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 5 000 Initial Comments

In accordance with Minnesota Statute, section 
144.56 and/or Minnesota Statute, section 
144.653, 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 or MN Statute 
indicated below.  When a rule or statute 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.

 5 000

On 3/4/20 through 3/5/20 a complaint 
investigation was conducted to investigate 
HG208066C. The complaint was found to be 
SUBSTANTIATED. No licensing orders were 
issued. Your facility is in compliance with 
requirements of Minnesota Rules, Chapter 4665 
requirements for Supervised Living Facilities 
(SLF).
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W 000 INITIAL COMMENTS W 000

 On 3/4/2020 through 3/5/2020, an abbreviated 
survey was conducted to investigate 
HG208066C. Your facility was  NOT IN 
compliance with 42 CFR Part 483, subpart I, 
requirements for Intermediate Care Facilities for 
Individuals with Intellectual Disabilities.

 In addition The Conditions of Participation: Client 
Protection 42 CFR 483.420 found not met.

An extended survey in the the area of client 
protection was conducted.

HG208066C was substantiated with deficiencies 
issued at W122 and W127.

An Immediate Jeopardy was identified at W122 
and W127 on 2/27/20 at 3:30 p.m.

The immediate jeopardy began on 12/23/20, 
when RC1-D was allowed to return to work with 
vulnerable clients after RC1-D was witnessed to 
hit P1 in the abdomen and head.   The immediate 
jeopardy was removed on 3/5/20, 12:45 p.m. 
when the facility implemented measures to 
protect residents.

 

W 122 CLIENT PROTECTIONS
CFR(s): 483.420

The facility must ensure that specific client 
protections requirements are met.

This CONDITION  is not met as evidenced by:

W 122

 Based on interview and document review, the 
Condition of Participation at 42 CFR 483.420 
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W 122 Continued From page 1 W 122

Client Protection, was not met. The facility failed 
to ensure client protections from abuse resulting 
in risk of abuse to all 59 clients, when Resident 
Counselor 1-D (RC 1-D) hit C1 in the abdomen 
and head, but was allowed to return to work with 
other vulnerable clients unsupervised. This 
resulted in an immediate jeopardy to client health 
and safety. 

The immediate jeopardy began on 2/25/20, when 
RC 1-D was allowed to return to work after RC 
1-E was witnessed hitting C1 in the abdomen and 
head. The IJ was identified on 3/4/20.  The 
Administrator was notified of the immediate 
jeopardy at 2:14 p.m. on 3/4/20.  The immediate 
jeopardy was removed on 3/5/20, 12:45 p.m. 
when the facility implemented measures to 
protect residents.

Findings include:

See W127:  The facility failed to ensure 
protection from abuse for 1 of 1 client (C1) and 
the other 59 clients who resided in the facility 
when RC 1-D physically abused C1 and the 
facility continued to allow RC 1-D to provide 
services to clients.

W 127 PROTECTION OF CLIENTS RIGHTS
CFR(s): 483.420(a)(5)

The facility must ensure the rights of all clients.  
Therefore, the facility must ensure that clients are 
not subjected to physical, verbal, sexual or 
psychological abuse or punishment.

This STANDARD  is not met as evidenced by:

W 127

 Based on interview and document review, the  
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facility failed to ensure that all clients were 
protected from potential abuse when a staff 
member Resident Counselor 1 (RC1-D) was 
witnessed to hit 1 of 1 client (C1) in the abdomen 
and head. Facility staff allowed RC1-D to care for 
other clients in the other facility homes 
unsupervised, placing all 59 clients in the facility 
potentially at risk and resulting in an immediate 
jeopardy situation.

The immediate jeopardy began on 2/25/20, when 
RC1-D was allowed to return to work after RC1-E 
was witnessed hitting C1 in the abdomen and 
head. The IJ was identified on 3/4/20.  The 
Administrator was notified of the immediate 
jeopardy at 2:14 p.m. on 3/4/20.  The immediate 
jeopardy was removed on 3/5/20, 12:45 p.m. 
when the facility implemented measures to 
protect residents.

Findings include: 

Record review revealed C1 was admitted to the 
facility on 2/11/11. C1's diagnoses included 
Moderate Mental retardation, Autism and a 
history of a head injury. C1's abuse prevention 
plan, dated 2/14/19, revealed C1 was at risk for 
abuse, in part because he was unable to, "deal 
with verbally and physically aggressive persons."

