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January 27, 2025

Licensee
Elysian Senior Homes Of Lake City
480 West Grant Street
Lake City, MN  55041

RE:  Project Number(s) SL31876016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on December 5, 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.

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 . . ."    

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

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

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

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,

Jodi Johnson, Supervisor
State Evaluation Team
Email: jodi.johnson@state.mn.us
Telephone: 507-344-2730 Fax:  1-866-890-9290

JMD
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ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

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

Determination of whether violations are corrected
requires compliance with all requirements
provided at the Statute number indicated below.
When Minnesota Statute contains several items,
failure to comply with any of the items will be
considered lack of compliance.

INITIAL COMMENTS:

SL31876016

Minnesota Department of Health is
documenting the State Correction Orders
using federal software. Tag numbers have
been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
assigned tag number appears in the far
left column entitled "ID Prefix Tag." The
state Statute number and the
corresponding text of the state Statute out
of compliance is listed in the "Summary
Statement of Deficiencies" column. This
column also includes the findings which
are in violation of the state requirement
after the statement, "This Minnesota
requirement is not met as evidenced by."
Following the evaluators ' findings is the
Time Period for Correction.

On December 2, 2024, through December 5,
2024, the Minnesota Department of Health
conducted a full survey at the above provider. At
the time of the survey, there were 68 residents;
63 receiving services under the Assisted Living
Facility with Dementia Care license.

PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
STATES,"PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS
WILL APPEAR ON EACH PAGE.

THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

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

0 480 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum
SS=F requirements; required food services

0 480
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0 480 Continued From page 1

(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

0 480

Minnesota Department of Health
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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.

0 480

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 December 3, 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
Minnesota Department of Health
STATE FORM 6899 B6RX11 If continuation sheet 3 of 32
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to the FBEIR for any compliance dates.

0 480

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

0 780

for dwellings or sleeping units, as defined in the
State Fire Code:
(i) provide smoke alarms in each room used for
sleeping purposes;
(ii) provide smoke alarms outside each separate
sleeping area in the immediate vicinity of
bedrooms;
(iii) 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
failed to keep the facility in compliance with the
Minnesota Fire Code. The deficient condition has
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

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 widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

0 780

Findings include:

On facility tour with the licensed assisted living
president (P)-E and corporate director of
buildings and grounds (CDBG)-H on December
3, 2024, between 10:30 a.m. and 2:30 p.m. the
following deficient conditions were observed:

FIRE RATING:

The surveyor observed that there was a hole in
the fire wall behind the dryer in the dementia care
wing.

The surveyor explained to the P-E and CDBG-H
that the hole shall be patched with the minimum
thickness gypsum board presently on the wall.

FIRE DOORS:

The surveyor observed that the 2nd and 3rd floor
elevator lobby fire doors were being blocked open
by the nurses' carts.

The surveyor explained to the P-E and CDBG-H
that these doors shall close and latch under their
own power in case of a fire and that sign should
be added to remind the staff not to block them.

EXTENSION CORD:

The surveyor observed and extension cord being
Minnesota Department of Health
STATE FORM 6899 B6RX11 If continuation sheet 5 of 32
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used permanently to operate the power assist on
resident room 313's door. The cord ran around
the wall from behind the refrigerator to above the
door.

0 780

The surveyor explained to the P-E and CDBG-H
that extension cords shall not be used for
permanent wiring and shall not run through
doors/walls etc.

GARBAGE CHUTE:

The surveyor observed the fusible link for the
garbage chute opening in the parking garage
storage area was missing.

The surveyor explained to the P-E and CDBG-H
that the fusible link style recommended by the
manufacturer shall be reinstalled to the
manufacture's recommendations/specifications.

The deficient conditions were visually verified by
the P-E and CDBG-H accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

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

0 810

(b) Each assisted living facility shall develop and
maintain fire safety and evacuation plans. The
plans shall include but are not limited to:
(1) location and number of resident sleeping
rooms;
(2) staff actions to be taken in the event of a fire
or similar emergency;
(3) fire protection procedures necessary for
residents; and

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

0 810

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to develop the fire
safety and evacuation plan with the required
content. 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).

