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Electronically Delivered

March 21, 2025

Licensee
Estherra Care LLC
5018 North 4th Street
Minneapolis, MN  55430

RE: Project Number(s) SL36951015

Dear Licensee:

On November 7, 2024, the Minnesota Department of Health completed a follow-up survey of your
facility to determine if orders from the August 15, 2024, survey were corrected. This follow-up survey
verified that the facility is in substantial compliance.

You are encouraged to retain this document for your records.  It is your responsibility to share the
information contained in the letter with your organization’s Governing Body.    

Please feel free to call me with any questions.

Sincerely,

    
Benjamin J. Zwart, P.E., Supervisor
State Engineering Services Section
Health Regulation Division
Email: Benjamin.Zwart@state.mn.us
Telephone: 651-201-3715  Fax: 1-866-890-9290

JMD

An equal opportunity employer.                                                                                    P709 HC Orders Corrected
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P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s   

Electronically Delivered

September 18, 2024

Licensee
Estherra Care LLC
5018 North 4th Street
Minneapolis, MN  55430

RE:  Project Number(s) SL36951015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on August 15, 2024, for the purpose
of evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter 260E.

STATE CORRECTION ORDERS
The enclosed State Form documents the state correction orders. MDH documents state licensing
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Assisted Living Facilities. 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 . . ."    

In accordance with Minn. Stat. § 144G.31 Subd. 4, MDH may assess fines based on the level and scope
of the violations;  however, no immediate fines are assessed for this survey of your facility.

DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c),  the licensee must document actions taken to
comply with the correction orders within the time period outlined on the state form; however, plans
of correction are not required to be submitted for approval.

The correction order documentation should include the following:

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

� Identify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.    

� Identify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

                                                                                      An equal opportunity employer.                                             Letter ID: IS7N REVISED 09/13/2021



Estherra Care LLC
September 18, 2024
Page  2

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) 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 MDH within 15 calendar
days of the correction order receipt date.     

To submit a reconsideration request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process.  Please fill out this anonymous provider feedback questionnaire
at your convenience at this link:  https://forms.office.com/g/Bm5uQEpHVa.  Your input is important
to us and will enable MDH to improve its processes and communication with providers.  If you have
any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.     

You are encouraged to retain this document for your records.  It is your responsibility to share the
information contained in the letter and state form with your organization’s Governing Body.

If you have any questions, please contact me.

Sincerely,

Jessie Chenze, Supervisor
State Evaluation Team
Email: jessie.chenze@state.mn.us
Telephone: 218-332-5175 Fax:  1-866-890-9290

JMD
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******ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, these correction orders are
issued pursuant to a survey.

Determination of whether violations are 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:

Minnesota Department of Health is
documenting the State Correction Orders
using federal software. Tag numbers have
been assigned to Minnesota State
Statutes for Assisted Living Facilities. 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 which
are in violation of the state requirement
after the statement, "This Minnesota
requirement is not met as evidenced by."
Following the evaluators ' findings is the
Time Period for Correction.

SL36951015-0

On August 13, 2024, through August 15, 2024,
the Minnesota Department of Health conducted a
full survey at the above provider, and the
following correction orders are issued. At the time
of the survey, there were three residents; three
receiving services under the provider's Assisted
Living Facility license.

On August 14, 2024, at 3:19 p.m., an immediate
correction order was issued for tag identification
0820, pattern scope and level of H.

On August 15, 2024, at 8:52 a.m., the immediacy
of correction order 0820 was lifted, however,
non-compliance remained at a scope and level of
H.

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.

THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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0 460 Continued From page 1 0 460

0 460 144G.41 Subdivision 1 Minimum requirements
SS=F

(5) provide a means for residents to request
assistance for health and safety needs 24 hours
per day, seven days per week;
(6) allow residents the ability to furnish and
decorate the resident's unit within the terms of the
assisted living contract;
(7) permit residents access to food at any time;
(8) allow residents to choose the resident's
visitors and times of visits;
(9) allow the resident the right to choose a
roommate if sharing a unit;
(10) notify the resident of the resident's right to
have and use a lockable door to the resident's
unit. The licensee shall provide the locks on the
unit. Only a staff member with a specific need to
enter the unit shall have keys, and advance
notice must be given to the resident before
entrance, when possible. An assisted living
facility must not lock a resident in the resident's
unit;

