DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
July 28, 2025

Licensee

Star Care Health Services LLC
1729 15th Ave South Unit 1
Minneapolis, MN 55404

RE: Project Number(s) SL35382016

Dear Licensee:

On July 8, 2025, the Minnesota Department of Health completed a follow-up survey of your facility to

determine correction of orders from the survey completed on April 17, 2025. 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,

Renee Anderson, Supervisor

State Evaluation Team

Email: Renee.L.Anderson@state.mn.us
Telephone: 651-201-5871 Fax: 1-866-890-9290

JMD
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m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
May 21, 2025

Licensee

Star Care Health Services LLC
1729 15th Avenue South Unit 1
Minneapolis, MN 55404

RE: Project Number(s) SL35382016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on April 17, 2025, 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
isted 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. § 144G.31, Subd. 4, fines and enforcement actions may be imposed
based on the level and scope of the violations and may be imposed immediately with no opportunity
to correct the violation first as follows:

Level 1: no fines or enforcement.

Level 2: a fine of S500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20 for widespread violations;

Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism
authorized in § 144G.20.

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
§ 144G.20.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the following fines are assessed
pursuant to this survey:

St-0-0780 - 144g.45 Subd. 2 (a) (1) - Fire Protection And Physical Environment- $500.00

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021
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St-0-2310-144g.91 Subd. 4 (a) - Appropriate Care And Services - $3,000.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $3,500.00. You will be invoiced approximately 30 days after receipt of this notice, subject

to appeal.

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:

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

e I|dentify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/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. § 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

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that has
been assessed a fine under this subdivision has a right to a reconsideration or a hearing under this
section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. The request must contain a brief and plain statement describing each
matter or issue contested and any new information you believe constitutes a defense or mitigating

factor.

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

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
may request a reconsideration or a hearing, but not both. If you wish to contest tags without fines in
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a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.

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,

L T

Renee L. Anderson, Supervisor
State Evaluation Team
Email: Renee.L.Anderson@state.mn.us

Telephone: 651-201-5871 Fax: 1-866-890-9290

HHH
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
35382 B. WING 04/17/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1729 15TH AVE S UNIT 1
STAR CARE HEALTH SERVICES LLC MINNEAPOLIS, MN 55404
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
0 000] Initial Comments 0 000
AT TENTION* **** Minnesota Department of Health is
documenting the State Licensing
ASSISTED LIVING PROVIDER LICENSING Correction Orders using federal software.
CORRECTION ORDER(S) Tag numbers have been assigned to
Minnesota State Statutes for Assisted
In accordance with Minnesota Statutes, section Living License Providers. The assigned
144G.08 to 144G.95, these correction orders are tag number appears in the far left column
Issued pursuant to a survey. entitled "ID Prefix Tag." The state Statute
number and the corresponding text of the
Determination of whether violations are corrected state Statute out of compliance is listed in
requires compliance with all requirements the "Summary Statement of Deficiencies”
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
failure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings is the Time Period for Correction.

SL #35382016-0
PLEASE DISREGARD THE HEADING OF

On April 14, 2025, through April 17, 2025, the THE FOURTH COLUMN WHICH

Minnesota Department of Health conducted a STATES,"PROVIDER'S PLAN OF

survey at the above provider, and the following CORRECTION." THIS APPLIES TO

correction orders are issued. At the time of the FEDERAL DEFICIENCIES ONLY. THIS

survey, there were four residents, three of whom WILL APPEAR ON EACH PAGE.

were receiving services under the provider's

Assisted Living Facility license. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR

An immediate correction order was identified on VIOLATIONS OF MINNESOTA STATE

April 15, 2025, issued for SL35382016-0, tag STATUTES. The letter in the left column is

identification 0775. used for tracking purposes and reflects
the scope and level pursuant to 144G.31

An immediate correction order was identified on Subd. 1, 2 and 3.

April 16, 2025, issued for SL35382016-0, tag
identification 2310.

