m DEPARTMENT
| OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

AMENDED

Electronically Delivered
December 4, 2024

Licensee

Caring Rose Homes LLC
1043 Hague Avenue
Saint Paul, MN 55104

RE: Project Number(s) SL36815015

Dear Licensee:

Please Note: This notice amends the Enforcement Letter dated June 27, 2024. Specifically,
correction order 0100 was amended to reflect accurate description of dwelling. Also, please note
that an additional request for an informal conference has been included in this amended letter.
Refer to this notice and revised state form for additional details.

On June 4, 2024, the Minnesota Department of Health (MDH) completed a follow-up survey of your
facility to determine correction of orders found on the survey completed on March 6, 2024. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the March 6, 2024 survey.

In accordance with Minn. Stat. § 144G.20, Subd. 20, the Commissioner of Health is authorized to hold
a conference to exchange information, clarify issues, or resolve issues. The Department of Health staff
would like to schedule a conference call with Caring Rose Homes LLC. Please contact Renee Anderson
at 651-201-5871 on or before Thursday, July 11th, 2024 to schedule the conference call.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on March 6, 2024, found not corrected at the time of the June 4, 2024,
follow-up survey and/or subject to penalty assessment are as follows:

0100 - License Required - 144g.10 Subdivision 1 - $500.00

The details of the violations noted at the time of this follow-up survey completed on June 4, 2024
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

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

appeal.

An equal opportunity employer. Letter ID: NQMR_Revised 04/23/2023
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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.

IMPOSITION OF FINES:

Level 1: no fines or enforcement.

Level 2: a fine of $500 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.

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.

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.

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
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.
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We urge you to review these orders carefully. If you have questions, please contact Renee Anderson
at 651-201-5871.

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.

Sincerely,

/{ﬁu%j Undpo-

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

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

HHH
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
36815 B. WING 06/04/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1043 HAGUE AVENUE
CARING ROSE HOMES LLC SAINT PAUL, MN 55104
(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}
FEEAT TENTION****** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER been assigned to Minnesota State
Statutes for Assisted Living License
In accordance with Minnesota Statutes, section Providers. The assigned tag number
144G.08 to 144G.95 this correction order(s) has appears in the far left column entitled "ID
been issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether a violation has been out of compliance is listed in the
corrected requires compliance with all "Summary Statement of Deficiencies”
requirements provided at the Statute number column. This column also includes the
indicated below. When Minnesota Statute findings which are in violation of the state
contains several items, failure to comply with any requirement after the statement, "This
of the items will be considered lack of Minnesota requirement is not met as
compliance. evidenced by." Following the surveyors'
findings is the Time Period for Correction.
INITIAL COMMENTS:
SL36815015-1 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On May 22, 2024, through June 4, 2024, the STATES,"PROVIDER'S PLAN OF
Minnesota Department of Health conducted a CORRECTION." THIS APPLIES TO
follow-up survey at the above provider to FEDERAL DEFICIENCIES ONLY. THIS
follow-up on orders issued pursuant to a survey WILL APPEAR ON EACH PAGE.
completed on March 6, 2024. At the time of the
survey, there were three residents; three THERE IS NO REQUIREMENT TO
receiving services under the Assisted Living SUBMIT A PLAN OF CORRECTION FOR
license. As a result of the follow-up survey, the VIOLATIONS OF MINNESOTA STATE
following order is reissued. STATUTES.
The content of the 0100 order was edited on The letter in the left column is used for
November 26, 2024, and the amended tracking purposes and reflects the scope
enforcement letter provided to the licensee. The and level issued pursuant to 144G.31
scope and severity of the order remained the subd. 1, 2, and 3.
same (level 2, widespread).
{0 100} 144G.10 Subdivision 1 License required {0 100}
SS=F
(a)(1)Beginning August 1, 2021, no assisted living
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 GEFW12 If continuation sheet 1 of 9
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{0 100} | Continued From page 1 {0 100}

facility may operate in Minnesota unless it is
licensed under this chapter.

(2) No facility or building on a campus may
provide assisted living services until obtaining the
required license under paragraphs (c) to (e).
(b)The licensee is legally responsible for the
management, control, and operation of the
facility, regardless of the existence of a
management agreement or subcontract. Nothing
In this chapter shall in any way affect the rights
and remedies available under other law.

(c) Upon approving an application for an assisted
living facility license, the commissioner shall
Issue a single license for each building that is
operated by the licensee as an assisted living
facility and is located at a separate address,
except as provided under paragraph (d) or (e).
(d) Upon approving an application for an assisted
living facility license, the commissioner may issue
a single license for two or more buildings on a
campus that are operated by the same licensee
as an assisted living facility. An assisted living
facility license for a campus must identify the
address and licensed resident capacity of each
building located on the campus in which assisted
living services are provided.

(e) Upon approving an application for an assisted
living facility license, the commissioner may:

(1) issue a single license for two or more
buildings on a campus that are operated by the
same licensee as an assisted living facility with
dementia care, provided the assisted living facility
for dementia care license for a campus identifies
the buildings operating as assisted living facilities
with dementia care; or

(2) issue a separate assisted living facility with
dementia care license for a building that is on a
campus and that is operating as an assisted
living facility with dementia care.

