
Emailed August 26, 2020

Administrator

Lake Owasso Residence

210 Owasso Boulevard North

Shoreview, MN  55126

RE: Event ID: 330Y11   

Project Number: HG208080C,HG208082C, HG208083C

Dear Administrator:

On July 27, 28, 29, 2020, an abbreviated survey was conducted to investigate HG208080C, HG208082C

and HG208083C .  The facility was found NOT to be in compliance with the requirements of 42CFR 483

Subpart I, for Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICF/IID).

In addition, The Condition of Participation: Client Protection 42 CFR 483.420 was found not met.

HG208080C, HG208082C and  HG208083C were substantiated with deficiencies.

At the time of the complaint investigation the survey team noted one or more deficiencies which

indicated that a situation of "Immediate Jeopardy" existed for your clients as detailed in the

deficiencies cited at on the enclosed "Statement of Deficiencies and Plan of Correction" (Form

CMS-2567).   

 During the complaint invesitgation we reviewed your allegation of compliance and determined that

your facility had taken appropriate actions to remove the "Immediate Jeopardy" as detailed in the

deficiencies cited at on the enclosed "Statement of Deficiencies and Plan of Correction" (Form

CMS-2567). Therefore, we removed the immediate jeopardy on August 7, 2020.

One or more of these deficiencies do not 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): This is listed below.

   

      W122  42 CFR § 483.420  Client Protections

Federal certification deficiencies are delineated on the enclosed form CMS-2567 "Statement of

Deficiencies and Plan of Correction".  Certification deficiencies are listed on the left side of the form.   

The right side of the form is to be completed with your written plan for corrective action (PoC).

Ordinarily, a provider will be expected to take the steps necessary to achieve compliance within 60

days of the exit interview.   

   

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.



A PoC for the deficiencies must be submitted within   ten calendar days of your receipt of this letter.   

Your PoC must:

-   Address how corrective action will be accomplished for those residents found to have

been affected by the deficient practice;

 - Address how the facility will identify other residents having the potential to be affected

by the same deficient practice;

 - Address what measures will be put into place or systemic changes made to ensure that

the deficient practice will not recur;

 - Indicate how the facility plans to monitor its performance to make sure that solutions   

  are sustained.  The facility must develop a plan for ensuring that correction is achieved   

  and sustained.  This plan must be implemented, and the corrective action evaluated   

  for its effectiveness.  The plan of correction is integrated into the quality assurance   

  system;

 - Include dates when corrective action will be completed.  The corrective action    

  completion dates must be acceptable to the State.  If the plan of correction is    

  unacceptable for any reason, the State will notify the facility.  If the plan of correction   

  is acceptable, the State will notify the facility.  Facilities should be cautioned that they   

  are ultimately accountable for their own compliance, and that responsibility is not   

  alleviated in cases where notification about the acceptability of their plan of correction   

  is not made timely.  The plan of correction will serve as the facility’s allegation of    

  compliance; and,

    

 - Include signature of provider and date.

The PoC must be placed directly on the CMS-2567, signed and dated by the administrator or your

authorized official. If possible, please type and return your plan of correction to ensure legibility. Please

make a copy of the form for your records and return the original. Additional documentation may be

attached to Form CMS-2567, if necessary.    

Questions regarding all documents submitted as a response to the client care deficiencies (those

preceded by an "W" tag) and emergency preparedness deficiencies (those preceded by an "E" tag), i.e.,

the plan of correction should be directed to:
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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

    

Failure to submit an acceptable written plan of correction of federal deficiencies within ten calendar

days may result in decertification and a loss of federal reimbursement.

Upon acceptance of your PoC, we will revisit the facility to verify necessary corrections.  If you have

not corrected the situation(s) that resulted in the findings of Conditions of Participation being found

not met by   September 27, 2020, we will have no choice but to recommend to the

Minnesota Department of Human Services that your provider agreement be terminated.

