
Electronically delivered
August 9, 2019

Administrator
Eventide Lutheran Home
1405 7th Street South
Moorhead, MN  56560

RE: Project Number H5461029C

Dear Administrator:

On August 7, 2019, the Minnesota Department of Health, completed a Post Certification Revisit (PCR)
by review of your plan of correction to verify that your facility had achieved and maintained
compliance.  Based on our visit, we have determined that your facility has achieved substantial
compliance; therefore no remedies will be imposed.

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.
      

Feel free to contact me if you have questions.

Sincerely,

     
Joanne Simon, Enforcement Specialist    
Minnesota Department of Health    
Licensing and Certification Program    
Program Assurance Unit            
Health Regulation Division
Telephone: 651‐201‐4161     Fax: 651‐215‐9697
Email: joanne.simon@state.mn.us

cc:  Licensing and Certification File              

     

P  r  o  t  e  c  t  i  n  g  ,   M  a  i  n  t  a  i  n  i  n  g   a  n  d   I  m  p  r  o  v  i  n  g  t  h  e   H  e  a  l  t  h   o  f   A  l  l   M  i  n  n  e  s  o  t  a  n  s
    

An equal opportunity employer.



Electronically delivered
July 10, 2019

Administrator
Eventide Lutheran Home
1405 7th Street South
Moorhead, MN  56560

RE: Project Number H5461029C

Dear Administrator:

On June 24, 2019, an abbreviated standard   survey was completed at your facility by the Minnesota
Departments of Health, to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.     

This survey found the most serious deficiencies in your facility to be isolated deficiencies that constituted
no actual harm with potential for more than minimal harm that was not immediate jeopardy (Level D), as
evidenced by the electronically attached CMS‐2567 whereby corrections are required.     

OPPORTUNITY TO CORRECT   ‐ DATE OF CORRECTION    

The date by which the deficiencies must be corrected to avoid imposition of remedies is August 3, 2019.    

ELECTRONIC PLAN OF CORRECTION (ePoC)

Within   ten (10) calendar days   after your receipt of this notice, you must submit an acceptable plan of
correction (ePOC) for the deficiencies cited. An acceptable ePOC will serve as your allegation of
compliance. Upon receipt of an acceptable ePOC, we will authorize a revisit to your facility to determine
if substantial compliance has been achieved.    

To be acceptable, a provider's ePOC must include the following:

 How corrective action will be accomplished for those residents found to have been affected by the
deficient practice.

 How the facility will identify other residents having the potential to be affected by the same deficient
practice.

 What  measures  will  be  put  into  place,  or  systemic  changes  made,  to  ensure  that  the  deficient
practice will not recur.

 How  the  facility  will  monitor  its  corrective  actions  to  ensure  that  the  deficient  practice  is  being
corrected and will not recur.

 The date that each deficiency will be corrected.
 An electronic acknowledgement signature and date by an official facility representative.

     

P  r  o  t  e  c  t  i  n  g  ,   M  a  i  n  t  a  i  n  i  n  g   a  n  d   I  m  p  r  o  v  i  n  g  t  h  e   H  e  a  l  t  h   o  f   A  l  l   M  i  n  n  e  s  o  t  a  n  s
    

An equal opportunity employer.



The state agency may, in lieu of a revisit, determine correction and compliance by accepting the facility's
ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the corrective action
has occurred.

If an acceptable ePoC is not received within 10 calendar days from the receipt of this letter, we will
recommend to the CMS Region V Office that one or more of the following remedies be imposed:

•       Discretionary denial of payment for new Medicare and Medicaid admissions (42 CFR             
          88.417 (a));

•   Civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable ePoC could also result in the termination of your facility’s Medicare
and/or Medicaid agreement (488.456(b)).

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by an "F" tag), i.e., the plan of correction should be directed to:

Gail Anderson, Unit Supervisor
Fergus Falls Survey Team
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
1505 Pebble Lake Road, Suite 300
Fergus Falls, Minnesota  56537‐3858
Email: gail.anderson@state.mn.us
Phone: (218) 332‐5140
Fax: (218) 332‐5196

PRESUMPTION OF COMPLIANCE ‐ CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance.  In
order for your allegation of compliance to be acceptable to the Department, the ePoC must meet the
criteria listed in the plan of correction section above. You will be notified by the Minnesota Department
of Health, Licensing and Certification Program staff and/or the Department of Public Safety, State Fire
Marshal Division staff, if your ePoC for the respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, a Post Certification Revisit (PCR), of your facility will be conducted to
validate that substantial compliance with the regulations has been attained in accordance with your
verification.     

If substantial compliance has been achieved, certification of your facility in the Medicare and/or    

Eventide Lutheran Home
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Medicaid program(s) will be continued and remedies will not be imposed.  Compliance is certified as of
the latest correction date on the approved ePoC, unless it is determined that either correction actually
occurred between the latest correction date on the ePoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the ePoC.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LAST DAY
OF THE SURVEY

If substantial compliance with the regulations is not verified by September 24, 2019 (three months after
the identification of noncompliance), the CMS Region V Office must deny payment for new admissions as
mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal
regulations at 42 CFR Section 488.417(b).     

In addition, if substantial compliance with the regulations is not verified by December 24, 2019 (six
months after the identification of noncompliance)   your provider agreement will be terminated.  This
action is mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

Please note that this notice does not constitute formal notice of imposition of alternative remedies or
termination of your provider agreement.  Should the Centers for Medicare & Medicaid Services
determine that termination or any other remedy is warranted, it will provide you with a separate formal
notification of that determination.

INFORMAL DISPUTE RESOLUTION (IDR) / INDEPENDENT INFORMAL DISPUTE RESOLUTION (IIDR)

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through an
informal dispute resolution process.  You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:    
      Nursing Home Informal Dispute Process
      Minnesota Department of Health
      Health Regulation Division    
      P.O. Box 64900
      St. Paul, Minnesota 55164‐0900

This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:

https://mdhprovidercontent.web.health.state.mn.us/ltc_idr.cfm   

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day period
allotted for submitting an acceptable electronic plan of correction. A copy of the Department’s informal
dispute resolution policies are posted on the MDH Information Bulletin website at:

https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html

Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.

