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Tennessen Warning

* The Minnesota Department of Health is hosting this public hearing to inform
the public as required by law.

* Your comments, questions, and image, which may be private data, may be
visible during this event. You are not required to provide this data, and there
are no consequences for declining to do so.

* The virtual presentation may be accessible to anyone who has a business or
legal right to access it. By participating, you are authorizing the data collected
during this presentation to be maintained by MDH. MDH will be posting a
transcript of this meeting to the website.

* To opt out of the presentation, please exit now.

8/27/2026 2



Welcome and Introduction

Co-Designed By: Purpose

" Minnesota Department of = Support regulatory compliance

Health (MDH)
= Reduce confusion

= Stratis Health
" Prevent costly mistakes

= Assisted Living and Home Care
Providers " Improve understanding of

licensing and compliance
expectations
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Objectives

By the end of this session, participants will:

= Apply practical resources to strengthen documentation, monitoring,
and internal oversight processes.

= Describe how providers can use self-audits and monitoring tools to
identify gaps before a survey occurs.

= |dentify tools that support compliance in highly cited home care
regulatory areas.
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Important Note

This material was prepared by Stratis Health under contract with
the Minnesota Department of Health (MDH).

Use of this tool is not mandated by MDH, nor does its
completion ensure regulatory compliance.

Providers remain responsible for meeting all applicable statutory
and regulatory requirements.




Compliance Support Tools for Home Care Facilities

Staff Records &
Training

Service Plans

Quality Medication
Management Management
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Service Plan
Writing Guide

Service Plan
Update and
Documentation
Review Guide

8/27/2026

Required Elements
Checklist for Service
Plan Templates

Service Plan
Digital Record
Self-Audit

Service Plan

Service Plan
Compliance
Review Worksheet

Individual Client
Service Plan Audit
Tool




Service Plan Writing Guide

Service Plan Writing Guide

Developing Clear, Individualized, and Person-Centered Service Plans Inmrpurating individual Preferences and Goals

for Assisted Living and Home Care Providers _ S _
Freferences help make a service plan individuzlized and person-centerad. When documenting

Purpose preferences, ask “If a new staff member read this service plan, would they understand what is
Why Service Plans Matter . e - . o
Minnesota Statute 1445 70, Subdivision 4 important to this individual and how those preferences affect service delivery”
- Service plans help ensure individuals receive

[azsisted living) and Minnesota Statute services that are: What to D — T ——
1444 4751 Subdivision 3 (home care) « Based on their assessed nesds.

require service plans to reflect an individuszl's = Consistent with their preferences and
sszessed needs, preferences, services, and choices. Prefarred schedule for services service delivery.

Preferred daily routines Document preferences that affect

sgreed-upon supports and to be updated Delivered consistently by staff. Food preferences Imclude gozls when they influence

when changes ccocur. Updated when needs, services, or cervices
conditions change. Languzge nesds

Service plans must be: . .
P i . Cultural considerations
* Based on assessments. A well-written service plan helps staff preferences and goals.

understand what services to provide, how to Religious practices
provide them, and what is important to the Saocial preferences
individual. The plan slso supports .
communication among staff, individuzls, Activity preferences

representatives, and other members of the Preferances regarding whao provides services

care team.

Describe how staff will support

*  Co-developed with the individual
and, when applicable, their
reprasentative.

Reviewed and revized when there iz a
change in the individual's needs,

Perzonal goals that affect service delivery

preferences, or services.

Becauss service plans often involve multiple staff, systems, and documentation regquirements, it

can be challenging to ensure they remain complete, individuzlized, and consistently followed. Example:

This guide provides practical strategies and examples to help staff develop clear, individualized, Less Specific Documentation More Specific Documentation

and person-centered service plans that support consistent service delivery and compliance with Assizt with meals. | | . | | E breakfast after 8 .m. Staff

Minnesota requirements. This guide can help you: - - .
) provide meal set-up assistance and cueing as
Develop new service plans.