During the course of the survey, the licensee took
action to mitigate the imminent risks.
Noncompliance remained and the scope and
level remain unchanged.

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 LQRJ11 If continuation sheet 1 of 22
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0 480| 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum 0 480
SS=F | requirements; required food services

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
iInstall a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;

(5) notwithstanding Minnesota Rules, parts

Minnesota Department of Health
STATE FORM 6899 LQRJ11 If continuation sheet 2 of 22



PRINTED: 05/21/2025

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
35382 B. WING 04/17/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1729 15TH AVE S UNIT 1
STAR CARE HEALTH SERVICES LLC
MINNEAPOLIS, MN 55404
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

0480 | Continued From page 2 0 480

4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are
allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and

(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was
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 April 15, 2025, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

Minnesota Department of Health
STATE FORM 6899 LQRJ11 If continuation sheet 3 of 22
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0480 | Continued From page 3 0 480

TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

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

(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
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.

This MN Requirement is not met as evidenced
by:

Based on interview and record review the
licensee failed to have a written emergency
preparedness (EP) plan with all the required
content. This had the potential to affect all
residents, staff, and visitors.

Minnesota Department of Health
STATE FORM 6899 LQRJ11 If continuation sheet 4 of 22
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0680 | Continued From page 4 0 680

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).

The findings include:

The licensee's Assisted Living EP plan, last
reviewed by the licensee July 26, 2024, lacked
the following required content:

-documentation of two emergency preparedness
exercises (an annual full-scale exercise or
individual facility-based functional exercise and a
second full-scale exercise that was either
community-based, an individual facility based
functional exercise, a mock disaster drill, or a
table-top exercise).

On April 15, 2025, at 9:20 a.m., owner/licensed
assisted living director (O/LALD)-A stated they
were conducting drills, but they had not been
documenting or evaluating them. O/LALD-A
further stated he was not aware he needed to
keep documentation of EP exercises.

The licensee's undated Emergency
Preparedness policy indicated the licensee would
conduct fire drills every six months and the
results would be documented. The plan lacked a
statement that an annual full-scale exercise or
individual facility-based functional exercise and a
second full-scale exercise that was either
community-based, an individual facility based
functional exercise, a mock disaster drill, or a
Minnesota Department of Health
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0680 | Continued From page 5 0 680
table-top exercise would be conducted.
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0775 144G.45 Subd. 2. (a) Fire protection and physical | 0775
SS=l| environment
Each assisted living facility must comply with the
State Fire Code in Minnesota Rules, chapter
7511, and:
This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee During the course of the survey, the
failed to provide emergency escape and rescue licensee took action to mitigate the
openings (egress windows) in compliance with Imminent risks. Noncompliance remained
the Minnesota State Fire Code in Minnesota and the scope and level remain
Rules Chapter 7511. This had the potential to unchanged.

directly affect all of the residents and staff.

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
iIssued 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:

On a facility tour on April 15, 2025, from 10:00
a.m. to 12:30 p.m., with owner/licensed assisted
living director (O/LALD)-A, it was observed that
compliant emergency escape and rescue

Minnesota Department of Health
STATE FORM 6899 LQRJ11 If continuation sheet 6 of 22
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0 775 | Continued From page 6 0775

openings were not provided in resident sleeping
rooms 2, and 3.

OCCUPIED RESIDENT SLEEPING ROOMS
Resident sleeping room 1, emergency escape
and rescue clear window opening measurements
were 20.6 inches wide, 26 inches in height and
only 536 square inches in openable area. The
window was measured with O/LALD-A, and the
surveyor present. The window did not meet the
minimum requirements for total clear opening
square inch area.

Resident sleeping room 2, emergency escape
and rescue clear window opening measurements
were 21.6 inches wide, 26 inches in height and
only 561 square inches in openable area. The
window was measured with O/LALD-A, and the
surveyor present. The window did not meet the
minimum requirements for total clear opening
square inch area.

It was explained to O/LALD-A, that at least one
compliant emergency escape and rescue opening
IS required within each resident sleeping room.