Eventide Lutheran Home
July 10, 2019
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Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.
      
Feel free to contact me if you have questions.

Sincerely,

     
Joanne Simon, Enforcement Specialist    
Minnesota Department of Health    
Licensing and Certification Program    
Program Assurance Unit            
Health Regulation Division
Telephone: 651‐201‐4161     Fax: 651‐215‐9697
Email: joanne.simon@state.mn.us

cc:  Licensing and Certification File              

Eventide Lutheran Home
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F 000 INITIAL COMMENTS F 000

 On 6/24/19 and 6/25/19, an unannounced 
abbreviated survey was completed at your facility 
to conduct a complaint investigation. The facility 
was not in compliance with 42 CFR Part 483, 
Requirements for Long Term Care Facilities.

The following complaint was substantiated:
H5461029C.

The facility's plan of correction (POC) will serve 
as your allegation of compliance upon the 
Department's 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 
on-site revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

 

F 610
SS=D

Investigate/Prevent/Correct Alleged Violation
CFR(s): 483.12(c)(2)-(4)

§483.12(c) In response to allegations of abuse, 
neglect, exploitation, or mistreatment, the facility 
must:

§483.12(c)(2) Have evidence that all alleged 
violations are thoroughly investigated.

§483.12(c)(3) Prevent further potential abuse, 
neglect, exploitation, or mistreatment while the 
investigation is in progress.

§483.12(c)(4) Report the results of all 

F 610 8/1/19

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

07/19/2019Electronically Signed

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 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.
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F 610 Continued From page 1 F 610
investigations to the administrator or his or her 
designated representative and to other officials in 
accordance with State law, including to the State 
Survey Agency, within 5 working days of the 
incident, and if the alleged violation is verified 
appropriate corrective action must be taken.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to thoroughly investigate resident to 
resident abuse allegations to identify triggers of 
potential aggression for 1 of 1 residents (R3) 
reviewed for resident to resident abuse. In 
addition, the facility failed to prevent further abuse 
from occurring while an investigation was in 
progress for 3 of 4 residents (R2, R3, R4) 
reviewed for resident to resident abuse. 

Findings include: 

R3's annual Minimum Data Set (MDS) dated 
5/16/19, indicated R3 had diagnoses of 
Alzheimer's disease, dementia and anxiety. The 
MDS identified R3 had severe cognitive 
impairment, required supervision with eating, and 
extensive assistance with all other activities of 
daily living (ADL). The MDS further indicated R3 
wandered on 1 to 3 days of the assessment, 
which placed her at significant risk of getting to a 
potentially dangerous place and significantly 
intruded on the privacy of activities of others. 

R3's Care Area Assessment dated 6/7/19, 
indicated R3 had diagnoses of Alzheimer's 
disease, dementia with aggressive behaviors, 
adjustment disorder, depression and anxiety. The 
CAA further indicated R3 had an episode of 
wandering which occurs by self-propelling the 
wheelchair. The CAA identified R3 was restless 

 1. The care plans of the affected 
residents have been updated to include 
interventions to implement when agitated 
as well as triggers of potential aggression.   
R2 was offered a different spot in the 2nd 
floor dining room but refused to move.   
R2 has since moved to a room on a 
different floor.  Triggers identified for R2 
are if other residents bump into her or 
take her items. When this occurs we will 
immediately do 1:1 supervision or move to 
a safe space to calm agitation.  
Triggers identified for R3 are when she is 
more vocal or having an increase in 
wandering. Interventions include to offer 
her laundry to fold or a dry cloth to clean 
objects.  
Triggers identified for R4 are when she is 
being sarcastic, scowling, swearing and 
animated. Interventions that can be 
attempted when R4 is showing these 
triggers are removing her from the setting 
that may be causing these agitations, 
offering her a Coke, or implementing her 
music personalized playlist.  
2.  The facility has reviewed the prior 6 
months of resident to resident abuse 
cases and ensured that triggers and 
interventions are in place on care plans 
for these residents.
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and fidgety and pleasantly confused. 

R3's care plan last revised 6/7/19, indicated R3 
received a antipsychotic medication for a target 
behavior of physical aggression. The care plan 
further indicated R3 would self transfer, hit/kick, 
and grab out at staff, and often wander around 
the unit self propelling wheelchair. 

R2's quarterly MDS dated 6/14/19, indicated R2 
had diagnoses of hemiplegia (weakness on one 
side of the body), hypertension and depression. 
The MDS identified R2 had moderately impaired 
cognition, and was independent with eating, but 
required extensive assistance for all other ADLs. 
The MDS further indicated R2 had no behaviors. 

R2's care plan last revised 6/12/19, indicated R2 
received an antidepressant for target behaviors of 
paranoia towards staff, physical/verbal 
aggression, and threatening behavior towards 
staff and other residents. R2's care plan listed 
various interventions which included two staff in 
room at all times when providing cares due to 
behaviors, follow resident's preferred, consistent 
routine as able, followed by psychiatry and report 
changes in mood to practitioner and family. 

R4's quarterly MDS dated 6/6/19, indicated R4 
had diagnoses of dementia, psychotic disorder 
and Schizophrenia. The MDS identified R4 had 
severe cognitive impairment and required 
supervision with eating, total assistance with 
transfers, and extensive assistance with all other 
ADLs. R4's MDS further identified R4 had 
physical and verbal behaviors directed towards 
others. 

