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Electronically delivered
September 26, 2019
Administrator
North Ridge Health And Rehab
5430 Boone Avenue North
New Hope, MN 55428
RE:

CCN: 245183
Cycle Start Date: June 25, 2019

Dear Administrator:
On August 9, 2019, we informed you via electronic communication that we imposed enforcement
remedies.
On September 6, 2019, the Minnesota Department(s) of Health completed a revisit and it has been
determined that your facility is not in substantial compliance. The most serious deficiencies in your
facility were found to be isolated deficiencies that constituted no actual harm with potential for more
than minimal harm that was not immediate jeopardy (Level D), as evidenced by the electronically
attached CMS‐2567, whereby corrections are required.
REMEDIES
As a result of the survey findings and in accordance with survey and certification memo 16‐31‐NH, this
Department recommended the enforcement remedy(ies) listed below to the CMS Region V Office for
imposition. The CMS Region V Office concurs and is imposing the following remedy and has authorized
this Department to notify you of the imposition:
• Discretionary Denial of Payment for new Medicare and/or Medicaid Admissions, Federal
regulations at 42 CFR § 488.417(a), effective September 13, 2019.
The CMS Region V Office will notify your Medicare Administrative Contractor (MAC) that the denial of
payment for new admissions is effective September 13, 2019. They will also notify the State Medicaid
Agency that they must also deny payment for new Medicaid admissions effective September 13, 2019.
You should notify all Medicare/Medicaid residents admitted on, or after, this date of the restriction.
The remedy must remain in effect until your facility has been determined to be in substantial
compliance or your provider agreement is terminated. Please note that the denial of payment for
new admissions includes Medicare/Medicaid beneficiaries enrolled in managed care plans. It is
your obligation to inform managed care plans contracting with your facility of this denial of
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payment for new admissions.
This Department is also recommending that CMS impose a civil money penalty. You will receive a
formal notice from the CMS RO only if CMS agrees with our recommendation.
• Civil money penalty. (42 CFR 488.430 through 488.444)
SUBSTANDARD QUALITY OF CARE (SQC)
SQC was identified at your facility. Sections 1819(g)(5)(C) and § 1919(g)(5)(C) of the Social Security Act
and 42 CFR 488.325(h) requires that the attending physician of each resident who was found to have
received substandard quality of care, as well as the State board responsible for licensing the facility's
administrator, be notified of the substandard quality of care. If you have not already provided the
following information, you are required to provide to this agency within ten working days of your
receipt of this letter the name and address of the attending physician of each resident found to have
received substandard quality of care.
Please note that, in accordance with 42 CFR 488.325(g), your failure to provide this information timely
will result in termination of participation in the Medicare and/or Medicaid program(s) or imposition of
alternative remedies.
Federal law, as specified in the Act at § 1819(f)(2)(B) and § 1919(f)(2)(B), prohibits approval of nurse
assistant training programs offered by, or in, a facility which, within the previous two years, has been
subject to an extended or partial extended survey as a result of a finding of substandard quality of care.
Therefore, North Ridge Health And Rehab is prohibited from offering or conducting a Nurse Assistant
Training / Competency Evaluation Programs (NATCEP) or Competency Evaluation Programs for two
years effective July 17, 2019. This prohibition remains in effect for the specified period even though
substantial compliance is attained. Under Public Law 105‐15 (H. R. 968), you may request a waiver of
this prohibition if certain criteria are met. Please contact the Nursing Assistant Registry at (800)
397‐6124 for specific information regarding a waiver for these programs from this Department.
ELECTRONIC PLAN OF CORRECTION (ePOC)
Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable ePOC for
the deficiencies cited. An acceptable ePOC will serve as your allegation of compliance. Upon receipt of
an acceptable ePOC, we will authorize a revisit to your facility to determine if substantial compliance
has been achieved. The failure to submit an acceptable ePOC can lead to termination of your Medicare
and Medicaid participation (42 CFR 488.456(b)).
To be acceptable, a provider's ePOC must include the following:



How corrective action will be accomplished for those residents found to have been affected by the
deficient practice.
How the facility will identify other residents having the potential to be affected by the same
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deficient practice.
 What measures will be put into place, or systemic changes made, to ensure that the deficient
practice will not recur.
 How the facility will monitor its corrective actions to ensure that the deficient practice is being
corrected and will not recur.
 The date that each deficiency will be corrected.
 An electronic acknowledgement signature and date by an official facility representative.
DEPARTMENT CONTACT
Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by a "F" tag), i.e., the plan of correction should be directed to:
Susie Haben, Unit Supervisor
St. Cloud A Survey Team
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
3333 West Division Street, Suite 212
St. Cloud, Minnesota 56301
Email: susie.haben@state.mn.us
Phone: 320‐223‐7356
Fax: 320‐223‐7348
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 ‐ Health Regulation Division 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, a Post Certification Revisit (PCR), of your facility will be conducted
to validate that substantial compliance with the regulations has been attained in accordance with your
verification.
If substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued and remedies will not be imposed. Compliance is certified as of
the latest correction date on the approved ePoC, unless it is determined that either correction actually
occurred between the latest correction date on the ePoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the ePoC.
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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
Services that your provider agreement be terminated by December 25, 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 § 1819(h)(2)(C) and 1919(h)(3)(D) and Federal regulations at 42
CFR § 488.412 and § 488.456.
Please note that this notice does not constitute formal notice of imposition of alternative remedies or
termination of your provider agreement. Should the Centers for Medicare & Medicaid Services
determine that termination or any other remedy is warranted, it will provide you with a separate
formal notification of that determination.
APPEAL RIGHTS
If you disagree with this action imposed on your facility, you or your legal representative may request a
hearing before an administrative law judge of the Department of Health and Human Services,
Departmental Appeals Board (DAB). Procedures governing this process are set out in 42 C.F.R. 498.40,
et seq. You must file your hearing request electronically by using the Departmental Appeals Board’s
Electronic Filing System (DAB E‐File) at https://dab.efile.hhs.gov no later than sixty (60) days after
receiving this letter. Specific instructions on how to file electronically are attached to this notice. A
copy of the hearing request shall be submitted electronically to:
Tamika.Brown@cms.hhs.gov
Requests for a hearing submitted by U.S. mail or commercial carrier are no longer accepted as of
October 1, 2014, unless you do not have access to a computer or internet service. In those
circumstances you may call the Civil Remedies Division to request a waiver from e‐filing and provide an
explanation as to why you cannot file electronically or you may mail a written request for a waiver
along with your written request for a hearing. A written request for a hearing must be filed no later
than sixty (60) days after receiving this letter, by mailing to the following address:
Department of Health & Human Services
Departmental Appeals Board, MS 6132
Director, Civil Remedies Division
330 Independence Avenue, S.W.
Cohen Building – Room G‐644
Washington, D.C. 20201
(202) 565‐9462
A request for a hearing should identify the specific issues, findings of fact and conclusions of law with
which you disagree. It should also specify the basis for contending that the findings and conclusions
are incorrect. At an appeal hearing, you may be represented by counsel at your own expense. If you
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have any questions regarding this matter, please contact Tamika Brown, Principal Program
Representative by phone at (312) 353‐1502 or by e‐mail at Tamika.Brown@cms.hhs.gov.
INFORMAL DISPUTE RESOLUTION (IDR) / INDEPENDENT INFORMAL DISPUTE RESOLUTION (IIDR)
In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through
an informal dispute resolution process. You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:
Nursing Home Informal Dispute Process
Minnesota Department of Health
Health Regulation Division
P.O. Box 64900
St. Paul, Minnesota 55164‐0900
This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
https://mdhprovidercontent.web.health.state.mn.us/ltc_idr.cfm
You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable electronic plan of correction. A copy of the Department’s
informal dispute resolution policies are posted on the MDH Information Bulletin website at:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html
Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.
Feel free to contact me if you have questions.
Sincerely,

Alison Helm, Enforcement Specialist
Licensing and Certification
Minnesota Department of Health
P.O. Box 64970
Saint Paul, Minnesota 55164‐0970
Phone: 651‐201‐4206
Email: alison.helm@state.mn.us
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Electronically delivered
November 6, 2019
Administrator
North Ridge Health And Rehab
5430 Boone Avenue North
New Hope, MN 55428
Re:

Reinspection Results ‐ Event ID 6DFK11 and Event ID UEX011

Dear Administrator:
On October 3, 2019 survey staff of the Minnesota Department of Health ‐ Health Regulation Division
completed a reinspection of your facility, to determine correction of orders found on the survey
completed on June 25, 2019. At this time these correction orders were found corrected.
Also on October 3, 2019 survey staff of the Minnesota Department of Health ‐ Health Regulation
Division completed a reinspection of your facility, to determine correction of orders found on the
survey completed on July 17, 2019. 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,

Alison Helm, Enforcement Specialist
Licensing and Certification
Minnesota Department of Health
P.O. Box 64970
Saint Paul, Minnesota 55164‐0970
Phone: 651‐201‐4206
Email: alison.helm@state.mn.us
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NOTICE OF ASSESSMENT FOR NONCOMPLIANCE WITH CORRECTION ORDERS
FOR NURSING HOMES
Electronically delivered
October 3, 2019
Administrator
North Ridge Health And Rehab
5430 Boone Avenue North
New Hope, MN 55428
RE:

CCN: 245183
Cycle Start Date: June 25, 2019

Dear Administrator:
On September 6, 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 June 25, 2019.
State licensing orders issued pursuant to the last survey completed on , found not corrected at the time of
this September 6, 2019 revisit and subject to penalty assessment are as follows:
S0830 ‐‐ MN Rule 4658.0520 Subp. 1 ‐‐ Adequate And Proper Nursing Care; General

$350.00

The details of the violations noted at the time of this revisit completed on September 6, 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, § 144A.10, you will be assessed an amount of $350 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:
Susie Haben, Unit Supervisor
St. Cloud A Survey Team
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
3333 West Division Street, Suite 212
St. Cloud, Minnesota 56301
Email: susie.haben@state.mn.us
An equal opportunity employer
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Phone: 320‐223‐7356
Fax: 320‐223‐7348
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, Program Assurance Supervisor
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
P.O. Box 64900
St. Paul, Minnesota 55164‐0900
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.
Sincerely,

Alison Helm, Enforcement Specialist
Licensing and Certification
Minnesota Department of Health
P.O. Box 64970
Saint Paul, Minnesota 55164‐0970
Phone: 651‐201‐4206
Email: alison.helm@state.mn.us
Enclosure
cc:

Licensing and Certification File
Kami Fiske‐Downing, Licensing and Certification Program
Penalty Assessment Deposit Staff
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Electronically Delivered
NOTICE OF TOTAL AMOUNT OF ASSESSMENT
FOR NURSING HOMES
November 6, 2019
Administrator
North Ridge Health And Rehab
5430 Boone Avenue North
New Hope, MN 55428
RE: Event ID 6DFK11 and Event ID UEX011
Dear Administrator:
On October 3, 2019, a Notice of Assessment for Noncompliance with Correction Orders with an
imposed a daily fine in the amount of $350.00 was electronically issued to the above facility regarding
correction of orders found on the survey completed on June 25, 2019. An acknowledgement was
electronically received by the Department stating that the violation(s) had been corrected. A
reinspection was held on October 3, 2019 and it was determined that compliance with the licensing
rules was attained.
On October 3, 2019, a Notice of Assessment for Noncompliance with Correction Orders with an
imposed a daily fine in the amount of $350.00 was electronically issued to the above facility regarding
correction of orders found on the survey completed on July 17, 2019. An acknowledgement was
electronically received by the Department stating that the violation(s) had been corrected. A
reinspection was held on October 3, 2019 and it was determined that compliance with the licensing
rules was attained.
Therefore, the total amount of the assessment is $700.00. In accordance with Minnesota Statutes, §
144A.10, subdivision 7, the costs of the reinspections, totaling $162.40, 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 $862.40 within 15 days of the receipt of this notice. That
check should be forwarded to:
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
An equal opportunity employer.
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this visit with the President of your facility’s Governing Body.
Sincerely