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: 651-215-9697
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W 000 INITIAL COMMENTS W 000

 On 7/27/20, 7/28/20 and 7/29/20, an abbreviated 
survey was conducted to investigate 
HG208080C, HG208082C and HG208083C .  
The facility was found NOT to be in compliance 
with the requirements of 42CFR 483 Subpart I, 
for Intermediate Care Facilities for Individuals 
with Intellectual Disabilities (ICF/IID).

In addition, The Condition of Participation: Client 
Protection 42 CFR 483.420 was found not met.

HG208080C, HG208082C and  HG208083C 
were substantiated with deficiencies issued at 
W122, W127.
Additionally, as a result of the investigations 
W154 was also cited.

An Immediate Jeopardy (IJ) was identified at 
W127 on 7/29/20, at 2:16 p.m. and removed 
8/7/20, at 11:45 a.m.

The Immediate Jeopardy began on 7/18/20, when 
alleged perpetrator (AP) resident counselor 
(RC)-Q was witnessed by clients and staff person 
to be yelling, cupping a client's face and hitting 
the client with a towel. When interviewed, RC-R 
verified she had observed RC-Q's actions but had 
not reported it due to fear of retaliation by RC-Q, 
did not want to be a "whistle blower" and wanted 
to remain anonymous.  The director of operations 
(DO) was notified of the IJ on 7/29/20, at 2:16 
p.m.  The IJ was removed on 8/7/20, at 11:45 
a.m. when the facility had implemented measures 
to assess and ensure all clients safety, and 
determined strategies to ensure staff would report 
incidents of abuse.

 

W 122 CLIENT PROTECTIONS W 122

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

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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W 122 Continued From page 1 W 122

CFR(s): 483.420

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

This CONDITION  is not met as evidenced by:
 Based on  interview and document review, the 
Condition of Participation at 42 CFR 483.420 
Client Protection was not met.  The facility failed 
to protect 4 of 4 clients (C7, C8, C9 and C10) 
from verbal and physical abuse, and failed to 
implement protocols for reporting and 
investigating. 

Findings include:

See W127:  The facility failed to protect 4 of 4 
clients (C7,C8 ,C9 and C10)  from abuse.

 

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 
facility failed to protect 4 of 4 clients (C7, C8, C9 
and C10) from physical/verbal abuse by a staff 
member (talking rough, yelling, cupping a client in 
the face and hitting with a towel).  In addition, the 
facility failed to address and implement strategies 
when management at the facility had knowledge 
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W 127 Continued From page 2 W 127

of mandated reporters refusing to report abuse as 
required by law and facility policy.  This resulted 
in an immediate jeopardy (IJ) to the health and 
safety of all 4 clients. 

The Immediate Jeopardy began on 7/18/20, when 
alleged perpetrator (AP) resident counselor 
(RC)-Q was witnessed by clients and staff person 
to be yelling, cupping a client's face and hitting 
the client with a towel. When interviewed, RC-R 
verified she had observed RC-Q's actions but had 
not reported it due to fear of retaliation by RC-Q, 
did not want to be a "whistle blower" and wanted 
to remain anonymous.  The director of operations 
(DO) was notified of the IJ on 7/29/20, at 2:16 
p.m.  The IJ was removed on 8/7/20, at 11:45 
a.m. when the facility had implemented measures 
to assess and ensure all clients safety, and 
determined strategies to ensure staff would report 
incidents of abuse.  

Findings include:

C7's Profile sheet updated 7/27/20, indicated he 
had profound intellectual disability. C7's Individual 
Abuse Prevention Plan (IAPP) dated 4/16/20, 
indicated he was susceptible to abuse, and is 
likely to cooperate in an abusive situation and has 
inability to be assertive. In addition he would be 
unable to report incidents of abuse.

C 8's Profile sheet updated 7/27/20, indicated he 
had mild intellectual disability, schizoaffective 
disorder, adjustment disorder with mixed 
emotions and conduct, pervasive development 
disorder.  IAPP dated 5/21/20, indicated C 8 was 
susceptible to abuse, inability to identify 
potentially dangerous situations, may have 
inappropriate interactions with others which made 
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W 127 Continued From page 3 W 127

him vulnerable to abuse and an inability to deal 
with verbally/physically aggressive persons.