EXisting emergency escape and rescue openings
are required to meet a minimum clear opening
area of 648 square inches and have a minimum
dimension of 20 inches in height and a minimum
dimension of 20 inches in width. Windowsill
height shall not be more than 48 inches from the
floor to the clear opening.

These deficient conditions were visually verified
by O/LALD-A, accompanying on the tour. Survey
staff explained that an immediate correction order
was issued for the above findings.

TIME PERIOD FOR CORRECTION: Immediate

Minnesota Department of Health
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0 780| 144G.45 Subd. 2 (a) (1) Fire protection and 0 780
SS=F | physical environment

for dwellings or sleeping units, as defined in the
State Fire Code:

(i) provide smoke alarms in each room used for
sleeping purposes;

(i) provide smoke alarms outside each separate
sleeping area in the immediate vicinity of
bedrooms;

(i) provide smoke alarms on each story within a
dwelling unit, including basements, but not
iIncluding crawl spaces and unoccupied attics;
(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

(v) ensure the power supply for existing smoke
alarms complies with the State Fire Code, except
that newly introduced smoke alarms in existing
buildings may be battery operated;

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide smoke alarms that were
interconnected so that the actuation of one alarm
caused all alarms in the dwelling unit to actuate.
This had the potential to directly affect all
residents, staff, and visitors.

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

Minnesota Department of Health
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0 780 | Continued From page 8 0 780

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).

The findings include:

INTERCONNECTED:

On a facility tour on April 15, 2025, from 10:30
a.m. to 1:30 p.m., with owner/licensed assisted
living director (O/LALD)-A, the surveyor observed
hard-wired smoke alarms in common areas of the
facility and battery powered alarms inside the
bedrooms. Hallway alarms was not
interconnected with battery alarms in the
bedrooms. Smoke alarms were not
iInterconnected so activation of one alarm
activates all alarms throughout the facility.

POWER SOURCE:

Outside resident room 1, surveyor observed there
was a battery powered alarm covering where a
hard-wired alarm was supposed to be.

During a facility tour on April 15, 2025, at 12:00
p.m., O/LALD-A, verified the above listed
observations, while accompanying on the tour.

TIME PERIOD FOR CORRECTION: Two (2)
days

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

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of

Minnesota Department of Health
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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.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to maintain 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. This deficient condition had the
potential to affect all staff, residents, and visitors.

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).

On a facility tour on April 15, 2025, from 10:30
a.m. to 1:30 p.m., with owner/licensed assisted
living director (O/LALD)-A, the following was
observed.

EGRESS WINDOWS:

The egress window in bedroom 4 had a handle
that would not open the window. The crank bar
was no longer connected to the window. The
window was still able to be pushed open and
pulled closed.

Minnesota Department of Health
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On April 15, 2025, at 12:00 p.m., O/LALD-A
stated they understood the above-listed
deficiencies.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 810| 144G.45 Subd. 2 (b-f) Fire protection and 0810
SS=F | physical environment

(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) staff 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) Staff 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.

(f) Evacuation drills are required for staff 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

Minnesota Department of Health
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required to initiate the evacuation drill.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to develop the fire
safety and evacuation plan with the required
content and provide the required training and
drills. This had the potential to directly affect all
residents, staff, and visitors.

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 potential to affect a large portion or all of
the residents).

The findings include:

On April 15, 2025, owner/living assisted living
director (O/LALD)-A was asked to provide
documents on the fire safety and evacuation plan
(FSEP), fire safety and evacuation training, and
evacuation drills for the facility, but no
documentation was provided.

UNIQUE AND UNUSUAL RESIDENT NEEDS:
The facility uses an electronic care plan website
for standard resident evacuation procedures. The
FSEP does not include instructions on how to use
or what do in the loss of power/internet event for
resident movement and evacuation or relocation
during a fire or similar emergency including
individualized unique needs of residents.