Alison Helm, Enforcement Specialist
Licensing and Certification
Minnesota Department of Health
P.O. Box 64970
Saint Paul, Minnesota 55164‐0970
Phone: 651‐201‐4206
Email: alison.helm@state.mn.us
cc:

Shellae Dietrich, Program Assurance Superviosr
Kami Fiske‐Downing, Licensing and Certification Program
Penalty Assessment Deposit Staff
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A post certification revisit was conducted on
9/5/19 to 9/6/19, to follow up on deficiencies
issued related to an abbreviated standard
complaint investigation survey completed on
7/17/19.
The facility's plan of correction (POC) will serve
as your allegation of compliance upon the
Department's acceptance. Because you are
enrolled in ePOC, your signature is not required
at the bottom of the first page of the CMS-2567
form. Your electronic submission of the POC will
be used as verification of compliance.
Upon receipt of an acceptable electronic POC, an
on-site revisit of your facility may be conducted to
validate that substantial compliance with the
regulations has been attained in accordance with
your verification.
{F 689} Free of Accident Hazards/Supervision/Devices
SS=D CFR(s): 483.25(d)(1)(2)

{F 689}

9/17/19

§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:
Based on observation, interview and document
review, the facility failed to complete a thorough
assessment and provide monitoring of safety
interventions in order to ensure safe smoking
practices were implemented for 1 of 4 residents

Resident #20 has discharged from the
facility on 9/11/19.
Current residents that smoke have had
their smoking contract reviewed, smoking
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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 689} Continued From page 1
(R20) observed smoking. In addition, the facility
failed to reassess the use of an electric
wheelchair to ensure a safe environment for 1 of
1 resident (R20) who had reported attempts to
operate the chair with excessive speed and
attempts to run over staff members.
Findings include:
R20's quarterly Minimum Data Set (MDS)
completed on 8/3/19, indicated R20's medical
diagnoses included paraplegia (A paralysis of the
legs and lower body), and spinal stenosis (A
narrowing of the spaces within the spine). The
MDS also indicated R20 had intact cognition,
displayed verbally aggressive behavior during one
to three days during the assessment period,
required extensive assistance of two staff to
complete dressing, grooming, bathing and
transferring, and was able to eat independently
with supervision following set up.
R20's care plan problem revised 3/12/19,
identified a potential for injury related to smoking
and indicated R20 was on Chantix (A smoking
cessation medication), and had been provided
with a smoking apron and a smoking extender.
R20's care plan problem revised 7/31/19,
indicated R20 had recent episodes of chasing
after staff down the hall in the electric wheelchair
in a threatening manner. The interventions
directed staff to anticipate and meet needs, assist
to develop more appropriate methods of coping,
monitor behavioral episodes, and attempt to
determine the underlying cause. R20 was
referred to physical therapy for a wheelchair
assessment and safety.
R20's Smoking Evaluation dated 2/25/19,
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assessment reviewed and updated where
appropriate to include any limitations and
any adaptive equipment needs, all
smoking care plans have been reviewed
and updated where appropriate. Current
residents smoking interventions are being
monitored via PCC and rounding to
ensure safe implementation of
interventions. Current residents who
smoke will have their smoking
assessments completed quarterly, with
any significant changes, and as needed
based on staff monitoring/feedback.
Current residents with power wheelchairs
have been reviewed for safe management
of their power wheelchairs. This review
has also included a review of the power
wheelchair contract to include safe and
appropriate use of the wheelchair and
steps the facility will take should unsafe
practices arise. Any residents displaying
unsafe operation will be reviewed by the
IDT team with interventions and care plan
updating as needed, this may include a
referral to therapy as appropriate.
Nursing staff have been re-educated
regarding thorough smoking assessments
including indicating any limitations and/or
adaptive equipment needs identified
during the assessment. Nursing staff
have been further educated regarding the
use of electric wheelchairs to ensure a
safe environment.
DON/designee will audit new smokers
and 5 smokers/week x 4 weeks, then new
smokers and 3 smokers/week x 2 weeks
Facility ID: 00238
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{F 689} Continued From page 2
indicated R20 had a dexterity problem but was
able to light own cigarette, handle the cigarette
ashes, put out a cigarette without the use of
adaptive equipment. Although the assessment
identified R20 was able to independently light
cigarettes, it did not identify if the resident was
able to smoke without limitations, or if limitations
were implemented.
The Motorized Scooter/Wheelchair Assessment
form dated 4/29/19, indicated R20 demonstrated
safe operation of the electric wheelchair during
supervised evaluation.
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to ensure appropriate smoking
assessment and monitoring remains in
place. Audit results will be reviewed in
QAPI.
DON/designee will audit new power
wheelchair residents and 3 power
wheelchair residents/week x 4 weeks then
new power wheelchair residents and 2
power wheelchair residents/week x
2weeks to ensure a safe environment for
power wheelchairs remains. Audit results
will be reviewed in QAPI.

