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Electronically delivered    

CMS Certification Number (CCN): 245183     

February 8, 2019

Administrator
North Ridge Health And Rehab
5430 Boone Avenue North
New Hope, MN  55428

Dear Administrator:

The Minnesota Department of Health assists the Centers for Medicare and Medicaid Services (CMS) by
surveying skilled nursing facilities and nursing facilities to determine whether they meet the
requirements for participation.  To participate as a skilled nursing facility in the Medicare program or as
a nursing facility in the Medicaid program, a provider must be in substantial compliance with each of
the requirements established by the Secretary of Health and Human Services found in 42 CFR part 483,
Subpart B.     

Based upon your facility being in substantial compliance, we are recommending to CMS that your
facility be recertified for participation in the Medicare and Medicaid program.    

Effective February 1, 2019 the above facility is certified for:    

    320  Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 320 skilled nursing facility beds.    

You should advise our office of any changes in staffing, services, or organization, which might affect
your certification status.

If, at the time of your next survey, we find your facility to not be in substantial compliance your
Medicare and/or Medicaid provider agreement may be subject to non‐renewal or termination.

Please contact me if you have any questions.

Sincerely,

     
Douglas Larson, Enforcement Specialist

     

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.



Minnesota Department of Health    
Licensing and Certification Program    
Program Assurance Unit
Health Regulation Division
Telephone: 651‐201‐4118     Fax: 651‐215‐9697
Email: doug.larson@state.mn.us    

cc:  Licensing and Certification File

North Ridge Health And Rehab
February 8, 2019
Page   2





Electronically delivered
February 8, 2019

Administrator
North Ridge Health And Rehab
5430 Boone Avenue North
New Hope, MN  55428

RE: Project Number S5183030, H5183156, H5183161, H5183162, H5183163, H5183164, H5183165,
H5183166, H5183167, H5183172, H5183174, and H5183175

Dear Administrator:

On August 22, 2018, we informed you that the following enforcement remedies were being imposed:

• State Monitoring effective August 27, 2018.  (42 CFR 488.422)

• Discretionary denial of payment for new Medicare and Medicaid admissions effective October
29, 2018.  (42 CFR 488.417 (a))

On October 5, 2018, November 29, 2018, and January 19, 2019, we informed you that the following
enforcement remedy was being recommended to the Centers for Medicare and Medicaid Services
(CMS) Region V Office:

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

On January 25, 2019, the CMS Region V Office notified you of the following actions:

• Mandatory termination effective February 10, 2019.     

On February 1, 2019, the Minnesota Department of Health completed a Post Certification Revisit (PCR)
to verify that your facility had achieved and maintained compliance with federal certification
deficiencies issued pursuant to abbreviated standard surveys, completed on August 10, 2018,
September 13, 2018, and October 18, 2018, a standard survey, completed on November 8, 2018, as
well as a PCR, completed on January 4, 2019.  We presumed, based on your plan of correction, that
your facility had corrected these deficiencies as of February 1, 2019.  We have determined, based on
our visit, that your facility has corrected the deficiencies issued as of February 1, 2019.

As a result of the revisit findings, the Department is discontinuing the Category 1 remedy of state
monitoring effective February 1, 2019.

However, as we notified you in our letter of August 22, 2018, in accordance with Federal law, as

     

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.



specified in the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your facility is prohibited
from conducting Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) for two
years from October 29, 2018.

In addition, this Department recommended to the CMS Region V Office the following actions:

• Discretionary denial of payment for new Medicare and Medicaid admissions effective October
29, 2018 be discontinued as of February 1, 2019.  (42 CFR 488.417 (a))

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

• Mandatory termination effective February 10, 2019 be discontinued as of February 1, 2019.     

The CMS Region V Office will notify you of their determination regarding the imposed remedies and
appeal rights.

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,

     
Douglas Larson, Enforcement Specialist
Minnesota Department of Health    
Licensing and Certification Program    
Program Assurance Unit
Health Regulation Division
Telephone: 651‐201‐4118     Fax: 651‐215‐9697
Email: doug.larson@state.mn.us    

cc:  Licensing and Certification File

North Ridge Health And Rehab
February 8, 2019
Page   2



Electronically delivered

February 8, 2019

Administrator
North Ridge Health And Rehab
5430 Boone Avenue North
New Hope, MN  55428

Re: Reinspection Results ‐ Project Numbers S5183030, H5183156, H5183161, H5183162, H5183163,
H5183164, H5183165, H5183166, H5183167, H5183172, H5183174, and H5183175

Dear Administrator:

On February 1, 2019, survey staff of the Minnesota Department of Health, Licensing and Certification
Program completed a reinspection of your facility, to determine correction of orders found on the
surveys completed on August 10, 2018, September 13, 2018, October 18, 2018, November 8, 2018,
and January 4, 2019, with orders received by you.  At this time these correction orders were found
corrected.

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.
    
Please feel free to call me with any questions.

Sincerely,

     
Douglas Larson, Enforcement Specialist
Minnesota Department of Health    
Licensing and Certification Program    
Program Assurance Unit
Health Regulation Division
Telephone: 651‐201‐4118     Fax: 651‐215‐9697
Email: doug.larson@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.



NOTICE OF TOTAL AMOUNT OF ASSESSMENT
FOR NURSING HOMES

Electronically Delivered

March 5, 2019

Administrator     
North Ridge Health And Rehab
5430 Boone Avenue North
New Hope, MN  55428

RE: Project Number S5183030, H5183168, H5183170, H5183171, H5183172, H5183173, H5183156

Dear Administrator:

On January 31, 2019, a Notice of Assessment for Noncompliance with Correction Orders was issued to
the above facility.  That Notice, which was received by the facility on January 31, 2019, imposed a daily
fine in the amount of $1500.00.     

On January 22, 2019, an acknowledgement was electronically received by the Department stating that
the violation(s) had been corrected.  A reinspection was held on February 1, 2019 and it was
determined that compliance with the licensing rules was attained.     

Therefore, the total amount of the assessment is $1500.  In accordance with Minnesota Statutes,
section 144A.10, subdivision 7, the costs of the reinspection, totaling $353.80, are to be added to the
total amount of the assessment.  You are required to submit a check, made payable to the
Commissioner of Finance, Treasury Division, in the amount of $1853.80 within 15 days of the receipt of
this notice.  That check should be forwarded to the Department of Health, Health Regulation Division,
85 East Seventh Place, Suite 220, P.O. Box 64900, St. Paul, Minnesota 55164‐0900.

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,

     
Douglas Larson, Enforcement Specialist
Minnesota Department of Health    
Licensing and Certification Program    
Program Assurance Unit

     

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.



Health Regulation Division
Telephone: 651‐201‐4118     Fax: 651‐215‐9697
Email: doug.larson@state.mn.us    

cc:  Kami Fiske‐Downing, Licensing and Certification Program
  Penalty Assessment Deposit Staff

North Ridge Health And Rehab
March 5, 2019
Page   2
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Electronically delivered
January 19, 2019

Administrator
North Ridge Health And Rehab
5430 Boone Avenue North
New Hope, MN  55428

RE: Project Number S5183030, H5183156, H5183161, H5183162, H5183163, H5183164, H5183165,
H5183166, H5183167, H5183172, H5183173, H5183174, H5183175, and H5183176

Dear Administrator:

On August 22, 2018, we informed you that the following enforcement remedies were being imposed:

• State Monitoring effective August 27, 2018.  (42 CFR 488.422)

• Discretionary denial of payment for new Medicare and Medicaid admissions effective October
29, 2018.  (42 CFR 488.417 (a))

Also, we notified you in our letter of August 22, 2018, in accordance with Federal law, as specified in
the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your facility is prohibited from
conducting Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) for two years
from October 29, 2018.

On October 5, 2018, and on November 29, 2018, we informed you that the following enforcement
remedy was recommended to the Centers for Medicare and Medicaid Services (CMS) Region V Office:

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

On January 4, 2019, the Minnesota Department of Health, along with the Minnesota Department of
Health, Office of Health Facility Complaints, completed a Post Certification Revisit (PCR) to verify that
your facility had achieved and maintained compliance with federal certification deficiencies issued
pursuant to abbreviated standard surveys, completed on August 10, 2018, September 13, 2018, and
October 18, 2018, as well as a standard survey, completed on November 8, 2018.  We presumed,
based on your plan of correction, that your facility had corrected these deficiencies as of December 18,
2018.  Based on our visit, we determined that your facility had not corrected the deficiencies issued.  In
addition, at the time of the January 4, 2019 PCR the Minnesota Department of Health completed an
investigation of complaint numbers H5183174, H5183175, and H5183176.  The deficiencies not
corrected are as follows:

F0550 ‐‐ S/S: D ‐‐ 483.10(a)(1)(2)(b)(1)(2) ‐‐ Resident Rights/exercise Of Rights

     

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
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F0584 ‐‐ S/S: E ‐‐ 483.10(i)(1)‐(7) ‐‐ Safe/clean/comfortable/homelike Environment
F0677 ‐‐ S/S: D ‐‐ 483.24(a)(2) ‐‐ Adl Care Provided For Dependent Residents
F0686 ‐‐ S/S: G ‐‐ 483.25(b)(1)(i)(ii) ‐‐ Treatment/svcs To Prevent/heal Pressure Ulcer
F0689 ‐‐ S/S: D ‐‐ 483.25(d)(1)(2) ‐‐ Free Of Accident Hazards/supervision/devices
F0725 ‐‐ S/S: E ‐‐ 483.35(a)(1)(2) ‐‐ Sufficient Nursing Staff
F0761 ‐‐ S/S: D ‐‐ 483.45(g)(h)(1)(2) ‐‐ Label/store Drugs And Biologicals

In addition, at the time of this revisit, we identified the following deficiency:

F0803 ‐‐ S/S: D ‐‐ 483.60(c)(1)‐(7) ‐‐ Menus Meet Resident Nds/prep In Adv/followed

The most serious deficiencies in your facility were found to be isolated deficiencies that constituted
actual harm that was not immediate jeopardy (Level G), as evidenced by the attached CMS‐2567,
whereby corrections are required.

As a result of the revisit findings, the previously imposed remedies of state monitoring, discretionary
denial of payment (42 CFR 488.417 (a)), and civil money penalty (42 CFR 488.430 through 488.444) will
remain in effect.

Based on the findings of this visit, we recommended to the CMS Region V Office the following
additional remedy:

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

The CMS Region V Office will notify you of their determination regarding the imposed remedies and
appeal rights.

As we notified you in our letter of August 22, 2018, in accordance with Federal law, as specified in the
Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your facility is prohibited from
conducting Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) for two years
from October 29, 2018.

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.

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by a "F" tag, from the standard survey completed November 8, 2018, and
revisit completed January 4, 2018), i.e., the plan of correction should be directed to:

Susanne Reuss, Unit Supervisor
Metro C Survey Team
Licensing and Certification Program

North Ridge Health And Rehab
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Health Regulation Division
Minnesota Department of Health
85 East Seventh Place, Suite 220
P.O. Box 64900
Saint Paul, Minnesota  55164‐0900
Email: susanne.reuss@state.mn.us
Phone: (651) 201‐3793
Fax: (651) 215‐9697

Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by a "F" tag, from the abbreviated standard surveys completed August 10,
2018, September 13, 2018, and October 18, 2018, and revisit completed January 4, 2018), i.e., the plan
of correction should be directed to:

Annette Winters, Supervisor
Office of Health Facility Complaints
Health Regulation Division
Minnesota Department of Health
P.O. Box 64970
Saint Paul, Minnesota  55164‐0970
Email: annette.m.winters@state.mn.us
Phone: (651) 201‐4204
Fax: (651) 281‐9796

ELECTRONIC PLAN OF CORRECTION (ePoC)

An ePoC for the deficiencies must be submitted within   ten calendar days of your receipt of this letter.    
Your ePoC must:

‐    Address how corrective action will be accomplished for those residents found to have
been affected by the deficient practice;

  ‐  Address how the facility will identify other residents having the potential to be affected
by the same deficient practice;

  ‐  Address what measures will be put into place or systemic changes made to ensure that
the deficient practice will not recur;

  ‐  Indicate how the facility plans to monitor its performance to make sure that solutions    
    are sustained.  The facility must develop a plan for ensuring that correction is achieved    
    and sustained.  This plan must be implemented, and the corrective action evaluated for    
    its effectiveness.  The plan of correction is integrated into the quality assurance system;

  ‐  Include dates when corrective action will be completed.  The corrective action      
    completion dates must be acceptable to the State.  If the plan of correction is      
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    unacceptable for any reason, the State will notify the facility.  If the plan of correction is    
    acceptable, the State will notify the facility.  Facilities should be cautioned that they are    
    ultimately accountable for their own compliance, and that responsibility is not alleviated
    in cases where notification about the acceptability of their plan of correction is not    
    made timely.  The plan of correction will serve as the facility’s allegation of compliance;    
    and,
     
  ‐  Submit electronically to acknowledge your receipt of the electronic 2567, your review

and your ePoC submission.

