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Office of Health Facility Complaints
Investigative Public Report
Report #: HL32703001 and HL32703002

Date Concluded: December 26, 2018
Date of Visit: December 13, 2018

Name, Address, and County of Facility
Investigated:
Kubra Home Care Inc
2435 15th Avenue South
Minneapolis, MN 55404
Hennepin County

Name, Address, and County of Housing with
Services Registration:
Kubra Home Care Inc
2435 15th Avenue South
Minneapolis, MN 55404
Hennepin County

Facility Type: Home Care Provider

Investigator’s Name:
Earl Bakke, RN, MSOL, BSN, CEN, EMT‐P
Special Investigator

Finding: Substantiated, individual responsibility
Nature of Visit:
An unannounced visit was conducted to investigate an allegation of maltreatment,in
accordance with the Minnesota Reporting of Maltreatment of Vulnerable Adults Act,Minn.
Stat. 626.557, and to evaluate compliance with applicable licensing standards for the provider
type.
Allegation(s):
It is alleged that Client 1 and Client 2 were neglected when a facility staff member failed to
provide adequate supervision, which resulted in verbal threats between both clients. As a
result, Client 1 is fearful of client 2.
Investigative Findings and Conclusion:
Neglect was substantiated. The alleged perpetrator was responsible for the maltreatment. It
was inconclusive whether there was neglect of supervision in relation to the verbal statements
between clients due to a lack of sufficient evidence to show the Facility failed to implement
safety precautions for the clients; however, neglect is substantiated due to failure to provide
supervision when the Facility was found without any staff members on site. Upon arrival for
the site investigation, a client advised there was no staff there, and that the sole night staff
member had left.
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The investigation included interviews with a registered nurse. The investigator conducted a
tour of the facility, to include common areas and client’s rooms. The investigation included
review of documents, to include, but not limited to, the client’s medical records, policies,
schedules, time sheets, and incident reports.
Client 1 and Client 2 received services from the comprehensive home care provider for
medication and behavioral management.
Over the course of several days, client 1 and client 2 began having verbal disagreements. The
Facility worked with the clients to try to redirect them or keep them separated. Days later, law
enforcement became involved and the Facility terminated client 1’s services. Facility incident
documentation indicated client 1 had also become aggressive towards Facility staff members.
The Facility began interventions with client 1,to include one‐on‐one walks and transportation
to physician’s appointments. On the way to one of the appointments, client 1 jumped out of
the car and ran across a busy highway. The staff member who had been transporting client 1
notified law enforcement for assistance.
During an interview with client 1, he said client 2 suddenly became verbally abusive while they
were watching television. Client 1 got up to make hot tea, and upon returning, client 2 went
and got the hot water kettle and swung it at client 1. Client 1 said he did not know what client
2’s intentions were. Law enforcement came and made client 2 leave for the night. Client 1 said
the Facility did not implement any safety interventions,but they did offer to move client 1 to
another room because client 1 and client 2 resided across from one another. Client 1 said he
became afraid and, therefore, became a “hermit” in his own room.
On arrival for the site investigation, at approximately 8:45 a.m., the investigator found the front
door to the Facility unlocked and partially ajar. After knocking and receiving no answer, the
investigator entered the facility with an announcement of presence. After hearing no reply or
any sounds, a walk‐through of the Facility began. On the second floor, a male was found
sleeping on a couch. A second male walked out of a room. The male said he was a client and,
when asked where Facility staff members were,the client seemed shocked to learn no Facility
staff was on the premises. The client did a walk through and confirmed no staff members were
on site. The client did mention there had been a staff member on the premises earlier,because
the staff member gave the client his morning medications.
