m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
August 26, 2025

Licensee

Ely Carefree Living by Oxford Living
140 South 2nd Avenue West

Ely, MN 55731

RE: Project Number(s) SL25891016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on July 9, 2025, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter 260E.

MDH concludes the licensee is in substantial compliance. State law requires the facility must take
action to correct the state correction orders and document the actions taken to comply in the
facility's records. The Department reserves the right to return to the facility at any time should the
Department receive a complaint or deem it necessary to ensure the health, safety, and welfare of
residents in your care.

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 . . ."

IMPOSITION OF FINES

In accordance with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement actions may be imposed
based on the level and scope of the violations and may be imposed immediately with no opportunity
to correct the violation first as follows:

Level 1: no fines or enforcement;

Level 2: a fine of S500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20;
Level 3: a fine of $1,000 per incident, in addition to any enforcement mechanism
authorized in § 144G.20;

Level 4: a fine of $3,000 per incident, in addition to any enforcement mechanism authorized in
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§ 144G.20;
Level 5: a fine of $5,000 per violation, in addtion to any enforcement mechanism authorized in
§ 144G.20.

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

St - 0-0510 - 144g.41 Subd. 3 - Infection Control Program - $500.00
St - 0 - 0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment - $500.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $1,000.00. You will be invoiced approximately 30 days after receipt of this notice, subject

to appeal.

DOCUMENTATION OF ACTION TO COMPLY

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

The correction order documentation should include the following:

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

e I|dentify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.

e |dentify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by MDH within 15 calendar
days of the correction order receipt date.

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

REQUESTING A HEARING

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

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,

J{% imwiﬁf

Jessie Chenze, Supervisor
State Evaluation Team

Email: Jessie.Chenze@state.mn.us
elephone: 218-332-5175 Fax: 1-866-890-9290

AH
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0 000] Initial Comments 0 000
*ATTENTION™*** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the
144G.08 to 144G.95, these correction orders are far-left column entitled "ID Prefix Tag." The
Issued pursuant to a survey. state Statute number and the
corresponding text of the state Statute out
Determination of whether violations are corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies" column. This
provided at the Statute number indicated below. column also includes the findings which
When Minnesota Statute contains several items, are in violation of the state requirement
failure to comply with any of the items will be after the statement, "This Minnesota
considered lack of compliance. requirement is not met as evidenced by."
Following the evaluators ' findings is the
INITIAL COMMENTS: Time Period for Correction.
SL25891016-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On July 7, 2025, through July 9, 2025., the STATES,"PROVIDER'S PLAN OF
Minnesota Department of Health conducted a full CORRECTION." THIS APPLIES TO
survey at the above provider and the following FEDERAL DEFICIENCIES ONLY. THIS
correction orders are issued. At the time of the WILL APPEAR ON EACH PAGE.
survey, there were 43 residents; 43 receiving
services under the Provisional Assisted Living THERE IS NO REQUIREMENT TO
Facility with Dementia Care license. SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.
0 480 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum 0 480
SS=F | requirements; required food services

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

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

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

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

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

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are

Minnesota Department of Health
STATE FORM 6899 1RP611 If continuation sheet 2 of 34
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allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was

prepared and served according to the Minnesota
Food Code.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
IS Issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated, July 7, 2025, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

Minnesota Department of Health
STATE FORM 6899 1RP611 If continuation sheet 3 of 34
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TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

0 510| 144G.41 Subd. 3 Infection control program 0 510
SS=F
(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

(b) The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to establish and
maintain an infection control program to comply
with accepted health care, medical, and nursing
standards for infection control for two of five

employees (unlicensed personnel (ULP)-K,
ULP-0).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

Minnesota Department of Health
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The findings include:

During the entrance conference on July 7, 2025,
from 11:02 a.m. to 11:48 a.m., director of quality
assurance (DQA)-G stated she was primary
responsible for the infection control program
along side the registered nurses (RN). Clinical
nurse supervisor (CNS)-B stated staff receive
infection control training upon hire, throughout the
year and annually.

On July 8, 2025, at 7:20 a.m., the surveyor
observed ULP-K and ULP-O transfer R6 onto the
commode. With gloved hands, ULP-K operated
the EZ Stand (mechanical lift) while ULP-O pulled
down R6's pants, removed brief, positioned R6
onto the commode and removed the EZ Stand
sling. While R6 remained sitting on the
commode, ULP-K gathered R6's clothes and
began to dress R6's lower body. ULP-O made
R6's bed then gathered R6's toothbrush, cup of
water, toothpaste and basin. ULP-K put on R6's
shirt then ULP-O put on R6's deodorant, handed
R6 a washcloth to wash own face then both ULPs
put in R6's hearing aids. ULP-O applied the EZ
Stand sling around R6, and ULP-O operated the
EZ Stand, lifting R6 off the commode. ULP-K
completed perineal cares, wearing the same
gloves, ULP-K pulled up R6's brief and pants and
transferred R6 into the recliner chair. ULP-K
removed the EZ Stand sling then removed gloves
and without performing hand hygiene and opened
the window blinds. ULP-O handed R6 the
toothbrush and supplies to brush own teeth.
ULP-O removed gloves, gathered garbage and
exited room and did not perform hand hygiene.