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 the following remedy be imposed:

• Per day civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable PoC could also result in the termination of your facility’s Medicare
and/or Medicaid agreement.

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 their respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC and CMS approval, a revisit of your facility may be conducted to
verify that substantial compliance with the regulations has been attained.  The revisit would occur after
the date you identified that compliance was achieved in your plan of correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued and we will recommend that the remedies imposed be
discontinued effective the date of the on‐site verification.  Compliance is certified as of the date of the
fourth revisit.

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

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
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Services that your provider agreement be terminated by February 10, 2019 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance.  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.

INFORMAL DISPUTE RESOLUTION

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:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/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 plan of correction. A copy of the Department’s informal
dispute resolution policies are posted on the MDH Information Bulletin website at:
http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

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.             

Feel free to contact me if you have questions.

Sincerely,

     
Douglas Larson, Enforcement Specialist
Minnesota Department of Health    
Licensing and Certification Program    
Program Assurance Unit
Health Regulation Division
Telephone: 651‐201‐4118     Fax: 651‐215‐9697
Email: doug.larson@state.mn.us    

cc:  Licensing and Certification File
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{E 000} Initial Comments {E 000}

 A survey for compliance with CMS Appendix Z 
Emergency Preparedness Requirements, was 
conducted on 11/4/18 through 11/8/18, during a 
recertification survey. The facility is in compliance 
with the Appendix Z Emergency Preparedness 
Requirements.

 

{F 000} INITIAL COMMENTS {F 000}

 An on-site revisit was completed 1/2/19 through 
1/4/19. The facility was found NOT to have 
corrected one or more deficiencies issued as a 
result of the survey exited on 11/8/18.  In addition 
complaints substantiated as a result of the 
11/8/18 were reviewed as well as additional 
complaint investigations at the time of the revisit:

H5183172: At the time of the 11/8/18 survey, an 
investigation of this complaint was completed and 
substantiated at F584. At the time of the revisit, 
complaint H5183172 was not corrected, and 
reissued at F584. 

H5183173: At the time of the 11/8/18 survey, an 
investigation of this complaint was completed and 
substantiated at F580, F677, F686, F690 and 
F725. At the time of the revisit, complaint 
H5183173 was not corrected, and reissued  at 
F686 and F725. 

H5183174: was investigated at the time of the 
revisit survey. The complaint was substantiated at 
F550, F689 and F803. 

H5183175: was investigated at the time of the 
revisit survey. The complaint was substantiated at 
F677.

 

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

01/22/2019Electronically 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 000} Continued From page 1 {F 000}

H5183176: was investigated at the time of the 
revisit survey. The complaint was found to be 
unsubstantiated.

The plan of correction will serve as your facility's 
allegation of compliance.  Since your facility is 
enrolled in the electronic Plan of Correction 
(ePOC),  a signature is not required at the bottom 
of the first page of the CMS-2567 form. 

Upon receipt of an acceptable ePOC 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 550}

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.

§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 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 

{F 550} 1/24/19

FORM CMS-2567(02-99) Previous Versions Obsolete WOFB12Event ID: Facility ID: 00238 If continuation sheet Page  2 of 29



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  01/30/2019
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245183 01/04/2019

R-C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

5430 BOONE AVENUE NORTH
NORTH RIDGE HEALTH AND REHAB

NEW HOPE, MN  55428

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

{F 550} Continued From page 2 {F 550}

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. 

§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 observation, interview and document 
review, the facility failed to ensure dignified 
treatment for 1 of 1 residents (R701) reviewed for 
reported concerns related to staff treatment. 

Findings include:

R701's Care Area Assessment (CAA) 
assessment dated 11/27/18, included diagnoses 
cerebrovascular accident and 
hemiplegia/hemiparesis. R701's care plan date 
revised on 1/3/19, identified R701 had physical 
mobility limitations, cognitive communication 
deficit and anxiety and directed staff to "give clear 
explanation of all care activities prior to an as they 
occur during each contact" and extensive assist 
of 2 staff members for transfers and toileting 
needs.  

 R701 was interviewed and a grievance 
was completed on 1/2/19 by the Assistant 
Administrator. In response to the 
grievance, the community has added a 
task to her Kardex and to her MAR to 
remind the staff to knock on the door, 
introduce themselves and communicate 
what tasks they will be completing. An 
erasable white board has been placed in 
the resident�s room to note the names of 
the Nurses and Nursing Assistants 
assigned for the shift. In addition, the 
resident is being visited daily (M-F) and 
will continue daily until January 31, 2019 
by a member of the administration staff or 
their designee to follow up on the new 
process. A weekly call with the resident�s 
daughter has been initiated by the Social 
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During an interview on 1/2/19, at 10:27 a.m. R701 
was observed seated in her wheelchair. R701 
indicated her daughter had recently posted a sign 
in her room which requested staff to introduce 
themselves, let her know why they are entering 
the room, and inform her prior to providing cares; 

this was due to staff entering her room refusing to 
identify themselves and not explaining 
interactions. R701 also stated staff have been 
rude to her many times and made remarks that 
were not respectful.     

During an observation on 1/2/19, at 11:37 a.m. 
registered nurse (RN)-B entered R701's room 
along with RN-C; RN-B knocked on R701's door 
and as she entered stated they were going to 
help her to use the bathroom and entered the 
room without identifying themselves. RN-B and 
RN-C assisted R701 to the bathroom and exited 
the room as nursing assistant (NA)-E and NA-B 
entered the room and neither one introduced 
themselves. As NA-B moved the lift away from 
the toilet R701 yelled "why did you do that" R701 
further stated "I already wiped, please talk to a 
person before you wipe them with that cold wet 
thing." NA-E stated, "Sorry."  

During an interview on 1/2/19, at 1:47 p.m. NA-E 
verified that she did not notify R701 prior to 
providing pericare.

During an interview on 1/2/19, at 1:54 p.m. R701 
stated when she used the bathroom it was "pretty 
uncomfortable and embarrassing." R701 
indicated the staff had used a cold wet wipe to 
cleanse her bottom without telling her what she 
was going to do and further stated, "she was 
wiping me in the middle of my back and I was so 

Worker to follow-up on any concerns 
voiced by her mother. Investigation 
completed on the specific issue noted in 
the 2567 resulted in staff education 
starting on 1/07/19, on knocking on the 
door, entering and identifying yourself, 
and explaining why you are there.

Interviewable residents will be met with by 
the administrative staff/ or designee to 
identify possible concerns relating to 
resident rights and dignity. Upon the 
completion of the interviews, the concerns 
will be addressed and outcomes of results 
will be reviewed to identify any additional 
process improvement.

Current staff will be re-educated and new 
staff will be educated on our policies and 
procedures pertaining to resident rights, 
which includes dignity by the Director of 
Education and/or administrative staff. 
Education will be completed by 1/24/19.

Each unit will have weekly meetings to 
address concerns related to resident 
rights and dignity, starting 1/23/19. These 
meetings will be led by the Administrator 
of the Unit or Social Services staff. The 
ombudsman was notified on 1/22/19 of 
the occurrence of the meetings.

Concerns identified through the weekly 
meetings will be reviewed weekly x 4 
weeks, then monthly x 2 or until a lesser 
frequency is identified by Administration 
with ongoing education to staff related to 
findings.  
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cold already." R701 verbalized had she known 
what the staff was going to do she would have 
declined the wipe as she had already completed 
the task. Furthermore, R701 stated, "I just want 
them to tell me their name it's basic manners." 

During an interview on 1/3/19, at 1:51 p.m. the 
director of nursing stated it was her expectation 
for staff to identify themselves as they begin 
interacting with a resident and to explain all 
interactions. 

The facility policy Respect and Dignity, Right to 
Personal Property revised date November 2017, 
indicated, "Residents have the right to be treated 
with respect and dignity ..."

Results of the audits will be forward to the 
QAPI committee for continued quality 
improvement and compliance weekly x 4, 
monthly x 2.

{F 584}

SS=E

Safe/Clean/Comfortable/Homelike Environment
CFR(s): 483.10(i)(1)-(7)

§483.10(i) Safe Environment.  
The resident has a right to a safe, clean, 
comfortable and homelike environment, including 
but not limited to receiving treatment and 
supports for daily living safely. 

The facility must provide-
§483.10(i)(1) A safe, clean, comfortable, and 
homelike environment, allowing the resident to 
use his or her personal belongings to the extent 
possible.
(i) This includes ensuring that the resident can 
receive care and services safely and that the 
physical layout of the facility maximizes resident 
independence and does not pose a safety risk.
(ii) The facility shall exercise reasonable care for 
the protection of the resident's property from loss 
or theft.

{F 584} 1/24/19
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§483.10(i)(2) Housekeeping and maintenance 
services necessary to maintain a sanitary, orderly, 
and comfortable interior;

§483.10(i)(3) Clean bed and bath linens that are 
in good condition;

§483.10(i)(4) Private closet space in each 
resident room, as specified in §483.90 (e)(2)(iv);

§483.10(i)(5) Adequate and comfortable lighting 
levels in all areas;

§483.10(i)(6) Comfortable and safe temperature 
levels. Facilities initially certified after October 1, 
1990 must maintain a temperature range of 71 to 
81°F; and

§483.10(i)(7) For the maintenance of comfortable 
sound levels.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to ensure 3 of 3 residents 
(R95, R703, R704) wheelchairs were kept clean. 
In addition, failed to ensure rooms were kept 
clean for 1 of 1 resident (R16) with respiratory 
concerns. 

Findings include: 

R95's diagnoses included cerebral palsy, muscle 
weakness, profound intellectual disability and 
scoliosis obtained from the quarterly Minimum 
Data Set (MDS) dated 12/1/18. In addition, the 
MDS indicated R95 had severely impaired 
cognition, required total dependence of two staff 
with transfers, one assist with locomotion in the 
unit, used a wheelchair (w/c) and had functional 

 R95, R703, and R704 wheelchairs were 
cleaned immediately 
R16�s radiator and CPAP were cleaned 
immediately. 

An audit will be completed by 
administrative staff/or designee of 
resident wheelchairs to establish that 
wheelchairs are free of debris.   
Administrative staff will complete an audit 
of resident rooms and common spaces to 
identify environmental concerns.

Contracted housekeeping staff 
re-educated on finding and expectations 
of community cleanliness.  Nursing staff 
re-educated on wheelchair cleaning 
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limitation to both lower extremities.

R95's care plan dated 8/20/18, indicated R95 had 
limited physical mobility related to cerebral palsy 
and profound mental disability. The care plan 
indicated R95 used a wheelchair for locomotion 
and staff propelled her to specific destinations. In 
addition, the care plan indicated for transfers R95 
required assist of two to transfer from bed to w/c. 

On 1/2/19, at 1:42 p.m. R95 was observed lying 
in bed and her specialized wheelchair (w/c) was 
observed parked at the base of the bed. The w/c 
was observed to be heavily soiled with whitish 
and brownish multiple food spills on the w/c 
frame. 

On 1/3/19, at 8:43 a.m. R95 was observed to be 
all dressed for the day and was seated on the w/c 
by the nursing station as multiple staff went by, 
however, none acknowledged the w/c needed to 
be cleaned. 

On 1/3/19, at 9:00 a.m. to 9:22 a.m. registered 
nurse (RN)-A assisted R95 with breakfast. During 
the observation R95's w/c was observed soiled. 
At 9:23 a.m. RN-A was observed to wheel R95 to 
her room. 

On 1/3/19, at 9:38 a.m. the director of 
maintenance stated wheelchair cleaning was 
done by the security staff at night and at times the 
maintenance staff cleaned them in the evening. 
When asked how his department was notified of 
soiled w/c's when it was not the scheduled time to 
be cleaned, the director of maintenance stated 
nursing staff would notify his department and 
when he got any notification he would pull and 
cleaned the w/c immediately. 

process by nursing administration.   
Maintenance staff re-educated on 
wheelchair cleaning process by 
administrative staff. 

Administrative staff/or designee will 
complete five wheelchair audits will be 
completed per unit to establish that 
wheelchairs are free of debris daily x 7 
days, twice weekly x 2 weeks, weekly x 4 
and monthly x 3.  Administrator/ or 
designee will complete weekly rounds x4 
weeks with contracted housekeeping staff 
to establish cleanliness of community.  