Minnesota Department of Health
STATE FORM 6899 GEFW12 If continuation sheet 2 of 9
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{0 100} | Continued From page 2 {0 100}
This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee Minnesota Department of Health is
failed to manage, control, and/or operate the documenting the State Correction Orders
entire building as an assisted living facility. using federal software. Tag numbers have
Non-assisted living occupants reside on one side been assigned to Minnesota State
of the duplex, and the licensee does not have Statutes for Assisted Living License
access to all areas of the facility Providers. The assigned tag number
appears in the far left column entitled "ID
This practice resulted in a level two violation (a Prefix Tag." The state Statute number and
violation that did not harm a resident's health or the corresponding text of the state Statute
safety but had the potential to have harmed a out of compliance is listed in the
resident's health or safety, but was not likely to "Summary Statement of Deficiencies”
cause serious injury, impairment, or death), and column. This column also includes the
was issued at a widespread scope (when findings which are in violation of the state
problems are pervasive or represent a systemic requirement after the statement, "This
failure that has affected or has potential to affect Minnesota requirement is not met as
a large portion or all of the residents). evidenced by." Following the surveyors'
findings is the Time Period for Correction.
The findings include:
PLEASE DISREGARD THE HEADING OF
During the initial survey, on March 4, 2024, at THE FOURTH COLUMN WHICH
1:00 p.m., survey staff toured the home with STATES,"PROVIDER'S PLAN OF
director (D)-A. During the tour, survey staff CORRECTION." THIS APPLIES TO
observed the assisted living licensed facility was FEDERAL DEFICIENCIES ONLY. THIS
located in a building with two connected dwelling WILL APPEAR ON EACH PAGE.
units, sharing the same roof, with separate
entrances and separate addresses. The address THERE IS NO REQUIREMENT TO
for the dwelling unit connected to the assisted SUBMIT A PLAN OF CORRECTION FOR
living facility was 1045 Hague Ave, St Paul VIOLATIONS OF MINNESOTA STATE
Minnesota (MN) 55104. STATUTES.
During an interview on May 23, 2024, at 3:40 The letter in the left column is used for
p.m., D-A stated they rented their side of the tracking purposes and reflects the scope
duplex, and did not control the other side. and level issued pursuant to 144G.31
subd. 1, 2, and 3.
No further information was provided.

Minnesota Department of Health
STATE FORM 6899 GEFW12 If continuation sheet 3 of 9
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{0 480} 144G.41 Subd 1 (13) (i) (B) Minimum {0 480}

SS=F | requirements

(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:
No further action needed.

{0660} 144G.42 Subd. 9 Tuberculosis prevention and {0 660}
SS=D | control

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current
tuberculosis infection control guidelines issued by
the United States Centers for Disease Control
and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
include a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.

(b) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement is not met as evidenced
by:
No further action needed.

{0 780} 144G.45 Subd. 2 (a) (1) Fire protection and {0 780}
SS=F

Minnesota Department of Health
STATE FORM 6899 GEFW12 If continuation sheet 4 of 9
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{0 780} | Continued From page 4 {0 780}

physical environment

(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
7511, and:

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

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

(if) 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 including 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:
No further action needed.

{0 790} 144G .45 Subd. 2 (a) (2)-(3) Fire protection and {0 790}
SS=F | physical environment

(2) install and maintain portable fire

extinguishers in accordance with the State Fire
Code;

Minnesota Department of Health
STATE FORM 6899 GEFW12 If continuation sheet 5 of 9
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{0 790} | Continued From page 5 {0 790}

(3) install portable fire extinguishers having a
minimum 2-A:10-B:C rating within Group R-3
occupancies, as defined by the State Fire Code,
located so that the travel distance to the nearest
fire extinguisher does not exceed 75 feet, and
maintained in accordance with the State Fire
Code:; and

This MN Requirement is not met as evidenced
by:
No further action needed.

{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
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:
No further action needed.

{0 810}/ 144G.45 Subd. 2 (b)-(f) Fire protection and {0 810}
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) employee actions to be taken in the event of

Minnesota Department of Health
STATE FORM 6899 GEFW12 If continuation sheet 6 of 9
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{0 810} | Continued From page 6 {0 810}

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.
(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.

This MN Requirement is not met as evidenced
by:
No further action needed.

{0 970} 144G.50 Subd. 5 Waivers of liability prohibited {0 970}
SS=C
The contract must not include a waiver of facility
liability for the health and safety or personal
property of a resident. The contract must not
Include any provision that the facility knows or
should know to be deceptive, unlawful, or

Minnesota Department of Health
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{0 970} | Continued From page 7 {0 970}

unenforceable under state or federal law, nor
iInclude any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

This MN Requirement is not met as evidenced
by:
No further action needed.

{01330}| 144G.60 Subd. 4 (b) Unlicensed personnel {01330}
SS=D
(b) Unlicensed personnel performing delegated
nursing tasks in an assisted living facility must:
(1) have successfully completed training and
demonstrated competency by successfully
completing a written or oral test of the topics in
section 144G.61, subdivision 2, paragraphs (a)
and (b), and a practical skills test on tasks listed
In section 144G.61, subdivision 2, paragraphs
(a), clauses (95) and (7), and (b), clauses (3), (9),
(6), and (7), and all the delegated tasks they will
perform;
(2) satisfy the current requirements of Medicare
for training or competency of home health aides
or nursing assistants, as provided by Code of
Federal Regulations, title 42, section 483 or
484 .36:; or
(3) have, before April 19, 1993, completed a
training course for nursing assistants that was
approved by the commissioner.

This MN Requirement is not met as evidenced
by:
No further action needed.

{01340} 144G.60 Subd. 4 (c) Unlicensed personnel {01340}
SS=D

(c) Unlicensed personnel performing therapy or
treatment tasks delegated or assigned by a

Minnesota Department of Health
STATE FORM 6899 GEFW12 If continuation sheet 8 of 9
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licensed health professional must meet the
requirements for delegated tasks in section
144G.62, subdivision 2, paragraph (a), and any
other training or competency requirements within
the licensed health professional's scope of
practice relating to delegation or assignment of
tasks to unlicensed personnel.

