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******ATTENTION******

HOME CARE PROVIDER  LICENSING
CORRECTION  ORDER

In accordance  with Minnesota  Statutes,  section
144A.43  to 144A.482,  the  Minnesota  Department
of Health  issued  a  correction  order( s)  pursuant  to
a  survey.

Determination  of whether  a  violation is corrected
requires  compliance  with all requirements
provided  at  the  statute  number  indicated  below.
When  a  Minnesota  Statute  contains  several
items,  failure to comply  with any  of the  items  will
be  considered  lack  of compliance.

The  Minnesota  Department  of Health
documents  the  State  Licensing  Correction
Orders  using  federal  software.  Tag
numbers  have  been  assigned  to
Minnesota  State  Statutes  for Home  Care
Providers.  The  assigned  tag  number
appears  in the  far left column  entitled  "ID
Prefix Tag." The  state  statute  number  and
the  corresponding  text of the  state  statute
out of compliance  are  listed  in the
"Summary  Statement  of Deficiencies"
column.  This column  also  includes  the
findings  that  are  in violation of the  state
requirement  after  the  statement,  "This
Minnesota  requirement  is not  met  as
evidenced  by." Following the  surveyors  '
findings  is the  Time Period  for
Correction. ??

INITIAL COMMENTS:

On January  9, 2020  the  Minnesota  Department
of Health  initiated  an  investigation  of complaint
#HL29190003M  & HL29190004C.  At the  time of
the  survey,  there  were  11 clients  receiving
services  under  the  comprehensive  license.

The  following correction  orders  are  issued  for,
tag  identification  0325  and  0865.

Per  Minnesota  Statute  § 144A.474,  Subd.
8(c), the  home  care  provider  must
document  any  action  taken  to comply  with
the  correction  order.  A copy  of the
provider  ' s  records  documenting  those
actions  may  be  requested? for follow­up
surveys.  The  home  care  provider  is not
required  to submit  a  plan  of correction  for
approval;  please  disregard  the  heading  of
the  fourth column,  which states  "Provider  '
s  Plan  of Correction. "?

The  letter  in the  left column  is used  for
tracking  purposes  and  reflects  the  scope
and  level issued  pursuant  to Minn. Stat.  §
144A.474,  Subd.  11 (b).
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0 325

Subdivision  1. Statement  of rights.  A person  who
receives  home  care  services  has  these  rights:
(14)  the  right to be  free  from physical  and  verbal
abuse,  neglect,  financial  exploitation,  and  all
forms
of maltreatment  covered  under  the  Vulnerable
Adults Act and  the  Maltreatment  of Minors Act;

This MN Requirement   is not  met  as  evidenced
by:
Based  on  observations,  interviews,  and
document  review,  the  facility failed to ensure  one
of one  clients  reviewed  (C1)  was  free  from
maltreatment.   C1 was  neglected  when  staff
failed to supervise  C1 according  to C1' s  service
and  relapse  plan.

Findings  include:

On March  16,  2020,  the  Minnesota  Department
of Health  (MDH) issued  a  determination  that
neglect  occurred,  and  that  the  facility was
responsible  for the  maltreatment,  in connection
with incidents  which occurred  at  the  facility. The
MDH concluded  there  was  a  preponderance  of
evidence  that  maltreatment  occurred.

No Plan  of Correction  (PoC)  required.
Please  refer  to the  maltreatment  public
report  for details.

0 865   144A.4791,  Subd.  9(a­e)  Service  Plan,
SS= D  Implementation  & Revisions

Subd.  9. Service  plan,  implementation,  and
revisions  to service  plan.  (a)  No later  than  14
days
after  the  initiation of services,  a  home  care
provider  shall  finalize a  current  written service
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plan.

0 865

(b) The  service  plan  and  any  revisions  must
include  a  signature  or other  authentication  by the
home
care  provider  and  by the  client  or the  client's
representative  documenting  agreement  on  the
services  to be
provided.  The  service  plan  must  be  revised,  if
needed,  based  on  client  review  or reassessment
under
subdivisions  7 and  8. The  provider  must  provide
information  to the  client about  changes  to the
provider' s
fee  for services  and  how to contact  the  Office of
the  Ombudsman  for Long­Term Care.

(c) The  home  care  provider  must  implement  and
provide  all services  required  by the  current
service
plan.

(d) The  service  plan  and  revised  service  plan
must  be  entered  into the  client's  record,  including
notice  of a  change  in a  client's  fees  when
applicable.

(e)  Staff providing  home  care  services  must  be
informed  of the  current  written service  plan.