R20's Smoking Evaluation dated 5/4/19, also
identified R20 had a dexterity problem, was able
to light own cigarette, handle the cigarette ashes,
and put out the cigarette; however, the evaluation
did not identify if adaptive equipment was or was
not utilized. R20 was safe to smoke with
limitations but the evaluation failed to identify
those limitations.
R20's Smoking Evaluation dated 7/12/19,
indicated R20 had no problem with dexterity and
was able to light own cigarette, did not utilize
adaptive equipment, and was safe to smoke
without any limitations.
R20's Smoking Contract signed on 7/15/19, by
R20 and LSW-A indicated R20 agreed to follow
the facility smoking rules which included the
process for assessment as well as the
repercussions put into place if the policy was not
followed.
On 9/5/19, at 11:20 a.m. R20 was observed
seated in the electric wheelchair exiting the facility
in route to the smoking area. R20 was noted to
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have gray cigarette ashes on the lower abdominal
part of this shirt, had four to five small holes
which were approximately one centimeter (cm) in
diameter with black colored substance on the
edges of the holes. There were also
approximately four to five areas which appeared
scorched, with brown marking on the cloth
measuring approximately 1.0 cm to 1.0 cm x 2.5
cm. Once to the smoking area, R20 took out a
cigarette and lighter and attempted to light the
cigarette by holding his hands together and
moving his thumbs against the lighter. R20's
fingers were held against themselves with his
fingertips resting above their palms and the back
of his hands hyperextended. However, R20 was
unable to light cigarette and asked the surveyors
for help to light the cigarette. R22, who was also
in the patio area smoking and had greeted R20
by name, provided R20 with assistance to light
the cigarette. R20 proceeded to smoke the
cigarette by holding it in his hand with the thumb
against the index finger. While smoking, R20
allowed the ash to build to approximately an inch
and would then bump the cigarette against the
wheelchair mechanics controller box to dislodge
the ash. R20 proceeded to smoke the cigarette
down to the filter, extinguished it on the side of
his electric wheelchair control box, and discarded
the cigarette butt onto the ground.
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On 9/5/19, at 2:26 p.m. R20 confirmed the staff
had previously offered him a smoking apron to
wear for protection when smoking but stated he
had not wished to use it. R20 declined further
discussion regarding smoking and/or any safety
concerns related to smoking.
On 9/5/19, at 2:31 p.m. registered nurse (RN)-F
stated smoking assessments were completed at
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the time a resident expressed the desire to
smoke and then quarterly or when problems were
noted. RN-F stated the assessment identified
whether or not the resident was able to smoke
safely and if determined to be unsafe to smoke
independently, staff would be required to
supervise the resident when smoking. RN-F
stated adaptive equipment such as smoking
aprons and cigarette extenders were available for
any resident who may exhibit safety concerns
with smoking. RN-F stated R20 generally
smoked off campus and would often do so for
extended periods of time. RN-F verified if R20
had been observed with ashes on his clothing, he
would be at risk for burning himself and would
require staff supervision. RN-F stated smoking
the cigarette down to the filter also increased the
potential for R20 to burn himself. RN-F also
stated extinguishing the cigarette on the
wheelchair mechanics box and throwing it on the
ground was also a safety concern for R20.
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On 9/5/19, at 2:55 p.m. RN-E confirmed R20
used both his hands when lighting his cigarette.
RN-E completed the 7/12/19, Smoking
Assessment; however, stated was unable to
recall if there had been a change in R20's level of
dexterity. RN-E stated R20's smoking
documentation lacked any notation or description
of R20's change in abilities or dexterity. In
addition, RN-E stated they could not recall the
use of a smoking apron or extender with R20 to
ensure his safety when smoking.
On 9/5/19, at 4:30 p.m. the director of nursing
(DON) stated R20 refused to complete a
subsequent smoking evaluation at this time. The
DON stated R20 had informed the staff he had
not smoked on facility property for a "couple of
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months" and that he had threatened to "shut this
place down." The DON stated R20 had many
behaviors and after the recent conversation with
R20, R20 had attempted to run the licensed
social worker (LSW) and DON down with the
electric wheelchair. The DON stated on two
occasions in the last three days, R20 had
attempted to run staff over with his electric
wheelchair. The DON also stated R20 was not
compliant with the facility policy of signing out
when leaving the facility grounds in electric the
wheelchair.
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On 9/6/19, at 2:27 p.m. RN-G stated when R20
was angry, he would attempt to "run down" staff.
RN-G stated this occurred on approximately a
weekly basis, and the unit manager had been
informed of these attempts.
On 9/6/19, at 2:38 p.m. RN-H stated R20 had
never struck another resident with the electric
wheelchair; however, R20 drove "really fast"
which posed a potential for contact with another
resident who may step in his way. RN-H stated
R20 was not receptive to directions. When asked
if he had reported the safety concern to
management, RN-H stated he had not as
"everybody here knows [R20's] behaviors."
On 9/6/19, at 2:30 p.m. R20 was observed trying
to maneuver his electric wheelchair from the day
room to his room. R20 turned close to the wall,
nearly running into the doorway and loudly stated
"God damn it! Jesus Christ!" R20 was able to
back up from wall and proceed to his room.
A review of R20's Progress Notes revealed:
-On 5/9/19, R20 came after a nursing assistant in
the electric wheelchair.
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-On 7/10/19, described R20 as "racing down the
hall."
-On 7/17/19, R20 was described as being angry
about medication administration, and described
as "racing up and down the hall" until a nurse was
available to administer his medications.
-On 7/21/19, R20 was pacing down the hall in
electric wheelchair behind a staff member. R20
was redirected and provided with reassurance,
which was effective for a short while.
-On 7/25/19, R20 was following after staff with his
electric wheelchair.
-On 7/26/19, R20 came down the hallway at high
speed yelling and being verbally abusive. R20
stated "I will run over [sic] and nothing will
happen." The notes of 7/26/19, indicated an
attempt was made to complete a behavioral
contract with R20 regarding the use of his electric
wheelchair; however, R20 had left for the day at
7:00 a.m. and the contract was not signed.
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The facility's Smoking Policy, revised 5/16,
indicated the facility would establish and maintain
safe resident smoking practices and residents
who wished to smoke were to be evaluated for
safe smoking per community protocol.
The facility Usage of Motorized Vehicles Within
the Facility policy dated 2/06, indicated a therapy
evaluation was to be completed upon receipt of a
motorized vehicle and upon report of any safety
concerns, a formal interdisciplinary assessments
would be completed. The criteria included one
incident of imminent jeopardy to the resident,
other residents or staff members, a noted pattern
of documented unsafe maneuvering, and a
decline in cognitive function.
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On 9/6/19, at approximately 3:30 p.m. a meeting
was held with the administrator and DON
regarding R20's safety with smoking and the use
of the electric wheelchair. The DON stated R20
had been evaluated for safe smoking, and when
approached on 9/5/19, refused further
assessment. The DON and administrator both
stated the electric wheelchair offered R20
increased independence with mobility and felt
discontinuation of use would affect his overall
function. The DON and administrator both
indicated R20 did not consistently follow facility
policies for safety related to the wheelchair use,
signing out from facility, and receptiveness to
cares.
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Based on observation, interview and document
review, the facility failed to complete a thorough
assessment and provide montoring of safety
interventions in order to ensure safe smoking
practices were implemented for 1 of 4 residents
(R20) observed smoking. In addition, the facility
failed to reassess the use of an electric
wheelchair to ensure a safe environment for 1 of
1 resident (R20) who had reported attempts to
operate the chair with excessive speed and
attempts to run over staff members.
Findings include:
R20's quarterly Minimum Data Set (MDS)
completed on 8/3/19, indicated R20's medical
diagnoses included paraplegia (A paralysis of the
legs and lower body), and spinal stenosis (A
narrowing of the spaces within the spine). The
MDS also indicated R20 had intact cognition,
displayed verbally aggressive behavior during one
to three days during the assessment period,
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required extensive assistance of two staff to
complete dressing, grooming, bathing and
transferring, and was able to eat independently
with supervision following set up.
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R20's care plan problem revised 3/12/19,
identified a potential for injury related to smoking
and indicated R20 was on Chantix (A smoking
cessation medication), and had been provided
with a smoking apron and a smoking extender.
R20's care plan problem revised 7/31/19,
indicated R20 had recent episodes of chasing
after staff down the hall in the electric wheelchair
in a threatening manner. The interventions
directed staff to anticipate and meet needs, assist
to develop more appropriate methods of coping,
monitor behavioral episodes, and attempt to
determine the underlying cause. R20 was
referred to physical therapy for a wheelchair
assessment and safety.
R20's Smoking Evaluation dated 2/25/19,
indicated R20 had a dexterity problem but was
able to light own cigarette, handle the cigarette
ashes, put out a cigarette without the use of
adaptive equipment. Although the assessment
identified R20 was able to indepedently light
cigarettes, it did not identify if the resident was
able to smoke without limitations, or if limitations
were implemented.
The Motorized Scooter/Wheelchair Assessment
form dated 4/29/19, indicated R20 demonstrated
safe operation of the electric wheelchair during
supervised evaluation.
R20's Smoking Evaluation dated 5/4/19, also
identified R20 had a dexterity problem, was able
to light own cigaretter, handle the cigarette ashes,
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and put out the cigarette; however, the evaluation
did not identify if adaptive equipment was or was
not utilized. R20 was safe to smoke with
limitations but the evaluation failed to identify
those limitations.
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R20's Smoking Evaluation dated 7/12/19,
indicated R20 had no problem with dexterity and
was able to light own cigarette, did not utilize
adaptive equipment, and was safe to smoke
without any limitations.
R20's Smoking Contract signed on 7/15/19, by
R20 and LSW-A indicated R20 agreed to follow
the facility smoking rules which included the
process for assessment as well as the
repercussions put into place if the policy was not
followed.
On 9/5/19, at 11:20 a.m. R20 was observed
seated in the electric wheelchair exiting the facility
in route to the smoking area. R20 was noted to
have gray cigarette ashes on the lower abdominal
part of this shirt, had four to five small holes
which were approximately one centimeter (cm) in
diameter with black colored substance on the
edges of the holes. There were also
approximately four to five areas which appeared
scorched, with brown marking on the cloth
measuring approximately 1.0 cm to 1.0 cm x 2.5
cm. Once to the smoking area, R20 took out a
cigarette and lighter and attempted to light the
cigarette by holding his hands together and
moving his thumbs against the lighter. R20's
fingers were held against themselves with his
fingertips resting above their palms and the back
of his hands hyperextended. However, R20 was
unable to light cigarette and asked the surveyors
for help to light the cigarette. R22, who was also
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in the patio area smoking and had greeted R20
by name, provided R20 with assistance to light
the cigarette. R20 proceeded to smoke the
cigarette by holding it in his hand with the thumb
against the index finger. While smoking, R20
allowed the ash to build to approximately an inch
and would then bump the cigarette against the
wheelchair mechanics controller box to dislodge
the ash. R20 proceeed to smoke the cigarette
down to the filter, extinguished it on the side of
his electric wheelchair control box, and discarded
the cigarette butt onto the ground.
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On 9/5/19, at 2:26 p.m. R20 confirmed the staff
had previously offered him a smoking apron to
wear for protection when smoking but stated he
had not wished to use it. R20 declined further
discussion regarding smoking and/or any safety
concerns related to smoking.
On 9/5/19, at 2:31 p.m. registered nurse (RN)-F
stated smoking assessments were completed at
the time a resident expressed the desire to
smoke and then quarterly or when problems were
noted. RN-F stated the assessment identified
whether or not the resident was able to smoke
safely and if determined to be unsafe to smoke
independently, staff would be required to
supervise the resident when smoking. RN-F
stated adaptive equipment such as smoking
aprons and cigarette extenders were available for
any resident who may exhibit safety concerns
with smoking. RN-F stated R20 generally
smoked off campus and would often do so for
extended periods of time. RN-F verified if R20
had been observed with ashes on his clothing, he
would be at risk for burning himself and would
require staff supervision. RN-F stated smoking
the cigarette down to the filter also increased the
FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: UEXO12

Facility ID: 00238

If continuation sheet Page 11 of 14

PRINTED: 10/04/2019
FORM APPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245183

OMB NO. 0938-0391
(X2) MULTIPLE CONSTRUCTION

R-C
09/06/2019

B. WING _____________________________

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

5430 BOONE AVENUE NORTH

NORTH RIDGE HEALTH AND REHAB
(X4) ID
PREFIX
TAG

(X3) DATE SURVEY
COMPLETED

A. BUILDING ______________________

NEW HOPE, MN 55428

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

{F 689} Continued From page 11
potential for R20 to burn himself. RN-F also
stated extinguishing the cigarette on the
wheelchair mechanics box and throwing it on the
ground was also a safety concern for R20.
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On 9/5/19, at 2:55 p.m. RN-E confirmed R20
used both his hands when lighting his cigarette.
RN-E completed the 7/12/19, Smoking
Assessment; however, stated was unable to
recall if there had been a change in R20's level of
dexterity. RN-E stated R20's smoking
documentation lacked any notation or description
of R20's change in abilities or dexterity. In
addition, RN-E stated they could not recall the
use of a smoking apron or extender with R20 to
ensure his safety when smoking.
On 9/5/19, at 4:30 p.m. the director of nursing
(DON) stated R20 refused to complete a
subsequent smoking evaluation at this time. The
DON stated R20 had informed the staff he had
not smoked on facility property for a "couple of
months" and that he had threatened to "shut this
place down." The DON stated R20 had many
behaviors and after the recent conversation with
R20, R20 had attempted to run the licensed
social worker (LSW) and DON down with the
electric wheelchair. The DON stated on two
occassionas in the last three days, R20 had
attempted to run staff over with his electric
wheelchair. The DON also stated R20 was not
compliant with the facility policy of signing out
when leaving the facility grounds in electric the
wheelchair.
On 9/6/19, at 2:27 p.m. RN-G stated when R20
was angry, he would attempt to "run down" staff.
RN-G stated this occurred on approxmatly a
weekly basis, and the unit manager had been
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informed of these attempts.
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On 9/6/19, at 2:38 p.m. RN-H stated R20 had
never struck another resident with the electric
wheelchair; however, R20 drove "really fast"
which posed a potential for contact with another
resident who may step in his way. RN-H stated
R20 was not receptive to directions. When asked
if he had reported the safety concern to
management, RN-H stated he had not as
"everybody here knows [R20's] behaviors."
On 9/6/19, at 2:30 p.m. R20 was observed trying
to maneuver his electric wheelchair from the day
room to his room. R20 turned close to the wall,
nearly running into the doorway and loudly stated
"God damn it! Jesus Christ!" R20 was able to
back up from wall and proceed to his room.
A review of R20's Progress Notes revealed:
-On 5/9/19, R20 came after a nursing assistant in
the electric wheelchair.
-On 7/10/19, described R20 as "racing down the
hall."
-On 7/17/19, R20 was described as being angry
about medication administration, and described
as "racing up and down the hall" until a nurse was
available to administer his medications.
-On 7/21/19, R20 was pacing down the hall in
electric wheelchair behind a staff member. R20
was redirected and provided with reassurance,
which was effective for a short while.
-On 7/25/19, R20 was following after staff with his
electric wheelchair.
-On 7/26/19, R20 came down the hallway at high
speed yelling and being verbally abusive. R20
stated "I will run over [sic] and nothing will
happen." The notes of 7/26/19, indicated an
attempt was made to complete a behavioral
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contract with R20 regarding the use of his electric
wheelchair; however, R20 had left for the day at
7:00 a.m. and the contract was not signed.
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The facility's Smoking Policy, revised 5/16,
indicated the facility would establish and maintain
safe resident smoking practices and residents
who wished to smoke were to be evaluated for
safe smoking per community protocol.
The facility Usage of Motorized Vehicles Within
the Facility policy dated 2/06, indicated a therapy
evaluation was to be completed upon receipt of a
motorized vehicle and upon report of any safety
concerns, a formal interdisciplinary assessments
would be completed. The criteria included one
incident of imminent jeopardy to the resident,
other residents or staff members, a noted pattern
of documented unsafe maneuvering, and a
decline in cognitive function.
On 9/6/19, at approximately 3:30 p.m. a meeting
was held with the administrator and DON
regarding R20's safety with smoking and the use
of the electric wheelchair. The DON stated R20
had been evaluated for safe smoking, and when
approached on 9/5/19, refused further
assessment. The DON and administrator both
stated the electric wheelchair offered R20
increased independence with mobility and felt
discontinuation of use would affect his overall
function. The DON and administrator both
indicated R20 did not consistently follow facility
policies for safety related to the wheelchair use,
signing out from facility, and receptiveness to
cares.
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*****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:
An onsite follow up visit was completed on 9/5/19
and 9/6/19. During this visit it was determined
that the correction order #0830 was NOT
corrected. This uncorrected order will remain in
effect and will be reviewed at the next site visit.
To be reviewed for possible penalty assessment.

Minnesota Department of Health is
documenting the State Licensing
Correction Orders using federal software.
Tag numbers have been assigned to
Minnesota state statutes/rules for Nursing
Homes.