Minnesota Department of Health
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On April 15, 2025, at 12:00 p.m., O/LALD-A,
stated they thought they had an FSEP since the
previous survey from a 3rd party vendor but was
unable to locate or provide. No further information
was provided.

TRAINING

The licensee failed to provide evacuation training
to residents at least once per year. O/LALD-A
lacked documentation showing any training was
offered or training was scheduled for a future date
for residents on the fire safety and evacuation
plan.

The licensee failed to provide training to
employees on the FSEP upon hire and at least
twice per year. Staff does web-based training at
the time of hire and throughout the year,
O/LALD-A stated they were using evacuation
drills as training. No other training documentation
was provided.

On April 15, 2025, at 12:00 p.m., O/LALD-A
stated they understood the requirements for
training residents and staff and would implement
a training program that was compliant with statute
requirements.

DRILLS

The licensee failed to conduct evacuation drills
for employees twice per year, per shift with at
least one evacuation drill every other month.
Record review of licensee's evacuation drill log,
titled "Facility Fire Drills", undated, indicated
evacuation drills were conducted in May 2024
and October 2024. No other documentation was
provided.

On April 15, 2025, at 12:00 p.m., O/LALD-A
stated there were no additional documented drills

Minnesota Department of Health
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for the facility.

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

01500] 144G.63 Subd. 5 Required annual training 01500
SS=D
(a) All staff that perform direct services must
complete at least eight hours of annual training
for each 12 months of employment. The training
may be obtained from the facility or another
source and must include topics relevant to the
provision of assisted living services. The annual
training must include:

(1) training on reporting of maltreatment of
vulnerable adults under section 626.557;

(2) review of the assisted living bill of rights and
staff responsibilities related to ensuring the
exercise and protection of those rights;

(3) review of infection control techniques used in
the home and implementation of infection control
standards including a review of hand washing
techniques; the need for and use of protective
gloves, gowns, and masks; appropriate disposal
of contaminated materials and equipment, such
as dressings, needles, syringes, and razor
blades; disinfecting reusable equipment;
disinfecting environmental surfaces; and
reporting communicable diseases;

(4) effective approaches to use to problem solve
when working with a resident's challenging
behaviors, and how to communicate with
residents who have dementia, Alzheimer's
disease, or related disorders;

(5) review of the facility's policies and procedures
relating to the provision of assisted living services
and how to implement those policies and
procedures; and

(6) the principles of person-centered planning

Minnesota Department of Health
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and service delivery and how they apply to direct
support services provided by the staff person.
(b) In addition to the topics in paragraph (a),
annual training may also contain training on
providing services to residents with hearing loss.
Any training on hearing loss provided under this
subdivision must be high quality and research
based, may 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) the health impacts related to untreated
age-related hearing loss, such as increased
incidence of dementia, falls, hospitalizations,
iIsolation, 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 observation, interview and record
review, the licensee failed to ensure employees
completed eight hours annual training, including
all required topics, for each 12 months of

employment for one of one employee (unlicensed
personnel (ULP)-C).

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 an isolated scope (when one or a
limited number of residents are affected or one or
Minnesota Department of Health
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a limited number of staff are involved, or the
situation has occurred only occasionally).

The findings include:

ULP-C was hired March 17, 2023, to provide
direct care services.

On April 15, 2025, at 8:15 a.m., ULP-C was
observed to assist R1 with medication
administration.

ULP-C's employee record lacked evidence the
employee had successfully completed at least
eight hours of annual training for every 12 months
of employment as required under 144G.63,
Subd.$, to include the following:

- Principles of person-centered planning/service
delivery.

On April 15, 2025, at 8:15 a.m., ULP-C stated he
was assigned yearly training and completed it
online.

On April 16, 2025, at 12:28 p.m., owner/licensed
assisted living director (O/LALD)-A stated he had
forgotten to assign the principles of
person-centered planning/service delivery
education to ULP-C, and he would assign it to
him "today."