On July 8, 2025, at 7:40 a.m., ULP-K stated they
should have changed gloves and performed hand
hygiene after providing perineal cares.

Minnesota Department of Health
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On July 9, 2025, at 8:22 a.m., the surveyor
observed ULP-K and ULP-O assist R2 with a bed
bath. With gloved hands, ULP-O prepared a
basin of soap and water, and ULP-K removed
R2's night clothes and brief. ULP-K washed and
rinsed R2's neck, chest, underarms, while ULP-O
washed R2's lower legs, feet and genital area.
Without changing gloves, ULP-O washed R2's
abdomen and armpits using the same washcloth
and basin of soap and water. ULP-K changed
gloves, assisted and repositioned R2 on his side
and ULP-O washed and dried R2's back and
buttocks. With a new washcloth, ULP-O washed
R2's face, then emptied the basin of soap and
water, gathered the dirty laundry while ULP-K
finished drying R2's body. ULP-K applied a skin
protectant ointment to R2's buttocks area, and
without changing gloves, ULP-K assisted ULP-O
putting on a R2's clean brief, lotioned body and
extremities, dressed R2 and assisted R2 into the
Broda chair (specialized wheelchair) with the use
of a Hoyer lift. ULP-O removed gloves, gathered
garbage, dirty linen basket and exited R2's room
and did not perform hand hygiene. Wearing the
same pair of gloves, ULP-O assisted R2 with oral
cares, removed gloves, did not perform hand
hygiene, escorted R2 to the breakfast table then
ULP-K washed hands in the kitchen sink.

On July 9, 2025, at approximately 8:45 a.m.,
ULP-K stated they changed gloves through the
process; however, did not perform hand hygiene
In between glove changing. ULP-K stated ULP-K
could not recall if gloves were changed after
putting on R2's ointment to buttocks. ULP-O
stated the basin of water should have been
changed after completing perineal cares before
proceeding with additional washing and should be
washing clean to dirty.

Minnesota Department of Health
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On July 9, 2025, at 11:49 a.m., CNS-B stated
staff should be frequently changing gloves during
a bed bath and assisting with personal cares and
it was the expectation to perform hand hygiene
between and after glove use.

The licensee's Infection Control Precautions
Including Standard, Contact, Droplet and Airborne
policy dated May 4, 2020, directed to wear clean
gloves when touching blood, bodily fluids, feces,
non-intact skin, mucus membranes, or
contaminated items. Change gloves between
tasks and procedures on the same client and
after contact with material that may contain a high
concentration of microorganisms. Remove
gloves promptly after use, and before touching
non-contaminated items, environmental services,
self or their clients. Wash hands after the
removal of gloves.

The Bed Bath/Sponge Bath Protocol dated June
2024, indicted the procedure to complete a
sponge bath included:

-gathering supplies;

-wash/sanitize hands, apply gloves;

-wash eye lids, face, ears, neck, rinse and pat
dry;

-wash the arms, hands, rinse and pat dry;
-chest and belly, rinse and pat dry;

-legs and feet, rinse and pat dry;

-pour water out and replace with fresh water;
-using a new washcloth, wash back, perineal
area, genital area and anal area, rinse and pat
dry;

-remove gloves and wash hands.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)

Minnesota Department of Health
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0650| 144G.42 Subd. 8 (a) Staff records 0 650
SS=E

(a) The facility must maintain current records of
each paid staff member, each regularly
scheduled volunteer providing services, and each
individual contractor providing services. The
records must include the following infomation:

(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;

(2) records of orientation, required annual training
and infection control training, and competency
evaluations;

(3) current job description, including
qgualifications, responsibilities, and identification of
staff persons providing supervision:;

(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;

(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and

(6) documentation of the background study as
required under section 144.057.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure employee
records contained the required content for two of

two employees (clinical nurse supervisor
(CNS)-B, unlicensed personnel (ULP)-E).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or

Minnesota Department of Health
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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 pattern scope (when more than a
limited number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings include:

During the entrance conference on July 7, 2025,
at 11:02 a.m., with executive director (ED)-A
stated the licensee was aware of the required
content for employee records and was identified
responsible for managing employee records.