This MN Requirement is not met as evidenced
by:
No further action needed.

Minnesota Department of Health
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m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
June 27, 2024

Licensee

Caring Rose Homes LLC
1043 Hague Avenue
Saint Paul, MN 55104

RE: Project Number(s) SL36815015

Dear Licensee:

On June 4, 2024, the Minnesota Department of Health (MDH) completed a follow-up survey of your
facility to determine correction of orders found on the survey completed on March 6, 2024. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the March 6, 2024 survey.

In accordance with Minn. Stat. § 144G.20, Subd. 20, the Commissioner of Health is authorized to hold
a conference to exchange information, clarify issues, or resolve issues. The Department of Health staff
would like to schedule a conference call with Caring Rose Homes LLC. Please contact Renee Anderson

at 651-201-5871 on or before Thursday, July 11th, 2024 to schedule the conference call.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on March 6, 2024, found not corrected at the time of the June 4, 2024,
follow-up survey and/or subject to penalty assessment are as follows:

0100 - License Required - 144g.10 Subdivision 1 - $500.00

The details of the violations noted at the time of this follow-up survey completed on June 4, 2024
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $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.

IMPOSITION OF FINES:
Level 1: no fines or enforcement.

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023



Caring Rose Homes LLC
June 27/, 2024
Page 2

Level 2: a fine of $500 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.

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.

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.

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
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.

We urge you to review these orders carefully. If you have questions, please contact Renee Anderson
at 651-201-5871.

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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Sincerely,

M;{M

Renee Anderson, Supervisor

State Evaluation Team

Email: renee.anderson@state.mn.us
Telephone: 651-201-5871 Fax: 1-866-890-9290

JMD
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FEEAT TENTION****** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER been assigned to Minnesota State
Statutes for Assisted Living License
In accordance with Minnesota Statutes, section Providers. The assigned tag number
144G.08 to 144G.95 this correction order(s) has appears in the far left column entitled "ID
been issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether a violation has been out of compliance is listed in the
corrected requires compliance with all "Summary Statement of Deficiencies”
requirements provided at the Statute number column. This column also includes the
indicated below. When Minnesota Statute findings which are in violation of the state
contains several items, failure to comply with any requirement after the statement, "This
of the items will be considered lack of Minnesota requirement is not met as
compliance. evidenced by." Following the surveyors'
findings is the Time Period for Correction.
INITIAL COMMENTS:
SL36815015-1 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On May 22, 2024, through June 4, 2024, the STATES,"PROVIDER'S PLAN OF
Minnesota Department of Health conducted a CORRECTION." THIS APPLIES TO
follow-up survey at the above provider to FEDERAL DEFICIENCIES ONLY. THIS
follow-up on orders issued pursuant to a survey WILL APPEAR ON EACH PAGE.
completed on March 6, 2024. At the time of the
survey, there were three residents; three THERE IS NO REQUIREMENT TO
receiving services under the Assisted Living SUBMIT A PLAN OF CORRECTION FOR
license. As a result of the follow-up survey, the VIOLATIONS OF MINNESOTA STATE
following order is reissued. STATUTES.
The letter in the left column is used for
tracking purposes and reflects the scope
and level issued pursuant to 144G.31
subd. 1, 2, and 3.
{0 100} 144G.10 Subdivision 1 License required {0 100}
SS=F
(a)(1)Beginning August 1, 2021, no assisted living
facility may operate in Minnesota unless it is
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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{0 100} | Continued From page 1 {0 100}

licensed under this chapter.

(2) No facility or building on a campus may
provide assisted living services until obtaining the
required license under paragraphs (c) to (e).
(b)The licensee is legally responsible for the
management, control, and operation of the
facility, regardless of the existence of a
management agreement or subcontract. Nothing
In this chapter shall in any way affect the rights
and remedies available under other law.

(c) Upon approving an application for an assisted
living facility license, the commissioner shall
Issue a single license for each building that is
operated by the licensee as an assisted living
facility and is located at a separate address,
except as provided under paragraph (d) or (e).
(d) Upon approving an application for an assisted
living facility license, the commissioner may issue
a single license for two or more buildings on a
campus that are operated by the same licensee
as an assisted living facility. An assisted living
facility license for a campus must identify the
address and licensed resident capacity of each
building located on the campus in which assisted
living services are provided.

(e) Upon approving an application for an assisted
living facility license, the commissioner may:

(1) issue a single license for two or more
buildings on a campus that are operated by the
same licensee as an assisted living facility with
dementia care, provided the assisted living facility
for dementia care license for a campus identifies
the buildings operating as assisted living facilities
with dementia care; or

(2) issue a separate assisted living facility with
dementia care license for a building that is on a
campus and that is operating as an assisted
living facility with dementia care.