C 9's Profile sheet updated 7/27/20, indicated she 
had  mild intellectual disability, schizoaffective 
disorder, post-traumatic stress disorder, 
personality disorder, anxiety and ADD (attention 
deficit disorder). C 9's IAPP dated 1/9/20, 
indicated she was susceptible to abuse, inability 
to identify potentially dangerous situations, may 
have inappropriate interactions with others which 
made her vulnerable to abuse and an inability to 
deal with verbally/physically aggressive persons.

C10's Profile sheet updated 7/27/20, indicated he 
had mild intellectual disability, generalized anxiety 
disorder with obsessive compulsive features and 
ADHD (attention deficit hyperactivity disorder).  
C10's IAPP dated 4/28/20, indicated he was 
susceptible to abuse, inability to identify 
potentially dangerous situations, may have 
inappropriate interactions with others which made 
him vulnerable to abuse and an inability to deal 
with verbally/physically aggressive persons.

A facility reported Common Entry Point (CEP) 
intake form dated 7/23/20, indicated two reports 
were made by C7's housemates (names not 
identified) indicating they had witnessed RC-Q hit 
C7 with a bath towel and thought the actions 
caused C7 to become angry. Further, the report 
indicated RC-Q had hit C7 with the bath towel 
because C7 was trying to take RC-Q's cell phone 
or electronic tablet. The report indicated RC-Q 
would get frustrated with C7 easily and was 
always trying to take her stuff.  The report also 
included, "Housemate reported they witnessed 
her cupping and slapping [C7's] face after he 
throws items, typically puzzle pieces or small 
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W 127 Continued From page 4 W 127

items he finds on the floor.  The type of slapping 
that was described resembles cupping [C7's] face 
with both hands in the same manner from the 
movie "Home Alone" cups his face after putting 
after shave on it, and slapping [C7's] face real 
hard." 

A facility CEP report dated 7/23/20, indicated C 9 
had reported that on 7/18/20, RC-Q was mean 
and yelled at her and housemates a lot when she 
works.  The report further indicated RC-Q had 
told C 9 to go to her room, didn't want C 9 to call 
the supervisor on duty that day, and was loud and 
bossing residents around.  C 9's report indicated 
she helped with meals everyday but RC-Q would 
not let her, had told her she would get hurt, and 
told her to get out of the kitchen.  The report 
indicated C 9 felt she was being treated like a 
child.  In addition, C 9 reported at one point she 
was told by RC-Q to either go to her room or 
move out. The report indicated C 9 felt afraid of 
RC-Q, did not want her to return, spent two hours 
in her room crying, and had "slept all day Sunday" 
because she did not want to be around RC-Q 
who made her feel bad about herself.  C 9 also 
reported she had witnessed RC-Q hit a resident 
who was unable to speak for himself with a towel 
[C7]. 

A facility reported CEP report dated 7/24/20, 
indicated C 8 reported he feels uncomfortable in 
his house when RC-Q works and had been told 
by RC-Q many times that she does not like him 
and does not want to talk to him.  The CEP report 
indicated when RC-Q had worked the weekend of 
7/18/20, C 8 had tried to talk to the Director of 
Operations and RC-Q had said, "Don't follow that 
dude out." The report indicated when [C 8] had 
tried to explain what he was doing, RC-Q had 
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W 127 Continued From page 5 W 127

stated to C 8, "I'm done."  Further, the report 
indicated C 8 stated RC-Q "treats me real rude 
and mean, saying she don't like me. When she is 
scheduled to work I know its going to be a bad 
weekend."  The report further indicated when a 
housemate had asked RC-Q for the supervisor's 
phone number, RC-Q yelled at him for that and 
told him to mind his own business.  

During interview with the facility's Operations 
Program Director (OPD) on 7/27/20, at 9:42 a.m. 
discussed his interview with RC-R (1 of 2 staff 
working weekend of alleged abuse) stating RC-R 
told him she, "will not be a whistle blower" and 
does not want to tell on anyone. The OPD stated 
RC-R had stated she may have heard yelling 
between RC-Q and another client (C 9), but that 
she was in the laundry room.