CNS-B

CNS-B had a hire date of October 17, 2024, to
supervise and provide direct care services to the
residents of the facility.

CNS-B's employee record lacked a baseline TB
(tuberculosis) screening for current symptoms of
active TB disease testing of either a two-step TST
(Tuberculin Skin Test) or a single blood test.

ULP-E

ULP-E had a hire date of May 19, 2025, to
provide direct care services to the residents of the
facility.

On July 8, 2025, at 7:45 a.m., the surveyor
observed ULP-E administering RS's scheduled
morning medications.

ULP-E's employee record included an orientation
checklist for new employees dated June 10,
2025, and Medication/Treatment Competency
Evaluations dated June 20, 2025; however,
Minnesota Department of Health

STATE FORM 6899 1RP611 If continuation sheet 9 of 34




PRINTED: 08/26/2025

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
25891 B. WING 07/09/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
140 SOUTH 2ND AVENUE WEST
ELY CAREFREE LIVING BY OXFORD LIVING
ELY, MN 55731
(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)

0650 | Continued From page 9 0 650

lacked evidence ULP-E completed training on
preparing medications for residents who leave the
facility (planned and unplanned time away). In
addition, ULP-E's employee record lacked a job
description, including qualifications,
responsibilities, and identification of staff person
providing supervision.

On July 8, 2025, at 1:38 p.m., director of quality
assurance (DQA)-G sent the surveyor an emailed
indicating ULP-E's employee record did not
iInclude a job description.

On July 10, 2025, at 2:11 p.m., DQA-G emailed
the surveyor and attached CNS-B's TB history
and screening documentation and informed the
surveyor, CNS-B had a TB blood test prior to
employment by the licensee and provided the
licensee with CNS-B's TB screening
documentation to add to CNS-B's records.

The licensee's TB Prevention and Control policy
dated January 16, 2023, indicated all new
employees that would have direct contact with
residents would be screened for symptoms of TB
and take a 2-step tuberculin skin test (TST).

The licensee's Medication Management Services
policy dated January 16, 2023, included a
procedure for medication management for
residents who will be away from home that
iIndicated for unplanned time away when the
licensed nurse is not available, the registered
nurse may delegate this task to unlicensed
personnel if:

-the reqgistered nurse has trained the unlicensed
staff and determined the unlicensed staff is
competent to follow the procedures for giving
medications to residents.

Minnesota Department of Health
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The licensee's Orientation and Training
Procedure policy dated May 29, 2024, indicated
new-hire paperwork included a signed job
description.

No further information was provided.

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

0680| 144G.42 Subd. 10 Disaster planning and 0680
SS=F | emergency preparedness

(a) The facility must meet the following
requirements:

(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and details staff
assignments in the event of a disaster or an
emergency;

(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;

(4) post emergency exit diagrams on each floor;
and

(5) have a written policy and procedure regarding
missing residents.

(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.

(c) The facility must meet any additional
requirements adopted in rule.

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

Based on observation, interview, and record
review, the licensee failed to develop a written
emergency preparedness plan (EPP) with all the
required content as defined in Appendix Z. In
addition, the licensee failed to ensure the missing
resident plan was reviewed quarterly. This had
the potential to affect all residents, staff, and
visitors of the facility.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

During the entrance conference on July 7, 2025,
executive director (ED)-C was identified
responsible for maintaining the licensee EPP.

The licensee's EPP dated June 12, 2025, lacked
the following content and/or policies and
procedures to address:

- a missing resident plan that was reviewed
quarterly (reviewed March 2, 2023, and June 12,
2025);

-documented participation in an annual full-scale
exercise that is community based or conduct an
annual, individual, facility-based functional
exercise;

-conduct an additional annual exercise that may
include: a second full-scale exercise that is
community-based or an individual, facility based

Minnesota Department of Health
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functional exercise or mock disaster drill or
table-top exercise; and

-analyze the facility's response to and maintain
documentation of all drills, tabletop exercises and
emergency events and revise plan as needed.

On July 9, 2025, at 10:27 a.m., director of quality
assurance (DQA)-G stated the licensee's missing
resident procedure should be reviewed at a
minimum quarterly and stated the licensee had
only reviewed the missing resident procedure
once in 2023, and once in 2025. DQA-G stated
the have developed a new process to ensure the
missing resident procedure would be reviewed
quarterly.

The licensee's Emergency and Disaster Plan
dated February 2, 2023, indicated the
Elopement/Missing Resident drills would be
conducted quarterly, rotating shifts to cover each
shift annually.

The licensee's Training, Exercises, and Testing
dated March 2, 2023, indicated the licensee
would participate in a full-scale exercise that is
community based, or when a community-based
exercise is not accessible, an individual,
facility-based table-top exercise and the
exercises would be documented.