Minnesota Department of Health
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The findings include:

A record review and interview were conducted on
December 3, 2024, at approximately1:00 p.m.
with the licensed assisted living president (P)-E
and corporate director of buildings and grounds
(CDBG)-H on the fire safety and evacuation plan
for the facility.

FIRE/EVACUATION PLAN:

While on tour of the facility the P-E stated they do
not have a way to deactivate the locked doors in
the dementia care side in case of an emergency.
While touring we did find a keyed switch and the
key to operate it.

The surveyor explained to the P-E that the fire
safety and evacuation plan shall be updated with
the location of the switch and location where the
key is located and that the dementia care
employees shall be trained on the procedures.
This switch shall be tested for proper operation.

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

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

(f) The service plan must include:
(1) a description of the services to be provided,
the fees for services, and the frequency of each
service, according to the resident's current
assessment and resident preferences;
(2) the identification of staff or categories of staff
who will provide the services;
(3) the schedule and methods of monitoring

Minnesota Department of Health
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assessments of the resident;
(4) the schedule and methods of monitoring staff
providing services; and
(5) a contingency plan that includes:
(i) the action to be taken if the scheduled service
cannot be provided;
(ii) information and a method to contact the
facility;
(iii) the names and contact information of persons
the resident wishes to have notified in an
emergency or if there is a significant adverse
change in the resident's condition, including
identification of and information as to who has
authority to sign for the resident in an emergency;
and
(iv) the circumstances in which emergency
medical services are not to be summoned
consistent with chapters 145B and 145C, and
declarations made by the resident under those
chapters.

01650

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure resident service plans
included the required content for four of four
residents (R1, R2, R3, R4).

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:

R1's service plan dated November 14, 2024,
Minnesota Department of Health
STATE FORM 6899 B6RX11 If continuation sheet 9 of 32
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identified R1 received medication management
services, assistance with bathing, dressing,
grooming, toileting, escort/mobility assistance,
compression stockings, behavior management,
laundry, and light housekeeping.

01650

R2's service plan dated September 19, 2024,
identified R2 received medication management
services, assistance with bathing, dressing,
grooming, toileting, escort/mobility assistance,
laundry, and light housekeeping.

R3's service plan dated October 4, 2024,
identified R3 received medication management
services, assistance with compression stockings,
wound care, laundry, and light housekeeping.

R4's service plan dated October 24, 2024,
identified R4 received medication management
services, assistance with bathing, grooming,
oxygen, blood glucose testing, laundry, and light
housekeeping.

R1, R2, R3, and R4's service plan lacked the
following required content:
- a description of the services to be provided, the
fees for services, and the frequency of
- the schedule and methods of monitoring
assessments of the resident;

the schedule and methods of monitoring staff
providing services; and
- a contingency plan that includes:

- action to be taken if the scheduled service
cannot be provided;

- information and a method to contact the
facility;

- the names and contact information of
persons the resident wishes to have notified in an
emergency or if there is a significant adverse
change in the resident's condition, including

Minnesota Department of Health
STATE FORM 6899 B6RX11 If continuation sheet 10 of 32



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 01/27/2025
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

31876 B. WING _____________________________ 12/05/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

ELYSIAN SENIOR HOMES OF LAKE C 480 WEST GRANT STREET
LAKE CITY, MN 55041

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

01650 Continued From page 10

identification of and information as to who has
authority to sign for the resident in an emergency;
and

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

01650

On December 4, 2024, at 11:37 a.m. president
(P)-E reviewed the current format utilized for all
resident service plans and stated it did not
include the above required content.

The licensee's 6.08 Service Plan policy revised
August 1, 2022, indicated:
9. A service plan will include:

e. A schedule and method for the next
planned assessment or monitoring

f. A schedule and method for the next
planned monitoring of staff providing services

g. A contingency plan that includes:
i. Actions the licensee will take if

scheduled services cannot be provided
ii. Information regarding how the

resident can contact the licensee
iii. The names and contact information

the resident wishes, if any, to have notified in an
emergency or if there is a significant adverse
change in the resident's condition

iv. Identification and contact information
of who the resident has authorized, if any, to sign
for the resident in an emergency

v. How the facility will support
documented resident health care directive
decisions, if any - including circumstances when
emergency medical services are not to be
summoned.