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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The assigned tag number appears in the
far left column entitled "ID Prefix Tag."
The state statute/rule number and the
corresponding text of the state statute/rule
out of compliance is listed in the
"Summary Statement of Deficiencies"
column and replaces the "To Comply"
portion of the correction order. This
column also includes the findings which
are in violation of the state statute after the
statement, "This Rule is not met as
evidenced by." Following the surveyors
findings are the Suggested Method of
Correction and the Time Period For
Correction.
PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
STATES, "PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS
WILL APPEAR ON EACH PAGE.
THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES/RULES.
{2 830} MN Rule 4658.0520 Subp. 1 Adequate and

9/17/19

{2 830}

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

This MN Requirement is not met as evidenced
by:
Uncorrected base on the following findings. The
original licensing order issued on 7/17/19, will
remain in effect. Penalty assessment issued.

Resident #20 has discharged from the
facility on 9/11/19.
Current residents that smoke have had
their smoking contract reviewed, smoking
assessment reviewed and updated where
appropriate to include any limitations and
any adaptive equipment needs, all
smoking care plans have been reviewed
and updated where appropriate. Current
residents smoking interventions are being
monitored via PCC and rounding to
ensure safe implementation of
interventions. Current residents who
smoke will have their smoking
assessments completed quarterly, with
any significant changes, and as needed
based on staff monitoring/feedback.

Based on observation, interview and document
review, the facility failed to complete a thorough
assessment and provide monitoring of safety
interventions in order to ensure safe smoking
practices were implemented for 1 of 4 residents
(R20) observed smoking. In addition, the facility
failed to reassess the use of an electric
wheelchair to ensure a safe environment for 1 of
1 resident (R20) who had reported attempts to
operate the chair with excessive speed and
attempts to run over staff members.
Findings include:
R20's quarterly Minimum Data Set (MDS)
completed on 8/3/19, indicated R20's medical
diagnoses included paraplegia (A paralysis of the
legs and lower body), and spinal stenosis (A
narrowing of the spaces within the spine). The
MDS also indicated R20 had intact cognition,
displayed verbally aggressive behavior during one
to three days during the assessment period,
required extensive assistance of two staff to
complete dressing, grooming, bathing and
transferring, and was able to eat independently
with supervision following set up.
Minnesota Department of Health
STATE FORM

Current residents with power wheelchairs
have been reviewed for safe management
of their power wheelchairs. This review
has also included a review of the power
wheelchair contract to include safe and
appropriate use of the wheelchair and
steps the facility will take should unsafe
practices arise. Any residents displaying
unsafe operation will be reviewed by the
IDT team with interventions and care plan
updating as needed, this may include a
referral to therapy as appropriate.
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R20's care plan problem revised 3/12/19,
identified a potential for injury related to smoking
and indicated R20 was on Chantix (A smoking
cessation medication), and had been provided
with a smoking apron and a smoking extender.
R20's care plan problem revised 7/31/19,
indicated R20 had recent episodes of chasing
after staff down the hall in the electric wheelchair
in a threatening manner. The interventions
directed staff to anticipate and meet needs, assist
to develop more appropriate methods of coping,
monitor behavioral episodes, and attempt to
determine the underlying cause. R20 was
referred to physical therapy for a wheelchair
assessment and safety.

Nursing staff have been re-educated
regarding thorough smoking assessments
including indicating any limitations and/or
adaptive equipment needs identified
during the assessment. Nursing staff
have been further educated regarding the
use of electric wheelchairs to ensure a
safe environment.
DON/designee will audit new smokers and
5 smokers/week x 4 weeks, then new
smokers and 3 smokers/week x 2 weeks
to ensure appropriate smoking
assessment and monitoring remains in
place. Audit results will be reviewed in
QAPI.

R20's Smoking Evaluation dated 2/25/19,
indicated R20 had a dexterity problem but was
able to light own cigarette, handle the cigarette
ashes, put out a cigarette without the use of
adaptive equipment. Although the assessment
identified R20 was able to independently light
cigarettes, it did not identify if the resident was
able to smoke without limitations, or if limitations
were implemented.

DON/designee will audit new power
wheelchair residents and 3 power
wheelchair residents/week x 4 weeks then
new power wheelchair residents and 2
power wheelchair residents/week x
2weeks to ensure a safe environment for
power wheelchairs remains. Audit results
will be reviewed in QAPI.

The Motorized Scooter/Wheelchair Assessment
form dated 4/29/19, indicated R20 demonstrated
safe operation of the electric wheelchair during
supervised evaluation.
R20's Smoking Evaluation dated 5/4/19, also
identified R20 had a dexterity problem, was able
to light own cigarette, handle the cigarette ashes,
and put out the cigarette; however, the evaluation
did not identify if adaptive equipment was or was
not utilized. R20 was safe to smoke with
limitations but the evaluation failed to identify
those limitations.
Minnesota Department of Health
STATE FORM
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R20's Smoking Evaluation dated 7/12/19,
indicated R20 had no problem with dexterity and
was able to light own cigarette, did not utilize
adaptive equipment, and was safe to smoke
without any limitations.
R20's Smoking Contract signed on 7/15/19, by
R20 and LSW-A indicated R20 agreed to follow
the facility smoking rules which included the
process for assessment as well as the
repercussions put into place if the policy was not
followed.
On 9/5/19, at 11:20 a.m. R20 was observed
seated in the electric wheelchair exiting the facility
in route to the smoking area. R20 was noted to
have gray cigarette ashes on the lower abdominal
part of this shirt, had four to five small holes
which were approximately one centimeter (cm) in
diameter with black colored substance on the
edges of the holes. There were also
approximately four to five areas which appeared
scorched, with brown marking on the cloth
measuring approximately 1.0 cm to 1.0 cm x 2.5
cm. Once to the smoking area, R20 took out a
cigarette and lighter and attempted to light the
cigarette by holding his hands together and
moving his thumbs against the lighter. R20's
fingers were held against themselves with his
fingertips resting above their palms and the back
of his hands hyperextended. However, R20 was
unable to light cigarette and asked the surveyors
for help to light the cigarette. R22, who was also
in the patio area smoking and had greeted R20
by name, provided R20 with assistance to light
the cigarette. R20 proceeded to smoke the
cigarette by holding it in his hand with the thumb
against the index finger. While smoking, R20
allowed the ash to build to approximately an inch
and would then bump the cigarette against the
Minnesota Department of Health
STATE FORM
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wheelchair mechanics controller box to dislodge
the ash. R20 proceeded to smoke the cigarette
down to the filter, extinguished it on the side of
his electric wheelchair control box, and discarded
the cigarette butt onto the ground.
On 9/5/19, at 2:26 p.m. R20 confirmed the staff
had previously offered him a smoking apron to
wear for protection when smoking but stated he
had not wished to use it. R20 declined further
discussion regarding smoking and/or any safety
concerns related to smoking.
On 9/5/19, at 2:31 p.m. registered nurse (RN)-F
stated smoking assessments were completed at
the time a resident expressed the desire to
smoke and then quarterly or when problems were
noted. RN-F stated the assessment identified
whether or not the resident was able to smoke
safely and if determined to be unsafe to smoke
independently, staff would be required to
supervise the resident when smoking. RN-F
stated adaptive equipment such as smoking
aprons and cigarette extenders were available for
any resident who may exhibit safety concerns
with smoking. RN-F stated R20 generally
smoked off campus and would often do so for
extended periods of time. RN-F verified if R20
had been observed with ashes on his clothing, he
would be at risk for burning himself and would
require staff supervision. RN-F stated smoking
the cigarette down to the filter also increased the
potential for R20 to burn himself. RN-F also
stated extinguishing the cigarette on the
wheelchair mechanics box and throwing it on the
ground was also a safety concern for R20.
On 9/5/19, at 2:55 p.m. RN-E confirmed R20
used both his hands when lighting his cigarette.
RN-E completed the 7/12/19, Smoking
Minnesota Department of Health
STATE FORM
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Assessment; however, stated was unable to
recall if there had been a change in R20's level of
dexterity. RN-E stated R20's smoking
documentation lacked any notation or description
of R20's change in abilities or dexterity. In
addition, RN-E stated they could not recall the
use of a smoking apron or extender with R20 to
ensure his safety when smoking.
On 9/5/19, at 4:30 p.m. the director of nursing
(DON) stated R20 refused to complete a
subsequent smoking evaluation at this time. The
DON stated R20 had informed the staff he had
not smoked on facility property for a "couple of
months" and that he had threatened to "shut this
place down." The DON stated R20 had many
behaviors and after the recent conversation with
R20, R20 had attempted to run the licensed
social worker (LSW) and DON down with the
electric wheelchair. The DON stated on two
occasions in the last three days, R20 had
attempted to run staff over with his electric
wheelchair. The DON also stated R20 was not
compliant with the facility policy of signing out
when leaving the facility grounds in electric the
wheelchair.
On 9/6/19, at 2:27 p.m. RN-G stated when R20
was angry, he would attempt to "run down" staff.
RN-G stated this occurred on approximately a
weekly basis, and the unit manager had been
informed of these attempts.
On 9/6/19, at 2:38 p.m. RN-H stated R20 had
never struck another resident with the electric
wheelchair; however, R20 drove "really fast"
which posed a potential for contact with another
resident who may step in his way. RN-H stated
R20 was not receptive to directions. When asked
if he had reported the safety concern to
Minnesota Department of Health
STATE FORM
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management, RN-H stated he had not as
"everybody here knows [R20's] behaviors."
On 9/6/19, at 2:30 p.m. R20 was observed trying
to maneuver his electric wheelchair from the day
room to his room. R20 turned close to the wall,
nearly running into the doorway and loudly stated
"God damn it! Jesus Christ!" R20 was able to
back up from wall and proceed to his room.
A review of R20's Progress Notes revealed:
-On 5/9/19, R20 came after a nursing assistant in
the electric wheelchair.
-On 7/10/19, described R20 as "racing down the
hall."
-On 7/17/19, R20 was described as being angry
about medication administration, and described
as "racing up and down the hall" until a nurse was
available to administer his medications.
-On 7/21/19, R20 was pacing down the hall in
electric wheelchair behind a staff member. R20
was redirected and provided with reassurance,
which was effective for a short while.
-On 7/25/19, R20 was following after staff with his
electric wheelchair.
-On 7/26/19, R20 came down the hallway at high
speed yelling and being verbally abusive. R20
stated "I will run over [sic] and nothing will
happen." The notes of 7/26/19, indicated an
attempt was made to complete a behavioral
contract with R20 regarding the use of his electric
wheelchair; however, R20 had left for the day at
7:00 a.m. and the contract was not signed.
The facility's Smoking Policy, revised 5/16,
indicated the facility would establish and maintain
safe resident smoking practices and residents
who wished to smoke were to be evaluated for
safe smoking per community protocol.
Minnesota Department of Health
STATE FORM
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The facility Usage of Motorized Vehicles Within
the Facility policy dated 2/06, indicated a therapy
evaluation was to be completed upon receipt of a
motorized vehicle and upon report of any safety
concerns, a formal interdisciplinary assessments
would be completed. The criteria included one
incident of imminent jeopardy to the resident,
other residents or staff members, a noted pattern
of documented unsafe maneuvering, and a
decline in cognitive function.
On 9/6/19, at approximately 3:30 p.m. a meeting
was held with the administrator and DON
regarding R20's safety with smoking and the use
of the electric wheelchair. The DON stated R20
had been evaluated for safe smoking, and when
approached on 9/5/19, refused further
assessment. The DON and administrator both
stated the electric wheelchair offered R20
increased independence with mobility and felt
discontinuation of use would affect his overall
function. The DON and administrator both
indicated R20 did not consistently follow facility
policies for safety related to the wheelchair use,
signing out from facility, and receptiveness to
cares.
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Electronically delivered
July 11, 2019
Administrator
North Ridge Health And Rehab
5430 Boone Avenue North
New Hope, MN 55428
RE: Project Number H5183193C and H5183194C
Dear Administrator:
On June 25, 2019, an abbreviated standard survey was completed at your facility by the Minnesota
Departments of Health and Public Safety, to determine if your facility was in compliance with Federal
participation requirements for skilled nursing facilities and/or nursing facilities participating in the
Medicare and/or Medicaid programs.
This survey found the most serious deficiencies in your facility to be isolated deficiencies that
constituted no actual harm with potential for more than minimal harm that was not immediate
jeopardy (Level D), as evidenced by the electronically attached CMS‐2567 whereby corrections are
required.
OPPORTUNITY TO CORRECT ‐ DATE OF CORRECTION
The date by which the deficiencies must be corrected to avoid imposition of remedies is August 4,
2019.
ELECTRONIC PLAN OF CORRECTION (ePoC)
Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable plan of
correction (ePOC) for the deficiencies cited. An acceptable ePOC will serve as your allegation of
compliance. Upon receipt of an acceptable ePOC, we will authorize a revisit to your facility to
determine if substantial compliance has been achieved.
To be acceptable, a provider's ePOC must include the following:




How corrective action will be accomplished for those residents found to have been affected by the
deficient practice.
How the facility will identify other residents having the potential to be affected by the same
deficient practice.
What measures will be put into place, or systemic changes made, to ensure that the deficient
practice will not recur.