0 460

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to provide a means for
one of one resident (R4) to request assistance for
health and safety needs as required. The
licensee did not have a system in place for
residents at the facility to request assistance for
health and safety needs 24 hours a day, seven
days a week. This had the potential to affect all
three residents at the facility.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and

Minnesota Department of Health
STATE FORM 6899 728K11 If continuation sheet 2 of 28
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was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

0 460

The findings include:

The licensee held an assisted living facility
license and was licensed for a capacity of four
residents, with a census of three residents.

During the entrance conference on August 13,
2024, at 11:22 a.m., licensed assisted living
director/registered nurse (LALD/RN)-A stated the
licensee was familiar with current minimum
assisted living requirements.

R4's diagnoses included schizoaffective disorder,
diabetes, bipolar, and depression.

R4's assessment dated June 24, 2024, indicated
R4 was paranoid (obsessively anxious),
hallucinated (experiences involving perception of
something not present), and had a history of
hearing negative voices.

On August 14, 2024, at 8:39 a.m. through 9:14
a.m., the surveyor observed unlicensed
personnel (ULP)-D complete scheduled morning
medication administration for R4. During the
observation, R4 stated R4 had needed help
during the middle of the night and R4 had to yell
for help since the facility did not provide a system
to request assistance.

On August 14, 2024, at 9:29 a.m., ULP-D stated
the licensee had no call system in place. ULP-D
further stated residents used to have bells,
however, all residents had lost their bell, and the
bells were not replaced.

Minnesota Department of Health
STATE FORM 6899 728K11 If continuation sheet 3 of 28
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On August 14, 2024, at 12:55 p.m., LALD/RN-A
stated the licensee had provided pendant call
lights in each resident room, however, the
pendant call lights must have got ripped off of the
wall or fallen down, and the pendant call lights
had not been replaced. LALD/RN-A further stated
the licensee was aware of the requirement to
have a system in place for residents to request
assistance for health and safety needs 24 hours
per day.

The licensee's 2.01 24-Hour Emergency
Response policy dated June 1, 2021, indicated all
residents at the facility would have access to
24-hour emergency response by staff. Pressing
the button on the emergency response button or
pulling an emergency response cord will activate
the response system which will notify a
designated staff person.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 480 144G.41 Subd 1 (13) (i) (B) Minimum
SS=F requirements

0 480

(13) offer to provide or make available at least the
following services to residents:
(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure food was

Minnesota Department of Health
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prepared and served according to the Minnesota
Food Code.
This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) 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
the residents).
The findings include:
Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated August 14, 2024, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.
TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

0 480

0 485 144G.41 Subdivision 1. (13)(i)(A)and(C) Minimum 0 485
SS=C Requirements

(13) offer to provide or make available at least the
following services to residents:
(i) at least three nutritious meals daily with snacks
available seven days per week, according to the
recommended dietary allowances in the United
States Department of Agriculture (USDA)
guidelines, including seasonal fresh fruit and
fresh vegetables. The following apply:
(A) menus must be prepared at least one week in
advance and made available to all residents. The
facility must encourage residents' involvement in
menu planning. Meal substitutions must be of
similar nutritional value if a resident refuses a
food that is served. Residents must be informed
in advance of menu changes; and
(C) the facility cannot require a resident to include

Minnesota Department of Health
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and pay for meals in their contract;
(ii) weekly housekeeping;
(iii) weekly laundry service;

0 485

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the assisted living
contract did not require any resident to include
and pay for meals as a part of their assisted living
contract for one of one resident (R4). This had
the potential to affect all residents.

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has potential to affect a large portion or all of
the residents).

The findings include:

During the entrance conference on August 13,
2024, at 11:25 a.m., licensed assisted living
director/registered nurse (LALD/RN)-A stated the
licensee does not require a resident to include
and pay for meals in their contract (assisted living
contract) that the resident does not want.

The licensee's Resident Contract for Assisted
Living page 12, Attachment A, indicated the
assisted living facility offers all of the following
(included in the Month Base Fee [sic]): at least
three meals daily with snacks available seven (7)
days per week.