A nurse was called and informed there was no staff on the premises. The nurse asked, “what
do you mean there is no one there?” Approximately 45 minutes later, the nurse arrived. About
20 minutes after the nurse arrived, a male staff member arrived. He was identified as the staff
member who worked the night shift and had left the Facility’s clients unattended. He declined
to be interviewed.
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Approximately 15 minutes later, a female staff member, identified as management, arrived.
The management staff member said she was supposed to have been working the day shift,and
spontaneously said she had called the night shift staff member to say she would be late. The
management staff member permitted the viewing of her call log on her phone. No calls were
listed until receiving a call from the client mentioned above. He had called her to make her
aware no staff were on the premises. The management staff member also declined to be
interviewed.
A review of the Facility’s employee time sheets showed the night staff member did not
document what time he got to work or what time he left. Management did provide a copy of
the schedule for November, and said December was the same. The schedule indicated the
night staff member’s shift ended at 7:00 a.m. No one could determine how long the clients
were left alone, but it was at least 45 minutes.
During an interview, a nurse said a staff member was supposed to be on the premises 24 hours
a day. The nurse said it posed a safety hazard to clients if staff members were not there,and
the front door was supposed to be locked at all times. The nurse also mentioned the night staff
member had administered the morning medications;however, upon review of the client’s
medical records, that staff member did not document the administration of the medication,
which would have included the time of administration.
In conclusion, neglect was substantiated. The alleged perpetrator knowingly left the premises
without another staff member being present to care for the clients,leaving clients who have
mental health and behavioral challenges unsupervised for an undisclosed amount of time.
"Neglect" means:
(a) The failure or omission by a caregiver to supply a vulnerable adult with care or services,
including but not limited to, food, clothing, shelter, health care, or supervision which is:
(1) reasonable and necessary to obtain or maintain the vulnerable adult's physical or mental
health or safety, considering the physical and mental capacity or dysfunction of the vulnerable
adult; and
(2) which is not the result of an accident or therapeutic conduct.
(b) The absence or likelihood of absence of care or services,including but not limited to, food,
clothing, shelter, health care, or supervision necessary to maintain the physical and mental
health of the vulnerable adult which a reasonable person would deem essential to obtain or
maintain the vulnerable adult's health, safety, or comfort considering the physical or mental
capacity or dysfunction of the vulnerable adult.
Vulnerable Adult interviewed: Yes (1 of 2, one client had no current contact information)
Family/Responsible Party interviewed: Yes
Alleged Perpetrator interviewed: No, declined interview
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Action taken by facility:
None known at this time.
Action taken by the Minnesota Department of Health:
The facility was found to be in noncompliance with a client’s bill of rights regarding being free
from maltreatment, Licensee having competent staff, a client’s bill of rights regarding up to
date standards of practice, up to date assessments, employee records and documentation of
medication administration. To view a copy of the Statement of Deficiencies and/or correction
orders, please visit:
http://www.health.state.mn.us/divs/fpc/directory/surveyapp/provcompselect.cfm, or call 651‐
201‐4890 to be provided a copy via mail or email. If you are viewing this report on the MDH
website, please see the attached Statement of Deficiencies.
The responsible party will be notified of their right to appeal the maltreatment finding.If the
maltreatment is substantiated against an identified employee,this report will be submitted to
the nurse aide registry for possible inclusion of the finding on the abuse registry and/or to
the Minnesota Department of Human Services for possible disqualification in accordance with
the provisions of the background study requirements under Minnesota 245C.