During an interview on 3/4/20, at 7:50 a.m. C1, 
who is mostly non-verbal, nodded yes someone 
hit him recently. When asked who C1 stated, 
[RC1-D's Name]." 

During an interview on 3/4/20, at 12:00 p.m. 
RC1-E stated she witnessed RC1-D hit C1 in the 
abdomen and in the face. She stated C1 had 
been in house 4 on 2/18/20, with her for the 
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afternoon and through dinner. Prior to coming to 
house 4, he had been upset and sweating 
profusely. She was able to calm him. When she 
said it was time for him to go back to house 1, he 
did not want to go back. She brought him back to 
house-1 and she witnessed RC1-D say to C1 
something like the following, "It is not over just 
because you left." Then C1 said, "No, [RC1-D], 
No." RC1-D put on black gloves saying, "You 
know what this means." RC1-D closed the blinds, 
and C1 started jumping. RC1-D said, "Don't worry 
I'm not going to hit you yet." Then RC1-D walked 
up to C1 and punched him in the abdomen. C1 
then sat down and said, "OK, OK."  RC1-D then 
said, "Do you want more?" C1 said "No, No."  
RC1-D walked away, C1 put up his middle finger, 
and RC1-D walked up to C1 and hit him across 
the head/face twice. C1 then said, "Call police, 
call my mom." C1 was using more words than he 
usually does, then he ran into his room. Two 
other staff saw the altercation and did nothing. 
RC1-E stated she then went to report the incident 
to her supervisors. 

During an interview on 3/4/20, at 8:30 a.m. 
Program Director B (PD-B) stated when the 
allegation of RC1-D assaulting C1 was made, the 
facility placed RC1-D on leave to protect clients. 
When administrative staff interviewed the other 
staff who would have witnessed the incident, 
those staff stated they did not see an assault. The 
clients present stated they did see RC1-D hit C1. 
PD-B stated she thought the allegation was 
inconclusive and she had no evidence, so they 
facility brought RC1-D back to work in a different 
house from C1 on 3/25/20. Although staff 
retraining was provided, PD-B stated P1 was on 
the schedule to work with clients without 
increased supervision. 
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A review of staffing revealed RC1-D worked on 
2/25/20- House 7, evening shift with  7 clients, 
2/26/20 House 8, evening shift,  with 8 clients, 
2/29/20 and 2/30/20- House 3, evening shift with  
8 clients, 3/3/20-House 4, evening shift, with 7 
clients.

A review of the policy titled Vulnerable Adults and 
Reporting of Incidents, dated 1/11/19, revealed 
the following:  Under section J. Corrective Action 
Plan: 1. Based on the results of the internal 
review, the Administrator or designee must 
develop, document, and implement a corrective 
action plan designed to correct current lapses 
and prevent future lapses in performance by 
individuals of the program, if any, and ensure the 
health and safety of the vulnerable adult. 

The immediate jeopardy was removed on 3/5/20, 
12:45 p.m. when the facility implemented 
measures to protect residents by placing RC1-D 
on an indefinite administrative leave for the 
purpose of continuing the investigation into said 
allegations, to include external investigative 
decisions by law enforcement and count officials, 
revised policy/procedures and educated staff.
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Electronically Delivered Via Email December 7, 2020

Administrator

Lake Owasso Residence

210 Owasso Blvd North

Shoreview, MN  55126

RE: Event ID: WXDS12

Dear Administator:

On November 3, 2020, the Minnesota Department of Health, completed a Post Certification Revisit

(PCR) determine if your facility was in compliance with Federal participation requirements for

Intermediate Care Facilities for Individuals with Intellectual Disabilities participating in the Medicaid

program. Based on the PCR complaint investigation, we have determined your facility does meet the

requirements of Section 1905(d) of the Social Security Act and the following Condition(s) of

Participation (CoP) for Intermediate Care Facilities for Individuals with Intellectual Disabilities

(ICFs/IID) and standard deficiencies pursuant to the complaint investigation, on March 5, 2020.

The Condition of Participation that was corrected is listed below.

       W122  42 CFR § 483.420  Client Protections

        

Please note, it is your responsibility to share the information contained in this letter and the results

of the visit with the President of your facility’s Governing Body.

Feel free to contact me with any questions related to this letter.

Sincerely,

   

Amy Johnson, Program Specialist

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Telephone: 651-201-4121     Fax: 651-201-9697

Enclosure

cc: Licensing and Certification File   

   

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

An equal opportunity employer.