Results of the audits will be forward to the 
QAPI committee for continued quality 
improvement and compliance weekly x4, 
monthly x2, and quarterly.
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-At 9:42 a.m. the director of maintenance 
reviewed the monthly wheelchair log and verified 
R95's w/c was last cleaned the first week in 
December 2018. 
-At 9:46 a.m. the director of maintenance verified 
the w/c was soiled, "it is dirty for sure. I talked to 
the nurse couple of times about cleaning it but 
don't have documentation for it because we have 
been having problems having access to it to be 
cleaned. I did not talk to [security staff] why it was 
not done at night as he comes at 11:00 p.m. I 
need to coordinate with nursing when is a good 
time to have it cleaned maybe when she is getting 
a shower. The wheelchair needs to be taken 
down to the machine to be cleaned because it is 
dirty."

The undated facility Wheelchair Cleaning policy 
directed staff wheelchairs were to be washed 
monthly following the wheelchair washing 
schedule and as needed. In addition, the policy 
directed nursing staff to wipe down wheelchairs 
for spills and debris and for excessively soiled 
wheelchairs the staff was to put in "TELs" for 
maintenance to clean through the wheelchair 
machine. 

R703 was observed on 1/2/19, at 1:19 p.m. 
seated in a tilt in space wheelchair. The left foot 
rest of the chair was hanging off to the side of the 
chair. Staff adjusted the foot rest, however, the 
foot rest did not stay in place causing R703's foot 
to dangle in the air. The left foot pedal did not 
match the one on the right side of the chair. 
R703's wheelchair was covered with food debris 
on the cushion, arm rests and wheels. 

A Progress Note dated 11/21/18, indicated R703 
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transferred from another unit and indicated: foot 
rest on residents wheelchair was broken. 

R704 was observed on 1/3/19, at 11:47 a.m. and 
R704's wheel chair was noted to be covered in 
food debris and had a substance all over the 
wheels of the chair. 

During interview on 1/3/19, at 11:40 a.m. licensed 
practical nurse (LPN)-C stated the resident 
wheelchairs were supposed to be cleaned on the 
night shift. She stated R703's chair should have 
been cleaned on 12/30/18. LPN-C further stated 
she had completed a work order for the broken 
foot rest on R703's chair. 

At 11:47 a.m. RN-E stated a wheelchair cleaning 
schedule was posted on the wall at the nurses 
station. RN-E stated there had been a breakdown 
in communication and felt it was on the night shift. 
 

R16 was admitted to the facility on 7/26/18, and 
had diagnoses including acute and chronic 
respiratory failure with hypoxia and chronic 
obstructive pulmonary disease. R16's brief 
interview for mental status (BIMS) score was 15 
(13-15 indicates intact cognition).  

R16's room was observed on 1/3/19, at 9:20.  
The heater/radiator fan, located underneath the 
window sill, was full of dirt and debris.  The fan 
blew out cold air.  The housekeeper went into 
R16's room at 9:25 a.m. after the housekeeper 
left the room (approximately 9:40 a.m.), the fan 
was still dirty and full of debris.  
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R16 was interviewed on 1/3/19, at 1:29 p.m. and 
said she washed 2 of the 7 vent panels of the fan 
herself.  During the time of the interview, the fan 
blew out cold air. Dust debris was noted on the 
back of the closet door that was closest to the 
fan. A continuous positive airway pressure 
(C-PAP) machine (a machine that is a constant 
flow of airway pressure to the throat and ensures 
the airway stays open during sleep) was 
approximately 8 feet away from the fan, also had 
dust and debris on it. R16 indicated she had 
breathing problems and used oxygen and the 
C-PAP machine at night. 

Maintenance staff-C was interviewed on 1/3/19, 
at 1:43 p.m. and indicated the fan needed to be 
cleaned and was last cleaned in the summer. 
Maintenance staff-C said the fans were cleaned 
twice a year.  

An environmental tour was done with the 
maintenance director on 1/4/19, at 9:30 a.m.. The 
maintenance director said the fans are on a 
schedule to be cleaned once a month and 
housekeeping staff also cleaned the fans.  

The housekeeping director was interviewed on 
1/4/19, at 11:43 a.m. and said housekeeping staff 
cleaned the top of the heat registers/fans. 
Housekeeping staff did general cleaning to a 
room each day and did a deep cleaning of one 
room each day. There were 18 rooms on R16's 
unit and the housekeeping director indicated that 
every 18 days each room would receive a deep 
clean. Number 6 of the daily deep clean check off 
list included: clean and wipe done heater/radiator 
units/tear apart to clean and vacuum filter and 
clean floor underneath.
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{F 677}

SS=D

ADL Care Provided for Dependent Residents
CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who is unable to carry 
out activities of daily living receives the necessary 
services to maintain good nutrition, grooming, and 
personal and oral hygiene;

This REQUIREMENT  is not met as evidenced 
by:

{F 677} 1/24/19

 Based on observation, interview and document 
review, the facility failed to ensure adequate 
grooming assistance for 1 of 3 residents (R62) 
reviewed for activities of daily living. 

Findings include:

R62's annual Minimum Data Set (MDS) dated 
11/16/18, indicated he was severely cognitively 
impaired and required assistance from staff for 
dressing and personal hygiene. 

During observation on 1/3/19, at approximately 
12:15 p.m. R62 was seated in the dining room 
awaiting his noon meal. R62's face was unshaved 
and his pants were covered in what appeared to 
be food debris. 

During interview on 1/3/19, at 12:30 p.m. nursing 
assistant (NA)-E stated she had assisted R62 
with cares that morning. NA-E stated she did not 
think R62's pants were dirty when she put them 
on him. NA-E further stated she attempted to 
shave R62 with an electric razor but he had 
refused. 

On 1/3/18, at 12:40 p.m. registered nurse (RN)-F 
stated R62 did not have an electric razor. She 
stated he used to but it had been missing for a 
while. RN-F stated staff should be using a 

 R62 was shaved and his room and 
clothing were cleaned. His personal razor 
was located and placed at the nurses� 
station. In addition a specific task was 
added to his Point of Care regarding the 
use of a spill free cup at meals, the 
location of his razor and to ensure his dirty 
clothes are sent to the laundry. The care 
plan and kardex was updated to reflect his 
dressing needs and habits.

Each resident�s kardex is being reviewed 
for appropriate transfer, shaving, 
continence needs, bathing preferences, 
mobility, adaptive equipment needs, 
dining preferences, and repositioning. 
Updates to the kardex�s are occurring as 
changes are identified. This will be 
completed by 1/24/19.

Current staff will be re-educated, and new 
staff will be educated on using the kardex 
by the director of education and/or 
designee to meet ADL needs.  Monitoring 
of ADL care will be completed through an 
audit of five residents per unit to monitor 
compliance with daily ADLs by 
administrative staff daily x 7 days, twice 
weekly x 2 weeks, weekly x 4 and monthly 
x 3.
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disposable razor to shave him.

At 2:23 p.m. RN-E stated R62 would change into 
his dirty clothes after the staff assisted him in the 
morning. She stated his dirty clothes were kept in 
his closet even though she was aware of this 
behavior.

The Kardex will be developed and 
reviewed thru the Interdisciplinary Team 
process upon admission, with significant 
change, quarterly and annually. 

Results of the ADL audits will be forward 
to the QAPI committee for continued 
quality improvement and compliance 
weekly x4, monthly x2, and quarterly or 
until a lesser frequency is identified.

{F 686}

SS=G

Treatment/Svcs to Prevent/Heal Pressure Ulcer
CFR(s): 483.25(b)(1)(i)(ii)

§483.25(b) Skin Integrity
§483.25(b)(1) Pressure ulcers.  
Based on the comprehensive assessment of a 
resident, the facility must ensure that-
(i) A resident receives care, consistent with 
professional standards of practice, to prevent 
pressure ulcers and does not develop pressure 
ulcers unless the individual's clinical condition 
demonstrates that they were unavoidable; and
(ii) A resident with pressure ulcers receives 
necessary treatment and services, consistent  
with professional standards of practice, to 
promote healing, prevent infection and prevent 
new ulcers from developing.
This REQUIREMENT  is not met as evidenced 
by:

{F 686} 1/24/19

 Based on observation, interview and document 
review, the facility failed to implement 
interventions to promote healing of pressure 
ulcers and prevent pressure ulcers for 2 of 3 
residents (R28, R143) reviewed for pressure 
ulcers. This resulted in actual harm for R28 who's 
pressure ulcer worsened to a stage IV.

 R28 � Patient at Risk (PAR) meeting 
held on 1/2/19, the coccyx wound was 
evaluated and measurements noted. On 
1/4/19, the right shoulder wound was 
evaluated, the family was notified. The 
care changes included a Broda chair to 
relieve pressure on the shoulder and 
encouragement to the resident to return to 
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Findings include:

R28's quarterly minimum data set (MDS) dated 
11/9/18, indicated she was moderately cognitively 
impaired and required extensive assistance with 
bed mobility, transfers and toileting. The MDS 
further indicated R28 did not have a pressure 
ulcer. R28's care plan dated 12/11/18, identified a 
potential/actual impairment to skin integrity 
related to immobility and fragile skin. The care 
plan directed staff to lay R28 down after meals, 
document location, size and treatment of skin 
injuries and reminders to turn and reposition. 

A facility Progress Note dated 9/5/18, indicated: 
pressure ulcer to coccyx noted on 9/3/18, "1/2x 0. 
.1 cm [centimeters]." R28 with new pressure 
wound to coccyx area to same spot where recent 
pressure wound healed. Area is compromised 
and at risk for recurrent injury given the current 
underweight status and poor appetite. Keep 
resident off wheel chair in between meals

During a continuous observation on 1/4/19, the 
following was observed: At 7:07 a.m. R28 was up 
seated in her wheel chair outside the nurses 
station. At 7:40 a.m. R28 was escorted to the 
dining room by staff where she remained until 
9:52 a.m. At that time, staff escorted R28 to her 
room and placed her in front of the television 
without repositioning her.

On 1/4/19, at approximately 10:00 a.m. licensed 
practical nurse (LPN)-B stated he was aware R28 
had a wound on the right side of her buttock but 
was not sure how long it had been there. LPN-B 
stated he did not usually work on that unit. 

At 10:07 a.m. nursing assistant (NA)-A stated 

bed after lunch. On 1/4/19, the resident�s 
NP noted that her skin breakdown is 
expected part of her disease progression. 
On 1/7/19 and 1/8/19 the wounds were 
re-assessed. The shoulder wound was 
superficial and healing. The coccyx wound 
was reassessed on 1/9/19 and a PAR 
meeting was held. The shoulder wound 
has healed. On 1/11/19 a PAR meeting 
was held, the resident is noted to be 
declining in status. 1/15/19 new orders for 
residents wound obtained through 
Hospice provider. On 1/21/19 the care 
plan was updated to state,  encourage the 
resident to lay down after meals  instead of 
just after lunch. 1/22/19 an order to apply 
a protective dressing to her shoulder was 
obtained.  Turning and repositioning 
re-education based upon our policy was 
begun with the staff on 1/7/18 and is 
ongoing. 

R143 � Resident is currently not in the 
community as of 1/21/19. On 1/8/19 the 
resident�s care plan was updated to 
reflect her scratching of her buttocks and 
to review her current desire to not 
reposition. On 1/23/19, a task was added 
to the Point of Care system to reflect her 
refusal to offload or reposition in 
anticipation of her return to the 
community. At that time a new 
assessment will be completed.

Residents with Braden Scores which 
reflect moderate to high risk for pressure 
injuries and have existing pressure 
injuries were identified through their 
assessments (Braden and Pressure Ulcer 
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R28 was frail and had been having a lot of 
problems with her bottom. NA-A stated R28 was 
supposed to be repositioned every two hours and 
stated it had not been done since R28 had gotten 
out of bed that morning. NA-A stated she had not 
had time to reposition R28. 

At 10:30 a.m. LPN-B and NA-A assisted R28 to 
lay down in her bed. R28 was noted to have a 
reddened area on her ischium approximately one 
inch round. LPN-B removed a dressing from 
R28's coccyx. LPN-B described R28's wound as 
approximately 5 cm x 4 cm with tunneling. The 
wound bed contained slough (dead tissue) and 
was described by LPN-B as a stage IV ( full 
thickness skin loss with extensive destruction, 
tissue necrosis, or damage to muscle, bone, or 
supporting structures. pressure ulcer). LPN-B 
stated R28 also had a pressure ulcer on her 
shoulder that had been present for about a 
month.

R28's Nursing Weekly Skin Evaluations and Skin 
Condition Reports revealed the following:

12/12/18, Right gluteal fold maceration first 
observed on 9/5/18.
12/18/18, Skin condition dry, redness. No area 
identified.
12/25/18, Skin intact, no open areas.
12/26/18, right gluteal fold macerations. No 
measurements included.
1/1/19, Coccyx pressure ulcer unstageable 
measuring 1.5 cm x 2.2 cm. Wound bed eschar, 
surrounding tissue macerated. 