cc:

Health Regulation Division – Home Care and Assisted Living Program
The Office of Ombudsman for Long‐Term Care
Minneapolis City Attorney
Minneapolis Police Department
Hennepin County Attorney
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******ATTENTION******

Minnesota Department of Health is
documenting 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 is 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.

HOME CARE PROVIDER LICENSING
CORRECTION ORDER
In accordance with Minnesota Statutes, section
144A.43 to 144A.482, this correction order(s) has
been issued pursuant to a survey.
Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.
INITIAL COMMENTS:

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.

On December 13, 2018, a complaint investigation
was initiated to investigate complaint
#HL32703001 and HL32703002. The following
correction orders are issued.

However, home care providers are
required to document any action taken to
comply with these correction orders, per
Minn. Stat. 144A.474, Subd. 8(c).
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).
0 265 144A.44, Subd. 1(2) UpToDate Plan/Accepted
SS=I Standards Practice
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Subdivision 1. Statement of rights. A person who
receives home care services has these rights:
(2) the right to receive care and services
according to a suitable and uptodate plan, and
subject to
accepted health care, medical or nursing
standards, to take an active part in developing,
modifying, and
evaluating the plan and services;
This MN Requirement is not met as evidenced
by:
Based on observation, interview, and document
review, the Licensee failed to have staff available
to provide care for 5 of 5 clients (all clients),
when the Licensee's premises was found without
any staff working, thus leaving all clients without
any form of help or care should the need arise.
This practice resulted in a level three violation (a
violation that harmed a client's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death), and was
issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the clients).
The findings include:
During an observation on December 13, 2018, at
8:45 am, upon arrival to perform an investigation,
the front door to the facility was found unlocked
and the door partially ajar. After walking in, no
staff was seen. Several announcements were
made, saying "hello" and "anybody here" and no
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one answered. Upon walking upstairs, a male
was found sleeping on a couch. The male woke
up and said he was a client. A second male soon
appeared and also said he was a client. No staff
member was located.
A document review, titled November 2018, dated
with all the days in the month, indicated the night
shift staff member worked from 11 pm to 7 am.
The same document indicated the day shift staff
member worked from 7 am to 3 pm and a second
day shift staff member worked 9 am to 5 pm. No
schedule was provided for December. A Housing
Director (HD)A said she did not have the
December schedule printed, but it was the same
as November.
A document review, titled biweekly time sheet,
was found in a communication book. The form
was used by employees to sign in and out of the
shifts worked. There were no biweekly time
sheet forms for HDA, who was scheduled for the
7 am day shift or for a home health aide
(HHA)C, who had been scheduled for the
previous night shift.
On December 13, 2018, HDA arrived at the
Licensee shortly before 10 am, after being called
by a client. HDA declined to be interviewed,
spontaneously saying she had been taking
medications for a dental problem and would not
feel comfortable with her responses. HDA was
the same person who was supposed to be caring
for the clients on the day shift and also
administering their medications.
On December 13, 2018, shortly after 9:30 am,
HHAC returned to the Licensee, but declined to
be interviewed. HHAC did say though he did not
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remember what time he had left and he did not
sign his time sheet because it had been locked in
an office.
(However, the time sheets, mentioned above,
were actually located in the same cabinet where
the client's medications were kept, and HHAC
would have had access to during his shift.)
During an interview with a client (C3), on
December 13, 2018, at 9:05 am, C3 said the
front door was supposed to be locked. C3 said
anyone could have just walked in and taken stuff,
such as the TV. C3 confirmed there was no staff
on the premises, but said HHAC had given him
his medications about 7:30 am. C3 said there
was no one there to make breakfast, but he could
just do it himself. C3 did not know why there was
no staff there.
During an interview with a registered nurse
(RN)B on December 13, 2018, at 11:45 am,
RNB said the staff was supposed to be at the
Licensee 24 hours a day. RNB said it did pose
a safety hazard to the clients if staff were not at
the Licensee's Facility. RNB said the front door
was supposed to be locked. RNB said the staff
was supposed to do a shift to shift
communication and meet with each other, but it
did not appear it had been done. RNB said it
was neglectful to leave the clients alone.
A policy, titled Vulnerable Adult, undated and
unsigned, indicated neglect occurs when a
vulnerable adult is not supplied with reasonable
and necessary care or services; the failure or
omission by a caregiver to supply the vulnerable
adult with necessary food, clothing, shelter,
healthcare or supervision, which is reasonable
and necessary to obtain or maintain the physical
Minnesota Department of Health
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and mental health or safety.
A policy, titled Attendance and Report, untitled
and unsigned, indicated employees will be
expected to report at the scheduled work time,
including returning from breaks and lunch.
A policy, titled Hours of work, untitled and
unsigned, indicated all employees will be
expected to be to work on time. If an employee
will be delayed, the employee shall call his/her
supervisor and inform him/her of the reason for
the late arrival.
TIME PERIOD FOR CORRECTION:
IMMEDIATELY
0 315 144A.44, Subd. 1(12) Served by People Who Are
SS=I Competent