An equal opportunity employer.

North Ridge Health And Rehab
July 11, 2019
Page 2




How the facility will monitor its corrective actions to ensure that the deficient practice is being
corrected and will not recur.
The date that each deficiency will be corrected.
An electronic acknowledgement signature and date by an official facility representative.

The state agency may, in lieu of a revisit, determine correction and compliance by accepting the
facility's ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the
corrective action has occurred.
If an acceptable ePoC is not received within 10 calendar days from the receipt of this letter, we will
recommend to the CMS Region V Office that one or more of the following remedies be imposed:
•

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

•

Civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable ePoC could also result in the termination of your facility’s Medicare
and/or Medicaid agreement (488.456(b)).
DEPARTMENT CONTACT
Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by an "F" tag), i.e., the plan of correction should be directed to:
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
PRESUMPTION OF COMPLIANCE ‐ CREDIBLE ALLEGATION OF COMPLIANCE
The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance. In
order for your allegation of compliance to be acceptable to the Department, the ePoC must meet the
criteria listed in the plan of correction section above. You will be notified by the Minnesota Department
of Health, Licensing and Certification Program staff and/or the Department of Public Safety, State Fire
Marshal Division staff, if your ePoC for the respective deficiencies (if any) is acceptable.

North Ridge Health And Rehab
July 11, 2019
Page 3
VERIFICATION OF SUBSTANTIAL COMPLIANCE
Upon receipt of an acceptable ePoC, a Post Certification Revisit (PCR), of your facility will be conducted
to validate that substantial compliance with the regulations has been attained in accordance with your
verification.
If substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued and remedies will not be imposed. Compliance is certified as of
the latest correction date on the approved ePoC, unless it is determined that either correction actually
occurred between the latest correction date on the ePoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the ePoC.
FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LAST
DAY OF THE SURVEY
If substantial compliance with the regulations is not verified by September 25, 2019 (three months
after the identification of noncompliance), the CMS Region V Office must deny payment for new
admissions as mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and
1919(h)(2)(C) and Federal regulations at 42 CFR Section 488.417(b).
In addition, if substantial compliance with the regulations is not verified by December 25, 2019 (six
months after the identification of noncompliance) your provider agreement will be terminated. This
action is mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.
Please note that this notice does not constitute formal notice of imposition of alternative remedies or
termination of your provider agreement. Should the Centers for Medicare & Medicaid Services
determine that termination or any other remedy is warranted, it will provide you with a separate
formal notification of that determination.
INFORMAL DISPUTE RESOLUTION (IDR) / INDEPENDENT INFORMAL DISPUTE RESOLUTION (IIDR)
In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through
an informal dispute resolution process. You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:
Nursing Home Informal Dispute Process
Minnesota Department of Health
Health Regulation Division
P.O. Box 64900
St. Paul, Minnesota 55164‐0900

North Ridge Health And Rehab
July 11, 2019
Page 4
This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
https://mdhprovidercontent.web.health.state.mn.us/ltc_idr.cfm

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable electronic plan of correction. A copy of the Department’s
informal dispute resolution policies are posted on the MDH Information Bulletin website at:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html

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

Alison Helm, Enforcement Specialist
Licensing and Certification
Minnesota Department of Health
P.O. Box 64970
Saint Paul, Minnesota 55164‐0970
Phone: 651‐201‐4206
Email: alison.helm@state.mn.us
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F 000

On 6/25/19 an abbreviated survey was
completed at your facility to conduct a complaint
investigation. Your facility was found not to be in
compliance with 42 CFR Part 483, Requirements
for Long Term Care Facilities.
The following complaint was found to be
substantiated:
H5183193C: issued at F610, F689, F740
H5183194C: issued at F610, F689, F740
The facility's plan of correction (POC) will serve
as your allegation of compliance upon the
Department's acceptance. Because you are
enrolled in ePOC, your signature is not required
at the bottom of the first page of the CMS-2567
form. Your electronic submission of the POC will
be used as verification of compliance.
Upon receipt of an acceptable electronic POC, an
on-site revisit of your facility may be conducted to
validate that substantial compliance with the
regulations has been attained in accordance with
your verification.
F 610 Investigate/Prevent/Correct Alleged Violation
SS=D CFR(s): 483.12(c)(2)-(4)

F 610

7/31/19

§483.12(c) In response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility
must:
§483.12(c)(2) Have evidence that all alleged
violations are thoroughly investigated.
§483.12(c)(3) Prevent further potential abuse,
neglect, exploitation, or mistreatment while the
investigation is in progress.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

Electronically Signed

(X6) DATE

07/18/2019

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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§483.12(c)(4) Report the results of all
investigations to the administrator or his or her
designated representative and to other officials in
accordance with State law, including to the State
Survey Agency, within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.
This REQUIREMENT is not met as evidenced
by:
Based on observation, interview and document
review the facility failed to thoroughly investigate
allegations of abuse for 3 of 3 residents (R1, R2,
R3) reviewed for resident to resident abuse.
Findings include:
R1's admission minimum data set (MDS) dated
3/28/19, indicated he had intact cognition and
was independent with ambulation on and off the
unit. R1's care plan dated 4/7/19, indicated he
was independent with all activities of daily living.
The care plan identified the use of psychotropic
medications but did not indicate target behaviors
or behavioral interventions.
An Incident Report Summary dated 6/17/19,
indicated the following:
R2 informed the administrator on 6/17/19, at
12:00 p.m. that R1 and himself got into a verbal
altercation on 6/16/19, around 5:00 p.m. and R1
pulled out a knife and threatened him with it.
Police have been called. Both residents live on
different units and have been educated to stay
away from each other in common areas. A
correlating investigation indicated R2 was
questioned why he did not immediately report this
incident and replied, "I'm no snitch." The
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Resident R1,R2,R3 allegations of abuse
were investigated.
Current residents with allegations of
abuse have the potential to be affected by
this deficiency.
Educated the Administrator, Assistant
Administrator, Director of Nursing,
Assistant Director of Nursing, Social
Service Director, and Nursing Educator on
the new protocol for investigating
allegations of abuse.
OHFC self report audits will be completed
weekly x 4, then monthly x 3.
Administrator and/or designee will
complete the audits.
Results of the audits will be forwarded to
the QAPI committee for continued quality
improvement and compliance.
Administrator and/or designee will monitor
for compliance weekly.
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F 610 Continued From page 2
investigations indicated the pocketknife was
confiscated immediately and remained locked in
a file cabinet in the administrator's office. Facility
investigation noted that neither R1 nor R2 had
any injuries associated with the incident. Neither
resident was talking about what happened as
both parties stated, "they don't want to be a
snitch". Both residents were educated on
removing themselves immediately if any type of
verbal altercation began and both residents
stated understanding. No further incidents
between the residents noted. Both parties have
been instructed to avoid each other in common
areas. This Investigation report lacked evidence
of interviews with other residents or staff who
may have witnessed the event in an effort to
determine what precipitated R1 pulling out a
knife.
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During an interview on 6/25/19, at 12:25 p.m. R1
stated he did pull his knife out during the incident
with R2 but stated he did not open it. He stated
the administrator took the knife from him and he
no longer had it. R1 stated the incident took place
in the smoking area in the back of the building.
He stated he apologized to R2 for his part in the
incident and stated "were cool." R1 stated there
were a lot of people in the smoking area who
witnessed the incident. R1 stated he was offered
a different place to smoke and stated the facility
said he shouldn't be out back but they have seen
him out there.
At 12:45 p.m. nursing assistant (NA)-A stated she
had not seen any incidents between R1 and any
other residents and was not aware of any
incidents occurring. NA-A stated she had seen R1
go outside with his friends.
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At 12:55 p.m. registered nurse (RN)-A stated R1
was very well behaved in the building. RN-A
stated she had never seen R1 fight or swear at
anyone. RN-A stated the only issue she was
aware of was that he had a fight with some other
residents but would not tell who it was. She stated
R1 had some scratches from one of the incidents
but did not know who the scratch came from..
RN-A stated R1 goes out to smoke and was
independent so they don't know what goes on
outside. RN-A further stated she did not know
who monitored the smoking area.
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At 1:00 p.m. R1 was observed outside in the back
of the building in the smoking area.
At 1:04 p.m. RN-B stated he told R1 he could not
come to the unit R2 resided on unless staff was
present. RN-B stated his understanding was that
R1 and R2 were supposed to be apart when they
were smoking. He stated they could both be in
the smoking area but had to stay away from each
other. RN-B stated in regard to the incident
between R1 and R2, R2 verbalized he had an
altercation with R1 and was told if he felt R1 was
a threat to let the staff know. RN-B stated a few
days later R2 was upstairs visiting with R1 and
said they were friends again. RN-B stated he was
aware R1 had a knife out during the incident but
did not know where the knife was now.
At 1:39 p.m. RN-C stated R1 was independent
and went outside to smoke by himself. RN-C
stated what she knew about the altercation was
that the director of nursing (DON) told her she
had taken a knife away from R1 but that was all
she knew. RN-C stated she was unaware of the
incident that occurred between R1 and R2.
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During interview at 2:08 p.m. with the
administrator and DON, the administrator stated
R2 described the incident with R1 like he was
"playing around," and stated he didn't describe
what happened. The administrator stated nobody
"wants to be a snitch." He stated R1 said he did
not take the incident as horseplay or messing
around. The administrator stated he told R1
instead of smoking out back where the incident
occurred he could smoke out front. The
administrator stated the knife had been
confiscated. The administrator further stated he
was aware most of the management had said
they were not aware of the incident and stated he
needed to communicate better with them. He
stated he felt the floor staff were aware and
watched the residents. The administrator stated
he had not talked to any other residents who may
have been in the smoking area during the
incident and had not talked to staff to see if
anyone was aware of what happened. The
administrator further stated R1 had been given a
30 day notice to leave the facility due to his safety
and the safety of others due to pulling a knife.
The facility vulnerable adult reporting and
investigation policy was requested but not
received.
F 689 Free of Accident Hazards/Supervision/Devices
SS=D CFR(s): 483.25(d)(1)(2)
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F 689

7/31/19

§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
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accidents.
This REQUIREMENT is not met as evidenced
by:
Based on observation, interview and document
review the facility failed to provide adequate
supervision in the facility resulting in accidents for
2 of 2 residents (R1, R2) and resident to resident
altercations involving 3 of 3 residents (R1, R2,
R3) reviewed.
Findings include:
R1's admission minimum data set (MDS) dated
3/28/19, indicated he had intact cognition and
was independent with ambulation on and off the
unit. R1's care plan dated 4/7/19, indicated he
was independent with all activities of daily living.
The care plan identified the use of psychotropic
medications but did not indicate target behaviors
or behavioral interventions.
Review of R1's facility Progress Notes identified
the following:
6/15/19, R1 was observed on the floor at 10:40
p.m.. R1 had arrived to this room twenty minutes
prior, accompanied by another resident from a
different floor. Around 10:35 p.m. the police
arrived at the facility stating they had been called
for help. R1 was unable to speak clearly and
seemed intoxicated. The other resident (R2) who
had called for help was also on the floor next to
him. Two empty liquor bottles were found on the
floor next to the bed.
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Resident R1, R2, and R3 have been
provided adequate supervision.
Residents that smoke have been
identified and have the potential to be
affected by this alleged deficiency.
Current staff have been re-educated on
the safety and supervision of residents
policy.
Supervision of the smoking area audits
will be completed weekly x 4 weeks, then
monthly x 3 by the Administrator and/or
designee.
Results of audits will be forwarded to the
QAPI committee for continued quality
improvement and compliance.
Administrator and/or designee will monitor
for compliance weekly.