The medical record lacked further documentation 
of the right gluteal fold and lacked documentation 
related to the shoulder. 

Report). This identified sample of 
residents care plans and kardex tasks 
were reviewed for accuracy in turning and 
repositioning schedules. The residents in 
this sample, whom are also in the dining 
room for meals, will be identified and 
monitored by the nursing staff for 
off-loading and pressure re-distribution 
according to their care plan and specific 
tasks noted in Point of Care.

Re-education will be provided to licensed 
nursing staff on wound assessment, 
documentation, prevention and treatment 
by a wound certified nurse by 1/24/19.  
The Certified Nursing Assistants will be 
re-educated on how to access residents 
turning and repositioning schedules in 
Point of Care and on the Kardex. 
Monitoring will include audits on the 
current residents with pressure injuries to 
monitor compliance with repositioning by 
administrative staff daily x 7 days, twice 
weekly x 2 weeks, weekly x 4 and monthly 
x 3.

The results of the repositioning audits will 
be reviewed in daily  stand down meeting , 
daily M-F or until a lesser schedule is 
identified.

Results of the audits will be forward to the 
QAPI committee for continued quality 
improvement and compliance weekly x 4, 
monthly x2, and quarterly.
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{F 686} Continued From page 14 {F 686}

Following the survey the provider submitted the 
following Progress Notes:

1/4/19, Progress Note written by LPN-B: Stage II 
(involve partial thickness skin loss involving 
epidermis, dermis, or both. The lesion is 
superficial and presents clinically as an abrasion, 
blister, or shallow center) pressure ulcer noted to 
back of left shoulder measuring .5 cm x .5 cm. 
Hospice nurse updated and said she was aware 
of the wound and indicated it had been only 
redness previously.

During interview on 1/4/19, at RN-A stated she 
was not aware R28 had a history of pressure 
ulcers to her coccyx and stated she was not 
aware of the pressure ulcer on her shoulder. 
RN-A stated the standard of practice for 
repositioning a resident with a pressure ulcer was 
every two hours and stated she expected the 
repositioning to be done according to the plan of 
care. 

At 11:39 a.m. the director of nursing stated she 
expected staff to follow the plan of care and 
stated R28 should have been repositioned every 
two hours. 

R143's quarterly MDS dated 12/24/18, indicated 
she had intact cognition, required extensive 
assistance from two staff for bed mobility, toileting 
and transfers and had a stage IV pressure ulcer. 
R143's care plan dated 10/2/18, identified bladder 
incontinence related to impaired mobility and a 
stage IV pressure ulcer to her coccyx. The care 
plan directed staff to encourage her to turn and 
reposition "at least" every two hours.
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{F 686} Continued From page 15 {F 686}

A care area assessment indicated R143 admitted 
to the facility with a pressure injury, healing stage 
IV and an area on her left heel. History of 
non-compliance with off loading and 
repositioning. 

During continuous observation on 1/3/19, the 
following was observed: At 7:34 a.m. R143 was 
observed up in her wheel chair in her room. At 
8:03 a.m. she was seated at a table in the dining 
room where she remained until 9:01 a.m. when 
she propelled herself to an adjoining activity 
room. At 9:35 a.m. R143 propelled herself to her 
room and sat in her wheel chair facing the 
window. At 9:52 a.m. a staff member entered the 
room to get a room tray and immediately left.

At 10:13 a.m. R143 remained seated in her wheel 
chair. R143 stated the staff only help her in the 
morning and at night. At 10:25 a.m., two hours 
and thirty nine minutes from the initial 
observation, RN-A and  NA-F assisted R143 to 
stand using a mechanical device, after surveyor 
alerted RN-A of the last time R143 had been 
repositioned. R143 had a wound on her coccyx 
and two open areas on the right and left buttock. 
RN-A stated the the two areas on R143's buttock 
were new. The left buttock had a superficial open 
area approximately one inch. The right buttock 
was a superficial open area approximately two 
inches in length. 

A Weekly Skin Condition Report dated 12/18/18, 
indicated R143 had a stage IV pressure ulcer on 
her coccyx measuring 2.0 cm x 1.3 cm x 1 cm..

A facility Progress Note date 1/3/19, following 
observation with surveyor indicated: Writer spoke 
to nurse practitioner about superficial open areas 
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{F 686} Continued From page 16 {F 686}

on left and right buttock. Nurses practitioner 
stated barrier cream should be applied and areas 
covered daily.

{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} 1/24/19

 Based on observation, interview and document 
review, the facility failed to promote safety with 
the use of a mechanical standing lift during 
transfers for 1 of 2 residents (R701) reviewed for 
accidents. 

Findings include:

R701's Care Area Assessment (CAA) 
assessment dated 11/27/18, included diagnoses 
of cerebrovascular accident and hemiplegia/ 
hemiparesis. In addition, the CAA indicated R701 
had confusion, disorientation, forgetfulness and 
functional limitation in range of motion. R701's 
care plan date revised on 1/3/19, identified R701 
had limited physical mobility related to weakness 
and hemiplegia affecting the left side and directed 
2 staff to assist with transfers utilizing the 
standing lift. The care plan further indicated, 
"weight baring [sig] as tolerated, but left sided 
hemiparesis." 

 R701 was re-evaluated by therapy for 
safe transfers on 1/09/19. The task in 
Point of Care was added on 1/23/19 to 
reflect the safety concerns of using an EZ 
stand vs a mechanical lift. This was 
discussed with the resident. The nursing 
assistant involved was re-educated on the 
use of the EZ Stand and Mechanical Lift 
on 1/9/19.

Current residents who depend on 
mechanical lifts will be identified and then 
audited to verify safe transfers are 
completed by administrative nursing staff.

Current nursing staff will be re-educated 
and new nursing staff will be educated on 
safe transfers using mechanical lifts that 
follow personalized kardex by director of 
education or nursing administration. 

Compliance will be monitored through 5 
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{F 689} Continued From page 17 {F 689}

During an observation on 1/2/19, at 11:37 a.m. 
registered nurse (RN)-B entered R701's room 
along with RN-C, RN-B stated they were going to 
help her use the bathroom. RN-B raised the stand 
lift to an upright position, R701 was standing 
while bending over at the waist wearing regular 
socks without gripper on the bottom, her left foot 
was inverted as she was standing on her outer 
left side of her foot. While RN-B was pushing the 
standing lift from R701's room into the bathroom 
she stated, "Pull down her pants quick she's 
starting to slip." During this time R701 was 
observed to have her knees bent, both feet 
appeared to be sliding toward the front of the 
standing plate, the stand sling was near her 
upper shoulders/ neck area and the left side of 
the sling at her upper arm/ bi-cep area. RN-C was 
observed to remove R701's pants as she was 
lowered by the standing lift to the toilet. RN-B 
verbalized they needed to talk with therapy due to 
R701's weakness and inability to stand up. RN-B 
and RN-C exited the room as nursing assistant 
(NA)-E and NA-B entered the room, and NA-B 
asked R701 if she was ok. R701 responded, "I 
am just very sore I need to get back to bed." As 
R701 was being raised into an upright position 
she stated "ow, ow, my foot." R701 was observed 
to be standing on the outer left side of her foot as 
her foot was inverted. 

During an interview on 1/2/19, at 1:06 p.m. RN-C 
identified R701 had been evaluated a few weeks 
ago for the use of the standing lift by therapy and 
further stated at times R701 will slide down in the 
standing lift and look like she was "not standing," 
however therapy said for her to use the standing 
lift. 

During an interview on 1/2/19, at 1:47 p.m. NA-E 

audits of transfers daily x 7 days, twice 
weekly x 2 weeks, weekly x 4 and monthly 
x 3 to verify safe transfer with mechanical 
lifts per kardex or until a lesser frequency 
is identified.

Results of the audits will be forward to the 
QAPI committee for continued quality 
improvement and compliance weekly x4, 
monthly x2, and quarterly.
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{F 689} Continued From page 18 {F 689}

identified she did not know R701 well and was not 
sure when R701's leg brace was to be worn and if 
it was needed for transfers. 

During an interview on 1/2/19, at 1:54 p.m. R701 
stated the observed transfer to the bathroom was 
"pretty frightening because I was slipping." R701 
indicated her left foot was contracted and that she 
had a leg brace that should be worn to help 
support it. Furthermore, R701 stated the transfer 
back from the bathroom was "very painful" to her 
left foot as it caused a "sharp pain." 

During an interview on 1/3/19, at 7:25 a.m. 
physical therapist (PT)-A identified there was 
gripper on the stand plate for the standing lift 
machine, however, to promote proper foot 
alignment and even weight distribution resident's 
should wear gripper sock or shoes when being 
transferred with the standing lift. PT-A stated that 
he was not notified by the nursing department 
regarding any difficulties or changes with R701's 
transfers. PT-A indicated a training had occurred 
a few weeks ago when R701 had transitioned to 
the standing lift and during this training all staff 
were notified that R701 should wear her left leg 
brace during transfers. 

During an interview on 1/3/19, at 8:29 a.m. RN-D 
stated R701 should be wearing tennis shoes not 
only socks during standing lift transfers and was 
not aware of when the leg brace should be worn. 

During an interview on 1/3/19, at 1:51 p.m. the 
director of nursing stated it was her expectation 
for residents to wear gripper socks or shoes 
during standing lift transfers. 

The facility policy Lifting Machine, Using a 
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Portable revised October 2010, indicated to 
document in the resident's medical record "5. If 
and how the resident participated in the 
procedure or any changes in the resident's ability 
to participate in the procedure. 6. Any problems 
or complaints made by the resident related to the 
procedure."

{F 725}

SS=E

Sufficient Nursing Staff
CFR(s): 483.35(a)(1)(2)

§483.35(a) Sufficient Staff. 
The facility must have sufficient nursing staff with 
the appropriate competencies and skills sets to 
provide nursing and related services to assure 
resident safety and attain or maintain the highest 
practicable physical, mental, and psychosocial 
well-being of each resident, as determined by 
resident assessments and individual plans of care 
and considering the number, acuity and 
diagnoses of the facility's resident population in 
accordance with the facility assessment required 
at §483.70(e).

§483.35(a)(1) The facility must provide services 
by sufficient numbers of each of the following 
types of personnel on a 24-hour basis to provide 
nursing care to all residents in accordance with 
resident care plans:
(i) Except when waived under paragraph (e) of 
this section, licensed nurses; and
(ii) Other nursing personnel, including but not 
limited to nurse aides.

§483.35(a)(2) Except when waived under 
paragraph (e) of this section, the facility must 
designate a licensed nurse to serve as a charge 
nurse on each tour of duty.
This REQUIREMENT  is not met as evidenced 

{F 725} 1/24/19
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by:
 Based on observation, interview and document 
review, the facility failed to ensure sufficient 
staffing was available in order to implement 
accommodation of needs, with timely assistance, 
for personal cares according to the residents' 
assessed needs and as directed by the care plan. 
This practice had the potential to affect all 
residents residing on the 2 W unit.  

Findings include: 

Refer to F686: The facility failed to ensure 2 of 3 
residents (R28, R143) identified at risk for 
pressure ulcers received timely repositioning. The 
failure of the facility to implement interventions 
resulted in actual harm for R28 whose pressure 
ulcer worsened. 

Staff interviews:
On 1/2/19, at 10:06 a.m. nursing assistant (NA)-C 
stated staffing was still a concern and times staff 
was being cut with low census and the 
management did not pay attention to the care 
level of the residents including those that needed 
two assist with transfers and 2 with cares, "It's not 
about the number it's the care level. They can cut 
but they need to look at the care level."

On 1/2/19, at 10:13 a.m. NA-D stated staffing had 
not gotten any better and this was a facility wide 
concern that staff were being cut without looking 
at the care needs of the residents, "sometimes 
the teams are split." 

On 1/4/19, at 9:58 a.m. when NA-G stated, "We 
don't have enough people, we only have three 
aides" and "our brakes are taken out of our 
checks but we don't get them." When asked why 

 A contract with a nursing agency has 
been obtained and contracted nursing 
assistants have been utilized since 
1/18/19.

The acuity of the current residents has 
been assessed through reports titled 
Case Mix Report and ADL Index Report. 
A tally of residents has been obtained for 
the following tasks, feeding assistance 
and those requiring mechanical lifts for 
each unit.

Staffing levels were assigned based upon 
the above reports which reflect acuity.

A wage review for nursing assistants will 
be completed by 1/24/19.

At the change of each shift, the Nursing 
Supervisor verifies all staff scheduled are 
present. 