0 315

Subdivision 1. Statement of rights. A person who
receives home care services has these rights:
(12) the right to be served by people who are
properly trained and competent to perform their
duties;
This MN Requirement is not met as evidenced
by:
Based on interview and document review, the
Licensee failed to provide 5 of 5 clients (all
clients) reviewed with staff who were competent
to administer medications, when random
employee files were reviewed, and none of them
had documentation of medication administration
and management training and competency.
This practice resulted in a level three violation (a
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violation that harmed a client's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death), and was
issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the clients).
The findings include:
Employee (EMP)1's employment file was
reviewed. EMP1 was hired on June 14, 2018. A
review of EMP1's file did not contain
documentation indicating successful training and
competency to administer medications to clients.
A document, titled Unlicensed Personnel
Competency Evaluation, dated June 18, 2018,
indicated EMP1 received and was competent on
"medications", but the home health aide
competency test did not contain any questions
regarding medications, there was no separate
medications test, and there was no
documentation regarding successful observation
EMP1 by a registered nurse administering
medications. The competency test in EMP1's
file had not been graded.
EMP1 declined to be interviewed
EMP2's employment file was reviewed. EMP2,
the housing manager, was hired on March 21,
2018. A review of EMP2's file did not contain
documentation indicating successful training and
competency to administer medications to clients.
A document, titled Unlicensed Personnel
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Competency Evaluation, dated April 16, 2018,
indicated EMP2 received and was competent on
"medications," but the home health aide
competency test did not contain any questions
regarding medications, there was no separate
medication test, and there was no documentation
regarding successful observation of EMP2 by a
registered nurse administering medications.
EMP2 declined to be interviewed, spontaneously
saying she had been taking medications related
to a dental problem and would not feel
comfortable with her responses.
During an interview with a registered nurse
(RN)B on December 13, 2018, at 11:45 am,
RNB said she had done medication training with
the employees, and there was supposed to be
documentation of the training in their files, but the
documentation was not there (in either file).
RNB agreed the competency tests were not
graded, and therefore, no competency could be
established.
A policy, titled Training and Competency
Evaluation Policy, undated and unsigned,
indicated training and competency evaluations
for all unlicensed personnel will include
administering medication or treatments as
required  This is a delegated task and would
have individualized training and competency
assessment. The policy indicated unlicensed
personnel performing delegated nursing task for
a comprehensive home care provider must: have
successfully completed training and
demonstrated competency by successfully
completing a written or oral test on the topics
listed.
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******ATTENTION******

Minnesota Department of Health is
documenting 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 is 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.

HOME CARE PROVIDER LICENSING
CORRECTION ORDER
In accordance with Minnesota Statutes, section
144A.43 to 144A.482, this correction order(s) has
been issued pursuant to a survey.
Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.
INITIAL COMMENTS:

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.

On December 13, 2018, a complaint investigation
was initiated to investigate complaint
#HL32703001 and HL32703002. The following
correction orders are issued, in addition to the
two immediate correction orders already issued.

However, home care providers are
required to document any action taken to
comply with these correction orders, per
Minn. Stat. 144A.474, Subd. 8(c).
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).
0 325 144A.44, Subd. 1(14) Free From Maltreatment
SS=I