Update existing service plans.
Incorporate individual preferences and choices.

needed.

Individual wants to continue participating | Individual prefers card games and attending

im social actvities. weekly music programs. Staff offer reminders 30
minutas before activities begin.

Document staffing responsibilities.
Develop meaningful contingency plans.




Services to be Provided SerVice Plan Compliance

Review whether services are clearly described, bazed on the current assessment, and reflect the

imndividual's needs and preferences. ReVi eW WO r kS h e et

Yes (X] No(X] Where Documented

All services the individual
receives are included in
the zervice plan.

Services reflect the
individual's assessed
needs, preferances, and

goals.

The frequency of each
service is documented.

Service instructions
provide emough detail for
staff to deliver services
comsistently.

Individual preferences,

choices, routines, or goals

are included when

relevant to service

delivery.

fe ., perconol preferences,
hderbipns,

nes, lifestpie chaices, care

goei)



Changes That May Require Updates Service Plan U pd ate and
Use thiz section when an event or change accurs, such as a condition change, incident, new D O C u m e nta t i O n Revi eW G u i d e

service, or staffing change.

Documentation Update

Services to be provided
Staffing responsibilities [if support needs change)
Individual Assessment or Contingency plan [if rizks change)
Condition Change Individuzl and/or representative participation and
agreement [if preferences, decisions, or services change)
Fire safety evacuation plan (AL Only)

Services to be provided

) Staffime assiznments
Mew Service Added or - £ =

) . Contingency plan (if service affects risk or continuity)
Discontinued L . . ,
Service documentation requirements |logs, notes, records,

or tracking tools)

Services to be provided (interventions may change)
Asseszment (if new risks or support needs are identified)

Incident or Significant

Event Occurs
feq., fal, hospitaliratian, Contingency plan

emergency room wisid, change in Staffing responsibilitiez [supervision or assistance nesds)
functoning) Individuzl/reprezentative communication

taffing section

Services to be provided (if responsibility for service delivery
Staffing Change =h EHE_EE'I i

Task lists or assignments

Contingency plan [coverage during disruptions)

Fire safety evacuation plan (AL Only)
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Service Plan Digital Record Self-Audit

Use this tool to confirm that required service plan elements are documented in your electronic
record 2nd can be easily located for both care delivery and survey review.

This tool is based on service plan regulatory requirements im Minnesota Statute 124G.70,
Subdn, n 4 for assisted living providers and Minnesota Statute 1444 47581 Subdivizion 9 for
home care providers.

Ensuring that service plan information is clearly documented, current, and sccessible supports
the s=fety of individuals served by helping staff deliver accurate and consistent care. |t also
supparts regulatory compliance by demonstrating that required slements are prezent, aligned,
and rezdily available during = survey.

How to Use This Tool
Far each datz element listed below:
+ ldentify where the information is documented in your electroni stem [e.g., service
plzn section, assessment module, task list, medication administration record [MAR], or
scanned documents).

If the information is docurnented in multiple locations, list the primary location used for
care delivery and staff reference.

Confirm the information is current, accessible, and consistent with the service plan.

Data Element Systemn Location of Documentation
!
Individual served preferences _
Individual served risks _
Ztaff roles/responsibilities _
|

Individuals serviced/reprezentative
signatures and agreement

Digital Record Audit
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Client Service Plan Audit

Client Name/ldentifier:

Date of Birth or Medical
Record Number (MRN)
(if used):

Reviewed By:

. Next Revi
Due:

Service Initiation and Timelines

Required Elements Met Not Met Notes/Location

Service plan
completed within 14
days of service
initiation

Agreement and Client Communication

Required Elements Met NotesfLocation

Service plan and
revisions include
client/representative
and home care
provider signature/
authentication

Client informed of
service details prior
to delivery (services,
staff, frequency,
options)

Individual Client Service
Plan Audit Tool
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Staff Record