Monitoring of daily staffing is done by the 
Staffing Coordinator and reported at daily 
stand up (M-F). Staffing will be reviewed 
by administrative staff/or designee 
throughout the day and agency will be 
contacted for any unexpected changes. 
Team Leaders on each shift will validate 
their assigned team members are present 
at the beginning of each shift. The staffing 
office or shift supervisor will be notified of 
staff whom have not reported for duty. 
The nursing staff will be re-educated on 
this procedure. 

Meetings held 5 days a week, M-F to 
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R28 was not repositioned timely according to the 
care plan. 

On 1/4/18, at 1:07 p.m. NA-A stated, "We don't 
have enough staff to reposition our residents on 
time" when asked why R28 was not repositioned 
timely according to the care plan. 

On 1/4/19, at 11:33 a.m. NA-A stated she was not 
aware R143 wasn't repositioned on time and 
stated, "We are swamped, we don't have time."

Record review:
On 1/4/19, at 1:04 p.m. during a review of 
randomly selected staff schedules and staffing 
posting with the staffing coordinator, administrator 
and the human resource director the following 
was revealed on four of seven days selected:

-12/31/18, for the evening shift which started at 
2:00 p.m. to 10:00 p.m. one nursing assistant 
(NA) on 1 SW and one NA on 2 West schedules 
had instead worked 3:00 p.m. to 9:00 p.m. In 
addition, one NA on 3 West had left early but it 
was not identified how early.
 
-12/29/18, for the evening shift 3 W schedule 
revealed one NA had a no call no show (NCNS) 
which was never replaced.  

-12/28/18, for the day shift on 1 SW schedule 
revealed one NA had come in late for the 6:00 
a.m. to 2:00 p.m. and one NA only worked 2:00 
p.m. to 7:00 p.m. instead of 2:00 p.m. to 10:00 
p.m. 

-12/23/18, for the day shift in the Transitional 
Care Unit (TCU) a 6:00 a.m. to 2:30 p.m. nurse 
was floated to 2 W and the schedule indicated 

review open positions and new hires.  
Ongoing exploration of recruitment efforts 
evaluated weekly. 

Results of the findings will be forward to 
the QAPI committee for continued quality 
improvement and compliance weekly x4, 
monthly x2, and quarterly.
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"Group 8 Nurse will work as Nurse and CNA." In 
addition, the same TCU unit had one NA NCNS 
which was never replaced.

During the review, the staffing coordinator verified 
on days staff had NCNS's no staff was found to 
replace them. When asked what the staffing 
pattern for 2 W was the staffing coordinator 
stated the unit was staffed with 4 nurses and 6 
NAs at current average census of 66-68. When 
asked if the acuity, the level of assistance 
residents needed such as transfer level, 
repositioning assistance and other care needs 
which required more than one staff assistance, 
the staffing coordinator was not able to respond. 
When asked how she determined the staffing 
pattern for the facility the staffing coordinator 
stated it was determined by the director of 
nursing and the administration team. The staffing 
coordinator stated admissions and discharges 
were communicated throughout the day to 
determine staffing needs for the facility. When 
asked what happened when the census was low, 
the staffing coordinator stated when significantly 
low the facility flexed down. At 1:24 p.m. when 
asked if staff had brought complaints of 
insufficient staffing to her, the staffing coordinator 
stated, "Occasionally on TCU when census is in 
flex they say they don't know how to divide the 
groups. It's when they are in between the 
census." The staffing coordinator was not able to 
respond to the question. 

During further review of 2 W Minimum Data Set 
(MDS) resident coded level of assistance it was 
revealed 43 residents in the entire unit which was 
over half required extensive physical assistance 
of two staff with bed mobility, transfers and 
toileting needs. In addition, the facility indicated 
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10 residents required physical assistance with 
eating, 13 required mechanical transfers and 10 
required mechanical stand lift.

{F 761}

SS=D

Label/Store Drugs and Biologicals
CFR(s): 483.45(g)(h)(1)(2)

§483.45(g) Labeling of Drugs and Biologicals
Drugs and biologicals used in the facility must be 
labeled in accordance with currently accepted 
professional principles, and include the 
appropriate accessory and cautionary 
instructions, and the expiration date when 
applicable.

§483.45(h) Storage of Drugs and Biologicals  

§483.45(h)(1) In accordance with State and 
Federal laws, the facility must store all drugs and 
biologicals in locked compartments under proper 
temperature controls, and permit only authorized 
personnel to have access to the keys.

§483.45(h)(2) The facility must provide separately 
locked, permanently affixed compartments for 
storage of controlled drugs listed in Schedule II of 
the Comprehensive Drug Abuse Prevention and 
Control Act of 1976 and other drugs subject to 
abuse, except when the facility uses single unit 
package drug distribution systems in which the 
quantity stored is minimal and a missing dose can 
be readily detected.
This REQUIREMENT  is not met as evidenced 
by:

{F 761} 1/24/19

 Based on observation, interview and document 
review, the facility failed to store refrigerated 
medications between 36-46 degrees Fahrenheit 
(F) in 1 of 5 medication refrigerators. Additionally, 
the facility failed to remove expired eye 

 Expired eye medications were removed 
from the medication cart. 

Broken thermometer in the 2W 
refrigerator was replaced immediately. 
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medication from medication storage on 1 of 5 
medication carts located on second floor west 
unit. 

Findings include:

On 1/3/19, at 10:21 a.m. licensed practical nurse 
(LPN)-A verified the second floor west medication 
refrigerator temperature was 22 degrees F. 
Review of the January log identified the 
refrigerator temperature was less than 36 
degrees F., 3 of 3 days 1/1/19, 1/2/19, 1/3/19. 
LPN-A confirmed the medication refrigerator 
temperature log indicated the temperature was 
not kept within the allowable range (36-46 
degrees F). Stored in the refrigerator were 1 
Novolog flex pen and 13 Humalog flex pens with 
manufacturer recommendations to keep unused 
bottles, cartridges, and pens of insulin in the 
refrigerator (between 36°F and 46°F). Registered 
Nurse (RN)-A indicated she had just adjusted the 
refrigerator temperature and she would come 
back in an hour to recheck. At 11:55 a.m., LPN-A 
indicated the medication refrigerator temperature 
was 25 degrees F. and stated the nurse manager 
had put in a maintenance ticket to look at the 
refrigerator.  

During medication storage review the 2 west far 
south medication cart on 1/3/19, at 10:21 a.m. 
with LPN-A, the following medications were found 
to be expired:
-R6 Latanoprost drops 0.0005% 1/4 full were not 
dated and had a last filled date of 7/31/18. LPN-A 
confirmed the medication was last administered 
on 1/2/19 in the evening and that R6 did not have 
another available bottle of Latanoprost. According 
to Drugs.com you must discard the bottle within 
six weeks after opening it if you choose to keep it 

Medications carts were audited to verify 
expired medications have been removed.
  
Refrigerators were audited to verify 
appropriate temperatures by 
administrative nursing staff. 

Current nursing staff will be re-educated 
and new nursing staff will be provided 
education on expired medications vs. 
discard dates and the proper monitoring 
of refrigerator temperatures by the 
director of education and/or administrative 
staff. 

1 medication cart per unit will be audited 
weekly x 2 weeks, bi-weekly x 4 and 
monthly x 3 
 by nursing administration on medication 
carts to verify expired medications have 
been removed and refrigerator 
temperatures are accurate. 

Results of the audits will be forward to the 
QAPI committee for continued quality 
improvement and compliance weekly x4, 
monthly x2, and quarterly.
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at room temperature.

During an interview on 1/3/19, at 1:31 p.m. the 
director of nursing (DON) stated the facility had 
replaced the thermometer in the refrigerator and 
if it was still below 36 degree F., the refrigerator 
would be replaced. The DON indicated it was her 
expectation to date eye drop bottles when opened 
and dispose of them prior to expiration. 

Review of the facility's Storage of medication 
policy revised April 2007, indicated "9. 
Medications requiring refrigeration must be stored 
in a refrigerator located in the drug room at the 
nurses' station or other secured location. 
Medications must be stored separately from food 
and must be labeled accordingly."

F 803

SS=D

Menus Meet Resident Nds/Prep in Adv/Followed
CFR(s): 483.60(c)(1)-(7)

§483.60(c) Menus and nutritional adequacy.
Menus must-

§483.60(c)(1) Meet the nutritional needs of 
residents in accordance with established national 
guidelines.;

§483.60(c)(2) Be prepared in advance; 

§483.60(c)(3) Be followed;

§483.60(c)(4) Reflect, based on a facility's 
reasonable efforts, the religious, cultural and 
ethnic needs of the resident population, as well as 
input received from residents and resident 
groups;

§483.60(c)(5) Be updated periodically;

F 803 1/24/19
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§483.60(c)(6) Be reviewed by the facility's 
dietitian or other clinically qualified nutrition 
professional for nutritional adequacy; and

§483.60(c)(7) Nothing in this paragraph should be 
construed to limit the resident's right to make 
personal dietary choices.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to accommodate 1 of 1 
resident (R701) dietary preferences.

Findings include:

R701's Care Area Assessment (CAA) 
assessment dated 11/27/18, included diagnoses 
of cerebrovascular accident and anemia. In 
addition, the CAA indicated R701 had intact 
cognition. R701's care plan revised on 11/26/18, 
indicated R701 received a regular diet.   

During an interview on 1/2/19, at 10:27 a.m. R701 
stated that she preferred to eat hot foods and 
preferred not to eat sandwiches. 

During an observation on 1/2/19, at 1:06 p.m. 
nursing assistant (NA)-E was observed passing 
room trays to the 700 unit where R701 resided. At 
2:10 p.m. R701 stated that she had been with the 
speech therapist and had not eaten lunch and it 
was "very late" as it was supposed to be here 
around noon. At 2:14 p.m. a NA entered R701's 
room and offered to assist her to bed. R701 
stated, "I am waiting to eat my lunch I am hungry 
and I haven't eaten" and the NA stated, "I will go 
ask the kitchen." At 2:30 p.m. registered nurse 
(RN)-B returned from the kitchen with R701's 

 Registered Dietician interviewed R701 to 
review dietary preferences. The tray card 
was reviewed and updated for dietary 
preferences. 

The Food Services Staff will complete 
interviews of currents residents, whom are 
interviewable to obtain and updated likes 
and dislikes by 1/24/19. Likes and dislikes 
are updated in the tray card system. 
Additionally staff were made aware of the 
communication form to note likes and 
dislikes as the need arises.

The Food Services staff will be 
re-educated on establishing and using a 
tray identification system to verify that 
each resident receives his/her 
preferences as ordered by 1/24/19.

Dietary preferences will be reviewed with 
residents during care plan meetings by 
Interdisciplinary Team upon admission, 
quarterly, annually, and with significant 
change. 

Results of the audits will be forward to the 
QAPI committee for continued quality 
improvement and compliance weekly x 4, 
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lunch tray and was unaware of why R701 had not 
eaten lunch earlier. At 2:58 p.m. R701 was 
observed eating a lettuce salad with ham, cheese 
and a hardboiled egg and a turkey sandwich. 
R701 stated she preferred hot food and did not 
like the sandwich, however, verbalized, "I will try 
to eat the sandwich I am hungry, I would be 
interested to know what the hot food choice was." 

During an interview on 1/3/19, at 7:22 a.m. 
R701's speech therapist confirmed she worked 
with R701 on 1/2/19, from approximately 1:00 
p.m. to 1:50 p.m. and stated R701 should have 
eaten prior to their session. The speech therapist 
confirmed staff did not offer R701 her room tray 
during their session. 

During an interview on 1/3/19, at 7:25 a.m. the 
dietary manager stated the nursing staff would 
communicate with the kitchen when a resident 
had not eaten and a food option would be 
provided for them. The dietary manager further 
stated soup, toast, oatmeal, sandwich and salad 
were always available as options however, the 
lunch hot food item for the day would be disposed 
of by 1:15 p.m..      

During an interview on 1/3/19, at 1:51 p.m. the 
director of nursing stated it was her expectation 
for staff assigned to the unit to ensure all 
residents have been served their meal during the 
designated meal time. 

The facility policy Therapeutic Diets revised 
March 2016, indicated, "5. The Food Services 
Manager will establish and use a tray 
identification system to ensure that each resident 
receives his or her diet as ordered." The facility 
policy Resident Food Services revised January 

monthly x 2, and quarterly.
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2019, indicated, "Menus reflect, based on the 
community ...as well as input received from 
residents and resident groups."
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NOTICE OF ASSESSMENT FOR NONCOMPLIANCE WITH CORRECTION ORDERS    
FOR NURSING HOMES

Hand Delivered on January 31, 2019.

January 31, 2019

Administrator
North Ridge Health And Rehab
5430 Boone Avenue North
New Hope, MN 55428

Re: Project # S5183030, H5183168, H5183170, H5183171, H5183172, H5183173, H5183156,

Dear Administrator:

On January 4, 2019, survey staff of the Minnesota Department of Health, Licensing and Certification
Program completed a reinspection of your facility, to determine correction of orders found on the
survey completed on November 8, 2018 with orders received by you electronically on November 29,
2018.

