to come
up with a plan to provide more timely care for R3, and
staff was required to meet R3’s care needs even with
care challenges. RN-A stated the expectation was to
answer call lights in 10-15 minutes for all residents.

During an interview on 9/10/25 at 4:55 p.m., the
director of nursing (DON) stated the expectation was to
answer call lights as soon as possible, per the
facility policy. The DON acknowledged she reviewed the
call light reports prior to providing them to the
surveyor, call light response times were not the
facility’s best, and the facility would develop a plan
to answer them timelier for residents who required care
in pairs.

The Call Light policy dated 10/24, indicated staff
would answer call lights as soon as possible.

The Resident Rights policy dated 11/24, indicated
residents had the right to a dignified existence and
access to persons and services inside the facility,
regardless of diagnoses and severity of condition.

21805
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SUGGESTED METHOD OF CORRECTION: The director of nursing
and/or designee could write/review/revise policies on
how to answer call lights timely for residents who
require care in pairs and educate all staff on those
policies. The DON and/or designee could conduct audits
of resident cares to ensure residents were treated with
dignity and had call lights answered timely to meet
their needs.

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