DEPARTMENT
OF HEALTH

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

Electronically Delivered
September 30, 2020

Administrator

Safe Harbor Residential Care Home, LLC
9812 Ford Circle

Saint Louis Park, MN 55426

RE: Project Number SL34674002
Dear Administrator:

This is your official notice that you have been granted your comprehensive home care license. Your
license effective and expiration dates remain the same as on your temporary license. Your updated
status will be listed on the license certificate at renewal and this letter serves as proof in the
meantime. If you have not received a letter from us with information regarding renewing your
license within 45 days prior to your expiration date, please contact us at (651) 201-5273.

The Minnesota Department of Health completed an initial survey on September 16, 2020, for the
purpose of assessing compliance with state licensing statutes. At the time of the survey the
Minnesota Department of Health noted violations of the laws pursuant to Minnesota Statutes,
Chapter 144A.

The enclosed State Form documents the state licensing orders. The Department of Health documents
state licensing correction orders using federal software. Tag numbers are 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 statute after the statement, "This MN
Requirement is not met as evidenced by . . ."

IMPOSITION OF FINES

In accordance with Minn. Stat. § 144A.474, subd. 11(a), fines and enforcement actions may be
imposed based on the level and scope of the violations and imposed immediately with no
opportunity to correct the violation first as follows:

Level 1: no fines or enforcement.

Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in
§ 144A.475 for widespread violations;

Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism
authorized in § 144A.475.

An equal opportunity employer.
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Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
§ 144A.475.

In accordance with Minn. Stat. § 144A.474, subd. 11(a)(5), the Department of Health imposes fine
amounts of either $1,000 or $5,000 to licensees who are found to be responsible for maltreatment.
The Department of Health imposes a fine of $1,000 for each substantiated maltreatment violation
that consists of abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572. subds. 2,
9, 17. The Department of Health also may impose a fine of $5,000 for each substantiated
maltreatment violation consisting of sexual assault, death, or abuse resulting in serious injury.

In accordance with Minn. Stat. § 144A.474, subd. 11(a)(6), immediate fine imposition is authorized
for both surveys and investigations conducted. When a fine is assessed against a facility for
substantiated maltreatment, the commissioner shall not also impose an immediate fine under this
chapter for the same circumstance.

Therefore, in accordance with Minn. Stat. §§ 144A.43 to 144A.482, no immediate fines are assessed.

DOCUMENTATION OF ACTION TO COMPLY

Per Minn. Stat. § 144A.474, subd. 8(c), the licensee 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 follow-up surveys. The licensee is not required to submit a plan of correction for
approval.

The correction order documentation should include the following:

¢ Identify how the area(s) of noncompliance was corrected related to the client(s)/employee(s)
identified in the correction order.

e |dentify how the area(s) of noncompliance was corrected for all of the provider’s
clients/employees that may be affected by the noncompliance.

e |dentify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144A.474, subd. 12, you may challenge the correction order issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by the Department of
Health within 15 calendar days.

A state licensing order under Minn. Stat. § 144A.44 subd. 1(14), Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat.

§ 626.557. Please email general reconsideration requests to Paula at: paula.bastian@state.mn.us.
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Please address your cover letter for general Free from Maltreatment reconsideration
reconsideration requests to: requests should addressed to:
Paula Bastian, Health Program Rep. Sr. Lindsey Krueger, Director
Home Care Assisted Living Program Office of Health Facility Complaints
Minnesota Department of Health Minnesota Department of Health
P.O. Box 3879 P.0O. Box 64970
85 East Seventh Place 85 East Seventh Place
St. Paul, MN 55101 St. Paul, MN 55164-0970

You are encouraged to retain this document for your records. It is your responsibility to share the
information contained in this letter and the results of this visit with the President of your
organization’s Governing Body. If you have any questions, please contact me.