Minnesota Department of Health
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This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record Minnesota Department of Health is
review, the licensee failed to obtain accurate documenting the State Correction Orders
licensure when they applied for licensure for a using federal software. Tag numbers have
residential dwelling, despite sharing one roof with been assigned to Minnesota State
an adjoining town home, without having an Statutes for Assisted Living License
approved two-hour fire wall. Providers. The assigned tag number
appears in the far left column entitled "ID
This practice resulted in a level two violation (a Prefix Tag." The state Statute number and
violation that did not harm a resident's health or the corresponding text of the state Statute
safety but had the potential to have harmed a out of compliance is listed in the
resident's health or safety, but was not likely to "Summary Statement of Deficiencies”
cause serious injury, impairment, or death), and column. This column also includes the
was issued at a widespread scope (when findings which are in violation of the state
problems are pervasive or represent a systemic requirement after the statement, "This
failure that has affected or has potential to affect Minnesota requirement is not met as
a large portion or all of the residents). evidenced by." Following the surveyors'
findings is the Time Period for Correction.
The findings include:
PLEASE DISREGARD THE HEADING OF
The licensee's health facility identification (HFID) THE FOURTH COLUMN WHICH
368195, was located at 1043 Hague Avenue (Ave), STATES,"PROVIDER'S PLAN OF
Saint Paul, Minnesota (MN) 55104. CORRECTION." THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS
The assisted living license requires a 2-hour fire WILL APPEAR ON EACH PAGE.
barrier wall to separate the licensed assisted
living facility from the attached apartment. THERE IS NO REQUIREMENT TO
SUBMIT APLAN OF CORRECTION FOR
During an interview on May 23, 2024, at 3:40 VIOLATIONS OF MINNESOTA STATE
p.m., director (D)-A stated plans were not STATUTES.
available showing there was a two-hour fire
barrier between the assisted living facility and the The letter in the left column is used for
attached apartment. tracking purposes and reflects the scope
and level issued pursuant to 144G.31
On May 24, 2024, at 12:29 p.m., the licensee subd. 1, 2, and 3.
sent an email indicating they were waiting to hear
back from their landlord and the city regarding the
fire barrier, and would have the proper

Minnesota Department of Health
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documents sent over as soon as Tuesday, May
28, 2024.

No further information was provided.

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

(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:
No further action needed.

{0 660} 144G.42 Subd. 9 Tuberculosis prevention and {0 660}
SS=D | control

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current
tuberculosis infection control guidelines issued by
the United States Centers for Disease Control
and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
include a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.

(b) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement is not met as evidenced

Minnesota Department of Health
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by:

No further action needed.

{0 780} 144G.45 Subd. 2 (a) (1) Fire protection and {0 780}
SS=F | physical environment

(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
7511, and:

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

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

(if) 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 including 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:
No further action needed.

{0 790} 144G .45 Subd. 2 (a) (2)-(3) Fire protection and {0 790}
SS=F | physical environment

Minnesota Department of Health
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{0 790} | Continued From page 5 {0 790}

(2) install and maintain portable fire
extinguishers in accordance with the State Fire
Code;

(3) install portable fire extinguishers having a
minimum 2-A:10-B:C rating within Group R-3
occupancies, as defined by the State Fire Code,
located so that the travel distance to the nearest
fire extinguisher does not exceed 75 feet, and
maintained in accordance with the State Fire
Code:; and

This MN Requirement is not met as evidenced
by:
No further action needed.

{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
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:
No further action needed.

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

(b) Each assisted living facility shall develop and
maintain fire safety and evacuation plans. The

Minnesota Department of Health
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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
thereatfter.
(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 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.

This MN Requirement is not met as evidenced
by:
No further action needed.

{0 970} 144G.50 Subd. 5 Waivers of liability prohibited {0 970}
SS=C

The contract must not include a waiver of facility

Minnesota Department of Health
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liability for the health and safety or personal
property of a resident. The contract must not
include any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
iInclude any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

This MN Requirement is not met as evidenced
by:
No further action needed.

{01330}| 144G.60 Subd. 4 (b) Unlicensed personnel {01330}
SS=D
(b) Unlicensed personnel performing delegated
nursing tasks in an assisted living facility must:
(1) have successfully completed training and
demonstrated competency by successfully
completing a written or oral test of the topics in
section 144G.61, subdivision 2, paragraphs (a)
and (b), and a practical skills test on tasks listed
in section 144G.61, subdivision 2, paragraphs
(a), clauses (5) and (7), and (b), clauses (3), (9),
(6), and (7), and all the delegated tasks they will
perform;
(2) satisfy the current requirements of Medicare
for training or competency of home health aides
or nursing assistants, as provided by Code of
Federal Regulations, title 42, section 483 or
484 .36: or
(3) have, before April 19, 1993, completed a
training course for nursing assistants that was
approved by the commissioner.

This MN Requirement is not met as evidenced
by:
No further action needed.

Minnesota Department of Health
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(c) Unlicensed personnel performing therapy or
treatment tasks delegated or assigned by a
licensed health professional must meet the
requirements for delegated tasks in section
144G.62, subdivision 2, paragraph (a), and any
other training or competency requirements within
the licensed health professional's scope of
practice relating to delegation or assignment of
tasks to unlicensed personnel.

This MN Requirement is not met as evidenced
by:
No further action needed.
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DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
April 4, 2024

Licensee
Caring Rose Homes, LLC

1043 Hague Avenue
Saint Paul, MN 55104

RE: Project Number(s) SL36815015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on March 6, 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:

e |dentify how the area(s) of noncompliance was corrected related to the
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
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).

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



Caring Rose Homes, LLC
April 4, 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,

L L Ondinson

Renee Anderson, Supervisor

State Evaluation Team

Email: renee.anderson@state.mn.us
Telephone: 651-201-5871 Fax: 1-866-890-9290

PMB
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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 assignhed 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
fallure 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.

SL36815015-0
PLEASE DISREGARD THE HEADING OF

On March 4, 2024, through March 6, 2024, the THE FOURTH COLUMN WHICH
Minnesota Department of Health conducted a full 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 was one resident; one receiving WILL APPEAR ON EACH PAGE.

services under the Assisted Living license.

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 pursuant to 144G.31
Subd. 1, 2 and 3.

0 100 144G.10 Subdivision 1 License required 0 100
SS=F
(a)(1)Beginning August 1, 2021, no assisted living
facility may operate in Minnesota unless it is
licensed under this chapter.