R4's Resident Contract for Assisted Living was
signed July 18, 2022.

Minnesota Department of Health
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R4's Resident Contract for Assisted Living lacked
evidence of R4 being able to opt out of being
charged meals R4 did not want.

On August 14, 2024, at 12:56 p.m., LALD/RN-A
stated the same assisted living contract was used
for all residents and each resident was charged
for three meals per day. RN-C stated the licensee
did not offer an option for residents to opt out of
meals residents did not want and the licensee
was not aware three meals per day could not be
charged as part of the resident's assisted living
contract.

No further information was provided.

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

0 680 144G.42 Subd. 10 Disaster planning and
SS=F emergency preparedness

0 680

(a) The facility must meet the following
requirements:
(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and details staff
assignments in the event of a disaster or an
emergency;
(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;
(4) post emergency exit diagrams on each floor;
and
(5) have a written policy and procedure regarding
missing residents.
(b) The facility must provide emergency and

Minnesota Department of Health
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disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.
(c) The facility must meet any additional
requirements adopted in rule.

0 680

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to develop a written emergency
preparedness plan (EPP) with all the required
content. In addition, the licensee failed to review
the missing resident plan at least quarterly. This
had the potential to affect all residents, staff, and
visitors of the facility.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety), 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 residents).

The findings include:

The licensee's EPP dated August 1, 2024, lacked
the following content to address:
- communication plan that included contact
information for federal, state, tribal, regional EP
staff, local EP staff, state licensing agency, and
the Minnesota Office of Ombudsman for
Long-Term Care; and
- missing resident plan that was reviewed
quarterly.

Minnesota Department of Health
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On August 14, 2024, at 1:49 p.m., licensed
assisted living director/registered nurse
(LALD/RN)-A stated the missing resident policy
was reviewed annually with the EPP and the
licensee was not aware the missing resident plan
needed to be reviewed at least quarterly.
LALD/RN-A further stated LALD/RN-A must have
missed putting in the contact phone numbers
noted above.

The licensee's Organizational Approval of EPP
dated August 1, 2024, indicated the EPP states
the licensee's understanding of how we (licensee)
manage and conduct actions under emergency
condition. It (EPP) will be reviewed and updated,
if necessary, on an annual basis.

The licensee's 2.28 Missing Resident policy dated
June 1, 2021, indicated the licensee would review
this policy and any individual resident plans that
pertain to elopement at least quarterly, and all
changes would be documented.

Per Assisted Living Facilities: Minnesota Rules
Chapter 4659.0100, sections A and B, effective
October 2022, assisted living facilities shall
comply with the federal emergency preparedness
regulations for long-term care facilities under
Code of Federal Regulations, title 42, section
483.73, or successor requirements. This part
references documents, specifications, methods,
and standards in "State Operations Manual
Appendix Z - Emergency Preparedness for All
Providers and Certified Supplier Types:
Interpretive Guidance," which is incorporated by
reference.

Per Assisted Living Facilities: Minnesota Rules
Chapter 4659.0110, Subp. 4, effective October

Minnesota Department of Health
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2022, the LALD and clinical nurse supervisor
(CNS) must review the missing resident plan at
least quarterly and document any changes to the
plan.

0 680

No further information was provided.

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

0 700 144G.43 Subdivision 1 Resident record
SS=F

(b) Resident records, whether written or
electronic, must be protected against loss,
tampering, or unauthorized disclosure in
compliance with chapter 13 and other applicable
relevant federal and state laws. The facility shall
establish and implement written procedures to
control use, storage, and security of resident
records and establish criteria for release of
resident information.

0 700

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure resident's
personal health and medical information was kept
private. This had the potential to affect all three
residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety), 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 residents).
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The findings include:

0 700

During the entrance conference on August 13,
2024, at 11:22 a.m., licensed assisted living
director/registered nurse (LALD/RN)-A stated the
licensee was familiar with current minimum
assisted living requirements.

On August 14, 2024, at 7:17 a.m., the surveyor
observed a large whiteboard calendar hanging in
the resident's kitchen and dining room area. The
whiteboard calendar listed R2's name,
appointment date, physician information, and
R2's case manager with contact information.