6/17/19, R1 reported pain located in left foot
when ambulating. Writer observed swelling of
foot with purple discoloration to the 4th toe. R1
reported pain rated 8/10 when moving his foot.
FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: 6DFK11

Facility ID: 00238

If continuation sheet Page 6 of 18

PRINTED: 07/19/2019
FORM APPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245183

OMB NO. 0938-0391
(X2) MULTIPLE CONSTRUCTION

C
06/25/2019

B. WING _____________________________

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

5430 BOONE AVENUE NORTH

NORTH RIDGE HEALTH AND REHAB
(X4) ID
PREFIX
TAG

(X3) DATE SURVEY
COMPLETED

A. BUILDING ______________________

NEW HOPE, MN 55428

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

F 689 Continued From page 6
R1 reported he had a verbal altercation with
another resident (R3) who pushed him and
scratched him causing him to fall onto the
concrete.
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R2's Admission MDS dated 3/27/19, indicated he
had intact cognition and required supervision for
locomotion on and off the unit. R2's care plan
dated 5/10/19, identified a self care deficit and a
risk for falls related to paraplegia. The care
further identified a risk for injury related to
smoking and indicated R2 chose to smoke
cigarettes and marijuana.
Review of R2's facility Progress Notes indicated
the following:
4/26/19, R2 was ordered by nurse practitioner to
have a urine sample completed. Results came
back positive for THC (Tetrahydrocannabinol the
principal psychoactive constituent of cannabis
metabolites and opiates). R2 currently taking
narcotics. R2 reported to staff he smoked
marijuana prior to hospitalization but denied use
at facility.
6/15/19, Nurse from second floor called writer to
inform they had found R2 and another resident
(R1) on the floor with empty bottles of alcohol.
Police helped them to transfer R2 back into his
wheel chair. R2 stated he was trying to help R1
from falling but both ended up on the floor.
An Incident Report Summary dated 6/17/19,
indicated the following:
R2 informed the administrator on 6/17/19, at
12:00 p.m. that R1 and himself got into a verbal
altercation on 6/16/19, around 5:00 p.m. and R1
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pulled out a knife and threatened him with it.
Police have been called. Both residents live on
different units and have been educated to stay
away from each other in common areas. A
correlating investigation indicated R2 was
questioned why he did not immediately report this
incident and replied, "I'm no snitch." The
investigations indicated the pocketknife was
confiscated immediately and remained locked in
a file cabinet in the administrator's office. Facility
investigation noted that neither R1 nor R2 had
any injuries associated with the incident. Neither
resident was talking about what happened as
both parties stated, "they don't want to be a
snitch". Both residents were educated on
removing themselves immediately if any type of
verbal altercation began and both residents
stated understanding. No further incidents
between the residents noted. Both parties have
been instructed to avoid each other in common
areas. This Investigation report lacked evidence
of interviews with other residents or staff who
may have witnessed the event in an effort to
determine what precipitated R1 pulling out a
knife.
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During an interview on 6/25/19, at 12:25 p.m. R1
stated he was assaulted but the facility thought he
was the common denominator so he was given a
discharge notice. R1 stated he did pull his knife
out during the incident with R2 but stated he did
not open it. He stated the administrator took the
knife from him and he no longer had it. R1 stated
the incident took place in the smoking area in the
back of the building. He stated he apologized to
R2 for his part in the incident and stated "were
cool." R1 stated he was offered a different place
to smoke and stated the facility said he shouldn't
be out back but they have seen him out there.
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R1 stated another guy (R3) like to manhandle
people and he had asked him to "stay out of his
bubble." R1 stated he was scratched by R3 and
R3 pushed him and fell resulting in the sore foot.
R1 stated a lot of people outside witnessed the
incident. R1 further stated the guys outside
"smoke weed and stuff."
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At 12:45 p.m. nursing assistant (NA)-A stated she
had not seen any incidents between R1 and any
other residents and was not aware of any
incidents occurring. NA-A stated she had seen R1
go outside with his friends.
At 12:55 p.m. registered nurse (RN)-A stated R1
was very well behaved in the building. RN-A
stated she had never seen R1 fight or swear at
anyone. RN-A stated the only issue she was
aware of was that he had a fight with some other
residents but would not tell who it was. She stated
R1 had some scratches from one of the incidents
but did not know who the scratch came from..
RN-A stated R1 goes out to smoke and was
independent so they don't know what goes on
outside. RN-A further stated she did not know
who monitored the smoking area.
At 1:00 p.m. R1 was observed outside in the back
of the building in the smoking area.
At 1:04 p.m. RN-B stated he told R1 he could not
come to the unit R2 resided on unless staff was
present. RN-B stated his understanding was that
R1 and R2 were supposed to be apart when they
were smoking. He stated they could both be in
the smoking area but had to stay away from each
other. RN-B stated in regard to the incident
between R1 and R2, R2 verbalized he had an
altercation with R1 and was told if he felt R1 was
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a threat to let the staff know. RN-B stated a few
days later R2 was upstairs visiting with R1 and
said they were friends again. RN-B stated he was
aware R1 had a knife out during the incident but
did not know where the knife was now. In regard
to the incident in R1's room when both residents
fell, RN-B stated he didn't get a clear picture f
what they were doing up there and stated as far
as who was drinking, "it was up in the air."
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At 1:39 p.m. RN-C stated R1 was independent
and went outside to smoke by himself. RN-C
stated what she knew about the altercation was
that the director of nursing (DON) told her she
had taken a knife away from R1 but that was all
she knew. RN-C stated she was unaware of the
incident that occurred between R1 and R2. RN-C
stated she was aware the residents were told to
stay away from each other. In regard to who
monitored the residents to ensure they were
outside together, RN-C stated, R1 is
independent, all they could do was educate him.
During interview at 2:08 p.m. with the
administrator and DON, the administrator stated
R2 described the incident with R1 like he was
"playing around," and stated he didn't describe
what happened. The administrator stated nobody
"wants to be a snitch." He stated R1 said he did
not take the incident as horseplay or messing
around. The administrator stated he told R1
instead of smoking out back where the incident
occurred he could smoke out front. The
administrator stated the knife had been
confiscated. The administrator further stated he
was aware most of the management had said
they were not aware of the incident and stated he
needed to communicate better with them. He
stated he felt the floor staff were aware and
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watched the residents. The administrator stated
there were no times that staff were monitoring the
smoking area and there had never been any
monitoring. He stated it was suspected that R2
and others smoked marijuana in the smoking
area and rumored they go across the street The
DON stated staff have smelled it but when they
go back out the smell is gone. The administrator
further stated R1 had been given a 30 day notice
to leave the facility due to his safety and the
safety of others due to pulling a knife.
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A facility policy related to supervision of residents
was requested but not received.
R3's admission minimum data set (MDS), dated
4/24/19, indicated his cognition was intact and did
not exhibit adverse behaviors. The MDS also
revealed R3 required supervision for locomotion
on and off the unit. The MDS also noted R3 was
administered antidepressant and opioid
medication. The care plan, dated 4/19/19,
indicated R3 was independent with dressing,
grooming, toileting and eating. The care plan also
revealed R3 was monitored for behaviors which
included irritability, anger, anxiety and agitation,
however specific target behaviors or interventions
were not indicated.
An Incident Report Summary dated 6/17/19,
indicated another resident, R2, informed the
administrator on 6/17/19, at 12:00 p.m. that he
had been in a verbal and physical altercation with
R3.The incident resulted in R2 reporting he had
scratch marks on his arms and an injured left foot
which was sustained when he attempted to
"swing at" R3, tripped and fell.
The completed investigation report dated,
FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: 6DFK11

Facility ID: 00238

If continuation sheet Page 11 of 18

PRINTED: 07/19/2019
FORM APPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245183

OMB NO. 0938-0391
(X2) MULTIPLE CONSTRUCTION

C
06/25/2019

B. WING _____________________________

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

5430 BOONE AVENUE NORTH

NORTH RIDGE HEALTH AND REHAB
(X4) ID
PREFIX
TAG

(X3) DATE SURVEY
COMPLETED

A. BUILDING ______________________

NEW HOPE, MN 55428

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

F 689 Continued From page 11
6/20/19, revealed that although R2 and R3 live on
different floors in the facility, they both used the
same area while smoking. The following
interventions were implemented:
-R2 was given an alternative smoking area to
avoid contact with R3 when outside
-Staff was to monitor R2 and R3 when in
common areas.
-R2's and R3's care plan was updated
-R2's and R3's were to be monitored for
continuing behaviors
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During a conversation on 6/25/19, at 12:30 pm
R3 stated during the allegation on 6/16/19, R2
came at him several times threatening to harm
R3. R3 stated he did not fight back but did push
R2 away from him when "he got in my face" and
"threatened to kick my ass." R3 stated R2
attempted to throw a punch but tripped and fell.
R3 further explained that the incident started out
as fun and then turned into an argument. R3
stated he had not been informed R2 was to
smoke in another area to avoid contact and
stated," I still see him all the time. I was just out
back smoking with him (R2)."
A licensed practical nurse (LPN)-A stated on
6/25/19, at 12:41 p.m. that although she was
aware of the altercation between R2 and R3, she
was not aware of any interventions that were put
in place for R2 and R3 to avoid one another while
in common areas, newly implemented behavior
monitoring, or the new alternative smoking area
for R2
A registered nurse (RN)-B stated on 6/25/19, at
12:50 p.m. he was unaware of the incident
between R2 and R3.
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RN-B stated on 6/25/19, at 1:05 p.m. R3's
progress notes lacked charting regarding the
incident on 6/16/19 because R2 made the
allegation directly to the administrator. RN-B
further explained that staff would not be aware of
the newly implemented intervention to keep R2
and R3 apart because they reside on different
floors. RN-B further stated R3 did not have
adverse behaviors. RN-B further explained R3's
care plan lacked the intervention "supervision
with smoking" and verified it had "just been
added."
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During an interview with the administrator (ADM)
and director of nursing (DON) on 6/25/19, 2:08
p.m. the administrator explained that although
staff "tried" to keep an eye on the designated
smoking area(s) and to keep certain residents
from one another, the facility did not have a
formal way to monitor residents while smoking.
The ADM further explained that the facility
currently did not monitor any resident who resided
in the facility when smoking and had never had a
monitoring system in place. The ADM stated, I
guess there are things we can work on with
communication so that it gets to the staff on the
floor. If staff doesn't know, they can't keep them
(the residents) safe." The DON added care plans
should be promptly updated to reflect a resident's
current needs and pertinent information should be
brought forth to staff immediately to ensure a
resident's safety and well-being.
A facility policy related to supervision of residents
was requested but not received.
F 740 Behavioral Health Services
SS=D CFR(s): 483.40