R4's care plan last revised 6/10/19, indicated R4 

3. Our vulnerable adult policy was 
reviewed and revisions are not required.  
All staff were re-educated on the 
vulnerable adult policy; including 
immediately separating residents involved 
in altercations, immediately implementing 
a plan to keep the perpetrator away from 
the involved resident as well as limiting 
interactions with others residents, and 
implementing individualized interventions.  
Education was provided on nurse 
supervision in dining rooms.
 4. Audits will be done on all resident to 
resident abuse reports and reported at 
QAPI.  Audits will be done on every 
resident to residents OHFC report for the 
next 6 months to verify that potential 
triggers were identified and interventions 
were implemented.  Staff were 
re-educated on our vulnerable adult policy 
starting 7/18/19.
5. Correction will be completed 8/1/19
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had a diagnoses of dementia with behavioral 
disturbances and delusional disorder, as well as a 
history of threatening behavior directed toward 
residents and staff. The care plan identified R4 
had target behaviors of agitation and paranoia. 
R4's care plan listed various interventions which 
included intervene when resident's behavior is 
threatening, if became agitated offer a Coke as it 
helps calm her down, report changes in mood to 
practitioner and family, history of threatening 
behavior attempt to redirect or provide quite 
environment as able. 

Review of Resident Incident Report Form dated 
6/1/19, at 9:15 a.m. indicated nursing assistant 
(NA)-A observed R3 trying to maneuver her 
wheelchair around R4. R4 was seated in a 
wheelchair facing the fish tank in the common 
area. R3 hit R4 in the right shoulder area and R4 
hit R3 back in the right arm. No injury was noted 
to R4. The form identified under "Action/Follow 
Up: Will monitor for bruises or changes to right 
arm. on TAR [Treatment Administration Record 
[.]" However, the form lacked a plan or 
intervention to prevent further abuse from 
occurring while the investigation was in progress. 

Review of 5 Day Investigation Report #326415 
dated 6/6/19, indicated on the day of the incident 
R3 was noted to have been in a "feisty" and 
"agitated" mood as noted by staff. The report 
indicated R3 had seemed to calm down a little bit 
that afternoon and wasn't as "feisty". The report 
identified the action taken to prevent 
reoccurrence to the subjected and other resident 
was "Resident's [sic] separated." However, the 
investigation lacked identification of the possible 
trigger of potential aggression and corrective 
action taken. 
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F 610 Continued From page 4 F 610

Review of Resident Incident Report Form dated 
6/1/19, at 9:40 a.m. indicated R3 went down to 
Torrie dining room and another resident's family 
member observed R3 kick R2 in the right leg (25 
minutes after the prior resident to resident 
incident). The report indicated no injury noted to 
R2's right leg or R3's foot. The form identified 
under "Action/Follow Up: Will monitor resident 
right leg for any bruising or changes. On TAR." 
However, the form lacked a plan or intervention to 
prevent further abuse from occurring while the 
investigation was in progress. 

Review of the 5 Day Investigation Report 
#326417, dated 6/6/19, indicated on the day of 
the incident R3 was noted to have been in a 
"feisty" and "agitated" mood as noted by staff. 
The report indicated another resident's family 
member (FM) witnessed R3 kick R2 in the right 
leg and the FM reported this information to the 
charge nurse. The report identified the charge 
nurse went to Torrie dining room and R3 had 
already left the area. The charge nurse indicated 
she felt R3 was wandering a lot that morning and 
seemed agitated. The report further identified 
staff interviewed stated R3 was wandering up and 
down the halls all day and was in a "feisty" mood. 
The report revealed R3 had a tendency in the 
past to reach out and touch, or hit other residents 
when in this mood. The report identified the 
action taken to prevent reoccurrence to the 
subjected and other resident was "Resident's [sic] 
separated." The report further identified R3 had 
hit another resident about 20 minutes prior and 
on 11/13/18, R3 had hit another resident. 
However, the investigation lacked identification of 
the possible trigger of potential aggression and 
corrective action taken. 
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Review of R3's progress notes from 6/1/19, 
indicated: 

-6/1/19, R3 had two separate incidents of physical 
behavior involving other residents that morning. 
R3 hit another resident in the right shoulder area 
and R4 hit R3 back in the right arm. R3 had a 0.5 
centimeter (cm) skin tear to back of right lower 
arm above wrist, dressing applied. Then R3 went 
down to Torrie dining room and another resident's 
family member observed R3 kick R2 in the right 
leg. No injury noted to R2 or R3's foot. 

R3's progress notes lacked a plan or intervention 
to prevent further abuse from occurring while the 
investigation into the incidents were in progress. 

On 6/25/19, at 10:28 a.m. NA-A indicated she 
observed the resident to resident altercation 
between R3 and R4 on 6/1/19, and separated the 
two residents. NA-A stated R3 was "feisty" at 
times and will lash out, but would only occur 
rarely. NA-A was unaware of any interventions put 
in place after separating R3 and R4 to prevent 
further abuse to R3 or other residents. 

On 6/25/19, at 10:44 a.m. NA-B stated R3 
wandered around the facility often, but was easily 
redirectable. NA-B was unaware of the resident to 
resident abuse allegations on 6/1/19, between 
R3, R4 and R2. 

On 6/25/19, at 10:58 a.m. licensed practical nurse 
(LPN)-A stated R3 would wander in wheelchair at 
times and would at times go up to other residents 
as she thought they were her husband. LPN-A 
stated staff supervise R3 when she was close to 
other residents, and added R3 would not typically 
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F 610 Continued From page 6 F 610
hit out, but if R3 did, staff would separate the 
residents involved and keep each resident safe. 

On 6/25/19, at 11:43 a.m. registered nurse (RN) 
clinical manager (CM)-A stated R3 was very 
mobile in the wheelchair and wandered up and 
down the halls. CM-A indicated on 6/1/19, R3 hit 
R4 and then R4 hit R3 back in the shoulder. 
CM-A stated R3 was in a feisty mood and when 
R3 was like that, R3 would wander more. CM-A 
stated staff separated R3 and R4 and then R3 
wandered down the hall to the Torrie dining room 
and another family member observed R3 kick R2 
in the leg. CM-A indicated staff again separated 
R3 from another resident and R3 then wandered 
back down the hall. CM-A stated nursing staff did 
not feel R3 required increased supervision after 
the first or second resident to resident altercation. 
CM-A stated "I don't have enough staff to watch 
everyone, one on one, who is having a bad day." 