On August 14, 2024, at 9:28 a.m., unlicensed
personnel (ULP)-D stated staff wrote resident
appointments on the whiteboard calendar, and
the whiteboard calendar was in a community
space that all residents, staff, and visitors had
access to.

On August 14, 2024, at 1:00 p.m., LALD/RN-A
stated the whiteboard calendar contained
confidential resident information and should not
have been posted in the commons area of the
facility.

The licensee's 2.12 Confidentiality policy dated
June 1, 2021, indicated personal, financial,
medical, or other private information regarding
residents or staff should not be disclosed to any
other person except:
- as may be required by law
- to other staff as appropriate or necessary to
provide services
- to persons authorized in writing by the resident
or resident's responsible person to receive
information, including third party payers, or
- to representatives of the commissioner
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authorized to survey or investigate any part of the
community.

0 700

No further information was provided.

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

0 800 144G.45 Subd. 2 (a) (4) Fire protection and
SS=F physical environment

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

0 800

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to maintain the physical environment of the
facility in a continuous state of good repair and
operation. This has the potential to directly affect
the health, safety, and well-being of the residents,
visitors, and staff.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
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 residents).
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The findings include:

0 800

On August 14, 2024, from 10:20 a.m. to 11:20
a.m., survey staff toured the home with the
licensed assisted living director/registered nurse
(LALD/RN)-A. During the tour, survey staff
observed the following:

-A large plastic thick liner was improperly used as
a plastic rug over the carpet flooring inside
resident room 1. The plastic rug had large
wrinkles over the flooring around the bed that
created uneven and tripping surfaces for the
resident and staff. The LALD/RN-A verified the
finding and stated the plastic liner was there for
ease of cleaning, and they planned to replace the
carpet flooring with wood flooring soon.
-The air duct grille inside resident room 1 was
covered with thick dust.
-Improper disposal of cigarette butts outside on
the ground between the deck and the air
conditioning unit. Survey staff pointed the
cigarette butts on the ground to the LALD/RN-A
and asked about a proper cigarette butt
receptacle. The LALD/RN-A verified the finding
and stated that they would purchase a proper
cigarette butt receptor for disposal.
-Lack ofmaintenance of the home ' s exterior
areas for resident use. Survey staff observed one
bee nest in the front of the house and one in the
back deck with bees swarming. The LALD/RN-A
asked if there was treatment for this.
-The toilet seat/cover was loose and not secured
to the toilet bowl for the upper-level bathroom.

The above deficient findings were verbally and
visually verified by the LALD/RN-A at the time of
discovery.

On August 14, 2024, at approximately 1:45 p.m.,
Minnesota Department of Health
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during an interview, survey staff explained the
above deficient conditions to the LALD/RN-A. The
LALD/RN-A understood and acknowledged the
findings.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 810 144G.45 Subd. 2 (b)-(f) Fire protection and
SS=C physical environment

0 810

(b) Each assisted living facility shall develop and
maintain fire safety and evacuation plans. The
plans shall include but are not limited to:

(1) location and number of resident sleeping
rooms;

(2) employee actions to be taken in the event of
a fire or similar emergency;

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation
plans upon hiring and at least twice per year
thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.
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(f) Evacuation drills are required for employees
twice per year per shift with at least one
evacuation drill every other month. Evacuation of
the residents is not required. Fire alarm system
activation is not required to initiate the evacuation
drill.

0 810

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to provide the required minimum
training of residents on the fire safety and
evacuation plan. This has the potential to directly
affect the safety of residents.

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has potential to affect a large portion or all of
the residents).

The findings include:

On August 14, 2024, at approximately 1:30 p.m.,
document and record review and interview with
the licensed assisted living director/registered
nurse (LALD/RN)-A, on the home's fire safety and
evacuation plan, updated August 1, 2024, and
related training policies, procedures, and
available records indicated that the licensee failed
to provide evacuation training for the calendar
years 2022 and 2023 to residents who are
capable of self-evacuation on the proper actions
to be taken in the case of a fire or similar
emergency at least once per year. During the
interview, the LALD/RN-A was able to provide a

Minnesota Department of Health
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record of resident training on fire safety and
evacuation on February 7, 2024, but no other
records were available or provided for review for
the previous two year. The LALD/RN-A attempted
to look for additional records but did not find any.