Per Assisted Living Facilities: Minnesota Rules
Chapter 4659.0110, Subp. 4, effective October
2022, the LALD and clinical nurse supervisor
(CNS) must review the missing person plan at
least quarterly and document any changes to the
plan.

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

No further information was provided.

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

0775 144G.45 Subd. 2. (a) Fire protection and physical | 0775
SS=F | environment

Each assisted living facility must comply with the

State Fire Code in Minnesota Rules, chapter
7511, and:

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to keep the facility in compliance with the
Minnesota Fire Code. The deficient conditions
have the ability to affect all staff and residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

Minnesota Department of Health
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Findings include:

On facility tour with director of maintenance
(DM)-1 on July 8, 2025, between 10:00 a.m. and
1:30 p.m. the following deficient conditions were
observed:

LOCKING:

The surveyor observed there was a not a
switch/key in the any of the 3 buildings (100, 140
or 200) that released all the doors. All three
buildings are licensed for dementia care and are
locked facilities.

There shall be a key/switch that unlocks all the
doors in an approved location within each
building.

The surveyor observed a bike type of lock on the
outside gate of the dementia care 100 building.

This was also observed during the last survey, on
February 14, 2023.

This gate shall remain unlocked or have the
same locking hardware as the exit door from the
building.

SMOKE ALARMS:

The surveyor had the DM-| take down a smoke
alarm in a resident room. They were dated 2008.
This was noted in all 3 buildings.

All smoke alarms over 10 years old from date of
manufacture shall be replaced with like type
alarms and interconnected if required. Carbon
monoxide alarms are allowed to be in
combination with the smoke alarm.

Minnesota Department of Health
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CARBON MONOXIDE:

The surveyor observed that there was not code
compliant carbon monoxide protection in all three
buildings.

Code complaint carbon monoxide protection shall
be provided. Carbon monoxide alarms can be in
combination with the smoke alarms in the
resident rooms.

SMOKE COMPARTMENT DOORS:

The surveyor observed the doors to the resident
room corridors in all three buildings did not close
and latch when released from the magnetic hold
opens connected to the fire alarm system.

These doors shall close and latch under their own
POWET.

EXTENSION CORDS:

The surveyor observed that there were extension
cords powering the newly installed |IT cabinets in
all three buildings near the kitchen and that there
was an orange extension cord powering a fan in

the mechanical room in the 140 building.

Extension cords shall not be used for permanent
use and shall not be routed through
walls/ceilings/doors.

EMERGENCY LIGHT:

The surveyor observed the emergency light by
the mechanical room in the 140 building did not
operate when push button tested.

Minnesota Department of Health
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All emergency lights shall be push button tested
monthly, an annual test completed and
documented. If a light is found to be defective it
shall be fixed or replaced.

The deficient conditions were visually verified by
the DM-I accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

01880| 144G.71 Subd. 19 Storage of medications 01880
SS=F
An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure two of two
refrigerators (House 100 and House 200), storing
medications maintained an acceptable
temperature and medications were stored
according to manufacturer's recommended
temperature.

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:

Minnesota Department of Health
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During the entrance conference on July 7, 2025,
at 11:02 a.m., with executive director (ED)-A and
clinical nurse supervisor (CNS)-B, stated the
licensee provided medication management
services to residents at the facility.

The Record Medication Fridge Temp sheets
directed to record medication refrigerator
temperatures and temperatures should remain
between 36 and 46 degrees Fahrenheit (F) and to
contact the on-call nurse if temperatures were
found out of range.

On July 7, 2025, at 1:19 p.m., CNS-B stated the
medication refrigerator temperatures were

monitored and electronically recorded by staff on
the night shift.

The medication refrigerator temperature logs
indicted the following recorded temperatures:

HOUSE 100 MEDICATION REFRIGERATOR
May 2025's refrigerator log indicated 12 recorded
temperatures were out of range;

June 2025's refrigerator log indicated five
recorded temperatures were out of range: and
July 2025's refrigerator log had four out of 11
missed opportunities to record the refrigerator
temperature.

On July 9, 2025, at 8:06 am., the surveyor viewed
the medication refrigerator in house 100 with
unlicensed personnel (ULP)-L and observed the
following medication being stored:

-three unopened bottles of latanoprost eye drops
(used to treat increased eye pressure).

HOUSE 200 MEDICATION REFRIGERATOR
May 2025's refrigerator log indicated three

Minnesota Department of Health
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recorded temperatures were out of range;
June 2025's refrigerator log indicated three
recorded temperatures were out of range; and
July 20258's refrigerator log had four out of 11
missed opportunities to record the refrigerator
temperatures, and two recorded temperatures
were out of range.