The licensee's undated Staff Orientation and
Education policy indicated orientation topics
would include the principles of person-centered
planning and services delivery and how they
apply to direct support services.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
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(21) days
01890 144G.71 Subd. 20 Prescription drugs 01890
SS=D

A prescription drug, prior to being set up for
immediate or later administration, must be kept in
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to document the
opened date on time sensitive medication for one
of one resident (R1).

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 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:

R1's service plan, dated October 8, 2024,
iIndicated R1 received services including
assistance with medication administration.

R1's medication administration record (MAR),
dated April 2025, indicated R1 received Humalog
Kwik pen (insulin lispro, a fast-acting insulin for
diabetes), 8 units before breakfast, 10 units

Minnesota Department of Health
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before lunch, and 10 units before dinner, daily.

On April 14, 2025, at 2:00 p.m., the surveyor
observed the licensee's medication refrigerator
with clinical nurse supervisor (CNS)-B. The
refrigerator contained one opened Humalog Kwik
pen that lacked the original prescription label with
legible information including the date it was first
used. CNS-B stated he usually puts the label, and
the date opened on the pen, but "someone must
have pulled the label off."

The manufacturer's instructions for the use of
Humalog Kwik pen injection, revised July 2023,
Indicated the medication should be discarded 28
days after first use.

The licensee's undated Medications Management
Program policy indicated all prescription drugs
would be held in the original container and the
label should remain on the container. The policy
lacked a statement regarding dating time
sensitive medications.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

(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

Minnesota Department of Health
STATE FORM 6899 LQRJ11 If continuation sheet 18 of 22



PRINTED: 05/21/2025

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: , COMPLETED
A. BUILDING:
35382 B. WING 04/17/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1729 15TH AVE S UNIT 1
STAR CARE HEALTH SERVICES LLC
MINNEAPOLIS, MN 55404
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
02310 | Continued From page 18 02310

by:

Based on observation, interview, and record During the course of the survey, the

review, the licensee failed to provide care and licensee took action to mitigate the

services according to acceptable health care, Imminent risks. Noncompliance remained

medical or nursing standards for one of one and the scope and level remain

resident (R2) who utilized bed rails. unchanged.

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
iIssued 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:

R2 had diagnoses which included glaucoma,
bipolar disorder and back pain.

R2's Service Plan, dated September 1, 2024,
indicated R2 received services including
assistance with bathing, incontinence care,
transfers and positioning.

On April 15, 2025, at 11:10 a.m., during a tour of
the facility, the surveyor observed R2 lying in a
hospital style bed with bed rails in the upright

position on both sides of the upper part of the
bed.

R2's record included a 90-day assessment, dated
March 27, 2025, which indicated R2 required
assistance on and off the bed and with bed
repositioning. The bed rail assessment included
the purpose and intention of the bed rail and the
residents bed rail use and need assessment. The
assessment indicated Federal Food and Drug
Minnesota Department of Health
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Administration (FDA)-designated entrapment
zone 1 of the rail was less than 4 % inches but
lacked an exact measurement. The assessment
did not address additional entrapment zones. The
bed rail assessment further lacked the following
required contents:

- measurements of entrapment zones 1-4; and

- physical inspection of bed rail and mattress for
areas of entrapment, stability, and correct
installation

On April 16, 2025, at 2:00 p.m., clinical nurse
supervisor (CNS)-B stated he only assessed
Zone 1 of the bedrail because R2 did not always
want to use the bed rails. CNS-B added R2 liked
to sit at the edge of the bed and the bed rail got in
her way.

