DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
August 31, 2023

Licensee
Golden Star Residential Care, LLC

8143 lvywood Avenue South
Cottage Grove, MN 55016

RE: Project Number(s) SL38982015

Dear Licensee:

This is your official notice that you have been granted your assisted living facility license. Your
license effective and expiration dates remain the same as on your provisional license. Your updated
status will be listed on the license certificate at renewal and this letter serves as proof in the
meantime. If you have not received a letter from us with information regarding renewing your license
within 60 days prior to your expiration date, please contact us at (651) 201-5273 or by email at
Health.assistedliving@state.mn.us.

The Minnesota Department of Health completed an initial survey on July 26, 2023, for the purpose
assessing compliance with state licensing statutes. At the time of the survey, the Minnesota
Department of Health noted violations of the laws pursuant to Minnesota Statute, Chapter 144G.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. The Department of Health
documents state correction orders using federal software. Tag numbers are assigned to Minnesota
state statutes for Home Care Providers. The assigned tag number appears in the far left column
entitled "ID Prefix Tag." The state statute number and the corresponding text of the state statute out
of compliance are listed in the "Summary Statement of Deficiencies"” column. This column also
includes the findings that are in violation of the state statute after the statement, "This MN
Requirement is not met as evidenced by . . ."

In accordance with Minn. Stat. § 144G.31, Subd. 4, MDH may assess fines and enforcement actions
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

Per 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
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resident(s)/employee(s) identified in the correction order.
e |dentify how the area(s) of noncompliance was corrected for all of the
provider’s residents/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 issued,
including the level and scope, and any fine assessed through the correction order reconsideration

process. The request for reconsideration must be in writing and received by the Department of Health
within 15 calendar days of the correction order receipt date.

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is

substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §
626.557.

Please email reconsideration requests to: Health.HRD.Appeals@state.mn.us. Please attach this

letter as part of your reconsideration request. Please clearly indicate which tag(s) you are contesting
and submit information supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division
Minnesota Department of Health
P.O. Box 64970
85 East Seventh Place
St. Paul, MN 55164-0970

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

Sincerely,

&
(o

Carrie Euerle, Supervisor
State Rapid Response Team

Email: carrie.euerle@state.mn.us
Telephone: 651-242-8846 Fax: 651-215-6894

PMB
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
0 000| Initial Comments 0 000
AT TENTION Assisted Living Provider 144G.
Minnesota Department of Health is
ASSISTED LIVING PROVIDER CORRECTION documenting the State Correction Orders
ORDER using federal software. Tag numbers have
been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the far
144G .08 to 144G .95, these correction orders are left column entitled "ID Prefix Tag." The
Issued pursuant to a complaint investigation. state Statute number and the
corresponding text of th
Determination of whether a violation is corrected which are in violation of the state
requires compliance with all requirements requirement after the statement, "This
provided at the statute number indicated below. Minnesota requirement is not met as
When a Minnesota Statute contains several evidenced by." Following the evaluators
items, failure to comply with any of the items will findings Is the Time Period for Correction.
be considered lack of compliance.
PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
INITIAL COMMENTS: STATES,"PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS
#SL.38982015 WILL APPEAR ON EACH PAGE.
THERE IS NO REQUIREMENT TO
On July 24, 2023 the Minnesota Department of SUBMIT A PLAN OF CORRECTION FOR
lealth Initiated a survey at the above provider. At VIOLATIONS OF MINNESOTA STATE
the time of the survey 1 resident was receiving STATUTES.
services under the provider 's Provisional
Assisted Living License. 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.
0 480| 144G.41 Subd 1 (13) (i) (B) Minimum 0 480
SS=F | requirements
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899

H/7FW11

If continuation sheet 1 of 8
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0 480 | Continued From page 1 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
prepared 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, 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
fallure that has affected or has potential to affect
a large portion or all of the residents).

The findings Include:

Please refer to the additional documentation
Included in the "Food and Beverage
Establishment Inspection Reports.”

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

01440 144G.62 Subd. 4 Supervision of staff providing 01440
SS=F | delegated nurs

(a) Staff who perform delegated nursing or
therapy tasks must be supervised by an
appropriate licensed health professional or a
registered nurse according to the assisted living
facility's policy where the services are being

Minnesota Department of Health
STATE FORM 6899 H7FW11 If continuation sheet 2 of 8
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provided to verify that the work is being
performed competently and to identify problems
and solutions related to the staff person’s ability
to perform the tasks. Supervision of staff
performing medication or treatment
administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff
administering the medication or treatment and the
Interaction with the resident.