State licensing orders issued pursuant to the last survey completed on November 8, 2018 and found
corrected at the time of this January 4, 2019 revisit:    

20265 ‐ MN Rule 4658.0085 ‐‐ Notification of Change in Resident Health Status       
20505 ‐ MN Rule 4658.0300 Subp. 1 A‐E ‐‐ Use of Restraints
20555 ‐ MN Rule 4658.0405 Subp. 1 ‐‐ Comprehensive Plan of Care; Development
20830 ‐ MN Rule 4658.0520 Subp. 1 ‐‐ Adequate and Proper Nursing Care; General
20895 ‐ MN Rule 4658.0525 Subp. 2 B ‐‐ Rehab ‐ Range of Motion
20910 ‐ MN Rule 4658.0525 Subp. 5 A.B ‐‐ Rehab ‐ Incontinence
21015 ‐ MN Rule 4658.0610 Subp. 7 ‐‐ Dietary Staff Requirements ‐ Sanitiary Conditions
21426 ‐ MN Rule 144A.04 Subp. 3 ‐‐ Tuberculosis Prevention and Control
21435 ‐ MN Rule 4658.0900 Subp. A ‐‐ Activity and Recretion Program; General
21800 ‐ MN Rule 144.651 Subp. 4 ‐‐ Patients & Residents of Health Care Facilities Bill of Rights

State licensing orders issued pursuant to the last survey completed on November 8, 2018, found not
corrected at the time of this January 4, 2019 revisit and subject to penalty assessment are as follows:

20800 ‐ MN Rule 4658.0510 Subp. 1 ‐‐ Nursing Personnel; Staffing Requirements    $300.00
20850 ‐ MN Rule 4658.0520 Subp. 2 D ‐‐ Adequate And Proper Nursing Care; Shaving  $350.00
20900 ‐ MN Rule 4658.0525 Subp. 3 ‐‐ Rehab ‐ Pressure Ulcers        $350.00
21610 ‐ MN Rule 4658.1340 Subp. 1 ‐‐ Medicine Cabinet And Preparation Area;storage  $300.00

     

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



21695 ‐ MN Rule 4658.1415 Subp. 4 ‐‐ Plant Housekeeping, Operation, & Maintenance  $200.00

The details of the violations noted at the time of this revisit completed on January 4, 2019 (listed
above) are on the attached Minnesota Department of Health Statement of Deficiencies‐Licensing
Orders Form.  Brackets around the ID Prefix Tag in the left hand column, e.g., {2 ‐‐‐‐} will identify the
uncorrected tags.  It is not necessary to develop a plan of correction, electronically acknowledge and
date this form and submit to the Minnesota Department of Health if there are no new orders issued.

Therefore, in accordance with Minnesota Statutes, section 144A.10, you will be assessed an amount of
$1500.00 per day beginning on the day you receive this notice.     

The fines shall accumulate daily until notification from the nursing home is received by the Department
stating that the orders have been corrected.  This written notification shall be mailed or delivered:    

Susanne Reuss, Unit Supervisor
Metro C Survey Team
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
85 East Seventh Place, Suite 220
P.O. Box 64900
Saint Paul, Minnesota  55164‐0900
Email: susanne.reuss@state.mn.us
Phone: (651) 201‐3793
Fax: (651) 215‐9697

When the Department receives notification that the orders are corrected, a reinspection will be
conducted to verify that acceptable corrections have been made.  If it is determined that acceptable
corrections have not been made, the daily accumulation of the fines shall resume and the amount of
the fines which otherwise would have accrued during the period prior to resumption shall be added to
the total assessment.  The resumption of the fine can be challenged by requesting a hearing within 15
days of the receipt of the notice of the resumption of the fine.

If the accumulation of the fine is resumed, the fines will continue to accrue in the manner described
above until a written notification stating that the orders have been corrected is verified by the
Department.

The costs of all reinspections required to verify whether acceptable corrections have been made will be
added to the total amount of the assessment.

You may request a hearing of any of the above noted penalty assessments provided that a written
request is made within 15 days of the receipt of this Notice.  Any request for a hearing shall be sent to
Shellae Dietrich, Minnesota Department of Health, Licensing and Certification Program, Health
Regulation Division, P.O. Box 64900, St. Paul, Minnesota  55164‐0900.

North Ridge Health And Rehab
January 31, 2019
Page   2



Once the penalty assessments have been verified as corrected the facility will receive a notice of the
total amount of the penalty assessment including the costs of any reinspections.

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,

     
Douglas Larson, Enforcement Specialist
Minnesota Department of Health    
Licensing and Certification Program    
Program Assurance Unit
Health Regulation Division
Telephone: 651‐201‐4118     Fax: 651‐215‐9697
Email: doug.larson@state.mn.us    

Enclosure

cc:  Licensing and Certification File
  Kami Fiske‐Downing, Licensing and Certification Program
  Penalty Assessment Deposit Staff

North Ridge Health And Rehab
January 31, 2019
Page   3
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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 1/2/19, through 1/4/19, surveyors of this 
Department's staff re-visited the above provider 
and the following correction orders are issued. 
The facility was found NOT to have corrected one 
or more correction orders issued as a result of 
the survey exited on 11/8/18.  The uncorrected 
orders will remain in effect and will be reviewed at 

 

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

01/22/19Electronically Signed
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{2 000}Continued From page 1{2 000}

the next site visit. 

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 
http://www.health.state.mn.us/divs/fpc/profinfo/inf
obul.htm   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. 
 
H5183172: On 11/8/18, an investigation of this 
complaint was completed. The complaint was 
substantiated at MN Rule 4658.1415 Subp 4.  
During the revisit, H5183172 was not corrected 
and reissued at MN Rule 4658.1415 Subd 4. 

H5183173: On 11/8/18, an investigation of this 
complaint was completed. The complaint was 
substantiated at MN Rule 4658.0085, MN Rule 
4658.0520 Subp 2D, MN Rule 4658.0525 Subp 3, 
MN Rule 4658.0525 Subp 5A. B and MN Rule 
4658.0510 Subp 1. During the revisit H518173 
was not corrected and reissued at 483.25(b) Skin 
Integrity, §483.25(b)(1) Pressure ulcers and 
4658.0510 Subpart 1. Staffing requirements.   

H5183174: At the time of the revisit survey, 
investigation of this complaint was completed and 
substantiated at MN Rule 4658.0520 Sup 1. 

H5183175: At the time of the revisit, investigation 
Minnesota Department of Health
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of this complaint was completed and 
substantiated at MN  Rule 4658.0520 Subp 2D.

H5183176: At the time of the revisit, investigation 
of this complaint was completed and found to be 
un-unsubstantiated.

{2 800} MN Rule 4658.0510 Subp. 1 Nursing Personnel; 
Staffing requirements

Subpart 1.  Staffing requirements.  A nursing 
home must have on duty at all times a sufficient 
number of qualified  nursing personnel, including 
registered nurses, licensed  practical nurses, and 
nursing assistants to meet the needs of  the 
residents at all nurses' stations, on all floors, and 
in all buildings if more than one building is 
involved.  This includes  relief duty, weekends, 
and vacation replacements.

This MN Requirement  is not met as evidenced 
by:

{2 800} 1/24/19

Uncorrected based on the following findings. The 
original order issued on 12/27/18, will remain in 
effect. Penalty assessment issued.

Based on observation, interview and document 
review, the facility failed to ensure sufficient 
staffing was available in order to implement 
accommodation of needs, with timely assistance, 
for personal cares according to the residents' 
assessed needs and as directed by the care plan. 
This practice had the potential to affect all 
residents residing on the 2 W unit.  

Findings include: 

Refer to F686: The facility failed to ensure 2 of 3 

Corrected. 

Minnesota Department of Health
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{2 800}Continued From page 3{2 800}

residents (R28, R143) identified at risk for 
pressure ulcers received timely repositioning. The 
failure of the facility to implement interventions 
resulted in actual harm for R28 whose pressure 
ulcer worsened. 

Staff interviews:
On 1/2/19, at 10:06 a.m. nursing assistant (NA)-C 
stated staffing was still a concern and times staff 
was being cut with low census and the 
management did not pay attention to the care 
level of the residents including those that needed 
two assist with transfers and 2 with cares, "It's not 
about the number it's the care level. They can cut 
but they need to look at the care level."

On 1/2/19, at 10:13 a.m. NA-D stated staffing had 
not gotten any better and this was a facility wide 
concern that staff were being cut without looking 
at the care needs of the residents, "sometimes 
the teams are split." 

On 1/4/19, at 9:58 a.m. when NA-G stated, "We 
don't have enough people, we only have three 
aides" and "our brakes are taken out of our 
checks but we don't get them." When asked why 
R28 was not repositioned timely according to the 
care plan. 

On 1/4/18, at 1:07 p.m. NA-A stated, "We don't 
have enough staff to reposition our residents on 
time" when asked why R28 was not repositioned 
timely according to the care plan. 

On 1/4/19, at 11:33 a.m. NA-A stated she was not 
aware R143 wasn't repositioned on time and 
stated, "We are swamped, we don't have time."

Record review:
On 1/4/19, at 1:04 p.m. during a review of 

Minnesota Department of Health
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{2 800}Continued From page 4{2 800}

randomly selected staff schedules and staffing 
posting with the staffing coordinator, administrator 
and the human resource director the following 
was revealed on four of seven days selected:

-12/31/18, for the evening shift which started at 
2:00 p.m. to 10:00 p.m. one nursing assistant 
(NA) on 1 SW and one NA on 2 West schedules 
had instead worked 3:00 p.m. to 9:00 p.m. In 
addition, one NA on 3 West had left early but it 
was not identified how early.
 
-12/29/18, for the evening shift 3 W schedule 
revealed one NA had a no call no show (NCNS) 
which was never replaced.  

-12/28/18, for the day shift on 1 SW schedule 
revealed one NA had come in late for the 6:00 
a.m. to 2:00 p.m. and one NA only worked 2:00 
p.m. to 7:00 p.m. instead of 2:00 p.m. to 10:00 
p.m. 

-12/23/18, for the day shift in the Transitional 
Care Unit (TCU) a 6:00 a.m. to 2:30 p.m. nurse 
was floated to 2 W and the schedule indicated 
"Group 8 Nurse will work as Nurse and CNA." In 
addition, the same TCU unit had one NA NCNS 
which was never replaced.

During the review, the staffing coordinator verified 
on days staff had NCNS's no staff was found to 
replace them. When asked what the staffing 
pattern for 2 W was the staffing coordinator 
stated the unit was staffed with 4 nurses and 6 
NAs at current average census of 66-68. When 
asked if the acuity, the level of assistance 
residents needed such as transfer level, 
repositioning assistance and other care needs 
which required more than one staff assistance, 
the staffing coordinator was not able to respond. 

Minnesota Department of Health
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{2 800}Continued From page 5{2 800}

When asked how she determined the staffing 
pattern for the facility the staffing coordinator 
stated it was determined by the director of 
nursing and the administration team. The staffing 
coordinator stated admissions and discharges 
were communicated throughout the day to 
determine staffing needs for the facility. When 
asked what happened when the census was low, 
the staffing coordinator stated when significantly 
low the facility flexed down. At 1:24 p.m. when 
asked if staff had brought complaints of 
insufficient staffing to her, the staffing coordinator 
stated, "Occasionally on TCU when census is in 
flex they say they don't know how to divide the 
groups. It's when they are in between the 
census." The staffing coordinator was not able to 
respond to the question. 

During further review of 2 W Minimum Data Set 
(MDS) resident coded level of assistance it was 
revealed 43 residents in the entire unit which was 
over half required extensive physical assistance 
of two staff with bed mobility, transfers and 
toileting needs. In addition, the facility indicated 
10 residents required physical assistance with 
eating, 13 required mechanical transfers and 10 
required mechanical stand lift.

{2 850} MN Rule 4658.0520 Subp. 2 D Adequate and 
Proper Nursing Care; Shaving

Subp. 2.  Criteria for determining adequate and 
proper  care.  The criteria for determining 
adequate and proper care include: 
      D.  Assistance with or supervision of shaving 
of all  residents as necessary to keep them clean 
and well-groomed. 

{2 850} 1/24/19

Minnesota Department of Health
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{2 850}Continued From page 6{2 850}

This MN Requirement  is not met as evidenced 
by:
Uncorrected based on the following findings. The 
original order issued on 12/27/18, will remain in 
effect. Penalty assessment issued.

Based on observation, interview and document 
review, the facility failed to ensure adequate 
grooming assistance for 1 of 3 residents (R62) 
reviewed for activities of daily living. 