(2) No facility or building on a campus may

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

STATE FORM 6899 GEFW11 If continuation sheet 1 of 21



PRINTED: 04/04/2024

FORMAPPROVED
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:
36815 B. WING 03/06/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1043 HAGUE AVENUE
CARING ROSE HOMES LLC
SAINT PAUL, MN 55104
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D 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)

0 100 | Continued From page 1 0 100

provide assisted living services until obtaining the
required license under paragraphs (c) to (e).

(b) The licensee Is legally responsible for the
management, control, and operation of the
facility, regardless of the existence of a
management agreement or subcontract. Nothing
In this chapter shall in any way affect the rights
and remedies available under other law.

(c) Upon approving an application for an assisted
living facility license, the commissioner shall
Issue a single license for each building that is
operated by the licensee as an assisted living
facility and is located at a separate address,
except as provided under paragraph (d) or (e).
(d) Upon approving an application for an assisted
living facility license, the commissioner may issue
a single license for two or more buildings on a
campus that are operated by the same licensee
as an assisted living facility. An assisted living
facility license for a campus must identify the
address and licensed resident capacity of each
building located on the campus in which assisted
living services are provided.

(e) Upon approving an application for an assisted
living facility license, the commissioner may:

(1) Issue a single license for two or more
buildings on a campus that are operated by the
same licensee as an assisted living facility with
dementia care, provided the assisted living facility
for dementia care license for a campus identifies
the buildings operating as assisted living facilities
with dementia care; or

(2) Issue a separate assisted living facility with
dementia care license for a building that is on a
campus and that is operating as an assisted
living facility with dementia care.

This MN Requirement Is not met as evidenced
by:

Minnesota Department of Health
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Based on observation, interview, and record
review, the licensee failed to obtain accurate
licensure when they applied for licensure for a
residential dwelling, despite sharing one roof with
an adjoining townhome, without having an
approved two-hour fire wall.

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:

The licensee's health facility identification (HFID)
368195, was located at 1043 Hague Avenue (Ave),
Saint Paul, Minnesota (MN) 55104.

On March 4, 2024, at 1:00 p.m., survey staff
toured the home with director (D)-A. During the
tour, survey staff observed the assisted living
licensed facility was located in a building with two
connected dwelling units, sharing the same roof,
with separate entrances and separate addresses.
The address for the dwelling unit connected to
the assisted living facility was 1045 Hague Ave, St
Paul Minnesota (MN) 55104.

The assisted living license requires a 2-hour fire
barrier wall to separate the licensed assisted
living facility from the attached apartment.

On March 4, 2024, at 1:56 p.m. the engineering
surveyor requested, via email, the licensee
submit plans or verification of having a 2-hour fire

Minnesota Department of Health
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barrier wall between the assisted living facility
(1043 Hague Ave) and the attached apartment
(1045 Hague Ave). The engineering surveyor
requested this information be emailed no later
than 11:00 a.m., March 6, 2024.

On March 6, 2024, at 11:30 a.m., the engineering
surveyor requested, via email, the licensee
provide plans or verification of having a 2-hour
fire barrier wall between the assisted living facility
(1043 Hague Ave) and the attached apartment
(1045 Hague Ave) as this information had not
been received. The engineering surveyor
requested this information be emailed before the

exit interview scheduled for 12:00 p.m., March 6,
2024.

During an interview on March 6, 2024, at 1:30
p.m., D-A stated plans were not available showing
there was a two-hour fire barrier between the
assisted living facility and the attached apartment.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

(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

Minnesota Department of Health
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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 March 4, 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.

0 660 144G.42 Subd. 9 Tuberculosis prevention and 0 660
SS=D | control

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current
tuberculosis infection control guidelines issued by
the United States Centers for Disease Control
and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
Include a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled

Minnesota Department of Health
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volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.

(b) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to establish and maintain a
tuberculosis (TB) prevention program based on
the most current guidelines issued by the Centers
for Disease Control and Prevention (CDC) which
Includes baseline testing for one of two
employees (unlicensed personnel (ULP)-B).

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 Iisolated 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).

Findings include:

The facility TB risk assessment completed
January 5, 2023, indicated the facility was at a
low risk for TB transmission.

ULP-B was hired November 17, 2023, and
provided direct care services for residents.

ULP-B's employee record included a negative
tuberculin skin test (TST), read November 14,
2023, at 5:48 p.m., indicating a negative result,
with O millimeters of induration. ULP-B's record
lacked documentation a second TST was

Minnesota Department of Health
STATE FORM 6899 GEFW11 If continuation sheet 6 of 21




PRINTED: 04/04/2024

FORMAPPROVED
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:
36815 B. WING 03/06/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1043 HAGUE AVENUE
CARING ROSE HOMES LLC
SAINT PAUL, MN 55104
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D 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)
0 660 | Continued From page 6 0 660
completed.

On March 5, 2024, at 9:30 a.m., director (D)-A
verifled ULP-B's record lacked documentation of
a second step TST completed upon hire for

ULP-B.

The Regulations for Tuberculosis Control In
Minnesota Health Care Settings, dated July 2013,
noted, "The purpose of this manual is to assist
health care facilities in Minnesota to understand
what Iis needed to be in compliance with
Minnesota laws revised in 2013 regarding TB
prevention and control, and to provide tools for
Implementing legal regulations and best practices
In their settings.” This included, Baseline TB
screening is required for all health care workers
(HCW). Baseline TB screening consists of three
components:

1. Assessing for current symptoms of active TB
disease;

2. Assessing 1B history;

3. Testing for the presence of infection with
Mycobacterium tuberculosis by administering
either a two-step TST or single IGRA; and

An employee may begin working with patients
after a negative TB symptom screen (i.e., no
symptoms of active TB disease) and a negative
IGRA or TST (l.e., first step) dated within 90 days
before hire. The second TST may be performed
after the HCW starts working with patients.”