0 810

On August 14, 2024, at approximately 1:45 p.m.,
LALD/RN-A acknowledged the finding during the
exit interview. Survey staff stated that additional
records will be honored for further review if
received by the end of the day (August 14, 2024).
Additional information was never received.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 820 144G.45 Subd. 2 (g) Fire protection and physical 0 820
SS=H environment

(g) Existing construction or elements, including
assisted living facilities that were registered as
housing with services establishments under
chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use
does not constitute a distinct hazard to life. Any
existing elements that an authority having
jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the
facility's records any actions taken to comply with
a correction order, and must submit to the
commissioner for review and approval prior to
correction.

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
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failed to ensure physical facility elements did not
constitute a distinct hazard to life. The licensee
failed to provide the minimum state
standard-sized egress windows for occupied
resident sleeping room 1 and unoccupied
resident room 2. This has the potential to directly
affect the health, safety, and well-being of the
resident in occupied sleeping room 1 and staff.

0 820

This practice resulted in a level three violation (a
violation that harmed a resident'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 pattern scope (when more than a
limited number of residents 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:

On August 14, 2024, from 10:20 a.m. to 11:20
a.m., survey staff toured the home with the
licensed assisted living director/registered nurse
(LALD/RN)-A. During the tour, survey staff
observed the following:

OCCUPIED RESIDENT SLEEPING ROOM 1
Inside the occupied main-level resident sleeping
room 1, survey staff measured the dimensions of
the clear opening of the double-hung window and
the window did not meet the state standard-sized
window for safe egress in a sleeping room with
the required minimum width and height of no less
than 20 inches of clear opening (and a minimum
total open area of 648 inches for safe egress).
The window clear opening in sleeping room 1
measured dimensions at a height of 19.5 inches,
and a width of 39.75 inches. Survey staff
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explained to the LALD/RN-A that room 1 window
measured with a clear opening height of 19.5
inches and did not meet the minimum height of
20 inches for safe egress.

0 820

The above finding was verbally and visually
verified with the LALD/RN-A at time of discovery
accompanying the tour.

TIME PERIOD FOR CORRECTION: Immediate

UNOCCUPIED RESIDENT SLEEPING ROOM 2
Inside the unoccupied main-level resident
sleeping room 2, survey staff measured the
dimensions of the clear opening of the
double-hung window and the window did not
meet the state standard-sized window for safe
egress in a sleeping room with the required
minimum width and height of no less than 20
inches of clear opening (and a minimum total
open area of 648 inches for safe egress). The
window clear opening in sleeping room 2
measured with dimensions at a height of 19.5
inches and a width of 41.5 inches. Survey staff
explained to the LALD/RN-A that room 2 window
measured with a clear opening height of 19.5
inches and did not meet the minimum height of
20 inches for safe egress.

The above finding was verbally and visually
verified with the LALD/RN-A at time of discovery
accompanying the tour.

TIME PERIOD FOR CORRECTION: Two (2)
Days

On August 14, 2024, at approximately 11:45 a.m.,
survey staff explained to the LALD/RN-A that an
immediate correction order was issued for the
deficient finding in occupied resident sleeping
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room 1. Survey staff explained that a plan of
correction for the immediate order must be
developed and submitted for approval to lift the
immediacy for room 1. Survey staff also
explained the unoccupied sleeping room 2 must
not be occupied until the deficient condition is
corrected with the complying egress window and
approved before occupancy. The LALD/RN-A
understood and acknowledged the deficient
findings.

0 820

No further information was provided.

Immediacy is removed as confirmed by surveyor
supervisor on August 15, 2024, at 8:52 a.m.,
however, non-compliance remains at a scope
and level of three, pattern (H).

01760 144G.71 Subd. 8 Documentation of
SS=D administration of medication

01760

Each medication administered by the assisted
living facility staff must be documented in the
resident'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
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

This MN Requirement is not met as evidenced
by:
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Based on observation, interview, and record
review, the licensee failed to ensure
documentation of the administration of
medications included all required content for one
of two residents (R4).