During interview with C 9 on 7/27/20, at 11:47 
a.m. C 9 stated on the weekend of 7/18/20, RC-Q 
was yelling at everyone, hitting C7 with a towel on 
his chest multiple times because he was trying to 
take her phone and water bottle. C 9 reported C7 
got mad when RC-Q hit him, so he [C7] started 
hitting himself on the head and RC-Q just walked 
away.  C 9 stated her housemates C 8 and C10, 
also witnessed the abuse as well as RC-R who 
did nothing to stop it.  C 9 said, "The abuse has 
been going on for a month." C 9 said it makes her 
and her housemate stay in their rooms a lot 
adding, "[RC-Q] restricts us from using the phone 
because she thinks clients will call 911 for help."  
C 9 also reported RC-Q had hit her in the chest 
several months ago when she had initially refused 
to take her medications. C 9 confirmed she did 
not report this to anyone, stating she was afraid.

During interview with C 8 on 7/27/20, at 12:06 
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W 127 Continued From page 6 W 127

p.m. C 8 reported the last weekend RC-Q worked 
(7/18/20) was "the worst weekend ever." C 8 
stated RC-Q was "mean and rude, ignoring me 
and telling me that she did not want to talk to me." 
C 8 stated he wished RC-Q wanted to talk to him. 
C 8 also said he is afraid of RC-Q. C 8 said RC-Q 
had not hit him before, but "has slapped [C7] in 
the face several times because [C7] was throwing 
papers." C 8 also stated RC-Q hit C7 with a towel 
because C7 was messing with RC-Q's purse. C 8 
stated RC-Q had called him ugly and had been 
treating him like this for years so he wished RC-Q 
would go to another house to work. C 8 confirmed 
he had not reported the abuse previously.

Attempts were made to interview C7, who was 
determined not to be interviewable. 

RC-R was interviewed on 7/27/20, at 2:00 p.m. 
and stated she had worked the weekend of 
7/17/20, and heard RC-Q yelling at the clients in 
the house, but did not want to be a "whistle 
blower." RC-R further stated RC-Q is intimidating 
to the clients in House 1, and stated she had 
observed RC-Q cup her hands on C7's face. 
RC-C stated she did not know why RC-Q did that 
to C7, but just wished the clients could be treated 
with respect. Furthermore, RC-R stated she was 
afraid to report anything due to the hostile 
environment at the facility and stated even though 
she is a mandated reporter, she will not report 
due to her fear.

RC-S stated during interview 7/27/20, at 3:24 
p.m. he worked the weekend of 7/18/20, but did 
not work with RC-Q often. RC-S stated RC-Q can 
be intimidating and hostile to the clients in House 
1.  Additionally, RC-S stated, "Some of the staff 
here will not report because of the fear of 

FORM CMS-2567(02-99) Previous Versions Obsolete 330Y11Event ID: Facility ID: 00831 If continuation sheet Page  7 of 15



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  08/26/2020
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

24G208 08/07/2020

C

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

210 OWASSO BLVD NORTH
LAKE OWASSO RESIDENCE

SHOREVIEW, MN  55126

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)

COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

W 127 Continued From page 7 W 127

retaliation from colleagues on the campus." 

During interview with  RC-Q on 7/28/20, at 9:24 
a.m. RC-Q stated, "I worked the evening shift on 
Saturday 7/18/20, and a double on Sunday 
7/19/20...I was shocked when the [DPO] called 
me last Friday and said I was suspended about a 
verbal abuse case, I was shocked." RC-Q stated 
the DPO had told her he could not tell her more 
but would get back to her soon. RC-Q stated, "I 
would never do that to the clients. I would never 
hurt any of them. I have worked here for a long 
time. I was joking with them that day. [C 9] was 
taking pictures of me outside.  I think I am going 
to quit my job, it just is not worth risking it. I bet 
[RC-R] lied and made the clients make this up 
about me, I know it. [RC-R] gives them what they 
want!"  RC-Q then stated, "I guess I will be 
contacting the union and letting my other job 
know, this could wreck my career you know!" 
RC-Q further stated she was going to school to 
become a social worker, "This is my passion, I'm 
worried about that too." RC-Q stated she knows 
she talks loud but stated she does not yell at the 
clients or verbally abuse them. 
 