The licensee's Tuberculosis

Screening/Prevention policy dated August 1,
2021, verified "if the first-step TST Is negative, the
second-step will be administered 1-3 weeks after
the first TST result is read.”

No further information was provided.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0 780 144G .45 Subd. 2 (a) (1) Fire protection and 0 780

SS=F | physical environment

(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
/911, and:

(1) for dwellings or sleeping units, as defined In
the State Fire Code:

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

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

(1) provide smoke alarms on each story
within a dwelling unit, including basements, but
not including 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
falled to provide a smoke alarm in a resident
bedroom. This deficient condition had the
potential to affect all residents, staff, and visitors.

Minnesota Department of Health
STATE FORM 6899 GEFW11 If continuation sheet 8 of 21



PRINTED: 04/04/2024

FORMAPPROVED
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:
36815 B. WING 03/06/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1043 HAGUE AVENUE
CARING ROSE HOMES LLC
SAINT PAUL, MN 55104
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D 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)

0 780 | Continued From page 8 0 780

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:

On March 4, 2024, at 1:00 p.m., survey staff
toured the home with director (D)-A. During the
facility tour, survey staff observed a smoke alarm
was not installed in occupied resident bedroom
two. During the facility tour interview, on March 4,
2024, D-A verified a smoke alarm was not
Installed in bedroom two.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 790 144G .45 Subd. 2 (a) (2)-(3) Fire protection and 0 790
SS=F | physical environment

(2) Install and maintain portable fire

extinguishers in accordance with the State Fire
Code;

(3) Install portable fire extinguishers having a
minimum 2-A:10-B:C rating within Group R-3
occupancies, as defined by the State Fire Code,
located so that the travel distance to the nearest
fire extinguisher does not exceed 75 feet, and
maintained in accordance with the State Fire
Code; and

Minnesota Department of Health
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This MN Requirement Is not met as evidenced
by:

Based on observation and interview, the licensee
falled to install portable fire extinguishers as
required by statute. This deficient condition had
the potential to 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 the potential to affect a large portion or all
of the residents).

The findings include:

On March 4, 2024, at 1:00 p.m., survey staff
toured the home with director (D)-A. During the
facility tour, survey staff observed a portable fire
extinguisher was not installed in the basement.
Portable fire extinguishers were located with a
travel distance to the nearest fire extinguisher
exceeding 75 feet. During the facility tour
Interview on March 4, 2024, D-A verified a fire
extinguisher was not installed in the basement.

TIME PERIOD FOR CORRECTION: Seven (7)
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, celling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the

Minnesota Department of Health
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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
falled to provide the physical environmentin a
continuous state of good repair and operation
with regard to the health, safety, and well-being of
the residents. 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 the potential to affect a large portion or all
of the residents).

The findings include:

On March 4, 2024, at 1:00 p.m., survey staff
toured the home with director (D)-A. During the
facility tour, survey staff observed the following:
1. The smoke alarm did not work when tested by
D-A In unoccupied bedroom three. During the
facility tour interview, on March 4, 2024, D-A
verified the smoke alarm was not working and
stated the smoke alarm needed a new battery.
2. An exit sign was posted over the door leading
from the basement out to another door and then
Into the backyard for the home. Two sliding bolt
locks were installed on the designated exit door.
This door was labeled as an exit on the basement
floor plan. Sliding bolt locks are not permitted on
exit doors and doors designated as exits must
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unlatch with one operation. All paths of egress
must provide unobstructed exiting and lead
directly to the exterior of the building. During the
facility tour interview, on March 4, 2024, D-A
verified the door locking hardware installed on the
desighated exit door and the path of egress
leading to a second door.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 810, 144G.45 Subd. 2 (b)-(f) Fire protection and 0 810
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) 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
thereatfter.
(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

Minnesota Department of Health
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least once per year.

(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.

This MN Requirement Is not met as evidenced
by:

Based on record review and interview, the
licensee failed to develop a fire safety and
evacuation plan with the required content, and
provide 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 March 4, 2024, at 1:00 p.m., survey staff
toured the home with director (D)-A. During the
facility tour, survey staff observed bedroom four
In the basement. The floor plan labels this room
as an office. The location and number of resident
sleeping rooms were not accurately identified.
During the facility tour interview, on March 4,
2024, D-A verified this room was being used as a
bedroom.

On March 6, 2024, the licensee provided
documents on the fire safety and evacuation plan
(FSEP), fire safety and evacuation training, and
employee evacuation drills for the facility.

FIRE SAFETY AND EVACUATION PLAN

Minnesota Department of Health
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The FSEP had not been developed for use at this
facility.

The FSEP did not include specific employee
actions to take in the event of a fire or similar
emergency relative to the facility's building layout
and environmental risks evident by a lack of
these actions in the plan. The employee actions
for fire were limited to the acronym RACE
(Remove, Alarm, Confine, and Extinguish or
Evacuate).

The FSEP did not identify specific fire protection
procedures necessary for residents evident by no
Instructions in the plan.

The FSEP references evacuation from the
building but fails to include information on where
residents should relocate to in the event of a fire.
The FSEP failed to provide specific procedures
for resident movement and evacuation during a
fire or similar emergency including individualized
uniqgue needs of residents evident by a lack of
these procedures in the plan.

During an interview with survey staff on March 6,
2024, at 1:30 p.m., D-Averified the FSEP
required more detail and the licensee would
revise the plan. D-A explained residents would
relocate to the sidewalk in the event of an
evacuation and verified this was not included in
the plan.