0 325

Subdivision 1. Statement of rights. A person who
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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 observation, interview, and document
review, the Licensee failed to keep 5 of 5 clients
free from maltreatment, in regards to neglect of
supervision, when no staff were found on the
License's premises to provide supervision and
care of the clients. Clients could have sustained
a medical problem, such as a reaction to
medications, a fall down the stairs or an
assortment of other emergencies that may have
required staff intervention.
This practice resulted in a level three violation (a
violation that harmed a client's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death), and was
issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the clients).
The findings include:
During an observation on December 13, 2018, at
8:45 am, upon arrival to perform an investigation,
the front door to the facility was found unlocked
and the door partially ajar. After walking in, no
staff was seen. Several announcements were
made, saying "hello" and "anybody here," and no
one answered. Upon walking upstairs, a male
was found sleeping on a couch. The male woke
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up and said he was a client. A second male soon
appeared and also said he was a client. No staff
member was located.
A document review, titled November 2018, dated
with all the days in the month, indicated the night
shift staff member worked from 11 pm to 7 am.
The same document indicated the day shift staff
member worked from 7 am to 3 pm and a second
day shift staff member worked 9 am to 5 pm. No
schedule was provided for December. A Housing
Director (HD)A said she did not have the
December schedule printed, but it was the same
as November.
A document review, titled biweekly time sheet,
was found in a communication book. The form
was used by employees to sign in and out of the
shifts worked. There were no biweekly time
sheet forms for HDA, who was scheduled for the
7:00 am day shift or for a home health aide
(HHA)C, who had been scheduled for the
previous night shift.
On December 13, 2018, HDA arrived at the
Licensee shortly before 10:00 am, after being
called by a client. HDA declined to be
interviewed, spontaneously saying she had been
taking medications for a dental problem and
would not feel comfortable with her responses.
HDA was the same person who was supposed to
be caring for the clients on the day shift and also
administering their medications.
On December 13, 2018, shortly after 9:30 am,
HHAC returned to the Licensee, but declined to
be interviewed. HHAC did say though he did not
remember what time he had left and he did not
sign his time sheet because it had been locked in
an office. (However, the time sheets, mentioned
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above, were actually located in the same cabinet
where the client's medications were kept, and
HHAC would have had access to during his
shift.)
During an interview with a client (C3), on
December 13, 2018, at 9:05 am, C3 said the front
door was supposed to be locked. C3 said
anyone could have just walked in and taken stuff,
such as the TV. C3 confirmed there was no staff
on the premises, but said HHAC had given him
his medications about 7:30 a.m. C3 said there
was no one there to make breakfast, but he could
just do it himself. C3 did not know why there was
no staff there.
During an interview with a registered nurse
(RN)B on December 13, 2018, at 11:45 am,
RNB said the staff was supposed to be at the
Licensee 24 hours a day. RNB said it did pose a
safety hazard to the clients if staff were not at the
Licensee's Facility. RNB said the front door was
supposed to be locked. RNB said the staff was
supposed to do a shifttoshift communication
and meet with each other, but it did not appear it
had been done. RNB said it was neglectful to
leave the clients alone.
A policy, titled Vulnerable Adult, undated and
unsigned, indicated neglect occurs when a
vulnerable adult is not supplied with reasonable
and necessary care or services; the failure or
omission by a caregiver to supply the vulnerable
adult with necessary food, clothing, shelter,
healthcare or supervision, which is reasonable
and necessary to obtain or maintain the physical
and mental health or safety.
A policy, titled Attendance and Report, untitled
and unsigned, indicated employees will be
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expected to report at the scheduled work time,
including returning from breaks and lunch.
A policy, titled Hours of work, untitled and
unsigned, indicated all employees will be
expected to be to work on time. If an employee
will be delayed, the employee shall call his/her
supervisor and inform him/her of the reason for
the late arrival.
TIME PERIOD FOR CORRECTION: Seven (7)
days
0 815 144A.479, Subd. 7 Employee Records
SS=E