01760

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

The findings include:

During the entrance conference on August 13,
2024, at 11:25 a.m., licensed assisted living
director/registered nurse (LALD/RN)-A stated the
licensee provided medication management
services to residents.

R4's diagnoses included schizoaffective disorder,
diabetes, bipolar, and depression.

R4's Service Plan dated October 1, 2023,
indicated R4 received medication administration
five times per day.

R4's prescriber orders dated August 6, 2024,
included an order for Novolog insulin 100
units/milliliter (mL) to be administered three times
daily at 8:00 a.m., 12:00 p.m., and 5:00 p.m. per
the below sliding scale (a scale directing the
amount of insulin that should be administered
based off the blood glucose (sugar) result):
- less than 120 = administer 0 units;
- 121 - 149 = administer 2 units;
- 150 - 199 = administer 4 units;
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- 200 - 249 = administer 9 units;
- 250 - 299 = administer 12 units;
- 300 - 349 = administer 16 units; and
- greater than 350 = administer 10 units and
recheck in two hours. Call RN and RN to contact
MD (medical doctor) if still over 350.

01760

R4's prescriber orders dated August 6, 2024,
included an order for Novolog insulin 100
units/mL to be administered daily at 10:00 p.m.
per the below sliding scale:
- less than 120 = administer 0 units;
- 121 - 149 = administer 0 units;
- 150 - 199 = administer 2 units;
- 200 - 249 = administer 4 units;
- 250 - 299 = administer 6 units;
- 300 - 349 = administer 8 units; and
- greater than 350 = administer 10 units and
recheck in two hours. Call RN and RN to contact
MD if still over 350.

On August 14, 2024, at 8:31 a.m., the surveyor
observed unlicensed personnel (ULP)-D conduct
R4's blood glucose reading of 250 milligrams
(mg)/deciliter (dL) and ULP-D administered 12
units of Novolog insulin. Immediately following the
observation, ULP-D documented on R4's
electronic medication administration record
(EMAR) Novolog was administered, however,
ULP-D did not document how many units of
Novolog was administered.

R4's Med (medication) Admin (administration)
Summary dated August 2024, indicated the
following:
-August 6, 2024, through August 12, 2024, at
8:00 a.m., six out of seven opportunities lacked
how many units of Novolog insulin was
administered;
-August 6, 2024, through August 12, 2024, at

Minnesota Department of Health
STATE FORM 6899 728K11 If continuation sheet 21 of 28



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 09/18/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

36951 B. WING _____________________________ 08/15/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

ESTHERRA CARE LLC 5018 NORTH 4TH ST.
MINNEAPOLIS, MN 55430

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

01760 Continued From page 21

12:00 p.m., six out of seven opportunities lacked
how many units of Novolog insulin was
administered;
-August 6, 2024, through August 12, 2024, at
5:00 p.m., six out of seven opportunities lacked
how many units of Novolog insulin was
administered; and
-August 6, 2024, through August 12, 2024, at
10:00 p.m., six out of seven opportunities lacked
how many units of Novolog insulin was
administered.

01760

On August 14, 2024, at 1:06 p.m., RN-C stated it
was expected of ULP to document on R4's EMAR
the number of units administered to R4 and not
just the ULP's initials. Clinical nurse supervisor
(CNS)-B stated R4's EMAR did not include a
place to document the number of Novolog units
administered to R4 unless the ULP entered it
separately under the notes, and CNS-B would not
know if the correct amount of Novolog insulin was
administered unless the number of Novolog units
was documented.

The licensee's 7.08 Medication Management-
Administration and Setup policy dated June 1,
2021, indicated for medication reminders or
administration, the documentation must include
the medication name, dosage, date and time
administered, and method and route of
administration [sic].

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01910 144G.71 Subd. 22 Disposition of medications
SS=F
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(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.
(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.
(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

01910

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to document in the resident's
record the disposition of the medications as
required for one of one resident (R1) upon
discharge.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause 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 potential to affect
a large portion or all of the residents).
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The findings include:

01910

During the entrance conference on August 13,
2024, at 11:25 a.m., licensed assisted living
director/registered nurse (LALD/RN)-A stated the
licensee provided medication management
services to residents.