Staff Qualification Individual Staff Staff Record Individual Annual
and Training Orientation and Documentation and Staff Training
Requirements Training Record Tracking Tool Compliance Record

Unlicensed
Personnel Training
and Competency

Record

Annual Staff Policy and
Training Plan and Procedure Staff
Tracking Log Review Log
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Staff Qualification and Training Requirements Staff Qu alification and
This document serves as a reference guide to support understanding of home care agency staff- Tra i n i n g Re q u i r‘e m e nts

related requirements under Minnesota Chapters 1444 43-1444 483,

se this resource to:
Understand staff roles and gualifications {e.g., registerad nurse [EN], unlicensed
personnel [ULP]).
Identify reguired training and competency expectations.
Clarify delegation and supervision reguirements.
Support interpretation and application of regulatory requirements.

Licensed Staff Requirements

Licensed Health Professionals and Nurses
+ Must hold current Minnesota license or registration to practice.
*  Must have skills, knowledge, and experience to assess client needs, plan appropriate
services to meet client needs, implement services, and supervise staff if assigned.

Unlicensed Personnel (ULP) Requirements

Basic Home Care ULP Qualifications:
Unlicensed personnel providing basic home care services must meet one of the following:
+ Complete required training and competency evaluation appropriate to the services
provided and the topics in Minnesota Statute 1444 4795 Subdivision 7(b), or
+ Demonstrate competency by:
— Passing a written or oral test on assigned tasks and reguired topics, and
— Complete a practical skills test demonstrating competency in specified required
topics.

Comprehensive Care ULPs Qualifications:
Unlicensed personnel providing comprehensive home care services must:
= Complete required training and competency evaluation appropriate to the services
provided and the topics in Minnesota Statute 1444 4795 Subdivision 7{b), or

+ Demonstrate competency by: 14




Individual Staff Orientation and Training Record

Home Care Individual Staff Orientation and Training Record

Instructions

Use this worksheet to document required crientation and training for each home care agency staff member. Training topics are
aligned with Minnesota Statute 144A.4796 and must be completed before the staff member provides services to clients. Record the
date completed and location of supporting documentation for each topic.

Role Type

Staff Name: Start Date:

First Date Providing
Services to Clients: Compliance

Title:

. . or an Date Completed Location of Documentation  Verified
Current Licensure or LicensefCertification (Y/N)
Certification: BT I[P Foundational Training I e .
Current Job Description ervie ! are S C : _
. . Background Stud
(include date if —— ¥

applicable):
|



Staff Record Documentation and Tracking Tool

Providers should regularly audit staff records to ensure completeness, accuracy, and accessibility. If audits identify inconsistencies in
where documentation is stored, this indicates an opportunity to update policies and practices to promote consistency. The
documented location of records should be specific and detailed enough to allow staff and surveyors to readily locate required
information.

Staff Name:

Title:

Requirement Location of Documentation

Evidence of current professional licensure, registration, or
certification if required (e. g., registered nurse [RN], licensed
practical nurse [LPN], nurse aid registry [NAR], other healthcare-
related license)

Documentation of completed orientation

Documentation of completed required annual training

Documentation of required infection prevention and control
training




Individual Annual Staff Training Compliance Record

Staff Name:

Title / Position:

Performance Review

Date:

Current Licensure License/Certification
or Certification: Expiration Date:

Topic Time Date Completed Szl .
Documentation

oundonaimng
Homecare bilof bt nd st reponsiies || | |
Revew of sgency'spoies and procares || | |
Heatth nsurance Portabityand Accoutabiy Act (e | | ]
ooty mdEmergeneypreperedness || |

Reporting maltreatment of vulnerable adults (Minnesota Adult Abuse
Repc-rtmg Center [MAARC])