Findings include:

R62's annual Minimum Data Set (MDS) dated 
11/16/18, indicated he was severely cognitively 
impaired and required assistance from staff for 
dressing and personal hygiene. 

During observation on 1/3/19, at approximately 
12:15 p.m. R62 was seated in the dining room 
awaiting his noon meal. R62's face was unshaved 
and his pants were covered in what appeared to 
be food debris. 

During interview on 1/3/19, at 12:30 p.m. nursing 
assistant (NA)-E stated she had assisted R62 
with cares that morning. NA-E stated she did not 
think R62's pants were dirty when she put them 
on him. NA-E further stated she attempted to 
shave R62 with an electric razor but he had 
refused. 

On 1/3/18, at 12:40 p.m. registered nurse (RN)-F 
stated R62 did not have an electric razor. She 
stated he used to but it had been missing for a 
while. RN-F stated staff should be using a 
disposable razor to shave him.

At 2:23 p.m. RN-E stated R62 would change into 
his dirty clothes after the staff assisted him in the 

Corrected. 

Minnesota Department of Health
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{2 850}Continued From page 7{2 850}

morning. She stated his dirty clothes were kept in 
his closet even though she was aware of this 
behavior.

{2 900} MN Rule 4658.0525 Subp. 3 Rehab - Pressure 
Ulcers

Subp. 3.  Pressure sores.  Based on the 
comprehensive resident assessment, the director 
of nursing services must coordinate the 
development of a nursing care plan which 
provides that:  

    A.  a resident who enters the nursing home 
without  pressure sores does not develop 
pressure sores unless the  individual's clinical 
condition demonstrates, and a physician  
authenticates, that they were unavoidable; and 

      B.  a resident who has pressure sores 
receives  necessary treatment and services to 
promote healing, prevent  infection, and prevent 
new sores from developing.

This MN Requirement  is not met as evidenced 
by:

{2 900} 1/24/19

Uncorrected based on the following findings. The 
original order issued on 12/27/18, will remain in 
effect. Penalty assessment issued.

Based on observation, interview and document 
review, the facility failed to implement 
interventions to promote healing of pressure 
ulcers and prevent pressure ulcers for 2 of 3 
residents (R28, R143) reviewed for pressure 
ulcers. This resulted in actual harm for R28 who's 
pressure ulcer worsened to a stage IV.

Corrected. 

Minnesota Department of Health
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{2 900}Continued From page 8{2 900}

Findings include:

R28's quarterly minimum data set (MDS) dated 
11/9/18, indicated she was moderately cognitively 
impaired and required extensive assistance with 
bed mobility, transfers and toileting. The MDS 
further indicated R28 did not have a pressure 
ulcer. R28's care plan dated 12/11/18, identified a 
potential/actual impairment to skin integrity 
related to immobility and fragile skin. The care 
plan directed staff to lay R28 down after meals, 
document location, size and treatment of skin 
injuries and reminders to turn and reposition. 

A facility Progress Note dated 9/5/18, indicated: 
pressure ulcer to coccyx noted on 9/3/18, "1/2x 0. 
.1 cm [centimeters]." R28 with new pressure 
wound to coccyx area to same spot where recent 
pressure wound healed. Area is compromised 
and at risk for recurrent injury given the current 
underweight status and poor appetite. Keep 
resident off wheel chair in between meals

During a continuous observation on 1/4/19, the 
following was observed: At 7:07 a.m. R28 was up 
seated in her wheel chair outside the nurses 
station. At 7:40 a.m. R28 was escorted to the 
dining room by staff where she remained until 
9:52 a.m. At that time, staff escorted R28 to her 
room and placed her in front of the television 
without repositioning her.

On 1/4/19, at approximately 10:00 a.m. licensed 
practical nurse (LPN)-B stated he was aware R28 
had a wound on the right side of her buttock but 
was not sure how long it had been there. LPN-B 
stated he did not usually work on that unit. 

At 10:07 a.m. nursing assistant (NA)-A stated 
R28 was frail and had been having a lot of 
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problems with her bottom. NA-A stated R28 was 
supposed to be repositioned every two hours and 
stated it had not been done since R28 had gotten 
out of bed that morning. NA-A stated she had not 
had time to reposition R28. 

At 10:30 a.m. LPN-B and NA-A assisted R28 to 
lay down in her bed. R28 was noted to have a 
reddened area on her ischium approximately one 
inch round. LPN-B removed a dressing from 
R28's coccyx. LPN-B described R28's wound as 
approximately 5 cm x 4 cm with tunneling. The 
wound bed contained slough (dead tissue) and 
was described by LPN-B as a stage IV ( full 
thickness skin loss with extensive destruction, 
tissue necrosis, or damage to muscle, bone, or 
supporting structures. pressure ulcer). LPN-B 
stated R28 also had a pressure ulcer on her 
shoulder that had been present for about a 
month.

R28's Nursing Weekly Skin Evaluations and Skin 
Condition Reports revealed the following:

12/12/18, Right gluteal fold maceration first 
observed on 9/5/18.
12/18/18, Skin condition dry, redness. No area 
identified.
12/25/18, Skin intact, no open areas.
12/26/18, right gluteal fold macerations. No 
measurements included.
1/1/19, Coccyx pressure ulcer unstageable 
measuring 1.5 cm x 2.2 cm. Wound bed eschar, 
surrounding tissue macerated. 

The medical record lacked further documentation 
of the right gluteal fold and lacked documentation 
related to the shoulder. 

Following the survey the provider submitted the 
Minnesota Department of Health
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following Progress Notes:

1/4/19, Progress Note written by LPN-B: Stage II 
(involve partial thickness skin loss involving 
epidermis, dermis, or both. The lesion is 
superficial and presents clinically as an abrasion, 
blister, or shallow center) pressure ulcer noted to 
back of left shoulder measuring .5 cm x .5 cm. 
Hospice nurse updated and said she was aware 
of the wound and indicated it had been only 
redness previously.

During interview on 1/4/19, at RN-A stated she 
was not aware R28 had a history of pressure 
ulcers to her coccyx and stated she was not 
aware of the pressure ulcer on her shoulder. 
RN-A stated the standard of practice for 
repositioning a resident with a pressure ulcer was 
every two hours and stated she expected the 
repositioning to be done according to the plan of 
care. 

At 11:39 a.m. the director of nursing stated she 
expected staff to follow the plan of care and 
stated R28 should have been repositioned every 
two hours. 

R143's quarterly MDS dated 12/24/18, indicated 
she had intact cognition, required extensive 
assistance from two staff for bed mobility, toileting 
and transfers and had a stage IV pressure ulcer. 
R143's care plan dated 10/2/18, identified bladder 
incontinence related to impaired mobility and a 
stage IV pressure ulcer to her coccyx. The care 
plan directed staff to encourage her to turn and 
reposition "at least" every two hours.

A care area assessment indicated R143 admitted 
to the facility with a pressure injury, healing stage 
IV and an area on her left heel. History of 

Minnesota Department of Health
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non-compliance with off loading and 
repositioning. 

During continuous observation on 1/3/19, the 
following was observed: At 7:34 a.m. R143 was 
observed up in her wheel chair in her room. At 
8:03 a.m. she was seated at a table in the dining 
room where she remained until 9:01 a.m. when 
she propelled herself to an adjoining activity 
room. At 9:35 a.m. R143 propelled herself to her 
room and sat in her wheel chair facing the 
window. At 9:52 a.m. a staff member entered the 
room to get a room tray and immediately left.

At 10:13 a.m. R143 remained seated in her wheel 
chair. R143 stated the staff only help her in the 
morning and at night. At 10:25 a.m., two hours 
and thirty nine minutes from the initial 
observation, RN-A and  NA-F assisted R143 to 
stand using a mechanical device, after surveyor 
alerted RN-A of the last time R143 had been 
repositioned. R143 had a wound on her coccyx 
and two open areas on the right and left buttock. 
RN-A stated the the two areas on R143's buttock 
were new. The left buttock had a superficial open 
area approximately one inch. The right buttock 
was a superficial open area approximately two 
inches in length. 

A Weekly Skin Condition Report dated 12/18/18, 
indicated R143 had a stage IV pressure ulcer on 
her coccyx measuring 2.0 cm x 1.3 cm x 1 cm..

A facility Progress Note date 1/3/19, following 
observation with surveyor indicated: Writer spoke 
to nurse practitioner about superficial open areas 
on left and right buttock. Nurses practitioner 
stated barrier cream should be applied and areas 
covered daily.

Minnesota Department of Health
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{21610} MN Rule 4658.1340 Subp. 1 Medicine Cabinet 
and Preparation Area;Storage

Subpart 1.  Storage of drugs.  A nursing home 
must store all drugs in locked compartments 
under proper temperature controls, and permit 
only authorized nursing personnel to have  
access to the keys. 

This MN Requirement  is not met as evidenced 
by:

{21610} 1/24/19

Uncorrected based on the following findings. The 
original order issued on 12/27/18, will remain in 
effect. Penalty assessment issued.

Based on observation, interview and document 
review, the facility failed to store refrigerated 
medications between 36-46 degrees Fahrenheit 
(F) in 1 of 5 medication refrigerators. 

Findings include:

On 1/3/19, at 10:21 a.m. licensed practical nurse 
(LPN)-A verified the second floor west medication 
refrigerator temperature was 22 degrees F. 
Review of the January log identified the 
refrigerator temperature was less than 36 
degrees F., 3 of 3 days 1/1/19, 1/2/19, 1/3/19. 
LPN-A confirmed the medication refrigerator 
temperature log indicated the temperature was 
not kept within the allowable range (36-46 
degrees F). Stored in the refrigerator were 1 
Novolog flex pen and 13 Humalog flex pens with 
manufacturer recommendations to keep unused 
bottles, cartridges, and pens of insulin in the 
refrigerator (between 36°F and 46°F). Registered 
Nurse (RN)-A indicated she had just adjusted the 
refrigerator temperature and she would come 
back in an hour to recheck. At 11:55 a.m., LPN-A 

Corrected. 
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{21610}Continued From page 13{21610}

indicated the medication refrigerator temperature 
was 25 degrees F. and stated the nurse manager 
had put in a maintenance ticket to look at the 
refrigerator.  

During an interview on 1/3/19, at 1:31 p.m. the 
director of nursing (DON) stated the facility had 
replaced the thermometer in the refrigerator and 
if it was still below 36 degree F., the refrigerator 
would be replaced. The DON indicated it was her 
expectation to date eye drop bottles when opened 
and dispose of them prior to expiration. 

Review of the facility's Storage of medication 
policy revised April 2007, indicated "9. 
Medications requiring refrigeration must be stored 
in a refrigerator located in the drug room at the 
nurses' station or other secured location. 
Medications must be stored separately from food 
and must be labeled accordingly."

{21695} MN Rule 4658.1415 Subp. 4 Plant 
Housekeeping, Operation, & Maintenance

 Subp. 4.  Housekeeping.  A nursing home must 
provide housekeeping and maintenance services 
necessary to maintain a clean, orderly, and 
comfortable interior, including walls,  floors, 
ceilings, registers, fixtures, equipment, lighting, 
and furnishings.

This MN Requirement  is not met as evidenced 
by:

{21695} 1/24/19

Uncorrected based on the following findings. The 
original order issued on 12/27/18, will remain in 
effect. Penalty assessment issued.

Based on observation, interview and document 

Corrected. 
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review, the facility failed to ensure 3 of 3 residents 
(R95, R703, R704) wheelchairs were kept clean. 
In addition, failed to ensure rooms were kept 
clean for 1 of 1 resident (R16) with respiratory 
concerns. 

Findings include: 

R95's diagnoses included cerebral palsy, muscle 
weakness, profound intellectual disability and 
scoliosis obtained from the quarterly Minimum 
Data Set (MDS) dated 12/1/18. In addition, the 
MDS indicated R95 had severely impaired 
cognition, required total dependence of two staff 
with transfers, one assist with locomotion in the 
unit, used a wheelchair (w/c) and had functional 
limitation to both lower extremities.

R95's care plan dated 8/20/18, indicated R95 had 
limited physical mobility related to cerebral palsy 
and profound mental disability. The care plan 
indicated R95 used a wheelchair for locomotion 
and staff propelled her to specific destinations. In 
addition, the care plan indicated for transfers R95 
required assist of two to transfer from bed to w/c. 

On 1/2/19, at 1:42 p.m. R95 was observed lying 
in bed and her specialized wheelchair (w/c) was 
observed parked at the base of the bed. The w/c 
was observed to be heavily soiled with whitish 
and brownish multiple food spills on the w/c 
frame. 

On 1/3/19, at 8:43 a.m. R95 was observed to be 
all dressed for the day and was seated on the w/c 
by the nursing station as multiple staff went by, 
however, none acknowledged the w/c needed to 
be cleaned. 