During interview 7/28/20, at 11:08 a.m. C10 
stated, "[RC-Q] is rude and at times will say 'get 
the f... (profanity) out of my face.' When she yells 
I have to cover my ears because it hurts. On the 
last weekend she worked I saw her hit [C7] on the 
side of the face with her hand. I heard a smack 
sound, it was either Saturday or Sunday. I also 
saw her hit [C7] with a towel. I am afraid of her. 
On that weekend [C 9] was going to the token 
cabinet and [RC-Q] yelled at her not to go in there 
by herself, and pinched her in the shoulder."

During interview 7/28/20, at 3:42 p.m. OPD and 
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the Service Program Director (SPD) stated the 
staff had been retrained to their Vulnerable Adults 
policy in March 2020 because they were aware of 
small sectors of staff being afraid of reporting due 
an incident a staff reported in February 2020 
when a staff member reported on another staff 
member, and several of the staff then shunned 
the reporter. They stated they were aware some 
of the staff would not report due to fear of 
retaliation, and indicated 4 years ago the facility 
had a speaker come in to address cultural 
diversity which was unsuccessful. They also 
stated they have been trying to get an additional 
speaker in. The OPD and SPD identified they 
believed staffs' cultural backgrounds played a role 
in the divide among staff and their willingness to 
report on each other.  When asked if they had 
taken measures such as creative scheduling 
(ensuring staff members of same cultures were 
not working together) to ensure clients were safe 
and abuse would be reported or Zero Tolerance 
Policies for not reporting were in place, etc. they 
were unable to provide other action that had been 
taken regarding staff failure to report. 

A facility policy signed 7/13/20, Reporting of 
Maltreatment of Vulnerable Adults, indicated 
under Procedure C: The Facility Must 
Immediately Report to the appropriate authorities 
and forward to the Minnesota Adult Abuse 
Reporting Center (MAARC) abuse including 
physical, emotional, sexual, psychological, 
neglect, including mental harm, physical harm, 
psychological harm, or exploitation regardless of 
who is the alleged perpetrator. The designee will 
notify the administrator or administrator designee, 
collection of all interviews, statements, physical 
evidence and pertinent, maps, pictures or 
diagrams, review of all information related to the 

FORM CMS-2567(02-99) Previous Versions Obsolete 330Y11Event ID: Facility ID: 00831 If continuation sheet Page  9 of 15



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  08/26/2020
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

24G208 08/07/2020

C

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

210 OWASSO BLVD NORTH
LAKE OWASSO RESIDENCE

SHOREVIEW, MN  55126

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)

COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

W 127 Continued From page 9 W 127

allegation and provide initial assessment and 
action plan as immediate corrective action. The 
Policy further indicated:  Failure to Report 1. A 
mandated reporter who knows or has reason to 
believe a vulnerable adult is or has been subject 
to abuse, neglect, maltreatment, mistreatment, 
injuries of unknown source, exploitation, 
involuntary seclusion, and misappropriation of 
property who fails to report that is found to be 
serious or recurring may be disqualified from 
employment in positions allowing direct contact 
with persons receiving services from programs 
licensing by the Department of Human Services 
and by the Minnesota Department of Health.  

The Immediate Jeopardy was removed on 8/7/20, 
at 11:45 a.m. when the facility removed the AP 
from the schedule pending investigation, began 
an internal investigation, conducted assessment 
of all clients to ensure safety, and had developed 
and implemented strategies to ensure their staff 
would report allegations as required.

W 154 STAFF TREATMENT OF CLIENTS
CFR(s): 483.420(d)(3)

The facility must have evidence that all alleged 
violations are thoroughly investigated.

This STANDARD  is not met as evidenced by:

W 154

 The facility failed to thoroughly investigate 
allegations of abuse for 4 of 4 clients (C7,C8,C9 
and C10) who were alleged to be verbally and 
physically abused by a staff member.