Hand-washing

persona protectve equpmentoe)) | [ [ |
Appropriate disposal of contaminated materials and equipment _—_
Ositectngreusablesqupmert || | ]
Diiiecing ewronmentasufaces || | ]
Reportng communicabledsesses | | | ]
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Unlicensed Personnel Training and Competency Record

Title f Position:

Training fEducation Competency

Topic
Location of Location of
Documentation

Diocumentation and Reporting

Documentation reguirements for all services
provided

Reporting changes in the condition of the individuwal
served to the designated supervisor

Basic infection prevention and contral, including
blood-borne pathogens

haintzining & clean and safe environment

Personal Care and Activities of Daily Living (ADLs)
Approprigte and safe technigues im personal hygiene
and grooming, including:

Hair care and bathing

Care of teeth, gums, and oral prosthetic devices

Care and use of hearing zids
18

Dressing and assisting with toilsting



Annual Staff Training Plan and Tracking Log

Annual Staff Training Plan and Tracking Log (Organization-Level)

Instructions

Use this worksheet to plan, track, and monitor required all-staff education and training across the calendar or fiscal year.
This tool supports compliance with Minnesota Statute 144A.4796, Subd. 6, which requires ongoing staff training.

For each topic:

* Record the date last completed.

¢ |dentify future training needs and planned dates.

* Indicate the delivery method (e.g., in-person, online module, staff meeting).

This tool is intended for organization-level planning and does not replace individual staff training records.

Provider Name:
Date last Future Training

Location: completed HET TG Py b
Foundational Training

License Number: Home care bill of rights and staff responsibilities
Review of agency’s policies and procedures

Training Period: Health Insurance Portability and Accountability Act (HIPAA)

Reporting maltreatment of vulnerable adults (Minnesota Adult
Abuse Reporting Center [MAARC])



Policy and Procedure Staff Review Log

Policy and Procedure Staff Review Log

Instructions

Use this log to document staff review of organizational palicies and procedures. Enter each policy or procedure title, the date the
staff member reviewed the content, and the staff member's initials to acknowledge completion.

Thiz tool may be used to support compliance with Minnesota assisted living reguirements under Minnesota Statute 1445.61 and
1445.52 and home care requirements under Minnesota Statute 1444 4738 which require staff training on applicable policies,
procedures, and job responsibilities.

Organizations may tailor this template to include policies relevant to staff roles and responsikilities. Reviews should ocour at

orientation and periodically thereafter (e.z., annually or when policies are updated).

(=3

Policy/Procedure Title

20



Your Quality
Management Plan

Quality Measure
Development
Worksheet
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Quality Management

How to Use Data to
Support Quality
Management

Data Source
Inventory

Quality Review
and Action
Summary Record

OUEINVAVIEENLE
Tracking Log



Purpose Statemen

Determining

Document

K

ment

“hanges

ality M

ACtivities

ation
lan

age

ana

ent

Explain wh |:||.|allr'.r management ;rll' ities are conducted and how
141 T ipport digni s, saf 2, dppropriate care based on your

Dhehinae :

i fEEmEn plan
licensed 1o provide and ac
reflect where services
and which r

o :.hlJuIl:I 1.'I
ig settimg, client ham

ldentify wha is responsible for ensuring guality management activities
cocur and to clarify that accowntability for quality r T' with the
s leadership, even when tasks are de

Describe how resident or client services are routinety reviewed, who
participates in the review, how often revie SUr, 0y i Bs in
Iindividual needs are identified and addre

residents, clients, and fa

Explam how complaints are recenndd, docLnme
|.'h|"|1 [Erns, ardd ised to determine whether char
oF procedur re neaded

. identity contributing factors, and prevent

sccurring in the future.,

e made when quality concerns are identified,
hicnar change: amimule-n:.n.k'l:l_. and how the ocrganization checks
whiether those changes were effed

iews, decisions, and actions are
as reguired for surveys,

Your Quality
VEREEENENALER
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How to Use Data to Support Quality
Management

Why This Matters

Az a provider, you may feel confident that yvou offer high-quality s=ervices, but how do you
know?