No further information was provided.
Minnesota Department of Health
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TIME PERIOD FOR CORRECTION:
Twenty-One (21) days.

01700 144G.71 Subd. 2 Provision of medication
SS=D management services

01700

(a) For each resident who requests medication
management services, the facility shall, prior to
providing medication management services, have
a registered nurse, licensed health professional,
or authorized prescriber under section 151.37
conduct an assessment to determine what
medication management services will be
provided and how the services will be provided.
This assessment must be conducted face-to-face
with the resident. The assessment must include
an identification and review of all medications the
resident is known to be taking. The review and
identification must include indications for
medications, side effects, contraindications,
allergic or adverse reactions, and actions to
address these issues.
(b) The assessment must identify interventions
needed in management of medications to prevent
diversion of medication by the resident or others
who may have access to the medications and
provide instructions to the resident and legal or
designated representatives on interventions to
manage the resident's medications and prevent
diversion of medications. For purposes of this
section, "diversion of medication" means misuse,
theft, or illegal or improper disposition of
medications.

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

Minnesota Department of Health
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(RN) conducted a face-to-face medication
management assessment to include all required
content for one of four residents (R1), prior to
providing medication management services.

01700

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 December 2,
2024, at 2:12 p.m. assisted living director in
residence/clinical nurse supervisor
(ALDIR/CNS)-A stated the licensee provided
medication management services to the residents
of the facility.

R1's diagnoses included dementia, hypertension
(high blood pressure), chronic obstructive
pulmonary disease (COPD), hyperlipidemia (high
cholesterol), anemia (low iron), and insomnia
(trouble sleeping).

R1's Service Plan dated November 14, 2024,
indicated R1 received medication
monitoring/management and medication
administration.

R1's prescriber orders signed November 14,
2024, included the following medications: one
antidepressant, one antipsychotic, one inhaler for
COPD, one iron supplement, and one
supplement for sleep.

Minnesota Department of Health
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R1's record lacked evidence the RN conducted a
face-to-face review of all medications R1 was
known to be taking to include interventions to
prevent diversion of medication by the resident or
others who may have access to the medications
and provide instructions to the resident and legal
or designated representatives on interventions to
manage the resident's medications and prevent
diversion of medications.

On December 4, 2024, at 2:22 p.m.,
ALDIR/CNS-A reviewed R1's medication
management assessment and stated the required
content as noted above had not been included in
the assessment.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01710 144G.71 Subd. 3 Individualized medication
SS=D monitoring and reas

01710

The assisted living facility must monitor and
reassess the resident's medication management
services as needed under subdivision 2 when the
resident presents with symptoms or other issues
that may be medication-related and, at a
minimum, annually.

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) conducted a face-to-face
medication management reassessment when
services changed for one of one resident (R4).
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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 December 2,
2024, at 2:12 p.m., assisted living director in
residence/clinical nurse supervisor
(ALDIR/CNS)-A stated the licensee provided
medication management services to the residents
of the facility.

R4's diagnoses included type II diabetes,
congestive heart failure (CHF), hypertension
(high blood pressure), gastro-esophageal reflux
disease (GERD-heartburn), hyperlipidemia (high
cholesterol), and depression.

R4's Service Plan dated October 24, 2024,
indicated services including medication
administration.

R4's medication administration record dated
December 2024, included two insulins (for
diabetes), one beta blocker (for hypertension),
one antidepressant, one antihyperlipidemic (for
high cholesterol), one proton pump inhibitor (for
GERD), and one potassium supplement.

On December 3, 2024, at 7:41 a.m., unlicensed
personnel (ULP)-B was observed administering
oral medications and insulin to R4.
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R4's last comprehensive assessment by the RN
dated September 20, 2024, indicated R4's
spouse assisted the resident with all medications
except insulin, which was stored by the licensee
and administered by ULP. In addition, the plan
indicated R4's spouse and family member were
responsible for monitoring medication supplies.