On 1/3/19, at 9:00 a.m. to 9:22 a.m. registered 
Minnesota Department of Health
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nurse (RN)-A assisted R95 with breakfast. During 
the observation R95's w/c was observed soiled. 
At 9:23 a.m. RN-A was observed to wheel R95 to 
her room. 

On 1/3/19, at 9:38 a.m. the director of 
maintenance stated wheelchair cleaning was 
done by the security staff at night and at times the 
maintenance staff cleaned them in the evening. 
When asked how his department was notified of 
soiled w/c's when it was not the scheduled time to 
be cleaned, the director of maintenance stated 
nursing staff would notify his department and 
when he got any notification he would pull and 
cleaned the w/c immediately. 
-At 9:42 a.m. the director of maintenance 
reviewed the monthly wheelchair log and verified 
R95's w/c was last cleaned the first week in 
December 2018. 
-At 9:46 a.m. the director of maintenance verified 
the w/c was soiled, "it is dirty for sure. I talked to 
the nurse couple of times about cleaning it but 
don't have documentation for it because we have 
been having problems having access to it to be 
cleaned. I did not talk to [security staff] why it was 
not done at night as he comes at 11:00 p.m. I 
need to coordinate with nursing when is a good 
time to have it cleaned maybe when she is getting 
a shower. The wheelchair needs to be taken 
down to the machine to be cleaned because it is 
dirty."

The undated facility Wheelchair Cleaning policy 
directed staff wheelchairs were to be washed 
monthly following the wheelchair washing 
schedule and as needed. In addition, the policy 
directed nursing staff to wipe down wheelchairs 
for spills and debris and for excessively soiled 
wheelchairs the staff was to put in "TELs" for 
maintenance to clean through the wheelchair 
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machine. 

R703 was observed on 1/2/19, at 1:19 p.m. 
seated in a tilt in space wheelchair. The left foot 
rest of the chair was hanging off to the side of the 
chair. Staff adjusted the foot rest, however, the 
foot rest did not stay in place causing R703's foot 
to dangle in the air. The left foot pedal did not 
match the one on the right side of the chair. 
R703's wheelchair was covered with food debris 
on the cushion, arm rests and wheels. 

A Progress Note dated 11/21/18, indicated R703 
transferred from another unit and indicated: foot 
rest on residents wheelchair was broken. 

R704 was observed on 1/3/19, at 11:47 a.m. and 
R704's wheel chair was noted to be covered in 
food debris and had a substance all over the 
wheels of the chair. 

During interview on 1/3/19, at 11:40 a.m. licensed 
practical nurse (LPN)-C stated the resident 
wheelchairs were supposed to be cleaned on the 
night shift. She stated R703's chair should have 
been cleaned on 12/30/18. LPN-C further stated 
she had completed a work order for the broken 
foot rest on R703's chair. 

At 11:47 a.m. RN-E stated a wheelchair cleaning 
schedule was posted on the wall at the nurses 
station. RN-E stated there had been a breakdown 
in communication and felt it was on the night shift. 
 

R16 was admitted to the facility on 7/26/18, and 
had diagnoses including acute and chronic 
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respiratory failure with hypoxia and chronic 
obstructive pulmonary disease. R16's brief 
interview for mental status (BIMS) score was 15 
(13-15 indicates intact cognition).  

R16's room was observed on 1/3/19, at 9:20.  
The heater/radiator fan, located underneath the 
window sill, was full of dirt and debris.  The fan 
blew out cold air.  The housekeeper went into 
R16's room at 9:25 a.m. after the housekeeper 
left the room (approximately 9:40 a.m.), the fan 
was still dirty and full of debris.  

R16 was interviewed on 1/3/19, at 1:29 p.m. and 
said she washed 2 of the 7 vent panels of the fan 
herself.  During the time of the interview, the fan 
blew out cold air. Dust debris was noted on the 
back of the closet door that was closest to the 
fan. A continuous positive airway pressure 
(C-PAP) machine (a machine that is a constant 
flow of airway pressure to the throat and ensures 
the airway stays open during sleep) was 
approximately 8 feet away from the fan, also had 
dust and debris on it. R16 indicated she had 
breathing problems and used oxygen and the 
C-PAP machine at night. 

Maintenance staff-C was interviewed on 1/3/19, 
at 1:43 p.m. and indicated the fan needed to be 
cleaned and was last cleaned in the summer. 
Maintenance staff-C said the fans were cleaned 
twice a year.  

An environmental tour was done with the 
maintenance director on 1/4/19, at 9:30 a.m.. The 
maintenance director said the fans are on a 
schedule to be cleaned once a month and 
housekeeping staff also cleaned the fans.  

The housekeeping director was interviewed on 
Minnesota Department of Health
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{21695}Continued From page 18{21695}

1/4/19, at 11:43 a.m. and said housekeeping staff 
cleaned the top of the heat registers/fans. 
Housekeeping staff did general cleaning to a 
room each day and did a deep cleaning of one 
room each day. There were 18 rooms on R16's 
unit and the housekeeping director indicated that 
every 18 days each room would receive a deep 
clean. Number 6 of the daily deep clean check off 
list included: clean and wipe done heater/radiator 
units/tear apart to clean and vacuum filter and 
clean floor underneath.

Minnesota Department of Health
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DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL 

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00238 

ID:   WOFB 

NEW HOPE, MN 

1.  MEDICARE/MEDICAID PROVIDER NO. 

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3.  NAME AND ADDRESS OF FACILITY
(L3)

(L4)

(L5) (L6)

4.  TYPE OF ACTION: (L8)

1.  Initial

3.  Termination

5.  Validation 

8.  Full Survey After Complaint

7.  On-Site Visit 

2.  Recertification

4.  CHOW

6.  Complaint

9.  Other 

FISCAL YEAR ENDING DATE: (L35) 

7.  PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital 

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF 

05 HHA 

07 X-Ray

08 OPT/SP 

09 ESRD

10 NF 

11 ICF/IID

12 RHC 

13 PTIP 

14 CORF 

15 ASC

16 HOSPICE

5.  EFFECTIVE DATE CHANGE OF OWNERSHIP 

(L9) 

6.  DATE OF SURVEY (L34)

8.  ACCREDITATION STATUS: (L10)

531716900

2

01/01/2014 

12/31 

11/08/2018 

NORTH RIDGE HEALTH AND REHAB 245183 

02 

5430 BOONE AVENUE NORTH 

55428

0 Unaccredited
2 AOA 

1 TJC
3 Other

06 PRTF 

22 CLIA 

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS: 

From (a) : 

To (b) : 

  A.  In Compliance With And/Or Approved Waivers Of The Following Requirements: 

      Program Requirements 
      Compliance Based On: 

1.   Acceptable POC 

2.  Technical Personnel 6.  Scope of Services Limit

3.  24 Hour RN 7.  Medical Director

4.  7-Day RN (Rural SNF) 8.  Patient Room Size

5.  Life Safety Code 9.  Beds/Room
12.Total Facility Beds  320 (L18)

13.Total Certified Beds  320 (L17) X B.   Not in Compliance with Program 

Requirements and/or Applied Waivers: * Code: B* (L12)

14.  LTC CERTIFIED BED BREAKDOWN 15.  FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15) 

 320 

(L37) (L38) (L39) (L42) (L43) 

16.  STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE): 

29.  INTERMEDIARY/CARRIER NO. 

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

DETERMINATION APPROVAL 

17.  SURVEYOR SIGNATURE Date: 

(L19) 

18.  STATE SURVEY AGENCY APPROVAL Date:

(L20)

19.  DETERMINATION OF ELIGIBILITY 20.  COMPLIANCE WITH CIVIL 
       RIGHTS ACT:   

1.  Statement of Financial Solvency (HCFA-2572)
2.  Ownership/Control Interest Disclosure Stmt (HCFA-1513) 
3.  Both of the Above :  1.  Facility is Eligible to Participate 

2.   Facility is not Eligible 
(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT 

BEGINNING DATE

24.  LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27.  ALTERNATIVE SANCTIONS 25.  LTC EXTENSION  DATE: 

(L27) 

A.  Suspension of Admissions:

(L44) 

B. Rescind Suspension Date: 

(L45) 

26.  TERMINATION ACTION: (L30) 

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal 

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER 

07-Provider Status Change 

28.  TERMINATION DATE: 

(L28) (L31)

31.  RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE 

(L32) (L33)

30. REMARKS

X 

00-Active 

05/01/1972 

00 

00270 

12/21/2018 12/27/2018 

21. 

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499

Amy Charais, HFE NE II Douglas Larson, Enforcement Specialist

































 

 

































  










  































  




 



    























 

 

































  












































 

    























 

 

































  
























































    























 

 

































  

























































    























 

 

































  







































    























 

 

































  












































 

    























 

 

































  


























































    























 

 

































  












































 

    























 

 

































  






































    























 

 

































  










































 



















    























 

 

































  







































    























 

 

































  







































    























 

 

































  
























 



















 

    























 

 

































  











































    























 

 

































  













































































    























 

 

































  


























































    























 

 

































  






































    























 

 

































  







































    























 

 

































  












































 

    























 

 

































  


























































    























 

 

































  











































    























 

 

































  






































    























 

 

































  











































 

    























 

 

































  

























































    























 

 

































  






















































    























 

 

































  







































    























 

 

































  







































    























 

 

































  







































    























 

 

































  




















 













































    























 

 

































  







































    























 

 

































  































 




























    























 

 

































  









































 














    























 

 

































  







































    























 

 

































  







































 












    























 

 

































  
























































    























 

 

































  






































    























 

 

































  








































 











    























 

 

































  
























































    























 

 

































  







































    























 

 

































  







































    























 

 

































  






































    























 

 

































  





































    























 

 

































  






































    























 

 

































  



























 




































    























 

 

































  












































 
















    























 

 

































  







































    























 

 

































  







































    























 

 

































  






































    























 

 

































  







































    























 

 

































  







































    























 

 

































  











































 

    























 

 

































  
































































    























 

 

































  























































    























 

 

































  





































    























 

 

































  







































    























 

 

































  












































 

    























 

 

































  























































 





    























 

 

































  













































































    























 

 

































  


















































    























 

 

































  







































    























 

 

































  






































    























 

 

































  







































    























 

 

































  







































    























 

 

































  







































    























 

 

































  






































    























 

 

































  






































    























 

 

































  












































 

    























 

 

































  























































    























 

 

































  




















































    























 

 

































  







































    























 

 

































  









































 









    























 

 

































  





















































    























 

 

































  







































    























 

 

































  








































 











    























 

 

































  































































    























 

 

































  







































    























 

 

































  







































    























 

 

































  







































    























 

 

































  







































    























 

 

































  







































    























 

 

































  












































 

    























 

 

































  































































    























 

 

































  






































    























 

 

































  







































    























 

 

































  














    



































 




































 

 











































  



 























 















































































 























 












































 
































 



 























 
















































































 























 















































































 























 















































































 























 

























































 
















 


 



 























 














































































 























 
















































































 























 















































































 























 















































































 























 























































 

















 



 























 

















































































 























 















































































 























 















































































 























 















































































 























 






































































 






 



 























 
















































































 























 















































































 























 














































































 























 















































































 























 














































































 























 















































































 























 















































































 























 














































































 























 















































































 























 















































































 























 













































































 























 






































 

















 
























 























 















































































 























 















































































 























 














































































 























 















































































 























 















































































 























 















































































 























 
























































 












 













 























 














































































 























 














































































 























 








































 



















 






















 























 














































































 























 















































































 























 





















































 






















 



 























 

















































































 























 















































































 























 















































































 























 














































































 























 














































































 























 















































































 























 



























































 
















 



 























 














































































 























 















































































 























 














































































 























 















































































 























 






























































 










 









 























 















































































 























 















































































 























 















































































 























 




















































 


 














 


 



 























 















































































 























 















































































 























 














































































 























 














































 



















 
















 























 














































































 























 















































































 























 




































































 






 



 























 
















































































 























 















































































 























 














































































 























 
















































 












 




















 























 















































































 























 















































































 























 












































 
































 



 























 














































































 























 














































































 























 















































































 























 



































































 


	wofb.pdf
	1.  PCR1539
	2.  OrigPCRCertLtr
	3.  Fed2567
	4.  Receipt of Penaly Assessment Notice
	5.  OrigRevisitLicPALtr
	6.  signed state lic
	7.  S5183030
	7a.  H5183161
	8.  License Receipt

	wofb.pdf
	1.  PCR1539
	2.  948Ltr
	3.  Receipt of Penaly Assessment Notice
	4.  OrigPCRCertLtr
	5.  OrigPCRLicLtr
	6.  Total Penalty AssessmentOrigRevisitLicPATALtr
	7.  S5183030