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: 6DFK11

F 740

Facility ID: 00238

7/31/19

If continuation sheet Page 13 of 18

PRINTED: 07/19/2019
FORM APPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245183

OMB NO. 0938-0391
(X2) MULTIPLE CONSTRUCTION

C
06/25/2019

B. WING _____________________________

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

5430 BOONE AVENUE NORTH

NORTH RIDGE HEALTH AND REHAB
(X4) ID
PREFIX
TAG

(X3) DATE SURVEY
COMPLETED

A. BUILDING ______________________

NEW HOPE, MN 55428

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

F 740 Continued From page 13
§483.40 Behavioral health services.
Each resident must receive and the facility must
provide the necessary behavioral health care and
services to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being, in accordance with the comprehensive
assessment and plan of care. Behavioral health
encompasses a resident's whole emotional and
mental well-being, which includes, but is not
limited to, the prevention and treatment of mental
and substance use disorders.
This REQUIREMENT is not met as evidenced
by:
Based on observation, interview and document
review the facility failed to provide person
centered behavioral approaches for 1 of 3
residents (R1) reviewed.
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Resident R1 has been provided person
centered behavioral approaches and care
plan updated.
Current residents with PTSD have the
potential to be affected by this deficiency.

Findings include:
R1's Admission Record indicated he admitted to
the facility on 3/21/19. The Admission record
identified diagnosis of borderline personality
disorder and Post Traumatic Stress Disorder
(PTSD). R1's admission Minimum Data Set dated
3/28/19, indicated he had intact cognition and
was independent with all activities of daily living.
R1's care plan dated 4/5/19, identified the use of
Risperdal (anti-psychotic medication). The care
plan directed staff to administer as ordered and
monitor for side effects but lacked an indication
for use of the medication. The care plan did not
address R1's diagnosis of PTSD or personality
disorder or any behaviors displayed by R1.

Re-educated social services on the
behavior health services policy.
Will audit resident's with PTSD careplans
weekly x 4, then monthly x 3.
Administrator and/or designee will
complete audits.
Results of the audits will be forwarded to
the QAPI committee for continued quality
improvement and compliance.
Administrator and/or designee will monitor
for compliance weekly.

Review of R1's facility Progress Notes identified
the following:
FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: 6DFK11

Facility ID: 00238

If continuation sheet Page 14 of 18

PRINTED: 07/19/2019
FORM APPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245183

OMB NO. 0938-0391
(X2) MULTIPLE CONSTRUCTION

C
06/25/2019

B. WING _____________________________

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

5430 BOONE AVENUE NORTH

NORTH RIDGE HEALTH AND REHAB
(X4) ID
PREFIX
TAG

(X3) DATE SURVEY
COMPLETED

A. BUILDING ______________________

NEW HOPE, MN 55428

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

F 740 Continued From page 14
6/15/19, R1 was observed on the floor at 10:40
p.m.. R1 had arrived to this room twenty minutes
prior, accompanied by another resident from a
different floor. Around 10:35 p.m. the police
arrived at the facility stating they had been called
for help. R1 was unable to speak clearly and
seemed intoxicated. The other resident (R2) who
had called for help was also on the floor next to
him. Two empty liquor bottles were found on the
floor next to the bed.
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6/17/19, R1 reported pain located in left foot
when ambulating. Writer observed swelling of
foot with purple discoloration to the 4th toe. R1
reported pain rated 8/10 when moving his foot.
R1 reported he had a verbal altercation with
another resident (R3) who pushed him and
scratched him causing him to fall onto the
concrete.
An Incident Report Summary dated 6/17/19,
indicated the following:
R2 informed the administrator on 6/17/19, at
12:00 p.m. that R1 and himself got into a verbal
altercation on 6/16/19, around 5:00 p.m. and R1
pulled out a knife and threatened him with it.
Police have been called. Both residents live on
different units and have been educated to stay
away from each other in common areas. A
correlating investigation indicated R2 was
questioned why he did not immediately report this
incident and replied, "I'm no snitch." The
investigations indicated the pocketknife was
confiscated immediately and remained locked in
a file cabinet in the administrator's office. Facility
investigation noted that neither R1 nor R2 had
any injuries associated with the incident. Neither
resident was talking about what happened as
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both parties stated, "they don't want to be a
snitch". Both residents were educated on
removing themselves immediately if any type of
verbal altercation began and both residents
stated understanding. No further incidents
between the residents noted. Both parties have
been instructed to avoid each other in common
areas. This Investigation report lacked evidence
of interviews with other residents or staff who
may have witnessed the event in an effort to
determine what precipitated R1 pulling out a
knife. In regard to the alcohol use in the facility,
R1 stated the facility could do random checks of
his room but had never done it.
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During an interview on 6/25/19, at 12:25 p.m. R1
stated he suffered from PTSD. He stated he was
assaulted but the facility thought he was the
common denominator so he was given a
discharge notice. R1 stated he did pull his knife
out during the incident with R2 but stated he did
not open it. He stated the administrator took the
knife from him and he no longer had it. R1 stated
the incident took place in the smoking area in the
back of the building. He stated he apologized to
R2 for his part in the incident and stated "were
cool." R1 stated he was offered a different place
to smoke and stated the facility said he shouldn't
be out back but they have seen him out there.
R1 stated another guy (R3) like to manhandle
people and he had asked him to "stay out of his
bubble." R1 stated he was scratched by R3 and
R3 pushed him and fell resulting in the sore foot.
R1 stated a lot of people outside witnessed the
incident. R1 further stated the guys outside
"smoke weed and stuff."
On 6/25/19, at 12:45 p.m. nursing assistant
(NA)-A stated she had never seen any incidents
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with R1 and other residents and was not aware
any had occurred. NA-A stated she saw R1 when
she removed his room tray and when he left to go
outside with his friends.
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On 6/26/19, at 12:55 p.m. registered nurse
(RN)-A stated when R1 was in the building he
was well behaved and she had never seen him
fight or swear. RN-A stated she was aware he
had a fight with some other residents and would
not tell management who it was. She stated R1
had scratches on him but was not sure where it
came from. RN-A further stated she heard R1
had 30 days to leave and said "He's very sweet."
On 6/25/19, at 1:04 p.m. RN-B stated he was
aware of the incident when R1 fell and alcohol
was found in his room. RN-B stated he was also
aware of the knife being pulled out during an
altercation with another resident.
On 6/25/19, at 1:39 p.m. RN-C identified herself
as the nurse manager on the unit R1 resided on.
RN-C stated R1 was independent, mostly does
everything by himself and was easy to talk to.
RN-C stated she was aware of the incident with
the drinking and stated he was found on the
ground in his room. RN-C stated R1 was
educated about bringing alcohol into the building
and he consented to random room checks. In
regard to the incident with the knife, RN-C stated
she knew the director of nursing had taken a
knife away from R1 but was not aware of the
incident. She stated RN-B handled that.
At 2:08 p.m. the administrator and DON were
interviewed. The DON stated R1's care plan
should have been updated and behavior plans
should have been monitored. The DON stated
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she would expect interventions to be on the care
plan along with behaviors.
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Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
July 11, 2019
Administrator
North Ridge Health And Rehab
5430 Boone Avenue North
New Hope, MN 55428
Re: State Nursing Home Licensing Orders ‐ Complaint Number H5183193C and H5183194C
Dear Administrator:
A complaint investigation was completed on June 25, 2019. At the time of the investigation, the
investigator assessed compliance with Minnesota Department of Health Nursing Home Rules. The
investigator from the Minnesota Department of Health, Office of Health Facility Complaints, noted one
or more violations of these rules. These state licensing orders are issued in accordance with Minnesota
Statute section 144.653 and/or Minnesota Statute Section 144A.10. If, upon reinspection, it is found
that the violations cited herein are not corrected, a civil fine for each deficiency not corrected shall be
assessed in accordance with a schedule of fines promulgated by rule of the Minnesota Department of
Health.
To assist in complying with the licensing order(s), a “suggested method of correction” has been added.
This provision is being suggested as one method that you can follow to correct the cited violation.
Please remember that this provision is only a suggestion and you are not required to follow it. Failure
to follow the suggested method will not result in the issuance of a penalty assessment. You are
reminded, however, that regardless of the method used, correction of the violation within the
established time frame is required. The “suggested method of correction” is for your information and
assistance only.
The State licensing orders are delineated on the Minnesota Department of Health order form. The
Minnesota Department of Health is documenting the state licensing orders using federal software. Tag
numbers have been assigned to Minnesota state statutes/rules for nursing homes. The assigned tag
number appears in the far left column entitled "ID Prefix Tag." The state statute/rule number and the
corresponding text of the state statute/rule out of compliance is listed in the "Summary Statement of
Deficiencies" column and replaces the "To Comply" portion of the correction order. This column also
includes the findings that are in violation of the state statute after the statement, "This Rule is not met
as evidenced by." Following investigator's findings are the Suggested Method of Correction and the
Time Period For Correction.
PLEASE DISREGARD THE HEADING OF THE FOURTH COLUMN WHICH STATES, "PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO FEDERAL DEFICIENCIES ONLY. THIS WILL APPEAR ON EACH PAGE.

An equal opportunity employer.

North Ridge Health And Rehab
July 11, 2019
Page 2

THERE IS NO REQUIREMENT TO SUBMIT A PLAN OF CORRECTION FOR VIOLATIONS OF MINNESOTA
STATE STATUTES/RULES.
When all licensing orders are corrected, the form should be signed and returned electronically to:
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
You may request a hearing on any assessments that result from non‐compliance with these licensing
orders by providing a written request to the Department within 15 days of receipt of a notice of
assessment for non‐compliance.
Please note it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility’s Governing Body.

Alison Helm, Enforcement Specialist
Licensing and Certification
Minnesota Department of Health
P.O. Box 64970
Saint Paul, Minnesota 55164‐0970
Phone: 651‐201‐4206
Email: alison.helm@state.mn.us
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*****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:
On 6/25/19, an abbreviated survey was
conducted to determine compliance of state
licensure. Your facility was found to not be in
compliance with the MN state licensure.
The following complaints were found to be
Minnesota Department of Health
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substantiated:
H5183193C issued at State tag 0830
H5183194C issued at State tag 0830
The facility is enrolled in ePOC and therefore a
signature is not required at the bottom of the first
page of state form. Although no plan of correction
is required, it is required that the facility
acknowledge receipt of the electronic documents.
2 830 MN Rule 4658.0520 Subp. 1 Adequate and

2 830

7/31/19

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

This MN Requirement is not met as evidenced
by:
Based on observation, interview and document
review the facility failed to provide adequate
supervision in the facility resulting in accidents for
2 of 2 residents (R1, R2) and resident to resident
altercations involving 3 of 3 residents (R1, R2,
R3) reviewed.