On 6/25/19, at 12:52 p.m. interim director of 
nursing (DON) stated the usual practice after a 
resident to resident altercation was the NAs 
witness and report to the charge nurse or CM or 
manager on call. Then the manager on call would 
work with the charge nurse to come up with a 
plan to keep the two residents safe. The DON 
indicated R3 was independently mobile in the 
wheelchair and wandered and  indicated the 
incidents on 6/1/19, between R3 and R2/R4 
probably could have been handled better. The 
DON indicated she expected staff to follow the 
facility's abuse policy. 

Review of the facility policy titled Vulnerable 
Adult-Minnesota, last revised 10/18, indicated the 
DON or designee shall be responsible for 
verifying Vulnerable Adult (VA) reports have been 
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F 610 Continued From page 7 F 610
made to the proper officials and that appropriate 
intervention had been taken. The policy further 
indicated "2. Resident to Resident: nursing staff 
will separate the involved residents and 
immediately implement a plan to keep the 
resident reported as the perpetrator away from 
the involved resident plus limit interaction with 
others as assessment of the initial situation 
occurs. The plan of care will then be changed as 
needed to reflect type/frequency of observation of 
the resident. The internal investigation will 
continue."

F 689
SS=D

Free of Accident Hazards/Supervision/Devices
CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.
The facility must ensure that -
§483.25(d)(1) The resident environment remains 
as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate 
supervision and assistance devices to prevent 
accidents.
This REQUIREMENT  is not met as evidenced 
by:

F 689 8/1/19

 Based on observation, interview and document 
review, the facility failed to adequately supervise 
and provide safety interventions to ensure 
resident safety while dining for 2 of 3 residents 
(R1, R2) reviewed for resident to resident 
altercations. 

Findings include: 

R2's quarterly MDS dated 6/14/19, indicated R2 
had diagnoses of hemiplegia (weakness on one 
side of the body), hypertension and depression. 
The MDS identified R2 had moderately impaired 

 1. Residents R1 and R2, will be kept 
separated when in the dining rooms. The 
care plans of the affected residents have 
been updated to include interventions to 
implement when agitated as well as 
triggers of potential aggression.   
Triggers identified for R1 include being 
told  no , things not going based on his 
timeline (becomes impatient), other 
residents agitating him by getting in his 
way, and racial intolerance. Interventions 
include to provide Caucasian employees 
when able, remove from social situations 
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F 689 Continued From page 8 F 689
cognition, was independent with eating, and 
required extensive assistance for all other ADLs. 
The MDS further indicated R2 had no behaviors. 

R2's Care Area Assessments (CAA) dated 
9/18/18, indicated R2 had diagnoses of status 
post cerebrovascular accident with left 
hemiplegia, seizures and depression. The CAA 
further indicated R2 received Lexapro 
(antidepressant) 10 milligrams daily for a 
diagnosis of depression. The CAA identified R2 
required staff assistance for all ADLs. 

R2's care plan last revised 6/12/19, indicated R2 
received an antidepressant for target behaviors of 
paranoia towards staff, physical/verbal 
aggression, and threatening behavior towards 
staff and other residents. R2's care plan listed 
various interventions which included two staff in 
room at all times when providing cares due to 
behaviors, follow resident's preferred, consistent 
routine as able, followed by psychiatry and report 
changes in mood to practitioner and family. 

R1's quarterly Minimum Data Set (MDS), dated 
4/17/19, indicated R1 had diagnoses of dementia, 
depression and osteoarthritis. The MDS identified 
R1 had severe cognitive impairment, was 
independent with eating, and required extensive 
assistance for all other activities of daily living 
(ADL). The MDS further indicated R1 had 
physical and verbal behaviors directed towards 
others on 4 to 6 days during the seven day 
assessment. 

R1's CAA dated 10/8/18, indicated R1's cognition 
was moderately impaired, and had disorganized 
thinking at times. The CAA further indicated R1 
had impaired ADL abilities which placed the 

when in an agitated state due to behaviors 
or residents getting in his way, utilize his 
music Personalized PlayList.  
R2 was offered a different spot in the 2nd 
floor dining room but refused to move.   
R2 has since moved to a room on a 
different floor.  Triggers identified for R2 
are if other residents bump into her or 
take her items. When this occurs we will 
immediately do 1:1 supervision or move to 
a safe space to calm agitation.  

2. The facility has reviewed the prior 6 
months of resident to resident abuse 
cases and ensured that triggers and 
interventions are in place on care plans 
for these residents.
Dining rooms were assessed to ensure 
R1 and R2 are not table partners.  For 
facility safety, R1 and R2 Care Plans were 
addressed.
3. Our vulnerable adult policy was 
reviewed and revisions are not required.  
All staff were re-educated on the 
vulnerable adult policy; including 
immediately separating residents involved 
in altercations, immediately implementing 
a plan to keep the perpetrator away from 
the involved resident as well as limiting 
interactions with others residents, and 
implementing individualized interventions.  
Education was provided on nurse 
supervision in dining rooms.
The care plans of affected residents were 
updated to reflect triggers and 
interventions to try to prevent issues from 
happening on those with a history of 
submitted altercations. 
4. Audits will be done on all resident to 
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F 689 Continued From page 9 F 689
resident at increased risk for needs not being 
met, anxiety and isolation. The CAA identified 
R1's behaviors placed him at increased risk for 
falls, social isolation and needs not being met. 

R1's care plan last revised 6/13/19, indicated R1 
may become easily annoyed or angry with others 
and staff, may become verbally and physically 
abusive to staff, other residents, or visitors, may 
refuse cares at times, history of attempting to 
make weapons out of hangers in attempt to hurt 
staff and had target behaviors of verbal and 
physical abuse and sexually inappropriate 
behaviors. R1's care plan listed various 
interventions which included provide one to one 
visits for conflict resolution/problem 
solving/redirection as needed, provide consistent 
caregivers as able, provide support and 
reassurance as needed when R1 
appeared/verbalized being frustrated, and food 
items which may be helpful when R1 was 
agitated. 