The licensee's Discharged Resident/Client Roster
dated August 11, 2024, indicated R1 was
admitted to the assisted living on December 23,
2022, and discharged from the facility on May 6,
2024.

R1's diagnoses included bipolar disorder, anxiety,
depression, and hypertension (high blood
pressure-HTN).

R1's Service Plan dated December 23, 2022,
indicated R1 received medication administration
services twice daily.

R1's Med (medication) Admin (administration)
Summary dated April 2024, indicated R1 received
the following medications:
-Anoro Ellipta (for chronic obstructive pulmonary
disease-COPD) 62.5-25 aerosol one puff daily
-aspirin (for heart health) 325 milligrams (mg)
daily
-Breo Ellipta (for COPD) 200-25 inhale one puff
daily
-buprenor/nalox (for opioid dependence) 8-2 mg
tablet two tablets every morning and one tablet
every night
-duloxetine (for depression) 60 mg daily
-gabapentin (for pain) 300 mg twice daily
-losartan potassium (for HTN) 100 mg daily
-omeprazole (for heartburn) 40 mg daily
-oxcarbazepine (for neuropathy) 600 mg tablet
two tablets daily

Minnesota Department of Health
STATE FORM 6899 728K11 If continuation sheet 24 of 28



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 09/18/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

36951 B. WING _____________________________ 08/15/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

ESTHERRA CARE LLC 5018 NORTH 4TH ST.
MINNEAPOLIS, MN 55430

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

01910 Continued From page 24

-oxybutynin (for overactive bladder) 5 mg twice
daily
-tab-a-vite iron (supplement) one tablet daily
-atorvastatin (for high cholesterol) 40 mg daily

01910

R1's prescriber orders dated October 18, 2023,
included the above noted medications.

R1's Discharge/Transfer Summary dated May 6,
2024, read medications sent with resident.
Nurses have taken the medication from North
house (licensee) and transferred it (medications)
to Winchester location (sister facility). All
medications listed on mar (medication
administration record) [sic] transferred to new
house from May 3, 2024, through May 31, 2024.

R1's record lacked documentation for the
disposition of the above medications to include
the medication's name, strength, prescription
number as applicable, quantity, to whom the
medications were given, date of disposition, and
names of staff and other individuals involved in
the disposition.

On August 14, 2024, at 1:03 p.m., clinical nurse
supervisor (CNS)-B stated the licensee had just
become familiar with the medication disposition
requirement and the licensee had never recorded
medication disposition for any resident.

The licensee's 7.23 Medication Disposal policy
dated June 1, 2021, indicated current unused
medications managed by the licensee will be
returned to the pharmacy for credit, or given to
the resident or the resident's representative,
when the resident's medications are no longer
managed by the facility, or the medication has
been discontinued by the prescriber. Upon
disposition, the facility must document in the
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resident's record the disposition of the medication
including the medication's name, strength,
prescription number as applicable, quantity, to
whom the medications were given, date of
disposition, and names of staff and other
individuals involved in the disposition.

01910

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

02310 144G.91 Subd. 4 (a) Appropriate care and
SS=F services

02310

(a) Residents have the right to care and assisted
living services that are appropriate based on the
resident's needs and according to an up-to-date
service plan subject to accepted health care
standards.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure the care and
services were provided according to acceptable
health care and medical, or nursing standards
with regards to safely storing oxygen for one of
one oxygen storage area.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause 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 potential to affect
a large portion or all of the residents).
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The findings include:

During the entrance conference on August 13,
2024, at 11:22 a.m., licensed assisted living
director/registered nurse (LALD/RN)-A stated the
licensee was familiar with current minimum
assisted living requirements.

On August 14, 2024, at 11:39 a.m., the surveyor
observed unlicensed personnel (ULP)-D open
R3's bedroom closet door. The bedroom closet
contained two small oxygen cylinders. ULP-D
stated the two oxygen cylinders were not secured
in a rack or by chains.

On August 14, 2024, at 1:09 p.m., RN-C stated
oxygen cylinders were supposed to be stored in a
rack, however, R3 must have placed the oxygen
cylinders in R3's closet for storage.