The FDA Guidance for Industry and FDA Staff
Hospital Bed System Dimensional and
Assessment Guidance to Reduce Entrapment
dated March 10, 2006, indicated Zone 1 is any
open space within the perimeter of the rail.
Openings in the rail should be small enough to
prevent the head from entering. A loosened bar or
rail can change the size of the space. The
Hospital Bed Safety Workgroup (HBSW) and
International Electrotechnical Commission (IEC)
recommend that the space be less than 120
millimeters (mm, 4 % inches), representing head
breadth. Zone 2 is the space is the gap under the
rail between a mattress compressed by the
weight of a patient's head and the bottom edge of
the rail at a location between the rail supports, or
next to a single rail support. The FDA
recommends that this space be small enough to
prevent head entrapment, less than 120 mm (4 %
inches). Zone 3 is the space between the inside
surface of the rail and the mattress compressed
by the weight of a patient's head. The FDA
Minnesota Department of Health
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recommends a dimensional limit of less than 120
mm (4 % inches) for the area between the inside
surface of the rail and the compressed mattress.
Zone 4 is the gap that forms between the
mattress compressed by the patient, and the
lowermost portion of the rail, at the end of the rail.
The FDA recommends that the dimensional limit
for this space also be less than 60 mm (2 3/8
iInches).

The FDA's, A Guide to Bed Safety, dated 2000,
and revised April 2010, indicated following
information: "When bed rails are used, perform
an on-going assessment of the patient's physical
and mental status, closely monitor high-risk
patients. The FDA also identified; "Patients who
have problems with memory, sleeping,
iIncontinence, pain, uncontrolled body movement,
or who get out of bed and walk unsafely without
assistance, must be carefully assessed for the
best ways to keep them from harm, such as
falling. Assessment by the patient's health care
team will help to determine how best to keep the
patient safe."

The Minnesota Department of Health (MDH)
website, Assisted Living Resources & Frequently
Asked Questions (FAQS) indicated, "To ensure an
individual is an appropriate candidate for a bed
rail, the licensee must assess the individual's
cognitive and physical status as they pertain to
the bed rail to determine the intended purpose for
the bed rail and whether that person is at high
risk for entrapment or falls. This may include
assessment of the individual's incontinence
needs, pain, uncontrolled body movement or
ability to transfer in and out of bed without
assistance. The licensee must also consider
whether the bed rail has the effect of being an
improper restraint." Also included,

Minnesota Department of Health
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"Documentation about a resident's bed rails
Includes, but is not limited to:

- Purpose and intention of the bed rail;

- Condition and description (i.e., an area large
enough for a resident to become entrapped) of
the bed rail;

- The resident's bed rail use/need assessment;

- Risk vs. benefits discussion (individualized to
each resident's risks);

- The resident's preferences;

- Installation and use according to manufacturer's
guidelines;

- Physical inspection of bed rail and mattress for
areas of entrapment, stability, and correct
installation; and

- Any necessary information related to
iInterventions to mitigate safety risk or negotiated
risk agreements”.

In addition, the MDH website indicated,
"licensees should refer to the CSPC for the most
up-to-date information related to portable bed
side rail recall information.”

No further information was provided.
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Minnesota Department of Health
Division of Environmental Health, FPLS
PO Box 64975

DEPARTMENT Saint Paul, 55164-0975
OF HEALTH 651-201-4500
IT)Ylfei s Food and Beverage Establishment rage 1
ate: a
Time:  10:09:57 Inspection Report
Report: 1023251184
— Location: — Establishment Infe:
Star Care Health Services Llc ID #: 0038349
1729 15th Ave S Unit 1 Risk:
Minneapolis, MN55404 Announced Inspection: No
Hennepin County, 27

— License Categories: — Operator:

. Phone #: 6122989102
Expireson: / / D #

The violations listed 1n this report include any previously 1ssued orders and deficiencies identified
during this inspection. Compliance dates are shown for each item.

The following orders were 1ssued during this inspection.

3-300B Protection from Contamination: cross-contamination, eggs

3-302.11A(1) ** Priority 1 **

MN Rule 4626.0235A(1) Separate raw animal foods during storage, preparation, holding, and display from
ready-to-eat foods to prevent cross-contamination.

RAW SHELL EGGS STORED OVER READY TO EAT FOODS LIKE MILK.
Comply By: 04/15/25

4-300 Equipment Numbers and Capacities
4-302.13B ** Priority 2 **

MN Rule 4626.0710B Provide a readily accessible, irreversible registering temperature indicator for measuring
the utensil surface temperature in mechanical hot water warewashing operations.