0 815

Subd. 7. Employee records. The home care
provider must maintain current records of each
paid
employee, regularly scheduled volunteers
providing home care services, and of each
individual contractor providing home care
services. The records must include the following
information:
(1) evidence of current professional licensure,
registration, or certification, if licensure,
registration,
or certification is required by this statute or other
rules;
(2) records of orientation, required annual training
and infection control training, and competency
evaluations;
(3) current job description, including
qualifications, responsibilities, and identification of
staff
providing supervision;
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(4) documentation of annual performance
reviews which identify areas of improvement
needed and
training needs;
(5) for individuals providing home care services,
verification that required health screenings under
section 144A.4798 have taken place and the
dates of those screenings; and
(6) documentation of the background study as
required under section 144.057.
Each employee record must be retained for at
least three years after a paid employee, home
care
volunteer, or contractor ceases to be employed
by or under contract with the home care provider.
If a
home care provider ceases operation, employee
records must be maintained for three years.
This MN Requirement is not met as evidenced
by:
Based on document review and interview, the
Licensee failed to ensure two of two employee's
(EMP1 and EMP2) employee records contained
the required content.
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 a pattern scope (when more than a
limited number of clients are affected, more than
a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
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found to be pervasive).
The findings include:
EMP1's employee file was reviewed. EMP1
began employment with the Licensee on June 18,
2018, and lacked the following required
orientation and training:
o Compliance with and reporting of the
maltreatment of minors or vulnerable adults
under section 626,.556 and 626.557
EMP2's employee file was reviewed. EMP2
began employment with the Licensee on May 14,
2018, and lacked the following required
orientation and training:
o Compliance with and reporting of the
maltreatment of minors or vulnerable adults
under section 626,.556 and 626.557
During an interview with a registered nurse
(RN)A on December 13, 2018, at 11:45 am,
RNA said the employee's competency training
and the test did not have information or test
questions on it. RNA said the training was done,
but nothing had been documented.
TIME PERIOD OF CORRECTION: Seven (7)
Days
0 860 144A.4791, Subd. 8 Comprehensive Assessment
SS=E and Monitoring

0 860

Subd. 8. Comprehensive assessment,
monitoring, and reassessment. (a) When the
services being
provided are comprehensive home care services,
an individualized initial assessment must be
conducted
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in person by a registered nurse. When the
services are provided by other licensed health
professionals, the assessment must be
conducted by the appropriate health professional.
This initial assessment must be completed within
five days after initiation of home care services.
(b) Client monitoring and reassessment must be
conducted in the client's home no more than 14
days
after initiation of services.
(c) Ongoing client monitoring and reassessment
must be conducted as needed based on changes
in
the needs of the client and cannot exceed 90
days from the last date of the assessment. The
monitoring
and reassessment may be conducted at the
client's residence or through the utilization of
telecommunication methods based on practice
standards that meet the individual client's needs.
This MN Requirement is not met as evidenced
by:
Based on document review and interview, the
Licensee failed to complete comprehensive
nursing assessments for 2 of 3 clients (C1, C2)
reviewed. Neither of the clients' medical records
contained an assessment required 14 days after
the beginning of services. Furthermore, upon C1
having a change in condition, related to
aggressive behavior, no assessments were
completed.
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
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was issued at a pattern scope (when more than a
limited number of clients are affected, more than
a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).
The findings include:
C1's medical records were reviewed. C1's
service agreement, dated June 12, 2018,
indicated C1 received services from the
comprehensive home care provider for behavioral
and medication management.
A document review, titled Comprehensive
Physical Assessment, dated June 12, 2018,
indicated C1 had an assessment completed by a
registered nurse.
A document review, titled Progress Notes, dated
July 9, 2018, indicated staff arrived to work and
heard screaming. C1 and C2 were verbally
arguing, and law enforcement had to be called.
Later on, a staff member was driving with C1
when he opened the door of the moving car. C1,
after the car stopped, got out and ran across a
busy highway. The same document, dated July
17, 2018, indicated C1 law enforcement took C1
into custody. C1's services were terminated.
C1's medical records had no further assessments
completed by a nurse. C1's vulnerability
assessments had not been updated after the
incidents described in the Progress Notes.
C2's medical record was reviewed. C2's service
agreement was not provided at the time of the
request. Based on other documents, C2 received
services from the comprehensive home care
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provider for medication management.
A document review, titled Comprehensive
Physical Assessment, dated April 18, 2018,
indicated C2 had a comprehensive assessment
performed by a registered nurse.
C2's medical file contained no further
assessments after April 18, 2018.
During an interview with a registered nurse
(RN)A on December 13, 2018, at 11:45 am,
RNA said C1 did not allow for a 14day
assessment to be done on the day she tried.
RNA said C2's 14day and 90 assessment had
not been done. RNA said notes had been made
in the progress notes, but she had not done the
actual comprehensive assessment forms.
A policy, titled Comprehensive Client
Assessment, dated 2014, indicated Client
monitoring and reassessment must be conducted
in the client's home no more than 14 days after
initiation of services. Ongoing client monitoring
and reassessment must be conducted as needed
based on a change in the needs of the client and
cannot exceed 90 days from the last date of
assessment.
TIME PERIOD FOR CORRECTION: Seven (7)
Days
0 935 144A.4792, Subd. 8 Documentation of
SS=E Administration of Medication