On December 3, 2024, at 12:38 p.m.,
ALDIR/CNS-A stated R4's spouse was
hospitalized on October 25, 2024. At that time,
the licensee took over management and
administration of all R4's medications.
ALDIR/CNS-A reviewed R4's record and stated
the medication management assessment had not
been updated/completed with the transition and
should have.

The licensee's 7.03 Medication Management
Individualized Plan policy dated August 1, 2024,
indicated:
1. The licensee will develop and maintain a
current individualized medication management
record for each resident based on the resident's
assessment that must contain the following:

a. A statement describing the medication
management services that will be provided.

b. A description of storage of medications
based on the resident's needs and preferences,
risk of diversion, and consistent with the
manufacturer's directions.

c. Documentation of specific resident
instructions relating to the administration of
medications.

d. Identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis.

e. Identification of medication management
tasks that may be delegated to unlicensed
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personnel.
f. Procedures for staff notifying a registered

nurse or appropriate licensed health professional
when a problem arises with medication
management services, and

g. Any resident-specific requirements
relating to documenting medication
administration, verifications that all medications
are administered as prescribed, and monitoring of
medication use to prevent possible complications
or adverse reactions.
2. The medication management record will be
current and updated when there are any changes.
3. Medication reconciliation will be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01730 144G.71 Subd. 5 Individualized medication
SS=D management plan

01730

(a) For each resident receiving medication
management services, the assisted living facility
must prepare and include in the service plan a
written statement of the medication management
services that will be provided to the resident. The
facility must develop and maintain a current
individualized medication management record for
each resident based on the resident's
assessment that must contain the following:
(1) a statement describing the medication
management services that will be provided;
(2) a description of storage of medications based
on the resident's needs and preferences, risk of
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diversion, and consistent with the manufacturer's
directions;
(3) documentation of specific resident instructions
relating to the administration of medications;
(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(5) identification of medication management
tasks that may be delegated to unlicensed
personnel;
(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and
(7) any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions.
(b) The medication management record must be
current and updated when there are any
changes.
(c) Medication reconciliation must be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

01730

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to develop an
individualized medication management plan with
the required content for two of four residents (R1,
R4).

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
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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).

01730

The findings include:

During the entrance conference on December 2,
2024, at 2:12 p.m., assisted living director in
residence/clinical nurse supervisor
(ALDIR/CNS)-A stated the licensee provided
medication management services to the residents
of the facility.

R1
R1's diagnoses included dementia, hypertension
(high blood pressure), chronic obstructive
pulmonary disease (COPD), hyperlipidemia (high
cholesterol), anemia (low iron), and insomnia
(trouble sleeping).

R1's Service Plan dated November 14, 2024,
indicated R1 received medication
monitoring/management and medication
administration.

R1's prescriber orders signed November 14,
2024, included the following medications: one
antidepressant, one antipsychotic, one inhaler for
COPD, one iron supplement, and one
supplement for sleep.

R1's individual medication management plan
lacked:
-a description of storage of medications based on
the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;
-identification of persons responsible for
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monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
-identification of medication management tasks
that may be delegated to unlicensed personnel;
and
-procedures for staff notifying a RN or appropriate
licensed health professional when a problem
arises with medication management services.

01730

On December 4, 2024, at 2:22 p.m.,
ALDIR/CNS-A reviewed R1's individual
medication management plan and stated it did
not include all required content.

R4
R4's diagnoses included type II diabetes,
congestive heart failure (CHF), hypertension
(high blood pressure), gastro-esophageal reflux
disease (GERD-heartburn), hyperlipidemia (high
cholesterol), and depression.

R4's Service Plan dated October 24, 2024,
indicated services including medication
administration.

R4's medication administration record dated
December 2024, included two insulins (for
diabetes), one beta blocker (for hypertension),
one antidepressant, one antihyperlipidemic (for
high cholesterol), one proton pump inhibitor (for
GERD), and one potassium supplement.