Findings include:

C7's  Profile sheet updated 7/27/20, indicated he 
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had profound intellectual disability. C7's Individual 
Abuse Prevention Plan (IAPP)  dated 4/16/20, 
indicated he was susceptible to abuse, and is 
likely to cooperate in an abusive situation and has 
inability to be assertive. In addition he would be 
unable to report incidents of abuse.

C8's Profile sheet updated 7/27/20, indicated he 
had mild intellectual disability, disability, 
schizoaffective disorder, adjustment disorder with 
mixed emotions and conduct, pervasive 
development disorder.  IAPP dated 5/21/20, 
indicated C8 was susceptible to abuse, inability to 
identify potentially dangerous situations, may 
have inappropriate interactions with others which 
made him vulnerable to abuse, inability to deal 
with verbally/physically aggressive persons

C9 Profile sheet updated 7/27/20, indicated she 
had  mild intellectual disability, schizoaffective 
disorder, post-traumatic stress disorder, 
personality disorder, anxiety and ADD (attention 
deficit disorder). C9's IAPP dated 1/9/20, 
indicated she was susceptible to abuse, inability 
to identify potentially dangerous situations, may 
have inappropriate interactions with others which 
made her vulnerable to abuse, inability to deal 
with verbally/physically aggressive persons.

C10's Profile sheet updated 7/27/20, indicated he 
had mild intellectual disability, generalized anxiety 
disorder with obsessive compulsive features and 
ADHD (attention deficit hyperactivity disorder).  
C10's IAPP dated 4/28/20, indicated he was 
susceptible to abuse, inability to identify 
potentially dangerous situations, may have 
inappropriate interactions with others which made 
him vulnerable to abuse, inability to deal with 
verbally/physically aggressive persons.
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A facility reported Common Entry Point (CEP) 
intake form dated 7/23/20, indicated two reports 
were made by C7's housemates (names not 
identified) indicating they had witnessed RC-Q hit 
C7 with a bath towel and thought the actions 
caused C7 to become angry. Further, the report 
indicated RC-Q had hit C7 with the bath towel 
because C7 was trying to take RC-Q's cell phone 
or electronic tablet. The report indicated RC-Q 
would get frustrated with C7 easily and was 
always trying to take her stuff.  The report also 
included, "Housemate reported they witnessed 
her cupping and slapping [C7's] face after he 
throws items, typically puzzle pieces or small 
items he finds on the floor.  The type of slapping 
that was described resembles cupping [C7's] face 
with both hands in the same manner from the 
movie "Home Alone" cups his face after putting 
after shave on it, and slapping [C7's] face real 
hard." 

A facility CEP report dated 7/23/20, indicated  C9 
had reported that on 7/18/20, RC-Q was mean 
and yelled at her and housemates a lot when she 
works.  The report further indicated RC-Q had 
told C9 to go to her room, didn't want C9 to call 
the supervisor on duty that day, and was loud and 
bossing residents around.  C9's report indicated 
she helped with meals everyday but RC-Q would 
not let her, had told her she would get hurt, and 
told her to get out of the kitchen.  The report 
indicated C9 felt she was being treated like a 
child.  In addition, C9 reported at one point she 
was told by RC-Q to either go to her room or 
move out. The report indicated C9 felt afraid of 
RC-Q, did not want her to return, spent two hours 
in her room crying, and had "slept all day Sunday" 
because she did not want to be around RC-Q 
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who made her feel bad about herself.  C9 also 
reported she'd witnessed RC-Q hit a resident who 
was unable to speak for himself with a towel [C7]. 

A facility reported CEP report dated 7/24/20, 
indicated C8 reported he feels uncomfortable in 
his house when RC-Q works and had been told 
by RC-Q many times that she does not like him 
and does not want to talk to him.  The CEP report 
indicated when RC-Q had worked the weekend of 
7/18/20, C8 had tried to talk to the Director of 
Operations and RC-Q had said, "Don't follow that 
dude out." The report indicated when [C8] had 
tried to explain what he was doing, RC-Q had 
stated to C8, "I'm done".  Further, the report 
indicated C8 stated RC-Q "treats me real rude 
and mean, saying she don't like me. When she is 
scheduled to work I know its going to be a bad 
weekend."  The report further indicated when a 
housemate had asked RC-Q for the supervisor's 
phone number, RC-Q yelled at him for that and 
told him to mind his own business.  