On 6/24/19, at 11:17 a.m. R1 was seated in a 
wheelchair and propelling self down the hallway 
towards the second floor main dining room (DR). 
R1 propelled self past R2 who was seated in a 
wheelchair at a table directly in front of the main 
DR doors. R1 wheeled up to an unidentified 
dietary aid and asked when lunch was served. At 
11:22 a.m. R1 wheeled self back towards the DR 
doorway and stopped just outside of arms reach 
from R2. R2 stated "stay away from me." R1 rose 
his right hand and made a fist and stated "Do you 
see this?" R1 shook his fist at R2. R2 stated "if 
you touch me I'll call the cops." At that time R1 
lowered his fist and left the dining room. 

Review of a 5-Day Investigation Report dated 

resident abuse reports and reported at 
QAPI.  Audits will be done on every 
resident to residents OHFC report for the 
next 6 months to verify that potential 
triggers were identified and interventions 
were implemented.  Staff were 
re-educated on our vulnerable adult policy 
starting 7/18/19.
5. Correction will be completed 8/1/19
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F 689 Continued From page 10 F 689
4/19/19, indicated on 4/15/19, R1 was propelling 
in the main DR before lunch was served. R2 was 
seated at a table which was the first table as you 
walked into the DR. As R1 passed R2's 
wheelchair, R1 accidentally bumped into R2's 
wheelchair. Staff stated this caused R2 to get 
upset and R2 grabbed a fork and put it up to R1's 
right chest. In turn; R1 had a butter knife which 
was removed from the table and R1 attempted to 
put the butter knife up to R2's neck. The report 
indicated staff witnessed the event and were able 
to separate the residents before R1 made contact 
with R2. The report further indicated after the 
incident occurred, the decision was made to ask 
R2 to move to another DR on the floor as R2 had 
a history of getting upset from residents bumping 
into her wheelchair due to her position in the main 
DR. The report revealed R2's wheelchair was 
bumped in the DR and R2 attempted to hit that 
resident on 10/12/18 and 10/23/18, verbal and 
physical aggression by R2 towards staff, 9/21/18 
and 9/30/18, R2 had hit other residents which one 
included after R2's wheelchair/ was bumped in 
the DR. The report identified in the conclusion of 
the investigation, both residents have had 
instances of verbal and physical aggression, R1 
and R2 do not live on the same hall on the floor 
and now R2 doesn't eat in the main DR they have 
a low possibility of running into each other. The 
report further identified. "Action taken to prevent 
reoccurrence to the subjected resident: Residents 
immediately separated. 1:1 given to [R1 and R2] 
during meal time to prevent any reoccurrence. 2 
residents did not sit at the same table for lunch. 
[R2] was moved to another dining room on the 
floor permanently." The report indicated R2 has 
had a history of retaliating when wheelchair was 
bumped in the dining room. 
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F 689 Continued From page 11 F 689
Review of R2's progress notes from 4/15/19 to 
6/24/19, revealed: 

-4/15/19, R2 agreeable to moving to the Torrie 
DR, this is a smaller DR and it is less likely R2 
would be bumped. 

-4/29/19, R2 has been switched to eat in Torrie 
DR due to altercation with another resident in 
main DR. This had been going well. Behaviors 
reviewed over past month included kicking/hitting 
times (x) one, abusive language x one and 
threatening behavior towards another resident x 
one. 

-5/30/19, R2 had no documented behaviors, staff 
report R2 often rummage through drawers and 
hoard items. R2 was moved to alternate DR due 
to previously documented behaviors. 

-6/17/19, R2's care conference held. Staff 
discussed table spot, R2 said was going well. 

-6/24/19, R2 was generally pleasant and 
cooperative with staff, but does have some 
behaviors at times. R2 was noted to be yelling at 
staff on 6/8 and had a resident to resident on 4/15 
and 6/1/19. 

On 6/25/19, at 10:15 a.m. R2 stated she used to 
eat meals in the main DR, but was moved 
because "[R1] put a knife to my throat." R2 
indicated staff offered the other dining room 
"Torrie", and she ate down there since the 
incident with R1 until about two weeks ago when 
she was moved back to the same table and spot 
as prior. 

On 6/25/19, at 10:28 a.m. nursing assistant 
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F 689 Continued From page 12 F 689
(NA)-A stated R2 ate meals in the main DR, was 
able to propel her own wheelchair and ate 
independently. NA-A stated R2 had eaten in the 
Torrie DR with other residents who could eat 
independently, but the Torrie DR was closed and 
residents were moved back to the main DR. NA-A 
indicated being aware of the incident between R1 
and R2 in the main DR, but was unaware of any 
specific interventions for the incident. NA-A stated 
the Torrie DR was closed due to staffing needs. 

On 6/25/19, at 10:44 a.m. NA-B stated R2 was 
independent with eating and propelling 
wheelchair. NA-B stated R2 always sat in the 
same spot and eats in the main DR after the 
Torrie DR was closed about two weeks ago. NA-B 
stated R1 was able to propel self once in a 
wheelchair and had a history of agitation and 
verbal and physical aggression. NA-B indicated 
staff try to assist R1 into the DR last so R1 can be 
supervised. 

On 6/25/19, at 10:58 a.m. licensed practical nurse 
(LPN)-A stated R1 has been known to hit and be 
verbally abusive to staff. LPN-A was aware of the 
4/15/19, incident between R1 and R2 in the main 
DR. LPN-A stated R2 was moved to the Torrie 
DR, but it was closed two weeks prior and R2 
returned to the main DR. LPN-A stated staff keep 
R1 and R2 separate in the main DR and made 
sure staff are available to watch R1 and R2 in the 
main DR, otherwise was unaware of any further 
interventions for R1 and R2. 