(b) The direct supervision of staff performing
delegated tasks must be provided within 30
calendar days after the date on which the
Individual begins working for the facility and first
performs the delegated tasks for residents and
thereafter as needed based on performance. This
requirement also applies to staff who have not
performed delegated tasks for one year or longer.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure a registered nurse
(RN)-A conducted direct supervision of staff
performing a delegated task within 30 days of
providing services for one of one unlicensed
personnel (ULP)-B with records reviewed.

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).

Findings include:

On July 24, 2023, RN-A was interviewed and

Minnesota Department of Health
STATE FORM 6899 H7FW11 If continuation sheet 3 of 8
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(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(X3)

(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

DEFICIENCY)

CROSS-REFERENCED TO THE APPROPRIATE DATE

01440

01640
SS=E

Continued From page 3

affrmed knowledge of the assisted living laws
and rules.

On July 25, 2023, ULP-B's employee record was
reviewed. The record lacked documentation of a
30 day supervision of task delegation review
completed by a RN.

When asked about the review, RN-A said that
ULP-B had some training in a different location.
Time was provided for documentation to be
gathered.

On July 26, 2023, ULP'-B's additional training
documents were reviewed. RN-A provided a 30
day review of the initial training topics. \When
asked RN-A was asked to produce the
documentation 30 day supervision of task
delegation review, the 30 day review of Initial
training topics was provided. When the 30 day
supervision of task delegation review was
explained, RN-A stated, "so it's not every year,
like Iin the hospital.” RN-A confirmed a 30 day
supervision visit was not conducted for ULP-B.

No further information provided.

TIME PERIOD FOR REVIEW: TWENTY-ONE
(21) DAYS

144G.70 Subd. 4 (a-e) Service plan,
Implementation and revisions to

(a) No later than 14 calendar days after the date
that services are first provided, an assisted living
facility shall finalize a current written service plan.
(b) The service plan and any revisions must
Include a sighature or other authentication by the
facility and by the resident documenting

Minnesota Department of Health
STATE FORM

01440

01640

6899
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agreement on the services to be provided. The
service plan must be revised, if needed, based on
resident reassessment under subdivision 2. The
facility must provide information to the resident
about changes to the facility's fee for services
and how to contact the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabillities.
(c) The facility must implement and provide all
services required by the current service plan.

(d) The service plan and the revised service plan
must be entered into the resident record,
Including notice of a change in a resident's fees
when applicable.

(e) Staff providing services must be informed of
the current written service plan.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure service plans included
signatures or other authentication by the resident
to document agreement on the services to be
provided for one of two residents (R1) reviewed.

This practice resulted in a level two violation (a
violation that did not harm a client's health or
safety but had the potential to have harmed a
client's health or safety, but was not likely to
cause serious injury, impairment, or death) and
was Issued at a pattern scope (when more than a
limited number of clients are affected, more than
a Imited number of stafft are involved, or the
situation has occurred repeatedly but is not found
to be pervasive

Findings Iinclude:

On July 24, 2023, Registered Nurse (RN)-A was
Interviewed and affirmed knowledge of the

Minnesota Department of Health
STATE FORM 6899 H7FW11 If continuation sheet 5 of 8
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assisted living laws and rules.
On July 24, 2023, R1's records were reviewed.

R1's service plan dated 12/21/2022, 04/10/2023,
and 07/10/2023, lacked R1's sighature and the
sighature of R1's guardian.

On July 26, 2023, RN-A acknowledged that the
service plan for R1 lacked a signature by R1 and
R1's guardian.

The facility policy titled "6.08 Service Plan" dated
9/26/2022 was reviewed and contained the
following, "The service plan and any revisions
shall include a signature or other authentication
by (facility) and by the resident, or resident's
representative, documenting agreement on the
services to be provided.”

No further information provided.