During interview with Operations Program 
Director (OPD) on 7/27/20, at 9:42 a.m. he 
confirmed two of five interviewable clients in 
House 1 (where C7 lives) were interviewed 
regarding the allegations of abuse, stating he did 
not have time to complete the other interviews 
with the other clients in the home. Additionally, 
confirmed he had not interviewed the alleged 
perpetrator (RC-Q) and only 1 of 2 staff who were 
working during the alleged abuse. When asked 
why the investigation was not prioritized, OPD 
stated there had been so much going on around 
here, he just did not have time to get to it (the 
investigation). Furthermore, OPD discussed his 
interview with RC-R (1 of 2 staff working weekend 
of alleged abuse) stating RC-R told him she, "will 
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not be a whistle blower" and does not want to tell 
on anyone. RC-R did say she may have heard 
yelling between RC-Q and another client (C9) but 
that she was in the laundry room.  

Although OPD started his investigation, he 
confirmed he did not interview all of the clients 
who had the potential to be affected by the 
alleged perpetrator (AP).  In addition OPD was 
aware RC-R "will not be a whistle blower" which 
meant she potentially could have known more 
about the alleged abuse than what was reported 
but no further questions were asked.  In addition 
although RC-R admitted she witnessed RC-Q yell 
at the clients and cup her hands on C7's face, 
she did not report to the state 
agency/administrator according to facility policy 
with no evidence of repercussion from the facility.   

A facility policy signed 7/13/20, Reporting of 
Maltreatment of Vulnerable Adults indicated under 
Procedure C. The Facility Must Immediately 
Report to the appropriate authorities and forward 
to the Minnesota Adult Abuse Reporting Center 
(MAARC) abuse including physical, emotional, 
sexual, psychological, neglect, including mental 
harm, physical harm, psychological harm, or 
exploitation regardless of who is the alleged 
perpetrator.   The designee will notify the 
administrator or administrator designee, 
collection of all interviews, statements, physical 
evidence and pertinent, maps, pictures or 
diagrams, review of all information related to the 
allegation and provide initial assessment and 
action plan as immediate corrective action.   The 
Policy further indicated Failure to Report 1. A 
mandated reporter who knows or has reason to 
believe a vulnerable adult is or has been subject 
to abuse, neglect, maltreatment, mistreatment, 
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injuries of unknown source, exploitation, 
involuntary seclusion, and misappropriation of 
property who fails to report that is found to be 
serious or recurring may be disqualified from 
employment in positions allowing direct contact 
with persons receiving services from programs 
licensing by the Department of Human Services 
and by the Minnesota Department of Health.
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Emailed August 26, 2020

Administrator

Lake Owasso Residence

210 Owasso Blvd North

Shoreview, MN  55126

Re: Project Number HG208082C

 Event ID: 330Y11

Dear Administrator:

On 7/27/20, 7/28/20 and 7/29/20  an abbreviated survey was completed to investigate complaint

HG208082C.  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).

Attached is the Minnesota Department of Health order form stating that no violations were noted at

the time of this survey. The Minnesota Department of Health is documenting the State Licensing

Correction Orders using federal software. Please disregard the heading of the fourth column which

states, "Provider's Plan of Correction."  This applies to Federal deficiencies only.  There is no

requirement to submit a Plan of Correction.

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 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: 651-215-9697

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.
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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 7/27/20, 7/28/20 and 7/29/20  an abbreviated 
survey was completed to investigate complaint 
HG208082C.  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).

 

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Electronically Delivered Via Email December 7, 2020

RE: Event ID: 330Y12

Administrator

Lake Owasso Residence

210 Owasso Blvd North

Shoreview, MN  55126

RE: Event ID: 330Y12

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.