0 935

Subd. 8. Documentation of administration of
medications. Each medication administered by
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comprehensive home care provider staff must be
documented in the client's record. The
documentation
must include the signature and title of the person
who administered the medication. The
documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as
prescribed and document any followup
procedures that were provided to meet the
client's needs when
medication was not administered as prescribed
and in compliance with the client's medication
management plan.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure each
administered medication was documented, and
when not administered as directed, the reason
why was documented, and any followup
procedures to meet the client's needs for two of
two clients (C1 and C2) reviewed.
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 a pattern scope (when more than a
limited number of clients are affected, more than
a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
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found to be pervasive).
The findings include:
C1's service plan, dated December 12, 2017,
indicated C1 received services from the
comprehensive home care provider for
medication management.
A document review, untitled, dated December
2018, indicated C1 had a physician's order to be
administered vitamin D 1,000 units, once daily by
mouth, in the AM. The document indicated on
December 7th, C1 was not administered the
medication. The document contained no
documentation as the reason for the medication
not being administered.
During an observation of C1's medications, the
December 13, 2018, AM medication, Vitamin D,
was missing, presumed by RNA, to have been
administered. C1's medication administration
record did not reflect the medication being
administered, although the medication was
missing.
During an interview with C1, on December 13,
2018, at approximately 9:10 am, C1 said the night
shift staff member, who had already left, had
administered his morning medication.
The same document indicated C1 had a
physician's order to be administered
Oxcarbazepine, a medication used to treat
seizures, 300 milligrams (mg) to be taken twice
daily, once in the AM and once in the PM. The
document indicated C1 was not administered the
medication on December 7th in the AM. The
document provided no documentation as the
reason the medication was not administered.
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C2's medical record was reviewed. C2's service
agreement was not provided at the time of the
request. Based on other documents, C2 received
services from the comprehensive home care
provider for medication management.
A document review, untitled, dated September
2018, indicated C2 had a physician's order to be
administered Diphenist, a medication used to
treat pain and itching, 25 mg, once daily by mouth
at bedtime. The document indicated C2 was not
administered the medication on September 1st
and 2nd. The document provided no reason the
medication was not administered. The same
document indicated C2 was to be administered
Latuda, a medication used to treat mental health
disorders, 40 mg, once daily by mouth, at
bedtime. The document indicated C2 was not
administered the medication on September 1st
and 2nd. The document provided no reason the
medication was not administered.
C3 received services from the comprehensive
home care provider for medication management.
A document review, untitled, dated December
2018, indicated C3 had a physician's order to be
administered Ziprasidone, a medication used to
treat mental health disorders, 80 mg to be taken
twice daily at 8 AM and 8 PM, Haloperidol, a
medication used to treat mental health disorders,
10 mg, to be taken twice daily at 8 AM and 8 PM,
Aripiprazole, a medication used to treat mental
health disorders, 10 mg, ½ tablet to be taken
twice daily at 8 AM and 8 PM. The document
indicated none of these medications were
administered for the 8 AM dose. The document
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provided no documentation as to a reason they
were not administered.
During an interview with a registered nurse
(RN)A on December 13, 2018, at 11:45 am,
RNA said when medications were administered
they were supposed to be documented. The
morning medications that were given and not
documented was a violation.
A policy, titled medication administration by
unlicensed personnel, undated, indicated staff
was to document the following: Medication taken,
time and route of administration.
TIME PERIOD FOR CORRECTION: Seven (7)
Days
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