TRAINING

Record review indicated the licensee failed to
provide training to employees on the FSEP upon
hire and/or at least twice per year as evident by
the lack of training documentation. A blank fire
safety and evacuation training record template
was provided. Meeting agendas listed fire and
evacuation procedures as a topic for employees
and residents, but the names of the participants
were not recorded. During an interview with
survey staff on March 6, 2024, at 1:30 p.m., D-A
stated employees were trained but there was a

Minnesota Department of Health
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client who destroyed most of the documents In
the house at the end of last year. D-A verified
records were not available to support this training
had been completed.

Record review indicated the licensee failed to
provide fire safety and evacuation training to
residents at least once per year as evident by the
lack of training documentation. No resident
training records were provided for review.
Meeting agendas listed fire and evacuation
procedures as a topic for employees and
residents, but the names of the participants were
not recorded. During an interview with survey
staff on March 6, 2024, at 1:30 p.m., D-A stated
residents were trained every six months and
during fire drills but there was a client who
destroyed most of the documents in the house at
the end of last year. D-A verified records were not
available to support this training had been
completed.

DRILLS

Record review indicated the licensee failed to
maintain documentation to support employee
evacuation drills had been completed evident by
a review of completed fire drill logs. The names of
the employees who participated in the 2023 and
2024 fire drills were not recorded. No evacuation
drill records were provided for 2022 and 2021.
During an interview with survey staff on March 6,
2024, at 1:30 p.m., D-A stated employees
participated in fire drills and verified records were
not available to support employee participation.
D-A stated there was a client who destroyed most
of the documents in the house at the end of last
year and fire drill records were not available for
2022 and 2021.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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0 970 144G.50 Subd. 5 Waivers of liability prohibited 0970
SS=C

The contract must not include a waiver of facility
liability for the health and safety or personal
property of a resident. The contract must not
Include any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
Include any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

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 include language waiving the
licensee’s liability for health, safety, or personal
property of a resident. 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 the
residents).

The findings include:

On March 5, 2024, at 10:00 a.m., a copy of the
licensee's assisted living contract was requested.

The licensee's Assisted Living Contract: Terms &
Conditions included the following clauses
Indicating the resident would waive the licensee's
liability for health, safety, or personal property of a
resident:

Minnesota Department of Health
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Indemnification: "[Licensee] shall not be liable for
any damage or injury to the resident, or any other
person, or to any property, occurring on the
premises, or any part thereof, or in common
areas thereof, and the resident agrees to hold
[licensee] harmless from any claims or damages
unless caused solely by negligence of [licensee].
It Is recommended that renter's insurance be
purchased at the resident's expense. Nothing
contained herein is intended to create a waliver of
facility liability for the health and safety or
personal property of a resident.”

Liability: "The resident agrees to be liable and
responsible for all obligations herein referenced,
monetary and otherwise, of the resident and
where this Contract has been executed by a party
desighated below. Or where a separate
Responsible Party Agreement has been executed
by a third party, said third party and the resident
shall be jointly and severally liable and
responsible for all obligations, monetary and
otherwise, of the resident herein referenced.”

On March 4, 2024, at 9:30 a.m., director (D)-A
stated these clauses were included in the
contract, and the same contract would be utilized
for all residents.

No further information was provided.

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

01330| 144G.60 Subd. 4 (b) Unlicensed personnel 01330
SS=D

(b) Unlicensed personnel performing delegated
nursing tasks in an assisted living facility must:

Minnesota Department of Health
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(1) have successfully completed training and
demonstrated competency by successfully
completing a written or oral test of the topics in
section 144G.61, subdivision 2, paragraphs (a)
and (b), and a practical skills test on tasks listed
In section 144G .61, subdivision 2, paragraphs
(a), clauses (9) and (7), and (b), clauses (3), (9),
(6), and (7), and all the delegated tasks they will
perform;

(2) satisfy the current requirements of Medicare
for training or competency of home health aides
or nursing assistants, as provided by Code of
Federal Regulations, title 42, section 483 or
484.36; or

(3) have, before April 19, 1993, completed a
training course for nursing assistants that was
approved by the commissioner.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure employee training and
competency was completed, to include all
required content, for one of two employees
(unlicensed personnel (ULP)-B).

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 imited number of staff are involved or the
situation has occurred only occasionally).

The findings Include:

ULP-B was hired on November 17, 2023, to
provide assisted living services to residents.

Minnesota Department of Health
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ULP-B's employee file lacked documentation of
Initial training and competency evaluations for the
following topics:

-personal hygiene and grooming including: hair
care and bathing, care of teeth, gums, and oral
prosthetic devices, care and use of hearing aids,
and dressing and assisting with toileting;

-basic nutrition, meal preparation, food safety,
and assistance with eating; and

-preparation of modified diets.

On March 4, 2024, at 9:30 a.m., director (D)-A
stated all ULP-B's training was included in
ULP-B's personnel record, and no additional
training was provided.

The licensee'’s Staff Competency policy, dated
August 1, 2021, verified the above training and
competencies would be included in the initial
training for the ULPs, and indicated ULPs, "may
not work for [licensee] until they have successfully
passed the written (at 80%) and demonstration
competency evaluation.”

No further information was provided.

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

01340] 144G.60 Subd. 4 (c) Unlicensed personnel 01340
SS=D
(c) Unlicensed personnel performing therapy or
treatment tasks delegated or assigned by a
licensed health professional must meet the
requirements for delegated tasks in section

144G .62, subdivision 2, paragraph (a), and any
other training or competency requirements within
the licensed health professional's scope of
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practice relating to delegation or assignment of
tasks to unlicensed personnel.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure employee training and
competency was completed, to include all
required content, for one of two employees
(unlicensed personnel (ULP)-B).