Sincerely,

Jeri Cummins, Supervisor

Home Care and Assisted Living Program

85 East Seventh Place, Suite 220

P.O. Box 3879

St. Paul, MN 55101-3879

Telephone: 218-302-6193 Fax: 651-281-9697

pmb
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to client. (a) The home care provider shall provide
the client or the client's representative a written
notice of the rights under section 144A.44 before
the date that services are first provided to that
client. The provider shall make all reasonable
efforts to provide notice of the rights to the client
or the client's representative in a language the
client or client's representative can understand.

(b) In addition to the text of the home care bill of
rights in section 144A.44, subdivision 1, the
notice shall also contain the following statement
describing how to file a complaint with these
offices.

"If you have a complaint about the provider or the
person providing your home care services, you
may call, write, or visit the Office of Health Facility
Complaints, Minnesota Department of Health.
You may also contact the Office of Ombudsman
for Long-Term Care or the Office of Ombudsman
for Mental Health and Developmental
Disabilities."

The statement should include the telephone
number, website address, e-mail address,
mailing address, and street address of the Office
of Health Facility Complaints at the Minnesota
Department of Health, the Office of the
Ombudsman for Long-Term Care, and the Office
of the Ombudsman for Mental Health and
Developmental Disabilities. The statement should
also include the home care provider's name,
address, e-mail, telephone number, and name or
title of the person at the provider to whom
problems or complaints may be directed. It must
also include a statement that the home care
provider will not retaliate because of a complaint.

Minnesota Department of Health
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(c) The home care provider shall obtain written
acknowledgment of the client's receipt of the
home care bill of rights or shall document why an
acknowledgment cannot be obtained. The
acknowledgment may be obtained from the client
or the client's representative. Acknowledgment of
receipt shall be retained in the client's record.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the license failed to receive an
acknowledgment of receipt with the current home
care Bill of Rights for one of one client (#1) with
records 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 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). The
findings include:

Client #1 had an admission date of March 13,
2020; and received services in a housing with
services (HWS) setting. Client #1's record lacked
a written acknowledgement of the client's receipt
for the November 2019 "Minnesota Home Care
Bill of Rights for Assisted Living".

On September 15, 2020, at approximately 2:25
p.m., employee A (owner, unlicensed
personnel/ULP) verified client #1's record lacked
evidence that the client had acknowledged
receipt of the current November 2019 revised
Minnesota Home Care Bill of Rights for Assisted

Minnesota Department of Health
STATE FORM 6899 IWGZ11 If continuation sheet 3 of 10
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Living Clients of Licensed Only Home Care
Providers. Employee A stated she was unaware
client #1's had not acknowledged receipt of the
bill of rights.

The licensee's "Home Care Bill of Rights" policy,
dated 2014, indicated the designated admitting
professional would provide the client with a
written notice of the Home Care Bill of Rights.
The Home Care Bill of Rights would obtain
acknowledgement of receipt of the policy.

On September 15, 2020, at approximately 2:30
p.m., employee A confirmed the licensee had not
followed their policy "Home Care Bill of Rights".

No further information was provided.

TIME PERIOD FOR CORRECTION:
Twenty-One (21) days

144A.4792, Subd. 1 Medication Management;
Comprehensive

Subdivision 1.Medication management services;
comprehensive home care license. (a) This
subdivision applies only to home care providers
with a comprehensive home care license that
provide medication management services to
clients. Medication management services may
not be provided by a home care provider who has
a basic home care license.

(b) A comprehensive home care provider who
provides medication management services must
develop, implement, and maintain current written
medication management policies and
procedures. The policies and procedures must be
developed under the supervision and direction of

0825

0900
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a registered nurse, licensed health professional,
or pharmacist consistent with current practice
standards and guidelines.

(c) The written policies and procedures must
address requesting and receiving prescriptions
for medications; preparing and giving
medications; verifying that prescription drugs are
administered as prescribed; documenting
medication management activities; controlling
and storing medications; monitoring and
evaluating medication use; resolving medication
errors; communicating with the prescriber,
pharmacist, and client and client representative, if
any; disposing of unused medications; and
educating clients and client representatives about
medications. When controlled substances are
being managed, stored, and secured by the
comprehensive home care provider, the policies
and procedures must also identify how the
provider will ensure security and accountability for
the overall management, control, and disposition
of those substances in compliance with state and
federal regulations and with subdivision 22.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to develop, implement, and
maintain current medication management policies
and procedures that were developed under the
supervision and direction of a registered nurse
consistent with current practice standards and
guidelines.