On July 9, 2025, at 9:47 a.m., the surveyor
viewed the mediation refrigerator in house 200
with ULP-P and observed the following
medications being stored:

-one unopened Basaglar (long-acting) pre-filled
iInsulin pen;

-two unopened Humulin 70/30 (intermediate)
pre-filled insulin pens;

-three unopened Novolog (rapid-acting) prefilled
insulin pens;

-one unopened bottle of latanoprost eye drop
(used to treat increased eye pressure);

-two unopened bottles of timolol eye drops and
one opened bottle (used to treat increased eye
pressure); and

-8 unopened packages of formoterol nebulizer
solutions (used to treat shortness of breath).

On July 8, 2025, at 12:45 p.m., director of quality
assurance (DQA)-G reviewed house 100 and
house 200 refrigerator temperature logs and
confirmed the above noted temperatures were
out of range. DQA-G stated they were unable to
find documentation staff reported the out-of-range
temperatures to the nurses or management.

The licensee's Storage of Medications policy
dated January 16, 2023, indicated medications
needing refrigeration would be stored between 36
to 46 degrees F. This would be logged daily on a
flow sheet and any temperatures out of this range
would be reported to the nurse.
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The manufacturer instructions for Xalatan
(latanoprost) eye drops dated August 2011,
directed to discard to store unopened bottles off
Xalatan (latanoprost) eye drops in the refrigerator
between 36 to 46 degrees F.

The manufacturer instructions for Basaglar
KwikPen insulin dated November 2022, directed
to store unopened insulin pens in the refrigerator
at 36 to 46 degrees F.

The manufacturer instructions for Humulin 70/30
iInsulin dated June 2022, directed to store
unopened insulin pens in the refrigerator at 36 to
46 degrees F.

The manufacturer instructions for Novolog
FlexPen insulin dated March 2021, indicated not
to freeze Novolog insulin and to store unopened
insulin in the refrigerator at 36 to 46 degrees F.

The manufacturer instructions for timolol eye drop
dated April 2016, indicated not to freeze and to
store at a temperature between 59 to 77 degrees
F.

The manufacturer instructions for formoterol
fumarate (Perforomist) nebulizer solution dated
May 2019, directed to store opened and
unopened packages of formoterol solution in the
refrigerator at 36 to 46 degrees F.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
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01890 144G.71 Subd. 20 Prescription drugs 01890
SS=F

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to date time-sensitive
medications with opened and expiration dates for
three of three medication carts (House 100,
House 140, House 200), whose medications were
stored by the licensee. In addition, the licensee
failed to monitor for expired medications for one
of three medication carts (House 100).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

During the entrance conference on July 7, 2025,
at 11:02 a.m., with executive director (ED)-A and
clinical nurse supervisor (CNS)-B, stated the
licensee provided medication management
services to residents at the facility.

On July 7, 2025, at 1:04 p.m., the surveyor
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reviewed the medication cart in house 100 with
unlicensed personnel (ULP)-E and observed the
following:

-opened bottles of latanoprost (Xalatan) and
timolol eye drops (used to treat increased eye
pressure) lacked the date the eye drops had been
opened and when the eye drops would expire;
and

-R2's bottle of Gavilax (powdered laxative) with
an expiration date of January 2025. The surveyor
asked if R2 was taking Gavilax and ULP-E stated
R2 was scheduled to take Gavilax twice a day
and ULP-E administered R2's Gavilax that day.
R2 confirmed R2's bottle of Gavilax had expired
January 2025 and did not have another bottle.

On July 7, 2025, at 1:33 p.m., the surveyor
reviewed the medication cart in house 200 with
director of quality assurance (DQA)-G and
observed the following:

-an opened bottle of Xalatan eye drop that lacked
the date the eye drop had been opened and when
the eye drop would expire; and

-an opened bottles of timolol and latanoprost eye
drops that lacked the date the eye drops had
been opened and the date the eye drop would
expire.

On July 7, 2025, at 1:47 p.m., the surveyor
reviewed the medication cart in house 140 with
ULP-M and observed the following:

-an opened bottle of pilocarpine eye drops (used
to treat increased eye pressures) that lacked the
date the eye drop had been opened and when the
eye drop would expire.

On July 7, 2025, at 1:19 p.m., CNS-B stated
licensed practical nurse (LPN) went through each
medication cart every Monday to look for expired
medications and to ensure all opened
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medications were dated with the date the
medication had been opened. CNS-B stated
whoever administers the medication should be
checking the medication expiration date before
administering and dating medications when the
medication was opened.

The manufacturer instructions for Xalatan
(latanoprost) eye drops dated August 2011,
directed to discard six weeks after opening.

The manufacturer instructions for timolol eye
drops dated July 2024, directed to discard 28
days after opening.