Lake Owasso Residence

December 6, 2020

Page   2
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{W 000} INITIAL COMMENTS {W 000}

 An onsite revisit was conducted on 11/2/20 and 
11/3/20, to determine compliance with federal 
deficiencies issued during a full survey exited on 
7/27/20.  The facility was determined to have not 
met substantial compliance with the regulations at 
42 CFR 483. Subpart I, for Intermediate Care 
Facilities for Individuals with Intellectual 
Disabilities (ICF/IID).

The Condition of Participation at 42 CFR 483.420 
Client Protection, was found to be back in 
compliance with only standard deficiencies 
reissued.

 

{W 153} STAFF TREATMENT OF CLIENTS
CFR(s): 483.420(d)(2)

The facility must ensure that all allegations of 
mistreatment, neglect or abuse, as well as 
injuries of unknown source, are reported 
immediately to the administrator or to other 
officials in accordance with State law through 
established procedures.

This STANDARD  is not met as evidenced by:

{W 153}

 Based on interview and document review the 
facility failed to immediately report client to client 
abuse for 1 of 5 clients (C9) reviewed for abuse.

Findings included:

C9's Profile sheet updated 6/22/20, indicated she 
had diagnosis of moderate intellectual disability 
and bipolar.  

An Incident Report Form (IRF) dated 10/25/20, at 
2:50 p.m. indicated C9 was getting her laundry 
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{W 153} Continued From page 1 {W 153}

while yelling.  C9 then stubbed her toe and 
started screaming and swearing.  A housemate 
then backed her into a wall and scratched her 
and pulled her hair.  Staff immediately separated 
them and provided redirection to both clients.  
Staff continued to observe the clients and helped 
keep them apart for the rest of the evening with 
redirection to maintain the safety of themselves 
and others.  C9 sustained minor injury to her face 
that included a scratch and a bloody lip from 
self-injurious behavior (SIB).  The report indicated 
the nurse was called.  Staff cleansed her lip, 
Aquaphor was applied and ice.   No report was 
made to the state agency (SA) at the time.  

Records indicated on 10/26/20, at 9:51 a.m. 
director of operations (DO) submitted a report to 
the SA. 

During an interview on 11/3/20, at 12:09 p.m. DO 
stated after an incident, the nurse assesses the 
client injuries and does what is needed.  The 
nurse then fills out the IRF and gives to the 
supervisor.  The DO stated there was no 
supervisor onsite that evening and the nurse did 
not submit a report to the SA.  The DO stated all 
staff are trained to report to the SA.  The DO 
stated there was a supervisor on call until 
Monday morning that could have been called to 
submit a report to the SA.

At 12:15 p.m. the DO stated this incident should 
have been reported sooner than Monday morning 
when I came in and saw it on the desk.  The DO 
stated it should have been reported after the 
incident occurred.  The DO stated we have had 
issues in the past with reporting.  When asked, 
DO identified the nurse involved had not been 
formally disciplined or retrained to date.
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{W 153} Continued From page 2 {W 153}

The facility policy Reporting of Maltreatment of 
Vulnerable Adults revision date 9/30/20, revealed 
A. All mandated reporters will report suspected 
allegations of abuse, neglect, maltreatment, or 
mistreatment, injuries of unknown source, 
exploitation, involuntary seclusion, and 
misappropriation of property to the administrator 
or designee immediately, unless the situation is 
unstable, in which the report must be made as 
soon as the safety of all residents is assured.  
B. Allegation includes abuse neglect, 
maltreatment, mistreatment, injuries of unknown 
source, exploitation, involuntary seclusion, and 
misappropriation of property, a report to the SA is 
required.  Reporting made by the facility must be 
done immediately to the appropriate authorities.  
C. The facility must immediately report:
 11. Resident to resident altercations which are 
willful, the action(s) result in infliction of injury, 
unreasonable, confinement, intimidation or 
punishment with likelihood of resulting physical 
harm, pain, or mental anguish.

{W 455} INFECTION CONTROL
CFR(s): 483.470(l)(1)

There must be an active program for the 
prevention, control, and investigation of infection 
and communicable diseases.

This STANDARD  is not met as evidenced by:

{W 455}
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