The licensee's 7.40 Oxygen policy dated June 1,
2021, indicated to keep oxygen cylinders and
vessels in a well-ventilated area (not in closet,
behind curtains, or other confined space).
Oxygen cylinders and vessels must remain
upright at all times.

The Minnesota Department of Health (MDH)
Oxygen Cylinder Storage Requirements dated
April 16, 2020, based on the National Fire
Protection Association, Standard 99 (NFPA 99),
noted a common hazard in a health care facility is
storing and handling compressed oxygen in
cylinders. When storing oxygen cylinders, they
must be secured in racks or by chains to prevent
them from falling over.

No further information was provided.
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TIME PERIOD FOR CORRECTION: Seven (7)
days

02310
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Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975
Saint Paul, MN 55164-0975
651-201-4500

Type:
Date:
Time:
Report:

Full
08/14/24
09:55:00
1043241204

Location:
Estherra Care Llc
5018 North 4th St.
Minneapolis, MN55430
Hennepin County, 27

Food  and Beverage  Establishment
Inspection  Report

Establishment  Info:
ID #: 0039169
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 9526887164
ID #:

The violations listed in this report include any previously issued orders and deficiencies identified
during this inspection. Compliance dates are shown for each item.

The following orders were issued during this inspection.

6-300 Physical  Facility  Numbers  and  Capacities
6-301.14A

MN Rule 4626.1457 Provide a sign or poster at all handwashing sinks used by food employees that notifies
them to wash their hands
HANDWASHING SIGN MISSING IN DOWNSTAIRS AND UPSTAIRS RESTROOMS. SIGN PROVIDED
WITH REPORT. ADVISED STAFF TO PROVIDE. COMPLY WITH ABOVE RULE.
Comply By: 08/14/24

Surface  and  Equipment  Sanitizers
Chlorine: = 200 PPM at Degrees Fahrenheit
Location: SANI SPRAY BOTTLE
Violation Issued: No

Hot Water: = at 180 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: DELI MEAT
Temperature: 46 Degrees Fahrenheit - Location: REACH IN COOLER
Violation Issued: No
Process/Item: RELISH
Temperature: 46 Degrees Fahrenheit - Location: REACH IN COOLER
Violation Issued: No



Type: Full
Date: 08/14/24
Time: 09:55:00
Report: 1043241204
Estherra Care Llc

Food  and Beverage  Establishment
Inspection  Report

Page 2

Process/Item: MILK
Temperature: 46 Degrees Fahrenheit - Location: REACH IN COOLER
Violation Issued: No

Total Orders In This Report Priority 1
0

Priority 2
0

Priority 3
1

Inspection was completed with Sara Umlauf as the lead Health Regulation Division Nurse Evaluator completing
the site survey.

Discussed highly susceptible populations, date marking, illness policy, sanitizer use, ware washing, temperature
control, cleaning, pest control, vomit/fecal procedures, test kits, food storage, and food handling procedures.

Food temperatures from the reach in cooler measured at 46F degrees as the doors were opened prior to temping
food. Staff provided temperature logs for review showing that thermometer readings were at 41F degrees or
below. Advised staff to monitor thermometer and food temperatures to 41F degrees and below.

Foods cooked in house must only be available for same day service for highly susceptible populations, discard
any leftovers at the end of the day.

This facility has a residential kitchen with residential equipment. The kitchen finishes and surfaces are well
maintained, minor wear and tear observed along wooden cabinetry doors. Residential dish machine (NSF/ANSI
184) with a sanitizing option must always be used when running a cycle, ensure utensil surface temperature
reaches at least 150F (or 160F for all other residential/commercial dish machines) by using a test kit at least once
a week.

Contact Health Regulation Division for plan review approval when facility/kitchen undergoes remodeling.

***If any customer complains of illness, establishment is required to notify the Minnesota Department of Health
and provide the foodborne illness hotline phone number to the customer: 1-877-366-3455***

NOTE:  Plans  and  specifications  must  be submitted  for  review and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report
number 1043241204 of 08/14/24.

Certified Food Protection Manager:Bouathong Thongsavanh

Certification Number: FM118402 Expires: 04/24/26

Signed:
Esther Wako
PIC

Signed:
Blia Lor
Public Health Sanitarian I
651-355-0641
blia.lor@state.mn.us