On December 3, 2024, at 7:41 a.m., unlicensed
personnel (ULP)-B was observed administering
oral medications and insulin to R4.

R4's Individualized Medication Management Plan
dated September 20, 2024, indicated R4's
spouse assisted the resident with all medications
except insulin which was stored by the licensee
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and administered by ULP. In addition, the plan
indicated R4's spouse and family member were
responsible for monitoring medication supplies.

01730

On December 3, 2024, at 12:38 p.m.
ALDIR/CNS-A stated R4's spouse was
hospitalized on October 25, 2024. At that time,
the licensee took over management and
administration of all R4's medications.
ALDIR/CNS-A reviewed R4's record and stated
the medication management plan had not been
updated/completed with the transition and should
have been.

The licensee's 7.03 Medication Management
Individualized Plan policy dated August 1, 2024,
indicated:
1. The licensee will develop and maintain a
current individualized medication management
record for each resident based on the resident's
assessment that must contain the following:

a A statement describing the medication
management services that will be provided.

b. A description of storage of medications
based on the resident's needs and preferences,
risk of diversion, and consistent with the
manufacturer's directions.

c. Documentation of specific resident
instructions relating to the administration of
medications.

d. Identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis.

e. Identification of medication management
tasks that may be delegated to unlicensed
personnel.

f. Procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services, and
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g. Any resident-specific requirements
relating to documenting medication
administration, verifications that all medications
are administered as prescribed, and monitoring of
medication use to prevent possible complications
or adverse reactions.
2. The medication management record will be
current and updated when there are any changes.
3. Medication reconciliation will be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01890 144G.71 Subd. 20 Prescription drugs
SS=D

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

01890

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure medications
were maintained bearing the original prescription
label for one of two residents (R4).

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
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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).

01890

The findings include:

R4's diagnoses included type II diabetes.

R4's Service Plan dated October 24, 2024,
indicated R1 received services including
medication administration.

R4's medication administration record (MAR)
dated December 2024, included an order for
Humalog 100 units/ml (milliliter) Kwikpen. Inject
six units subcutaneously every morning with
breakfast, and Lantus Solostar 100 units/ml
(insulin). Inject 26 units subcutaneously every
morning.

On December 3, 2024, at 7:41 a.m., the surveyor
observed unlicensed personnel (ULP)-B setting
up R4's medications for administration including
the Humalog Kwikpen and Lantus Solostar insulin
pen. Neither of the two insulin pens had a current
original pharmacy label, although it did include
the resident's name and the date when opened.
ULP-B stated the pharmacy did not provide a
label for each individual insulin pen, although
there was a label on the box or bag the pens
came in; these were stored in the refrigerator.

On December 5, 2024, at 9:54 a.m., assisted
living director in residence/clinical nurse
supervisor (ALDIR/CNS)-A stated the expectation
would be for each insulin pen to include a
pharmacy label. ALDIR/CNS-A stated being
unaware the pharmacy did not provide a label for
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each individual insulin pen.

01890

The licensee's 7.13 Medications - Prescription
Drugs & Prohibition policy dated August 1, 2021,
indicated: When the licensee receives a
prescription drug, prior to being set up for
immediate or later administration, the prescription
drug 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.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01910 144G.71 Subd. 22 Disposition of medications
SS=D

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

01910
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date of disposition, and names of staff and other
individuals involved in the disposition.

01910

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to document in the resident's
record the disposition of the medication including
the medication's prescription number as
applicable, for one of one discharged resident
(R5).

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:

The discharge resident roster provided by the
licensee indicated R5 discharged on October 22,
2024, to another facility.

R5's Service Plan dated August 23, 2024,
indicated the resident received services including
medication administration.

R5's Discharge Medication Record form dated
October 22, 2024, included medications that had
been sent with the resident's family member. The
document included the medication name,
strength, quantity, and signature of the licensee's
staff that counted the medications and the person
receiving the medications. The document did not
include the prescription number for any of the
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identified medications including acetaminophen
(for pain), amlodipine (for high blood pressure),
atorvastatin (for high cholesterol),
cyanocobalamin (vitamin B12), Eliquis (blood
thinner), lisinopril (for high blood pressure),
pantoprazole (for heartburn), SM complete senior
formula (multivitamin), albuterol sulfate 108
(inhaler for breathing problems), and olanzapine
(antipsychotic for dementia/delirium).