On 6/25/19, at 11:24 a.m. registered nurse (RN) 
clinical manager (CM)-A stated both R1 and R2 
were able to self propel in wheelchairs. CM-A 
stated on 4/15/19, R2 sat at the first table in the 
main DR and R1 bumped R2's wheelchair and 
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F 689 Continued From page 13 F 689
R2 became upset. CM-A stated R2 had a history 
of getting easily upset, so if another resident 
would bump the wheelchair she could get upset 
again. CM-A stated on 4/15/19, staff placed R2 in 
the Torrie DR, however the Torrie DR closed on 
6/11/19, to consolidate and bring residents and 
staff closer to the center of the unit. CM-A 
indicated when the Torrie DR closed R2 returned 
to the same table as prior, but was unaware if R2 
sat in the same spot. CM-A stated staff did not 
feel that R1 and R2 were targeting each other. 

On 6/25/19, at 12:00 p.m. R2 was seated at the 
first table inside the main DR doors. R2 was 
seated in her wheelchair, and positioned 
approximately three feet further to the right then 
the day prior. The position of R2's wheelchair was 
near the walkway for all residents to enter and 
exit the DR. 

On 6/25/19, at 12:52 p.m. the interim director of 
nursing (DON) stated after the 4/15/19, incident 
between R1 and R2, R2 was moved to another 
DR so R1 and R2 would not be close to each 
other. The DON indicated the Torrie DR was 
closed and was unaware of any new interventions 
for keeping R1 and R2 safe, now that R2 had 
returned to the main DR. 

A policy for dining room supervision was 
requested, however none was provided. 

Review of the facility policy titled Vulnerable 
Adult-Minnesota, last revised 10/18, indicated the 
DON or designee shall be responsible for 
verifying Vulnerable Adult (VA) reports have been 
made to the proper officials and that appropriate 
intervention had been taken. The policy further 
indicated "2. Resident to Resident: nursing staff 
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F 689 Continued From page 14 F 689
will separate the involved residents and 
immediately implement a plan to keep the 
resident reported as the perpetrator away from 
the involved resident plus limit interaction with 
others as assessment of the initial situation 
occurs. The plan of care will then be changed as 
needed to reflect type/frequency of observation of 
the resident. The internal investigation will 
continue."
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Electronically Delivered

July 10, 2019

Administrator
Eventide Lutheran Home
1405 7th Street South
Moorhead, MN  56560

Re: State Nursing Home Licensing Orders ‐ Complaint Number H5461029C

Dear Administrator:

A complaint investigation was completed on June 24, 2019. At the time of the investigation, the
investigator assessed compliance with Minnesota Department of Health Nursing Home Rules.   The
investigator from the Minnesota Department of Health, noted one or more violations of these rules.
These state licensing orders are issued in accordance with Minnesota Statute section 144.653 and/or
Minnesota Statute Section 144A.10.  If, upon reinspection, it is found that the violations cited herein
are not corrected, a civil fine for each deficiency not corrected shall be assessed in accordance with a
schedule of fines promulgated by rule of the Minnesota Department of Health.

To assist in complying with the licensing order(s), a “suggested method of correction” has been added.
This provision is being suggested as one method that you can follow to correct the cited violation.    
Please remember that this provision is   only a suggestion and you are not required to follow it.  Failure
to follow the suggested method will not result in the issuance of a penalty assessment.  You are
reminded, however, that regardless of the method used, correction of the violation within the
established time frame is required.  The “suggested method of correction” is for your information and
assistance only.

The State licensing orders are delineated on the Minnesota Department of Health order form. The
Minnesota Department of Health is documenting the state licensing 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 number and the
corresponding text of 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 that are in violation of the state statute after the statement, "This Rule is not met
as evidenced by."   Following investigator's findings are the Suggested Method of Correction and the
Time Period For Correction.

   
Protecting, Maintaining and Improving the Health of All Minnesotans

An equal opportunity employer.



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.

When all licensing orders are corrected, the form should be signed and returned electronically to:

Gail Anderson, Unit Supervisor
Fergus Falls Survey Team
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
1505 Pebble Lake Road, Suite 300
Fergus Falls, Minnesota  56537‐3858
Email: gail.anderson@state.mn.us
Phone: (218) 332‐5140
Fax: (218) 332‐5196

You may request a hearing on any assessments that result from non‐compliance with these licensing
orders by providing a written request to the Department within 15 days of receipt of a notice of
assessment for non‐compliance.

Please note it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility’s Governing Body.

Sincerely,

     
Joanne Simon, Enforcement Specialist    
Minnesota Department of Health    
Licensing and Certification Program    
Program Assurance Unit            
Health Regulation Division
Telephone: 651‐201‐4161     Fax: 651‐215‐9697
Email: joanne.simon@state.mn.us

cc:  Licensing and Certification File                                                                                                                            

Eventide Lutheran Home
July 10, 2019    
Page   2
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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 6/24/19 and 6/25/19, a surveyor of this 
Department's staff visited the above provider for a 
complaint investigation to investigate complaint  
H5461029C.  

The following complaint was found to be 
substantiated: 

 

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

07/19/19Electronically Signed
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 2 000Continued From page 1 2 000

H5461029C was found to not be in compliance at 
the time of the survey.  The following correction 
order is issued at 0830.

The facility is enrolled in the electronic Plan of 
Correction (ePoC) and therefore a signature is 
not required at the bottom of the first page of the 
State form.  Although no plan of correction is 
required, it is required that you acknowledge 
receipt of the electronic documents.

 2 830 MN Rule 4658.0520 Subp. 1 Adequate and 
Proper Nursing Care; General

Subpart 1.  Care in general.  A resident must 
receive nursing care and treatment, personal and 
custodial care, and supervision based on 
individual needs and preferences as identified in 
the comprehensive resident assessment and 
plan of  care as described in parts 4658.0400 and 
4658.0405.  A nursing home resident must be out 
of bed as much as possible unless  there is a 
written order from the attending physician that the 
resident must remain in bed or the resident 
prefers to remain in bed.  

This MN Requirement  is not met as evidenced 
by:

 2 830 7/19/19

Based on observation, interview and document 
review, the facility failed to adequately supervise 
and provide safety interventions to ensure 
resident safety while dining for 2 of 3 residents 
(R1, R2) reviewed for resident to resident 
altercations. 