Quality managament helps you see whether your services are working like they should be, catch
problems early, prevent repeat issues, and show surveyors that quality is actively monitored and
managed. JQuzality management is not about paperwork or complex data. It is about paying
sttention, learning from what happens, and making changes when nesded.

What 5tatute Requires

Minnesota statute requires all assisted living (124G.42 Subd. 2) and home care (1444479 Subd.
3) providers engage in quality management. This mezans monitoring the quality of services
provided; reviewing problems, incidents, and complaints; and using that information to maks
improvements. Quality management actvities should be practical, proportional to the size of
the arganization, and focused on dignity, safety, and guality.

What does “proportional™ mean?

Froportionzal means doing what makes sens= for your organization.
Examples:
= Acsmall provider may track a few key isswes and review them during routine st or
leadership mestings.
= A larger provider may track more items, use spreadshests or reports, and review data
miore formalhy.

The Minnezota Department of Health does not require a certain number of guality measures.
Surveyors expect that your activities match your size, services, and risks.

How to Use Data to Support
Quality Management

23



Data Source Inventory

x Data Source Record Location Responsible Role
Incident and Event Data

Incident reports (e.z., falls, injuries)

hMedication errar reports

Infection control logs
Other:
Complaints and Feedback

Complaint or grievance log

Resident or client complaints {verbal or written)

Family feedback or concerns

Reszident council (when present, if applicable)

Family council (when prezent)
Cther:

8/27/2026




Quality Measure Development Worksheet

EXAMPLE

hMeasure Hame Purpose and Goal Definmition Monitoring Plan Strategic Priority

EXAMPLE: Reduce fails with Include: Al resi Incident reparts Review monthiy, Safety
Preventoble foils imjury by 10% gver | folls resuiting in trock results
month pericd | lnjury quarterly for six
to improve resident | Exclude: Fails manths ang
safety coused by major continue
medical events manitoring after
(e.g., stroke, each fall
seizure)

Quality Measure Development Worksheet

Measure Name Purpose and Goal Definition Data Source Monitoring Man Strategic Priority




Quality Measure Tracking Log

Measure Name:
Starting Point:
Goal: Reduce 30-doy rehospitalizations from 6 to 2 or fewer per guarter within 1.2 months.

Mo change Improvement noted Goal met Goal sustained

Actual result Status Motes or comments

Q1 202& | & 20-day hospital Mo change Review showed delays in first post-discharge visit and incomplete

readmissions communication from hospital. Actions: implemented requirement for
imitial wisit within 43 hours of discharge and improved intake of
discharge information.

L 30-day hospital Improvement noted |zswes tied to gaps in communication between providers and

readmissions aregivers. Actions: standardized communication process with primary
care providers and ensured caregivers understood discharge
instructions.

P | - -]

Q3 202& | 3 30-day hospital Improvement noted

readmiissions added structured symptom check protocols
guidelines for staff.

readmissions improvemesnt improved coordination with providers and family caregivers. Continue

04 202e | 3 20-day hospital Sustained Practices sustained: timely first visits, structured monitoring, and

monitoring and targeted follow-up.
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Quality Review and Action Summary Record

EXAMPLE

Date of Review

Type of Review Review Frequency

X Routine scheduled review O Leaderzhip/management mesting O Monthly O Anmually
[ Quality committes meeting [ Post-incident or issue-specific review X Quarterly O Az nesded

Measure Summary of Review and Decision

30-day Goal Statws: Action: Rehospitalizations remain abowe Person: Director of
Hospital [ Gozl met A Continwe monitoring | target but show early improvement. | nursing

Readmissions | [ Strong Improvement O Training Review identifizd key drivers

[ Moderate Improvement | % Policy change including delayed post-discharge Review Date:

O Mild Improvement £ Improvement project | fooueup, incomplete medication 0&/30/2026