Resident R1, R2, and R3 have been
provided adequate supervision.
Residents that smoke have been identified
and have the potential to be affected by
this alleged deficiency.

Findings include:
Minnesota Department of Health
STATE FORM

Current staff have been re-educated on
the safety and supervision of residents
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policy.

R1's admission minimum data set (MDS) dated
3/28/19, indicated he had intact cognition and
was independent with ambulation on and off the
unit. R1's care plan dated 4/7/19, indicated he
was independent with all activities of daily living.
The care plan identified the use of psychotropic
medications but did not indicate target behaviors
or behavioral interventions.

Supervision of the smoking area audits will
be completed weekly x 4 weeks, then
monthly x 3 by the Administrator and/or
designee.
Results of audits will be forwarded to the
QAPI committee for continued quality
improvement and compliance.

Review of R1's facility Progress Notes identified
the following:

Administrator and/or designee will monitor
for compliance weekly.

6/15/19, R1 was observed on the floor at 10:40
p.m.. R1 had arrived to this room twenty minutes
prior, accompanied by another resident from a
different floor. Around 10:35 p.m. the police
arrived at the facility stating they had been called
for help. R1 was unable to speak clearly and
seemed intoxicated. The other resident (R2) who
had called for help was also on the floor next to
him. Two empty liquor bottles were found on the
floor next to the bed.
6/17/19, R1 reported pain located in left foot
when ambulating. Writer observed swelling of
foot with purple discoloration to the 4th toe. R1
reported pain rated 8/10 when moving his foot.
R1 reported he had a verbal altercation with
another resident (R3) who pushed him and
scratched him causing him to fall onto the
concrete.
R2's Admission MDS dated 3/27/19, indicated he
had intact cognition and required supervision for
locomotion on and off the unit. R2's care plan
dated 5/10/19, identified a self care deficit and a
risk for falls related to paraplegia. The care
further identified a risk for injury related to
smoking and indicated R2 chose to smoke
cigarettes and marijuana.
Minnesota Department of Health
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Review of R2's facility Progress Notes indicated
the following:
4/26/19, R2 was ordered by nurse practitioner to
have a urine sample completed. Results came
back positive for THC (Tetrahydrocannabinol the
principal psychoactive constituent of cannabis
metabolites and opiates). R2 currently taking
narcotics. R2 reported to staff he smoked
marijuana prior to hospitalization but denied use
at facility.
6/15/19, Nurse from second floor called writer to
inform they had found R2 and another resident
(R1) on the floor with empty bottles of alcohol.
Police helped them to transfer R2 back into his
wheel chair. R2 stated he was trying to help R1
from falling but both ended up on the floor.
An Incident Report Summary dated 6/17/19,
indicated the following:
R2 informed the administrator on 6/17/19, at
12:00 p.m. that R1 and himself got into a verbal
altercation on 6/16/19, around 5:00 p.m. and R1
pulled out a knife and threatened him with it.
Police have been called. Both residents live on
different units and have been educated to stay
away from each other in common areas. A
correlating investigation indicated R2 was
questioned why he did not immediately report this
incident and replied, "I'm no snitch." The
investigations indicated the pocketknife was
confiscated immediately and remained locked in
a file cabinet in the administrator's office. Facility
investigation noted that neither R1 nor R2 had
any injuries associated with the incident. Neither
resident was talking about what happened as
both parties stated, "they don't want to be a
Minnesota Department of Health
STATE FORM
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snitch". Both residents were educated on
removing themselves immediately if any type of
verbal altercation began and both residents
stated understanding. No further incidents
between the residents noted. Both parties have
been instructed to avoid each other in common
areas. This Investigation report lacked evidence
of interviews with other residents or staff who
may have witnessed the event in an effort to
determine what precipitated R1 pulling out a
knife.
During an interview on 6/25/19, at 12:25 p.m. R1
stated he was assaulted but the facility thought he
was the common denominator so he was given a
discharge notice. R1 stated he did pull his knife
out during the incident with R2 but stated he did
not open it. He stated the administrator took the
knife from him and he no longer had it. R1 stated
the incident took place in the smoking area in the
back of the building. He stated he apologized to
R2 for his part in the incident and stated "were
cool." R1 stated he was offered a different place
to smoke and stated the facility said he shouldn't
be out back but they have seen him out there.
R1 stated another guy (R3) like to manhandle
people and he had asked him to "stay out of his
bubble." R1 stated he was scratched by R3 and
R3 pushed him and fell resulting in the sore foot.
R1 stated a lot of people outside witnessed the
incident. R1 further stated the guys outside
"smoke weed and stuff."
At 12:45 p.m. nursing assistant (NA)-A stated she
had not seen any incidents between R1 and any
other residents and was not aware of any
incidents occurring. NA-A stated she had seen R1
go outside with his friends.
At 12:55 p.m. registered nurse (RN)-A stated R1
Minnesota Department of Health
STATE FORM
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was very well behaved in the building. RN-A
stated she had never seen R1 fight or swear at
anyone. RN-A stated the only issue she was
aware of was that he had a fight with some other
residents but would not tell who it was. She stated
R1 had some scratches from one of the incidents
but did not know who the scratch came from..
RN-A stated R1 goes out to smoke and was
independent so they don't know what goes on
outside. RN-A further stated she did not know
who monitored the smoking area.
At 1:00 p.m. R1 was observed outside in the back
of the building in the smoking area.
At 1:04 p.m. RN-B stated he told R1 he could not
come to the unit R2 resided on unless staff was
present. RN-B stated his understanding was that
R1 and R2 were supposed to be apart when they
were smoking. He stated they could both be in
the smoking area but had to stay away from each
other. RN-B stated in regard to the incident
between R1 and R2, R2 verbalized he had an
altercation with R1 and was told if he felt R1 was
a threat to let the staff know. RN-B stated a few
days later R2 was upstairs visiting with R1 and
said they were friends again. RN-B stated he was
aware R1 had a knife out during the incident but
did not know where the knife was now. In regard
to the incident in R1's room when both residents
fell, RN-B stated he didn't get a clear picture f
what they were doing up there and stated as far
as who was drinking, "it was up in the air."
At 1:39 p.m. RN-C stated R1 was independent
and went outside to smoke by himself. RN-C
stated what she knew about the altercation was
that the director of nursing (DON) told her she
had taken a knife away from R1 but that was all
she knew. RN-C stated she was unaware of the
Minnesota Department of Health
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incident that occurred between R1 and R2. RN-C
stated she was aware the residents were told to
stay away from each other. In regard to who
monitored the residents to ensure they were
outside together, RN-C stated, R1 is
independent, all they could do was educate him.
During interview at 2:08 p.m. with the
administrator and DON, the administrator stated
R2 described the incident with R1 like he was
"playing around," and stated he didn't describe
what happened. The administrator stated nobody
"wants to be a snitch." He stated R1 said he did
not take the incident as horseplay or messing
around. The administrator stated he told R1
instead of smoking out back where the incident
occurred he could smoke out front. The
administrator stated the knife had been
confiscated. The administrator further stated he
was aware most of the management had said
they were not aware of the incident and stated he
needed to communicate better with them. He
stated he felt the floor staff were aware and
watched the residents. The administrator stated
there were no times that staff were monitoring the
smoking area and there had never been any
monitoring. He stated it was suspected that R2
and others smoked marijuana in the smoking
area and rumored they go across the street The
DON stated staff have smelled it but when they
go back out the smell is gone. The administrator
further stated R1 had been given a 30 day notice
to leave the facility due to his safety and the
safety of others due to pulling a knife.
A facility policy related to supervision of residents
was requested but not received.
R3's admission minimum data set (MDS), dated
Minnesota Department of Health
STATE FORM
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4/24/19, indicated his cognition was intact and did
not exhibit adverse behaviors. The MDS also
revealed R3 required supervision for locomotion
on and off the unit. The MDS also noted R3 was
administered antidepressant and opioid
medication. The care plan, dated 4/19/19,
indicated R3 was independent with dressing,
grooming, toileting and eating. The care plan also
revealed R3 was monitored for behaviors which
included irritability, anger, anxiety and agitation,
however specific target behaviors or interventions
were not indicated.
An Incident Report Summary dated 6/17/19,
indicated another resident, R2, informed the
administrator on 6/17/19, at 12:00 p.m. that he
had been in a verbal and physical altercation with
R3.The incident resulted in R2 reporting he had
scratch marks on his arms and an injured left foot
which was sustained when he attempted to
"swing at" R3, tripped and fell.
The completed investigation report dated,
6/20/19, revealed that although R2 and R3 live on
different floors in the facility, they both used the
same area while smoking. The following
interventions were implemented:
-R2 was given an alternative smoking area to
avoid contact with R3 when outside
-Staff was to monitor R2 and R3 when in
common areas.
-R2's and R3's care plan was updated
-R2's and R3's were to be monitored for
continuing behaviors
During a conversation on 6/25/19, at 12:30 pm
R3 stated during the allegation on 6/16/19, R2
came at him several times threatening to harm
R3. R3 stated he did not fight back but did push
R2 away from him when "he got in my face" and
Minnesota Department of Health
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"threatened to kick my ass." R3 stated R2
attempted to throw a punch but tripped and fell.
R3 further explained that the incident started out
as fun and then turned into an argument. R3
stated he had not been informed R2 was to
smoke in another area to avoid contact and
stated," I still see him all the time. I was just out
back smoking with him (R2)."
A licensed practical nurse (LPN)-A stated on
6/25/19, at 12:41 p.m. that although she was
aware of the altercation between R2 and R3, she
was not aware of any interventions that were put
in place for R2 and R3 to avoid one another while
in common areas, newly implemented behavior
monitoring, or the new alternative smoking area
for R2
A registered nurse (RN)-B stated on 6/25/19, at
12:50 p.m. he was unaware of the incident
between R2 and R3.
RN-B stated on 6/25/19, at 1:05 p.m. R3's
progress notes lacked charting regarding the
incident on 6/16/19 because R2 made the
allegation directly to the administrator. RN-B
further explained that staff would not be aware of
the newly implemented intervention to keep R2
and R3 apart because they reside on different
floors. RN-B further stated R3 did not have
adverse behaviors. RN-B further explained R3's
care plan lacked the intervention "supervision
with smoking" and verified it had "just been
added."
During an interview with the administrator (ADM)
and director of nursing (DON) on 6/25/19, 2:08
p.m. the administrator explained that although
staff "tried" to keep an eye on the designated
smoking area(s) and to keep certain residents
Minnesota Department of Health
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from one another, the facility did not have a
formal way to monitor residents while smoking.
The ADM further explained that the facility
currently did not monitor any resident who resided
in the facility when smoking and had never had a
monitoring system in place. The ADM stated, I
guess there are things we can work on with
communication so that it gets to the staff on the
floor. If staff doesn't know, they can't keep them
(the residents) safe." The DON added care plans
should be promptly updated to reflect a resident's
current needs and pertinent information should be
brought forth to staff immediately to ensure a
resident's safety and well-being.
A facility policy related to supervision of residents
was requested but not received.
Suggested Method of Correction: The Director of
Nursing or designee could review policies and
procedures, train staff, and implement measures
to provide adequate supervision to prevent and/or
minimize resident to resident altercations. The
director of nursing or designee, could conduct
random audits to assure proper supervision.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days.
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