This MN Requirement   is not  met  as  evidenced
by:
Based  on  document  review  and  interview,  the
facility failed to implement  the  client's  service
plan  for one  of one  clients  (C1) , when  the
supervision  indicated  on  C1' s  service  plan  and
relapse  prevention  plan  was  not implemented  by
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facility staff.  C1' s  service  plan  indicated  C1
required  supervision  in the  community  due  to
mental  health  needs,  and  C1's  plan  included  that
staff  were  to call 911 if C1 went  to a  place  that
sold  alcoholic  beverages,  however  C1 went  to a
bar  and  no  staff interventions  were  implemented.

0 865

This practice  resulted  in a  level two violation (a
violation that  did not harm  a  client's  health  or
safety  but had  the  potential  to have  harmed  a
client's  health  or safety,  but  was  not likely to
cause  serious  injury, impairment,  or death) , and
was  issued  at  an  isolated  scope  (when  one  or a
limited number  of clients  are  affected  or one  or a
limited number  of staff are  involved  or the
situation  has  occurred  only occasionally) .

Findings  include:

C1 was  admitted  to the  facility on  1/29/2019  with
diagnoses  which included  borderline  personality
disorder,  anxiety  and  depression.  The  client  also
had  a  history  of alcohol  use  and  self­injurious
behavior.

C1's  signed  service  agreement  dated  1/29/2019
indicated  the  client was  not allowed  to be  alone
in the  community  due  to mental  health  symptoms
and  cognitive  abilities.   In addition,  the  service
plan  indicated  the  client  was  to be  supervised  by
staff while in the  community.

C1 also  had  a  signed  Relapse  and  Crisis
Prevention  Plan  dated  2/22/2019  which directed
staff  to call 911 if the  client  was  heading  to an
establishment  that  sold  liquor.

A facility incident  report  dated  8/19/2019
indicated  that,  on  4/6/2019,  C1 went  to the  bar
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with a  staff  member  (unlicensed  personnel)
ULP­C and  paid  for herself  and  the  staff
member' s  drinks.

0 865

A facility internal  investigation  dated  8/19/2019
indicated  that  facility administration  investigated
the  4/6/2019  incident  involving C1 and  ULP­C.
The  internal  investigation  indicated  that  another
staff member  (unlicensed  personnel)  ULP­D
working on  4/6/2019  did not witness  or have  any
indication  that  C1 had  left with the  ULP­C and
was  not able  to smell  alcohol  on  C1 or ULP­C.
The  internal  investigation  indicated  it was  unable
to determine  if the  incident  occurred  and  ULP­C
denied  taking  C1 to the  bar,  and  no  longer
worked  at  the  facility at  the  time  the  incident  was
reported.

An interview with C1 on  2/13/2020  at  2:55  p.m.
indicated  C1 recalled  the  incident.  C1 stated  that
ULP­C asked  C1 if she  wanted  to go  to the  bar
and  C1 said  yes.   C1 stated  that  they  went  to a
bar  near  the  facility and  C1 paid  for her  and
ULP­C's  drinks.  C1 could  not recall  the  name  of
the  staff  member  but stated  she  had  told the
facility administration  the  staff  member' s  name  at
some  point.   C1 stated  the  date  the  incident
occured  was  4/6/2019  and  wanted  to provide  her
bank  statements  that  displayed  she  withdrew
money  and  used  her  credit  card  on  that  date  at
the  bar.

A review  of C1' s  bank  statement  indicated  on
4/6/2019  an  ATM withdraw was  made  from C1's
bank  account,  for an  amount  of $43.00,  at  the  bar
and  on  4/8/2019  a  transaction  was  processed  for
the  amount  of $35.50  from the  same  bar.

Interview with the  housing  director  on  2/24/2019
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at  3:01  p.m. indicated  that  the  facility completed
an  internal  investiation  surrounding  the  incident
but were  unaware  of the  alleged  incident  until
several  months  later.  The  housing  director
indicated  that  ULP­C no  longer  worked  at  the
facility at  the  time they  learned  of the  allegation,
however  was  still interviewed  during  the  internal
investigation  and  denied  taking  C1 to the  bar.
The  housing  director  indicated  they  had  not been
provided  any  bank  statements  to display  that  this
incident  occurred  and  so  had  not been  able  to
corraborate  that  the  incident  occurred.   The
housing  director  indicated  C1 no  longer  resided
at  the  facility, but  stated  staff  should  have  been
following C1's  service  plan  at  all times,  and  C1
was  required  to be  supervised  at  all times  in the
home  and  when  out in the  community.

0 865

A policy on  service  plan  implementation  was
requested,  however  not provided  by the  facility.

Time Period  for Correction:  Twenty one  (21)  days
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