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 imited number of staff are involved or the
situation has occurred only occasionally).

The findings Include:

ULP-B was hired on November 17, 2023, to
provide assisted living services to residents.

ULP-B's employee file lacked documentation of
Initial training and competency evaluations for the
following topics:

-range of motioning and positioning; and
-administering medications or treatments, as
required.

On March 4, 2024, at 9:30 a.m., director (D)-A
stated all ULP-B's training was included in
ULP-B's personnel record, and no additional
training was provided.

The licensee's Staff Competency policy, dated
August 1, 2021, verified the above training and
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competencies would be included in the initial
training for the ULPs, and indicated ULPs, "may
not work for [licensee] until they have successfully
passed the written (at 80%) and demonstration
competency evaluation.”

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975

Saint Paul, MN 55164-0975
DEPARTMENT BE1-201-4500
OF HEALTH

ps ¥ Food and Beverage Establishment il
Date: 03/04/24 _
Time:  14:15:52 Inspection Report
Report: 1021241031
— Location: — Establishment Info:

Caring Rose Homes Llc ID #: 0038548

1043 Hague Avenue Risk:

St Paul, MN55104 Announced Inspection: Yes

Ramsey County, 62

— License Categories: — Operator:

. Phone #: 4408321937
Expireson: / / ID #-

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.

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.

ESTABLISHMENT DOES NOT HAVE A MEASURING DEVICE THAT INDICATES THE FINAL
UTENSIL SURFACE TEMPERATURE IN RESIDENTIAL DISH MACHINE. PROVIDE.
THERMOLABELS LEFT ON-SITE.

Comply By: 03/11/24

4-600 Cleaning Equipment and Utensils
4-601.11C

MN Rule 4626.0840C Clean non-food contact surfaces of equipment and maintain free of accumulations of
dust, dirt, food residue, and other debris.

BOTH VENTILATION FILTERS UNDER THE MICROWAVE CONTAINS ACCUMULATION OF
GREASE. BOTTOM PART OF THE MICROWAVE ALSO HAS ACCUMULATION OF GREASE. CLEAN
AND MAINTAIN CLEAN.

Comply By: 03/08/24

6-500 Physical Facility Maintenance/Operation and Pest Control
6-501.11

MN Rule 4626.1515 Maintain the physical facilities in good repair.

PER CONVERSATION WITH DIRECTOR, THEY HAD A FLOOD IN THE UPSTAIRS BATHROOM AND
THEY HAD TO REMOVE ALMOST ALL OF THE CEILING DRYWALL IN THE KITCHEN. THEY ARE
WAITING FOR THE WATER TO FULLY DRY BEFORE PUTTING THE CEILING DRYWALL BACK.
SEE COMMENTS.



Type:  Full Food and Beverage Establishment Fage £
Date: 03/04/24

Time:  14:15:52 Inspection Report

Report: 1021241031
Caring Rose Homes Llc

Comply By: 03/20/24

6-500 Physical Facility Maintenance/Operation and Pest Control
6-501.12A4
MN Rule 4626.1520A Clean and maintain all physical facilities clean.

OBSERVED GREASE AND DUST ACCUMULATION ON THE KITCHEN CABINETS AND ABOVE THE
MICROWAVE IN THE CEILING. CLEAN AND MAINTAIN CLEAN.

Comply By: 03/08/24

Food and Equipment Temperatures

Process/Item: Cold Holding
Temperature: 39 Degrees Fahrenheit - Location: MILK - KENMORE REFRIGERATOR
Violation Issued: No

Process/Item: Cold Holding
Temperature: 40 Degrees Fahrenheit - Location: SLICED HAM - KENMORE REFRIGERATOR

Violation Issued: No

Process/Item: Ambient Temperature
Temperature: 38 Degrees Fahrenheit - Location: KENMORE REFRIGERATOR
Violation Issued: No

Total Orders In This Report Priority 1 Priority 2 Priority 3
0 1 3

ALL FINDINGS ON THIS REPORT WERE DISCUSSED WITH DIRECTOR, IDRIS ABDI AND HEALTH
REGULATION DIVISION NURSE EVALUATOR, JOLENE BERTSELSEN.

THIS FACILITY IS A RESIDENTIAL HOME AND THEY CURRENTLY HAVE 1 CLIENT AND THE
FACILITY CAN HAVE UP TO 4 CLIENTS.

PER CONVERSATION WITH IDRIS ABDI, FOOD IS MADE FOR SAME DAY SERVICE. NO
LEFTOVERS ARE KEPT.

CONTINUATION OF MN Rule 4626.1515 Maintain the physical facilities in good repair.
ONCE ESTABLISHMENT PLACES THE KITCHEN CEILING DRYWALL BACK, THEY ARE GOING TO
CONTACT INSPECTOR TO DO A FOLLOW-UP.

THE KITCHEN HAS RESIDENTIAL EQUIPMENT, WOOD FLOORS, AND WOOD CABINETS.
PHYSICAL FACILITY ITEMS WILL BE MONITORED AT FUTURE INSPECTIONS.



Type:  Full Food and Beverage Establishment Fage s
Date: 03/04/24

Time:  14:15:52 Inspection Report

Report: 1021241031
Caring Rose Homes 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 1021241031 of 03/04/24.

Certified Food Protection ManagerBATHR-ULDHIN I. OMAR

Certification Number: _FMI117223 Expires: _ 06/12/26

Inspection report reviewed with person in charge and emailed.

Signed: Signed: W\

IDRIS ABDI Melissa Ramos
DIRECTOR Environmental Health Specialist
Metro District Oftice

651-201-4495
Melissa.Ramos(@state. mn.us