TIME PERIOD FOR CORRECTION:
TWENTY-ONE (21) DAYS

01650| 144G.70 Subd. 4 (f) Service plan, implementation | 01650
SS=F | and revisions to

(f) The service plan must include:

(1) a description of the services to be provided,
the fees for services, and the frequency of each
service, according to the resident's current
assessment and resident preferences;

(2) the identification of staff or categories of staff
who will provide the services;

(3) the schedule and methods of monitoring
assessments of the resident;

(4) the schedule and methods of monitoring staff
providing services; and

Minnesota Department of Health
STATE FORM 6899 H7FW11 If continuation sheet 6 of 8
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(5) a contingency plan that includes:

(1) the action to be taken if the scheduled service
cannot be provided;

(1) iInformation and a method to contact the
facility;

(1) the names and contact information of persons
the resident wishes to have notified in an
emergency or if there Is a significant adverse
change in the resident's condition, including
iIdentification of and information as to who has
authority to sign for the resident in an emergency;
and

(iv) the circumstances in which emergency
medical services are not to be summoned
consistent with chapters 145B and 145C, and
declarations made by the resident under those
chapters.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review the
licensee failed to ensure the service plan included
the required content for two of two residents (R1,
R2) with records reviewed.

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
fallure that has affected or has the potential to
affect a large portion or all of the residents).

The findings Include:

On July 24, 2023, Registered Nurse (RN)-A was
Interviewed and affirmed knowledge of the
assisted living laws and rules.

Minnesota Department of Health
STATE FORM 6899 H7FW11 If continuation sheet 7 of 8
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On July 24, 2023, R1 and R2's records were
reviewed. The service plan for both R1 and R2
were reviewed and were both found to lack a
contingency plan that included the action to be
taken if the scheduled service could not be
provided. R2's record also lacked frequency of
services to be provided on the service plan.

On July 26, 2023 RN-A acknowledged that R1
and R2's service plans lacked the information
required for frequency of services and a
contingency plan on the service plan.

The facility policy titled "6.08 Service Plan" dated
9/26/2022 was reviewed and contains the
following, "A service plan will include: A
description of the services that are to be provided
based on the most recent assessment and
resident preferences. Fees for services to be
provided. The frequency of each service to be
provided based on the most recent assessment
and resident preferences. An identification of
staff or categories of staff who will be providing
services (RN, LPN, unlicensed personnel, etc.) A
schedule and method for the next planned
assessment or monitoring. A schedule and
method for the next planned monitoring of staff
providing services. A contingency plan that
Includes: Actions Golden Star Residential Care
will take if scheduled services

cannot be provided..."

No further information provided.

TIME PERIOD FOR CORRECTION:
TWENTY-ONE (21) DAYS
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| Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box649/75

Saint Paul, MN 55164-0975
DEPARTMENT e Ry
OF HEALTH
Type:  Ful Food and Beverage Establishment Fg §
Date: 07/26/23 _
Time:  11:30:30 Inspection Report
Report: 1004231078
— Location: — Establishment Infe:
Golden Star Residential Care ID #: 0041346
8143 Iywood Avenue S Risk:
Cottage Grove, MN55016 Announced Inspection: No
Washington County, 82

— License Categories: — Operator:
Phone #:
Expires on: 12/31/23 e

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

The following orders were 1ssued during this inspection.

3-S00B Microbial Control: hot and cold holding

3-501.16A2 ** Priority 1 **
MN Rule 4626.0395A2 Maintain all cold, TCS foods at 41 degrees F (5 degrees C) or below under mechanical
refrigeration.

ITEMS IN THE KITCHEN REFRIGERATOR WERE FOUND TO BE ABOVE 41*F. ENSURE ALL ITEMS
ARE MAINTAINED AT OR BELOW 41*F. *UNIT WILL BE ADJUSTED AND VERIFICATION WILL BE
SENT TO INSPECTOR.

Comply By: 07/26/23

4-300 Equipment Numbers and Capacities
4-302.12B ** Priority 2 **

MN Rule 4626.0705B Provide a readily accessible food temperature measuring device with a small diameter
probe to measure the temperature in thin foods such as meat patties and fish fillets.

THERMOMETER ON SITE DID NOT HAVE A SMALL DIAMETER PROBE. PROVIDE A
THERMOMETER WITH A SMALL DIAMETER PROBE FOR USE WITH THIN FOODS.

Comply By: 08/02/23

4-300 Equipment Numbers and Capacities
4-302.14 ** Priority 2 **
MN Rule 4626.0715 Provide an appropriate test kit to accurately measure sanitizing solutions.

NO SANITIZER TEST KIT FOR USE WITH QUATERNARY AMMONIUM. PROVIDE AND USE TO
ENSURE CONCENTRATION IS MAINTAINED BETWEEN 200-400PPM.