1 Goal not met reconcilistion, and gaps in
communication with primary care
providers. Actions implemented:

+ Standardized post-dizcharge
review within 4& hours
hedication reconciliztion
process added for all returning
residents/clisnts
Improved coordination with
providers for fallow-up
sppointrnents
Increased monitoring during

ywi post-discharge
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Medication Management

Medication .. Medication
: Medication
Management Policy Management:

and Procedure Man:izirlﬁ(r)\(t)lSelf- Common Survey
Self-Audit Findings (2026)
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Medication Management Policy and Procedure Self-Audit

Section 1: Policy and Procedure Review

General Medication Management Policies and Procedures

Compliant

General Medication Management Palicies and Procedures
Review written medication management policies and procedures to determine if they address the following reguirements;
Are current and available to staff.
Are developed under the
supervision of a registered nurss
[RM], licenszed health professional,
ar pharmacist.
Address sources of medications
imcluding:
Prescribed medications.
Mon-prescribed medication.
Crver-the counter medications.
Dietary supplements [not
prescribed].
Medications provided by the
individuzal served, family
members, legal
representatives, designated
representatives, or other
CaEregivers.
Address reguesting and receiving
prescription medications.
Address receipt, documentation,
and handling of verbal prescription
arders.
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Medication Management Self-Audit Tool

Individual Record Review - Prescriptions and Orders

High-Risk Survey Area
Deficiencies in this area are commaonly cited during surveys and may sffect heslth and safety. Review carefully.

Review the individual's record to verify reguired prescriptions, medication orders, and related documentation are complete,

current, and accurately maintained.

Whilz many medication ocrders are now transmitted electronically, staff should continue to follow estzblished procedures for

werbal orders, including repeating the order back to the prescribing clinician to verify accuracy before documentation and

implementation.

A current, valid prescription is maintzined for
each medication manasged by the provider.

hedication orders match the Medication
Administration Record {MAR).

hedication orders are renswed at least every 12
maonths or within required timeframes.

Current orders are maintained for all controlled
substances, when applicable.

‘Werbal orders are accepted only by authorized
staff, az permitted by policy and regulation.

Verbal orders are documentad and
authenticated according to provider policy and
spplicable requiremeants.




Medication Management: Common Survey Findings (2026)

Section 1: Policies and Procedures for Clinical Oversight and
Supervision

Surveyors may review the organization’s medication management policy manuzal to maks sure
it is current, comprehensive, and reflects appropriate clinical oversight. This includes reviewing
palicy revision dates and evalusting whether medication mansgement practices are
implamented, monitored, and supervisaed in accordance with applicable regulatory
reguirements.

Mote: Oversight and supervision requiremsnts vary by provider type. Assisted living providers

should refer to Minnesota Statute 144G.71, and home care providers should refer to Minnesaota

Statute 1444 4752 for applicable requirements.
Common Survey Findings

Medication orders were implemented before required verification was completed.
Medication reconciliation was not completed or docurmented whean reguired.

Climical oversight activities were incomplete, missing, or nat documented.

Delegation of medication-related tasks was not adequately documented.

Required staff competency evaluations were missing, overdue, or incomplets.
Medication administration record (MAR) inaccuracies were not identified or corrected
through routine oversight.

Medication records lacked individualized instructions.

Staff could mot explain medication administration procedurss or required follow-up
actions.
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Access

e Assisted Living and Home Care
Provider Licensing and Regulation
Support Toolkit

"Email Questions to
health.assistedliving@state.mn.us
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https://www.health.state.mn.us/facilities/regulation/assistedliving/toolkit.html
https://www.health.state.mn.us/facilities/regulation/assistedliving/toolkit.html
https://www.health.state.mn.us/facilities/regulation/assistedliving/toolkit.html
https://www.health.state.mn.us/facilities/regulation/assistedliving/toolkit.html
mailto:health.assistedliving@state.mn.us

Thank You!

/////////
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