The manufacturer instructions for pilocarpine eye
drops dated April 2016, directed to discard 28
days after opening.

The licensee's Storage of Medications policy
dated January 16, 2023, indicated the registered
nurse (RN) would establish a system that
addresses the storage and handling of
medications. Stored medications must be kept in
its original container bearing the original
prescription label with legible information stating
the prescription number, name of drug, strength
and quantity of drug, expiration date of time-dated
drug, directions for use, client's name,
prescriber's name, date of issue and the name
and address of the licensed pharmacy that issued
the medications.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
STATE FORM 6899 1RP611 If continuation sheet 23 of 34



PRINTED: 08/26/2025

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
25891 B. WING 07/09/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
140 SOUTH 2ND AVENUE WEST
ELY CAREFREE LIVING BY OXFORD LIVING ELY, MN 55731
(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)
01950 | Continued From page 23 01950
01950] 144G.72 Subd. 4 Administration of treatments 01950

SS=D | and therapy

Ordered or prescribed treatments or therapies
must be administered by a nurse, physician, or
other licensed health professional authorized to
perform the treatment or therapy, or may be
delegated or assigned to unlicensed personnel by
the licensed health professional according to the
appropriate practice standards for delegation or
assignment. When administration of a treatment
or therapy is delegated or assigned to unlicensed
personnel, the facility must ensure that the
registered nurse or authorized licensed health
professional has:

(1) instructed the unlicensed personnel in the
proper methods with respect to each resident and
the unlicensed personnel has demonstrated the
ability to competently follow the procedures;

(2) specified, in writing, specific instructions for
each resident and documented those instructions
In the resident's record; and

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the
registered nurse (RN) specified, in writing,
specific instructions for each resident and
documented those instructions in the resident's
record for one of two residents (R3) who received
treatment and therapy services.

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

The findings include:

During the entrance conference on July 7, 2025,
at 11:02 a.m., executive director (ED)-A and
clinical nurse supervisor (CNS)-B, stated the
licensee provided treatment and therapy services
to residents at the facility.

R3's diagnoses included chronic obstructive
pulmonary disease (COPD), acute and chronic
respiratory failure with hypoxia (low oxygen in the
blood).

R3's prescriber orders dated June 2, 2025,
Included orders for oxygen therapy two liters per
minute as needed and to keep oxygen saturation
(blood oxygen level) above 90 percent.

R3's Service Plan dated July 3, 2025, indicated
R3 received assistance with oxygen and to keep
R3's oxygen saturations above 90 percent and to
notify the nurse if R3's oxygen saturation was
below 90 percent with the oxygen on.

R3's July 2025, Service Checkoff List indicated
oxygen via nasal cannula (tubing that delivers
oxygen through the nose) two liters per minute as
needed. Keep oxygen saturation above 90
percent and to notify the nurse if below 90
percent with oxygen on: however, R3's record
lacked written instructions to monitor R3's oxygen
saturation levels to determine the need of oxygen
therapy as prescribed.

On July 8, 2025, at 8:50 a.m., unlicensed
personnel (ULP)-N stated R3 wore the oxygen all
the time and there were no written directions in
Minnesota Department of Health
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R3's record to monitor R3's oxygen saturation
level.

On July 8, 2025, at 9:11 a.m., the surveyor
observed R3 wearing oxygen via nasal cannula.
R3 stated she used oxygen all the time to help
with her breathing and staff assist with putting the
oxygen tubing on.

On July 8, 2025, at 3:10 p.m., CNS-B stated R3's
oxygen order was to use oxygen if R3's oxygen
saturation level fell below 90 percent. CNS-B
stated there were no written instructions in R3's
record to monitor R3's oxygen saturation level to
determine oxygen use.

The licensee's Treatment and Therapy
Management Services policy dated January 16,
2023, indicated for each resident receiving
management of an order or prescription for
treatment or therapy services, the licensee would
develop and maintain a current individualized
treatment and therapy management record for
each resident which must contain at least the
following:

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

02040| 144G.81 Subdivision 1 Fire protection and 02040
SS=F | physical environment

An assisted living facility with dementia care must
meet the requirements of section 144G.45 and
the following additional requirements:

(1) an assessment of safety risks must be
performed on and around the property. The
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safety risks identified by the facility on the
assessment must be mitigated to protect the
residents from harm. The mitigation efforts must
be documented in the facility's records; and

(2) the facility shall be protected throughout by an
approved supervised automatic sprinkler system
by August 1, 2029.

This MN Requirement is not met as evidenced
by:

Based on record review and interview, the
licensee failed to provide hazard vulnerability
assessment or safety risk assessment of the
physical environment on and around the property
for the facility. This deficient practice had the
ability to affect all staff, residents, and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

Findings include:

A record review and interview were conducted
July 8, 2025, at approximately 12:30 p.m. with
director of maintenance (DM)-| and corporate
executive assistant (CEA)-J on the hazard
vulnerability assessment for the physical
environment of the facility.