Findings include: 

1. Resident s affected will have 
interventions to be kept separate in the 
dining rooms by not being table partners. 
Residents affected Care Plans are 
updated to show intervention options for 
when resident becomes agitated, possibly 
including triggers of potential aggression.

Minnesota Department of Health
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 2 830Continued From page 2 2 830

R2's quarterly MDS dated 6/14/19, indicated R2 
had diagnoses of hemiplegia (weakness on one 
side of the body), hypertension and depression. 
The MDS identified R2 had moderately impaired 
cognition, was independent with eating, and 
required extensive assistance for all other ADLs. 
The MDS further indicated R2 had no behaviors. 

R2's Care Area Assessments (CAA) dated 
9/18/18, indicated R2 had diagnoses of status 
post cerebrovascular accident with left 
hemiplegia, seizures and depression. The CAA 
further indicated R2 received Lexapro 
(antidepressant) 10 milligrams daily for a 
diagnosis of depression. The CAA identified R2 
required staff assistance for all ADLs. 

R2's care plan last revised 6/12/19, indicated R2 
received an antidepressant for target behaviors of 
paranoia towards staff, physical/verbal 
aggression, and threatening behavior towards 
staff and other residents. R2's care plan listed 
various interventions which included two staff in 
room at all times when providing cares due to 
behaviors, follow resident's preferred, consistent 
routine as able, followed by psychiatry and report 
changes in mood to practitioner and family. 

R1's quarterly Minimum Data Set (MDS), dated 
4/17/19, indicated R1 had diagnoses of dementia, 
depression and osteoarthritis. The MDS identified 
R1 had severe cognitive impairment, was 
independent with eating, and required extensive 
assistance for all other activities of daily living 
(ADL). The MDS further indicated R1 had 
physical and verbal behaviors directed towards 
others on 4 to 6 days during the seven day 
assessment. 

2. The facility will identify residents 
involved in prior 6 month resident to 
resident abuse cases and determine if 
there are interventions listed to help 
redirect them when agitated.  Dining 
rooms will be assessed to make sure 
resident are not table partners.

3. When resident to resident abuse 
occurs, staff will immediately separate 
them. The perpetrator will be assessed to 
determine what concrete interventions are 
put in place immediately to prevent the 
issues from happening again. Care Plans 
will be updated to reflect triggers and 
interventions to try to prevent issues from 
happening again.

4. Audits will be done on all resident to 
resident abuse reports and reported at 
QAPI. Audits will be done on every 
resident to residents OHFC report for the 
next 6 months to verify interventions are in 
place. Staff will be reeducated on VA 
Policy for Resident to Resident abuse with 
mention of dining room placement.

5. Correction will be completed 7/19/19 

Minnesota Department of Health
If continuation sheet  3 of 96899STATE FORM IC8P11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 09/27/2019 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00072 06/25/2019
C

NAME OF PROVIDER OR SUPPLIER

EVENTIDE LUTHERAN HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

1405 7TH STREET SOUTH
MOORHEAD, MN  56560

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)

 2 830Continued From page 3 2 830

R1's CAA dated 10/8/18, indicated R1's cognition 
was moderately impaired, and had disorganized 
thinking at times. The CAA further indicated R1 
had impaired ADL abilities which placed the 
resident at increased risk for needs not being 
met, anxiety and isolation. The CAA identified 
R1's behaviors placed him at increased risk for 
falls, social isolation and needs not being met. 

R1's care plan last revised 6/13/19, indicated R1 
may become easily annoyed or angry with others 
and staff, may become verbally and physically 
abusive to staff, other residents, or visitors, may 
refuse cares at times, history of attempting to 
make weapons out of hangers in attempt to hurt 
staff and had target behaviors of verbal and 
physical abuse and sexually inappropriate 
behaviors. R1's care plan listed various 
interventions which included provide one to one 
visits for conflict resolution/problem 
solving/redirection as needed, provide consistent 
caregivers as able, provide support and 
reassurance as needed when R1 
appeared/verbalized being frustrated, and food 
items which may be helpful when R1 was 
agitated. 

On 6/24/19, at 11:17 a.m. R1 was seated in a 
wheelchair and propelling self down the hallway 
towards the second floor main dining room (DR). 
R1 propelled self past R2 who was seated in a 
wheelchair at a table directly in front of the main 
DR doors. R1 wheeled up to an unidentified 
dietary aid and asked when lunch was served. At 
11:22 a.m. R1 wheeled self back towards the DR 
doorway and stopped just outside of arms reach 
from R2. R2 stated "stay away from me." R1 rose 
his right hand and made a fist and stated "Do you 
see this?" R1 shook his fist at R2. R2 stated "if 
you touch me I'll call the cops." At that time R1 
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 2 830Continued From page 4 2 830

lowered his fist and left the dining room. 

Review of a 5-Day Investigation Report dated 
4/19/19, indicated on 4/15/19, R1 was propelling 
in the main DR before lunch was served. R2 was 
seated at a table which was the first table as you 
walked into the DR. As R1 passed R2's 
wheelchair, R1 accidentally bumped into R2's 
wheelchair. Staff stated this caused R2 to get 
upset and R2 grabbed a fork and put it up to R1's 
right chest. In turn; R1 had a butter knife which 
was removed from the table and R1 attempted to 
put the butter knife up to R2's neck. The report 
indicated staff witnessed the event and were able 
to separate the residents before R1 made contact 
with R2. The report further indicated after the 
incident occurred, the decision was made to ask 
R2 to move to another DR on the floor as R2 had 
a history of getting upset from residents bumping 
into her wheelchair due to her position in the main 
DR. The report revealed R2's wheelchair was 
bumped in the DR and R2 attempted to hit that 
resident on 10/12/18 and 10/23/18, verbal and 
physical aggression by R2 towards staff, 9/21/18 
and 9/30/18, R2 had hit other residents which one 
included after R2's wheelchair/ was bumped in 
the DR. The report identified in the conclusion of 
the investigation, both residents have had 
instances of verbal and physical aggression, R1 
and R2 do not live on the same hall on the floor 
and now R2 doesn't eat in the main DR they have 
a low possibility of running into each other. The 
report further identified. "Action taken to prevent 
reoccurrence to the subjected resident: Residents 
immediately separated. 1:1 given to [R1 and R2] 
during meal time to prevent any reoccurrence. 2 
residents did not sit at the same table for lunch. 
[R2] was moved to another dining room on the 
floor permanently." The report indicated R2 has 
had a history of retaliating when wheelchair was 
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 2 830Continued From page 5 2 830

bumped in the dining room. 