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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is 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 the entrance conference on September
15, 2020, at approximately 10:15 a.m., employee
A (owner/unlicensed personnel/ULP) confirmed
all two (2) clients who resided at the
establishment received medication management
services.

On August 15, 2020, at approximately 11:00 a.m.,
the licensee's policies and procedures were
requested from employee A. The policies and
procedures provided by employee A did not
include medication management policies to
address the following:

-requesting and receiving prescriptions for
medications; and

-verifying that prescription drugs are administered
as prescribed.

On September 16, 2020, at 8:50 a.m., employee
A confirmed the above noted policies and
procedures for medication management services
had not been developed.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

144A.4796, Subd. 2 Content of Orientation

Subd. 2.Content. (a) The orientation must contain
the following topics:

(1) an overview of sections 144A.43 to

0900

01170
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144A.4798;

(2) introduction and review of all the provider's
policies and procedures related to the provision
of home care services by the individual staff
person;

(3) handling of emergencies and use of
emergency services;

(4) compliance with and reporting of the
maltreatment of minors or vulnerable adults
under sections 626.556 and 626.557;

(5) home care bill of rights under section
144A.44;

(6) handling of clients' complaints, reporting of
complaints, and where to report complaints
including information on the Office of Health
Facility Complaints and the Common Entry Point;

(7) consumer advocacy services of the Office of
Ombudsman for Long-Term Care, Office of
Ombudsman for Mental Health and
Developmental Disabilities, Managed Care
Ombudsman at the Department of Human
Services, county managed care advocates, or
other relevant advocacy services; and

(8) review of the types of home care services the
employee will be providing and the provider's
scope of licensure.

(b) In addition to the topics listed in paragraph (a),
orientation may also contain training on providing
services to clients with hearing loss. Any training
on hearing loss provided under this subdivision
must be high quality and research-based, may
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include online training, and must include training
on one or more of the following topics:

(1) an explanation of age-related hearing loss
and how it manifests itself, its prevalence, and
challenges it poses to communication;

(2) health impacts related to untreated
age-related hearing loss, such as increased
incidence of dementia, falls, hospitalizations,
isolation, and depression; or

(3) information about strategies and technology
that may enhance communication and
involvement, including communication strategies,
assistive listening devices, hearing aids, visual
and tactile alerting devices, communication
access in real time, and closed captions.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure two of two employees (A
and B) received orientation to home care
licensing requirements and regulations before
providing home care services to clients with
records 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
found to be pervasive). The findings include:

Employee A (owner/unlicensed personnel/ULP)
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Employee A was hired on January 27, 2020, to
provide direct care services to the licensee's
clients and oversee administrative duties of the
licensee.

On September 15, 2020, at approximately 1:00
p.m., employee A stated she provides client care
to client #1 which included medication
administration.

Employee A's employee record lacked evidence
of an orientation and training to home care
requirements to include:

- introduction and review of all the provider's
policies and procedures related to the provision of
home care services.

Employee B (registered nurse/RN)

Employee B was hired on June 30, 2020, to
provide direct care services to the licensee's
clients and oversee the clinical services of each
client.

On September 15, 2020, at approximately 12:10
p.m., employee B stated she provided care to
clients at the facility.

Employee B's employee record lacked evidence
of an orientation and training to home care
requirements to include:

- introduction and review of all the provider's
policies and procedures related to the provision of
home care services.

On September 16, 2020, at approximately 1:15
p.m., employee A confirmed employee's A and B
had not completed the required orientation to
Homecare as listed above.

The licensee's "Agency Employee Orientation”
policy, undated, indicated all employees shall
complete an orientation to home care
requirements before providing home care
services to clients to included "An introduction
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and review of all of agency's policies and
procedures related to the provision of home care
services".

No further information was provided.

TIME PERIOD FOR CORRECTION:
Twenty-One (21) days
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