During interview, CEA-J and DM-I| provided
documentation of a general hazard vulnerability

Minnesota Department of Health
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assessment but had not conducted a hazard
vulnerability assessment of the physical
environment with mitigation factors in, on or
around the property to date at the time of survey.
This was noted on the February 14, 2023, survey.

On facility tour in the 100 building (dementia
building) the surveyor noticed the doors to the
laundry room, mechanical room and sauna room
(now used as a storage room) were either open
or unlocked. Also, the kitchen was not secured
from residents being able to enter the area.

These conditions were verified by CEA-J and
DM-| during survey and during the interview at
approximately 12:30 p.m.

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

02320, 144G.91 Subd. 4 (b) Appropriate care and 02320
SS=D | services

(b) Residents have the right to receive health
care and other assisted living services with
continuity from people who are properly trained
and competent to perform their duties and in
sufficient numbers to adequately provide the
services agreed to in the assisted living contract
and the service plan.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to provide care and
services according to acceptable health care
medical or nursing standards for medication
administration by unlicensed personnel (ULP)-L
for one of one resident (R2) whose medications
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were not administered as directed.

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

The findings include:

During the entrance conference on July 7, 2025,
at 11:02 a.m., executive director (ED)-A and
clinical nurse supervisor (CNS)-B, stated the
licensee provided medication management
services to residents at the facility.

ULP-L had a hire date of August 29, 2024, to
provide services to the licensee's residents.

ULP-L's employee record indicated ULP-L
completed training and skills competency in
medication administration routes dated
September 18, 2024, including crushing
medications.

R2's diagnoses included Alzheimer's disease,
hypertension (HTN-high blood pressure), and
seizure disorder.

R2's Service Plan dated July 26, 2025, indicated
R2 received medication administration five times
a day.

R2's prescriber orders dated December 4, 2024,
and March 12, 2025, included the following
orders:

Minnesota Department of Health
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-quetipine 50 milligrams (mQ) one take twice a
day for mental health disorders, do not crush per
prescriber;

-levetiracetam 5 milliliters (ml) used to prevent
Selzures;

-gabapentin 300 mg one capsule three times a
day for polyneuropathy-do not crush:

-lisinopril 20 mg one tablet daily for high blood
pressure, crush and mix with applesauce or
pudding;

-metoprolol 25 mg one table-ok to crush and mix
with food; and

-senna 8.6 mg two tablets twice a day, ok to
crush and mix with applesauce and pudding.

R2's July 2025, Medication Administration Record
(MAR) included ULP-L's initials indicating ULP-L
administered R2's scheduled medications noted
above.

On July 9, 2025, at 9:58 a.m., the surveyor
observed unlicensed personnel ULP-L prepare
R2's scheduled medications. ULP-L dispensed
R2's medication into a medication cup, emptied
the medications into a small clear plastic bag, all
except the gabapentin capsule, crushed the rest
of medications into a powder substance, opened
the gabapentin capsule and added to the
medication powdered with the crushed
medications, mixed with yogurt and administer to
R2. Immediately following, ULP-L documented
the administration of medications and stated
although R2's MAR indicated not to crush
guetiapine and gabapentin, ULP-L stated if R2's
medications were not crushed R2 would no be
able to swallow pills whole.

On July 9, 2025, at 11:49 a.m., CNS-B stated
written instructions for medication administration
were indicated on the resident's medication
Minnesota Department of Health
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administration record. CNS-B stated R2's MAR
directed not to crush certain medications
iIncluding quetiapine fumarate per prescriber
order.

The manufacturer directions for quetipine
(Seroquel) dated October 2013, indicated to take
exactly as your heath care provider tells you to
take it.

The licensee's Medication Management Services
policy dated January 16, 2023, included verifying
that prescription drugs are administered as
prescribed.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

02410/ 144G.91 Subd. 13 Personal and treatment 02410
SS=D | privacy

(a) Residents have the right to consideration of
their privacy, individuality, and cultural identity as
related to their social, religious, and psychological
well-being. Staff must respect the privacy of a
resident's space by knocking on the door and
seeking consent before entering, except in an
emergency or unless otherwise documented in
the resident's service plan.

(b) Residents have the right to have and use a
lockable door to the resident's unit. The facility
shall provide locks on the resident's unit. Only a
staff member with a specific need to enter the
unit shall have keys. This right may be restricted
In certain circumstances if necessary for a
resident's health and safety and documented in
the resident's service plan.