Review of R2's progress notes from 4/15/19 to 
6/24/19, revealed: 

-4/15/19, R2 agreeable to moving to the Torrie 
DR, this is a smaller DR and it is less likely R2 
would be bumped. 

-4/29/19, R2 has been switched to eat in Torrie 
DR due to altercation with another resident in 
main DR. This had been going well. Behaviors 
reviewed over past month included kicking/hitting 
times (x) one, abusive language x one and 
threatening behavior towards another resident x 
one. 

-5/30/19, R2 had no documented behaviors, staff 
report R2 often rummage through drawers and 
hoard items. R2 was moved to alternate DR due 
to previously documented behaviors. 

-6/17/19, R2's care conference held. Staff 
discussed table spot, R2 said was going well. 

-6/24/19, R2 was generally pleasant and 
cooperative with staff, but does have some 
behaviors at times. R2 was noted to be yelling at 
staff on 6/8 and had a resident to resident on 4/15 
and 6/1/19. 

On 6/25/19, at 10:15 a.m. R2 stated she used to 
eat meals in the main DR, but was moved 
because "[R1] put a knife to my throat." R2 
indicated staff offered the other dining room 
"Torrie", and she ate down there since the 
incident with R1 until about two weeks ago when 
she was moved back to the same table and spot 
as prior. 

Minnesota Department of Health
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On 6/25/19, at 10:28 a.m. nursing assistant 
(NA)-A stated R2 ate meals in the main DR, was 
able to propel her own wheelchair and ate 
independently. NA-A stated R2 had eaten in the 
Torrie DR with other residents who could eat 
independently, but the Torrie DR was closed and 
residents were moved back to the main DR. NA-A 
indicated being aware of the incident between R1 
and R2 in the main DR, but was unaware of any 
specific interventions for the incident. NA-A stated 
the Torrie DR was closed due to staffing needs. 

On 6/25/19, at 10:44 a.m. NA-B stated R2 was 
independent with eating and propelling 
wheelchair. NA-B stated R2 always sat in the 
same spot and eats in the main DR after the 
Torrie DR was closed about two weeks ago. NA-B 
stated R1 was able to propel self once in a 
wheelchair and had a history of agitation and 
verbal and physical aggression. NA-B indicated 
staff try to assist R1 into the DR last so R1 can be 
supervised. 

On 6/25/19, at 10:58 a.m. licensed practical nurse 
(LPN)-A stated R1 has been known to hit and be 
verbally abusive to staff. LPN-A was aware of the 
4/15/19, incident between R1 and R2 in the main 
DR. LPN-A stated R2 was moved to the Torrie 
DR, but it was closed two weeks prior and R2 
returned to the main DR. LPN-A stated staff keep 
R1 and R2 separate in the main DR and made 
sure staff are available to watch R1 and R2 in the 
main DR, otherwise was unaware of any further 
interventions for R1 and R2. 

On 6/25/19, at 11:24 a.m. registered nurse (RN) 
clinical manager (CM)-A stated both R1 and R2 
were able to self propel in wheelchairs. CM-A 
stated on 4/15/19, R2 sat at the first table in the 
main DR and R1 bumped R2's wheelchair and 
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R2 became upset. CM-A stated R2 had a history 
of getting easily upset, so if another resident 
would bump the wheelchair she could get upset 
again. CM-A stated on 4/15/19, staff placed R2 in 
the Torrie DR, however the Torrie DR closed on 
6/11/19, to consolidate and bring residents and 
staff closer to the center of the unit. CM-A 
indicated when the Torrie DR closed R2 returned 
to the same table as prior, but was unaware if R2 
sat in the same spot. CM-A stated staff did not 
feel that R1 and R2 were targeting each other. 

On 6/25/19, at 12:00 p.m. R2 was seated at the 
first table inside the main DR doors. R2 was 
seated in her wheelchair, and positioned 
approximately three feet further to the right then 
the day prior. The position of R2's wheelchair was 
near the walkway for all residents to enter and 
exit the DR. 

On 6/25/19, at 12:52 p.m. the interim director of 
nursing (DON) stated after the 4/15/19, incident 
between R1 and R2, R2 was moved to another 
DR so R1 and R2 would not be close to each 
other. The DON indicated the Torrie DR was 
closed and was unaware of any new interventions 
for keeping R1 and R2 safe, now that R2 had 
returned to the main DR. 

A policy for dining room supervision was 
requested, however none was provided. 

Review of the facility policy titled Vulnerable 
Adult-Minnesota, last revised 10/18, indicated the 
DON or designee shall be responsible for 
verifying Vulnerable Adult (VA) reports have been 
made to the proper officials and that appropriate 
intervention had been taken. The policy further 
indicated "2. Resident to Resident: nursing staff 
will separate the involved residents and 
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immediately implement a plan to keep the 
resident reported as the perpetrator away from 
the involved resident plus limit interaction with 
others as assessment of the initial situation 
occurs. The plan of care will then be changed as 
needed to reflect type/frequency of observation of 
the resident. The internal investigation will 
continue."  

SUGGESTED METHOD OF CORRECTION: The 
DON or designee could ensure staff are educated 
on policies and procedures to keep residents 
safe. The DON or designee could identify and  
audit all residents at risk for harm as a vulnerable 
adult and update/implement measures to keep 
each resident safe. Results of those findings 
should go to the Quality Assurance Performance 
Improvement (QAPI) for determination of 
effectiveness, compliance and the need for 
further monitoring.

TIME ALLOWED FOR CORRECTION: 21 DAYS
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