ACQUIRE AND USE THIS DEVICE TO ENSURE PATHOGEN DESTRUCTION IN DISH WASHER.
Comply By: 04/15/25

4-500 Equipment Maintenance and Operation
4-501.11AB

MN Rule 4626.0735AB All equipment and components must be 1in good repair and maintained and adjusted in
accordance with manufacturer's specifications.

OBSERVED HOLES IN CABINETRY LEADING TO SPACES IN WALLS. SEAL ALL HOLES TO
PREVENT ENTRY OF PEST ENTRY:.

Comply By: 04/15/25

Surface and Equipment Sanitizers



Type:  Full Food and Beverage Establishment Hage £
Date: 04/15/25

Time:  10:09:57 Inspection Report

Report: 1023251184
Star Care Health Services Llc

Chlorine: = at Degrees Fahrenheit
Location: BLEACH CONTAINER
Violation Issued: No

Hot Water: = at Degrees Fahrenheit
Location: ANSI 184 DISH WASHER

Violation Issued: No

Food and Equipment Temperatures

Process/Item: Cold Hold/MILK
Temperature: 41 Degrees Fahrenheit - Location: REACH IN COOLER

Violation Issued: No

Process/Item: Freezer
Temperature: Degrees Fahrenheit - Location: REACH IN FREEZER

Violation Issued: No

Process/Item: Cold Hold/CHEESE
Temperature: 41 Degrees Fahrenheit - Location: REACH IN COOLER BASEMENT
Violation Issued: No

Process/Item: Freezer
Temperature: Degrees Fahrenheit - Location: REACH IN FREEZER BASEMENT
Violation Issued: No

Total Orders In This Report Priority 1 Priority 2 Priority 3
1 1 1

THIS INSPECTION WAS CONDUCTED IN CONJUNCTION WITH MDH HEALTH REGULATORY
DIVISION (HRD) SURVEY. INSPECTION CONDUCTED IN PRESENCE OF THE PERSON IN CHARGE.

THESE TOPICS WERE DISCUSSED WITH THE PERSON IN CHARGE:
- EMPLOYEE ILLNESS EXCLUSION

- HAND WASHING PROCEDURE

- NO BARE HAND CONTACT WITH RTE FOOD

- VOMIT CLEAN UP PROCEDURE

- FULLY COOKING FOOD FOR HIGH RISK POPULATIONS

FOOD SERVICE IS PROVIDED BY FACILITY STAFF. THIS FACILITY DOES NOT HAVE ALL
COMMERCIAL GRADE ANSI EQUIPMENT. ALL FOOD MUST BE SERVED THE SAME DAY IT IS
PREPARED, AND LEFTOVERS CAN NEVER BE SAVED.

FOOD SERVICE AREA FLOORS, WALLS, CEILINGS, COUNTERTOPS, AND FINISH MATERIALS
MUST BE NON-ABSORBANT, SMOOTH, DURABLE, AND EASILY CLEANABLE. CEILINGS
CANNOT HAVE POPCORN TEXTURE. CABINETS CANNOT HAVE HOLLOW BASES. EXPOSED
WOOD IS NOT APPROVED FOR FOOD SERVICE AREAS. WOOD IS NOT AN APPROVED FOOD
CONTACT SURFACE.



fvpe s Food and Beverage Establishment Hage S
alc. .
Time:  10:09:57 Inspection Report

Report: 1023251184
Star Care Health Services Llc

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 1023251184 of 04/15/25.

Certified Food Protection ManagerABDISALAN ABDIRAHMAN

Certification Number: _ 120731 Expires: _01/09/27

Inspection report reviewed with person in charge and emailed.

‘/4?&? 7 u/ﬂ/Jﬂxz

Signed: Signed:
ABDISALAN ABDIRAHMAN Gregory T. Nelson
PERSON IN CHARGE Public Health Sanitarian
Freeman Building
651-201-4259

greg.nelson(@state. mn.us