Minnesota Department of Health
STATE FORM 6899 1RP611 If continuation sheet 31 of 34



PRINTED: 08/26/2025

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
25891 B. WING 07/09/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
140 SOUTH 2ND AVENUE WEST
ELY CAREFREE LIVING BY OXFORD LIVING
ELY, MN 55731
(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)

02410 | Continued From page 31 02410

(c) Residents have the right to respect and
privacy regarding the resident's service plan.
Case discussion, consultation, examination, and
treatment are confidential and must be conducted
discreetly. Privacy must be respected during
toileting, bathing, and other activities of personal
hygiene, except as needed for resident safety or
assistance.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure privacy was
maintained for one of two residents (R2) while
receiving personal cares.

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

The findings include:

R2's record indicated R2 received the Minnesota
Bill of Rights for Assisted Living Residents dated
December 29, 2021.

R2's Service Plan dated June 26, 2025, indicated
R2 required assistance with medications, meals,
bathing, dressing, grooming, toileting, and
mobility.

On July 9, 2025, at 8:22 a.m., the surveyor
observed unlicensed personnel (ULP)-K and
ULP-O assist R2 with a bed bath. Upon entering
Minnesota Department of Health

STATE FORM 6899 1RP611 If continuation sheet 32 of 34




PRINTED: 08/26/2025

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
25891 B. WING 07/09/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
140 SOUTH 2ND AVENUE WEST
ELY CAREFREE LIVING BY OXFORD LIVING
ELY, MN 55731
(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)

02410 | Continued From page 32 02410

R2's room, R2 was in bed, night clothes on and
R2 was covered with a blanket. ULP-O removed
the blanket and prepared a basin of soap and
water while ULP-K began to undress R2. ULP-K
and ULP-O removed R2's clothes and disposable
brief and ULP-K washed and rinsed R2's neck,
chest, underarms, while ULP-O washed and
rinsed R2's lower legs, feet and perineal area.
ULP-K and ULP-O repositioned R2 on his side
and washed and dried R2's back. ULP-K and
ULP-O applied lotion to R2 face, arms, legs and
feet and then put on R2's clothes. During R2's
entire bed bath, R2 was exposed lying on the bed
without being partially covered to provide privacy
and maintain R2's dignity. Immediately following
R2's bed bath, ULP-K stated they did not think
about R2 being fully exposed or covering part of
R2's body during the bed bath.

On July 9, 2025, at 11:49 a.m., CNS-B stated R2
was a very private person and staff should have
provided some coverage during the bed bath to
maintain R2's privacy and dignity as much as
possible.

The licensee's Minnesota Bill of Rights effective
August 1, 2022, indicated a resident's privacy
must be respected during toileting, bathing, and
other activated of personal hygiene, expect as
needed for resident safety or assistance.

The licensee's Bed Bath/Sponge Bath Protocol
dated June 2024, indicated when assisting with
undressing, maintain privacy.

The licensee's Perineal Care Protocol dated June
2024, directed to place bed protector under the
resident's buttocks in bed, and cover with a
blanket for privacy.
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No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
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Duluth District Office
m Minnesota Department of Health
11 East Superior Street, Suite 290

DEPARTMENT Duluth, MN 55802

OF HEALTH Phone: 651-201-4500
Food & Beverage Inspection Report Page: 1
—Establishment Info ——  —License Info —Inspection Info —— M8
Ely Carefree Living By Oxford License: HFID 25891 Report Number: F1032251046
140 S 2nd Ave W Debby White Inspection Type: Full - Single
Ely, MN 55731 Risk: Date: 7/7/2025 Time: 11:15:09 AM
St. Louis County License: Duration: minutes
Parcel: EXxpires on: Announced Inspection:
CFPM: Total Priority 1 Orders: 1
Phone: CFPM #: ; EXxp: Total Priority 2 Orders: 1
Total Priority 3 Orders: 4
Delivery:
\ J \. J
New Order: 2-100 Supervision
2-101.11 Priority Level: Priority 2 CFP#: 1

MN Rule 4626.0025 Designate a person in charge and ensure that the person in charge is present in the establishment

during all hours of operation.

COMMENT: No food/kitchen manager on site
Comply By: 7/8/2025 Originally Issued On: 7/7/2025

New Order: 2-100 Supervision

2-102.12AMN Priority Level: Priority 3 CFP#: 2
MN Rule 4626.0033A Employ a certified food protection manager (CFPM) for the establishment.

COMMENT: Hire a CFPM

Comply By: 7/31/2025 Originally Issued On: 7/7/2025

New Order: 3-300C Protection from Contamination: equipment/utensils, consumers
3-304.12C Priority Level: Priority 3 CFP#: 43

MN Rule 4626.0275C Discontinue storing food preparation or dispensing utensils on equipment surfaces that are not
cleaned <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>