Comply By: 08/02/23



fyps: Rl Food and Beverage Establishment Fage &
Date: 07/26/23

Time:  11:30:30 Inspection Report

Report: 1004231078
Golden Star Residential Care

4-500 Equipment Maintenance and Operation
4-501.11AB

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

KITCHEN REFRIGERATOR WAS NOT MAINTAINING FOOD TEMPERATURES AT OR BELOW 41*F.
ADJUST UNIT AND MAINTAIN. *UNIT WILL BE ADJUSTED AND VERIFICATION WILL BE SENT
TO INSPECTOR.

Comply By: 07/26/23

Surface and Equipment Sanitizers

Quaternary Ammonia: = 400PPM at Degrees Fahrenheit
Location: SPRAY BOTTLE
Violation Issued: No

Food and Equipment Temperatures

Process/Item: MILK
Temperature: 43 Degrees Fahrenheit - Location: REFRIGERATOR
Violation Issued: Yes

Process/Item: HAM
Temperature: 44 Degrees Fahrenheit - Location: REFRIGERATOR
Violation Issued: Yes

Process/Item: PASTA SAUCE
Temperature: 44 Degrees Fahrenheit - Location: REFRIGERATOR
Violation Issued: Yes

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

INSPECTION WAS CONDUCTED BY MOLLY DOUGHERTY (FPLS) IN CONJUNCTION WITH A
HEALTH REGULATIONS DIVISION (HRD) SURVEY CONDUCTED BY ZALEI LEWIS.

DISCUSSED:

"EMPLOYEE ILLNESS POLICY AND LOG

"HANDWASHING

_SANITIZER USE AND TEST KITS

CLEANING/SANITIZING FOOD CONTACT SURFACES AND UTENSILS

_HIGH TEMPERATURE SANITIZING DISH MACHINE TEMPERATURE VERIFICATION
-DATE MARKING PROCEDURES

“THERMOMETER USE AND CALIBRATION

_SERVING A HIGHLY SUSCEPTIBLE POPULATION (NO RAW/UNDERCOOKED ANIMAL FOODS,
NO UNPASTEURIZED JUICE, MILK, ETC)

_VOMIT/FECAL INCIDENT CLEAN UP PROCEDURES

_FOOD SOURCE

_FOOD SERVICE PROCEDURES (SAME-DAY SERVICE)

PEST CONTROL

LOGS

PHYSICAL FACILITIES AND MAINTENANCE



Type:  Full Food and Beverage Establishment Fage 8
Date: 07/26/23

Time:  11:30:30 Inspection Report

Report: 1004231078
Golden Star Residential Care

*REPORT WAS DISCUSSED WITH THE PERSON IN CHARGE ON SITE, HURIYA, AND WITH THE
NURSE EVALUATOR, ZALEI

*FLOORS ARE LAMINATE TILES, CEILING IS "ORANGE PEEL" TEXTURE, WALLS ARE
BACKSPLASH TILES AND PAINTED DRYWALL. COUNTERTOPS ARE LAMINATE AND CABINETS
ARE VARNISHED WOOD WITH HALLOW BASE. ALL ARE FOUND TO BE IN GOOD CONDITION
AND WILL BE MONITORED AT FUTURE INSPECTIONS. IF AT SUCH A TIME THEY ARE FOUND TO
BE A CONCERN OR RISK OF CONTAMINATION, THEY WILL BE ORDERED TO BE REPLACED AND
BROUGHT UP TO CODE.

*KITCHEN HAS A 2-BASIN SINK. ONE BASIN IS DESIGNATED AS THE HANDWASHING SINK.
THIS BASIN MAY ONLY BE USED FOR HANDWASHING PURPOSES.

*IF ANY RESIDENT COMPLAINS OF ILLNESS, CONTACT THE MINNESOTA DEPARTMENT OF
HEALTH AND PROVIDE THE FOODBORNE ILLNESS HOTLINE PHONE NUMBER TO THE
RESIDENT. THE FOODBORNE ILLNESS HOTLINE PHONE NUMBER IS 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 1004231078 of 07/26/23.

Certified Food Protection Manager HURIYA GERBA
Certification Number: _FM111493 Expires; _06/09/25

Inspection report reviewed with person in charge and emailed.

Signed: Signed: M ﬂay W

HURIYA GERBA Molly Doughe
Public Health San1tar1an
Metro District Office
651-201-3978
molly.dougherty(@state. mn.us