01910

On December 3, 2024, at 2:42 p.m., assisted
living director in residence/clinical nurse
supervisor (ALDIR/CNS)-A reviewed R5's
Discharge Medication Record form and stated it
did not include the prescription number for any of
the medications released upon discharge.

The licensee's 7.23 Medication Disposal policy
dated August 1, 2024, indicated:
Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were give,
date of disposition, and names of staff and other
individuals involved in the disposition.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01940 144G.72 Subd. 3 Individualized treatment or
SS=E therapy managemen

01940

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include in the service plan a written
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statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
individualized treatment and therapy
management record for each resident which must
contain at least the following:
(1) a statement of the type of services that will be
provided;
(2) documentation of specific resident instructions
relating to the treatments or therapy
administration;
(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;
(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and
(5) any resident-specific requirements relating to
documentation of treatment and therapy
received, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

01940

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to develop and implement a
treatment or therapy management plan to include
all required content for three of four residents
(R1, R3, R4).

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
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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).

01940

The findings include:

During the entrance conference on December 2,
2024, at 2:12 p.m., assisted living director in
residence/clinical nurse supervisor
(ALDIR/CNS)-A stated the licensee provided
treatment and therapy services to residents at the
facility.

R1's Service Plan dated November 14, 2024,
indicated R1 received assistance with applying
and removing compression stockings daily.

R3's Service Plan dated October 4, 2024,
indicated R3 received wound care treatment
twice weekly and assistance with applying and
removing compression stockings daily.

R4's Service Plan dated October 24, 2024,
indicate R4 received assistance with oxygen
daily.

R1, R3, and R4's records lacked a treatment
management plan that was individualized to
include procedures for notifying a registered
nurse (RN) when a problem arose with specific
criteria on when to notify the RN.

On December 4, 2024, at 2:22 p.m.
ALDIR/CNS-A reviewed the above treatment
plans and stated they were not individualized to
include criteria on when to contact the RN when
problems arose.
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The licensee's 7.05 Treatment & Therapy
Management Plan policy dated August 1, 2021,
indicated:
1. [Licensee name] will develop and maintain a
current individualized treatment and therapy
management record for each resident which must
contain at least the following:
d. Procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatment or therapy
services.

01940

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

02110 144G.82 Subd. 3 Policies
SS=E

(a) In addition to the policies and procedures
required in the licensing of all facilities, the
assisted living facility with dementia care licensee
must develop and implement policies and
procedures that address the:
(1) philosophy of how services are provided
based upon the assisted living facility licensee's
values, mission, and promotion of
person-centered care and how the philosophy
shall be implemented;
(2) evaluation of behavioral symptoms and
design of supports for intervention plans,
including nonpharmacological practices that are
person-centered and evidence-informed;
(3) wandering and egress prevention that
provides detailed instructions to staff in the event
a resident elopes;
(4) medication management, including an
assessment of residents for the use and effects
of medications, including psychotropic

02110
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medications;
(5) staff training specific to dementia care;
(6) description of life enrichment programs and
how activities are implemented;
(7) description of family support programs and
efforts to keep the family engaged;
(8) limiting the use of public address and
intercom systems for emergencies and
evacuation drills only;
(9) transportation coordination and assistance to
and from outside medical appointments; and
(10) safekeeping of residents' possessions.
(b) The policies and procedures must be provided
to residents and the residents' legal and
designated representatives at the time of
move-in.

02110

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure policies and procedures
required in assisted living facilities with dementia
care were provided to each resident and/or the
resident's legal and designated representative at
the time of move-in for three of four residents
(R1, R3, R4).

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 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 included:
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R1, R3, and R4's records lacked documentation
for receipt of the required Assisted Living with
Dementia Care policies and procedures at the
time of resident move-in, to include:
- philosophy of how services were provided based
upon the assisted living facility licensee's values,
mission, and promotion of person-centered care
and how the philosophy shall be implemented;
- evaluation of behavioral symptoms and design
of supports for intervention plans, including
nonpharmacological practices that were
person-centered and evidence-informed;
- wandering and egress prevention that provides
detailed instructions to staff in the event a
resident elopes;
- medication management, including an
assessment of residents for the use and effects
of medications, including psychotropic
medications;
- staff training specific to dementia care;
- description of life enrichment programs and how
activities were implemented;
- description of family support programs and
efforts to keep the family engaged;
- limiting the use of public address and intercom
systems for emergencies and evacuation drills
only;
- transportation coordination and assistance to
and from outside medical appointments; and
- safekeeping of residents' possessions.

On December 4, 2024, at 1:24 p.m., president
(P)-F stated she was unable to locate evidence
the required dementia policies had been provided
to R1, R3, and R4.

No further information provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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Minnesota Department of Health
Food Pools and Lodging Services Section
625 Robert St N
St. Paul
651-201-4500

Type:
Date:
Time:
Report:

Full
12/03/24
12:32:28
7962241182

Food  and Beverage  Establishment
Inspection  Report

Location:
Elysian Senior Homes Of Lake C
480 West Grant Street
Lake City, MN55041
Goodhue County, 25

Establishment  Info:
ID #: 0037989
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 6514488333
ID #:

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

The following orders previously issued on 11/30/21 have NOT been corrected.

3-500B Microbial  Control:  hot  and  cold holding
3-501.16A2 ** Priority  1 **

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

3 LBS BUTTER ON COUNTER 65 DF, PATS OF BUTTER ON DINING ROOM TABLES,

12-4-24 REISSUED 61DF BUTTER PATS, 63DF SEVERAL POUNDS OF BUTTER
Issued on: 11/30/21 Comply By: 11/29/21

The following orders were issued during this inspection.

3-300C Protection  from  Contamination:  equipment/ utensils,  consumers
3-304.15A ** Priority  1 **

MN Rule 4626.0287A Single-use gloves must be used for only one task and be discarded when damaged or
soiled, or when interruptions occur in the operation.

COOK USED GLOVES THROUGHOUT KITCHEN, WIPED HANDS ON APRON SEVERAL TIMES
Comply By: 12/04/24

4-700 Sanitizing  Equipment  and  Utensils
4-703.11B ** Priority  1 **

MN Rule 4626.0905B Sanitize food contact surfaces of equipment and utensils after cleaning by using
mechanical hot water operations that achieve a utensil surface temperature of 160 degrees F (71 degrees C) and
are set up and maintained in accordance with the specifications of NSF International and the manufacturer's data
plate.
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RAN FOUR TRAYS THROUGH DISH WASHING MACHINE BEFORE MAX/MIN THERMOMETER
REACHED 160 DEGREES
Comply By: 12/04/24

3-500A Microbial  Control:  cooling
3-501.15A ** Priority  2 **

MN Rule 4626.0390A Cool food by: 1) placing the food in shallow pans; 2) separating the food into smaller
portions 3) using rapid cooling equipment; 4) stirring the food in a container placed in an ice water bath; 5) using
containers that facilitate heat transfer; 6) adding ice as an ingredient; or other effective methods.

CONDENSATION UNDER LID OF PUREED TURKEY AND POTATO SOUP USE ABOVE METHODS
TO COOL
Comply By: 12/04/24

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.

NO IRREVERSIBLE REGISTERING (MAX/MIN) THERMOMETER FOR DISH WASHING MACHINE,
PICTURE OF MAX/MIN THERMOMETERS SENT WITH REPORT
Comply By: 12/04/24

4-600 Cleaning  Equipment  and  Utensils
4-601.11A ** Priority  2 **

MN Rule 4626.0840A Equipment food-contact surfaces and utensils must be clean to sight and touch.

FOOD DEBRIS ON MIXERS
Comply By: 12/04/24

3-500A Microbial  Control:  cooling
3-501.13ABC

MN Rule 4626.0380ABC Thaw TCS food by one of the following methods: 1. under mechanical refrigeration
that maintains the food temperature at 41 degrees F (4 degrees C) or less; 2. completely submerged under
running water at 70 degrees F (21 degrees C) or less with a velocity to remove loose particles on an overflow
and the food is maintained at 41 degrees F (5 degrees C) or less; 3. in a microwave oven or; 4. as part of the
cooking process.

FOOD BEING THAWED IN PREP SINK NOT COMPLETELY SUBMERGED UNDER THE RUNNING
WATER, COOK PUT FOOD IN A DEEPER CONTAINER
Comply By: 12/04/24
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4-500 Equipment  Maintenance  and  Operation
4-501.11AB

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

GARBAGE DISPOSAL IS NOT WORKING
Comply By: 12/04/24

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.

FOOD DEBRIS IN CORNERS ON CLEAN SIDE OF DISH MACHINE
Comply By: 12/04/24

4-600 Cleaning  Equipment  and  Utensils
4-602.12

MN Rule 4626.0850 Clean the food contact surfaces of cooking and baking equipment and interior cavities of
microwave ovens at least every 24 hours.

INTERIOR OF MICROWAVE FOOD DEBRIS
Comply By: 12/04/24

4-900 Protecting  Clean  Items
4-903.11B

MN Rule 4626.0955B Store all clean equipment and utensils in a self-draining position that permits air drying,
and covered or inverted.

STACKED PANS WET
Comply By: 12/04/24

6-500 Physical  Facility  Maintenance/ Operation  and  Pest  Control
6-501.12A

MN Rule 4626.1520A Clean and maintain all physical facilities clean.

BUILD UP OF DIRT AT FLOOR WALL JUNCTURE IN DRY STORAGE AND AROUND EQUIPMENT
LEGS IN KITCHEN
Comply By: 12/04/24

Surface  and  Equipment  Sanitizers
Hot Water: = at 153 Degrees Fahrenheit
Location: dish washing machine 1st run
Violation Issued: Yes
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Hot Water: = at 153 Degrees Fahrenheit
Location: dish washing machine 2nd run
Violation Issued: Yes

Hot Water: = at 161 Degrees Fahrenheit
Location: dish washing machine 3rd run
Violation Issued: No

Hot Water: = at 185 Degrees Fahrenheit
Location: thermometer on dish washing machine sanitizing rinse temperature from manifold, 18psi
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Cooking
Temperature: 167 Degrees Fahrenheit - Location: chili
Violation Issued: No
Process/Item: Out of Refrigeration
Temperature: 61 Degrees Fahrenheit - Location: butter pat
Violation Issued: Yes
Process/Item: Out of Refrigeration
Temperature: 63 Degrees Fahrenheit - Location: several pounds of butter, per cook for todays baking
Violation Issued: No
Process/Item: Walk-In Cooler
Temperature: 35 Degrees Fahrenheit - Location: potato salad, butter, beef tips, yogurt
Violation Issued: No
Process/Item: Upright Cooler
Temperature: 42 Degrees Fahrenheit - Location: potato soup condensation inside of lid, discard
Violation Issued: Yes
Process/Item: Upright Cooler
Temperature: 40 Degrees Fahrenheit - Location: portioned sour cream
Violation Issued: No
Process/Item: Upright Cooler
Temperature: 39 Degrees Fahrenheit - Location: milk
Violation Issued: No
Process/Item: Prep Cooler
Temperature: 41 Degrees Fahrenheit - Location: bottom: sliced ham, sliced cheese
Violation Issued: No

Total Orders In This Report Priority 1
3

Priority 2
3

Priority 3
6



Type:
Date:
Time:

Full
12/03/24
12:32:28

Food  and Beverage  Establishment
Inspection  Report

Report: 7962241182
Elysian Senior Homes Of Lake C

Page 5

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 7962241182 of 12/03/24.

Certified Food Protection Manager:Susanne Tesch

Certification Number: FM124926 Expires: 08/29/27

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
Susanne Tesch
Food Service Director

Signed:
Heather Flueger
Public Health Sanitarian
Rochester District Office
507-208-3096
heather.flueger@state.mn.us


