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Research Disclaimer 
 
The Information provided is taken from investigations of senior care providers in Central MN that resulted in 
substantiated, unsubstantiated, and inconclusive maltreatment determinations. This content is available to the 
public on the Minnesota Department of Health Office of Health Facility Complaint website. Elder Voice Family 
Advocates acknowledges that there are some gaps in the investigations, so not all of the information could be fully 
verified. Our objective in reviewing these investigations was to try and capture the primary reasons for why 
incidents of abuse, neglect, and exploitation of elders and vulnerable adults happen so we can help develop 
policies and programs to reduce them. Additionally, some of the views expressed in this report are solely the 
opinions of Elder Voice Family Advocates who include RNs, a gerontologist, and family members of seniors who 
have experienced neglect and abuse. We request that any dissemination of information from this document also 
include this disclaimer. 
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I. Introduction 
 

This report is intended to help Central Minnesota citizens be informed consumers of the elder care 
services that are offered in their region. We have reviewed the investigations by the Minnesota 
Department of Health (MDH), Office of Health Facilities Complaints (OHFC) of neglect, abuse and 
exploitation. Some of the information you will read is disturbing. Our aim is not to frighten or shock, but 
rather to educate you about the many factors that can affect the quality of care elders and vulnerable 
adults receive. You will also see that there are some investigations that are not a serious issue or that 
they have been quickly and effectively addressed. Our hope is that after reading this report you will be 
equipped to ask the right questions so you can make more informed decisions about any elder care 
services you may choose, whether it is for yourself, a family member, or a friend.  
 
Serious Injury, Pain & Some Deaths - Examples from these investigations are especially disturbing. In 
one situation the resident fell on the floor and the staff only gave her a blanket, pillow, and phone to call 
her family to come lift her off the floor. In another case, a man wandered from the facility in 32-degree 
weather and was found two and half hours later in a marshy area. There were three incidents of sexual 
abuse, eleven cases of medication errors, and ten cases of falls as a result of improper transfers or 
supervision. There was one death directly attributable to the neglect and three other deaths where 
neglect may have been a contributing factor. 
 
The COVID-19 pandemic is causing enormous disruption to the elder care industry, making this report 
even more important. All long-term care facilities and providers are going to be under enormous 
pressure to keep the residents and staff safe. Elder Voice Family Advocates (Elder Voice) believes that 
the facilities that are giving subpar care, as evidenced in the number of neglect, abuse and exploitation 
investigations, are likely to have the care they provided deteriorate even further.  
 
Elder Care Reform Legislation of 2019 Addresses Many of Issues Resulting in Maltreatment - Elder 
Voice and other advocacy groups have worked tirelessly to use this research to get new regulatory 
oversight of the assisted living industry passed. We are proud of what we have achieved to date but the 
new assisted living licensure rules will not go into effect until August 1, 2021. And even when these new 
regulations are in place, our experience has taught us that we must remain vigilant in monitoring the 
quality of care provided and ensuring the accountability of the service providers. The protections, rights 
and other legislation that is now in effect includes the following provisions. 
  
Consumer Protections  

o Arbitrary Termination  
o Retaliation 

 
New Rights  

o Electronic monitoring clarified 
o Allows Elderly Waiver resident to continue living in the facility 
o Disclosure of ‘I’m OK’ service – is it provided 

 
Victims Fund established to compensate for maltreatment effective now until August 1, 2021 
 
Increased Funding for regulatory oversight  
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II. Investigations of Central MN Elder Care Providers 
 

Some area long-term care providers have been investigated for very disturbing patterns of poor care. 
The needless suffering of vulnerable seniors is very difficult to read but it is necessary if we are to 
understand what, where, and why the abuses are happening. Demand for these senior living options are 
quickly escalating and there is often a long waiting list. This demand hasn’t provided the usual 
competitive incentives to provide quality, safe care because the facilities can easily ‘fill the beds.’ 
Furthermore, there has been little public exposure of the issues raised regarding the quality of care 
provided and identifying which providers are the problem, habitual offenders. 
 

Through our research it became clear that cost controls are resulting in severe understaffing of these 
facilities. Additionally, the low pay, poor training, and lax management oversight are some of the main 
reasons for why these providers are offering subpar care.  
 

Fraction of Complaints Get Investigated 
 

Fear of retaliation, intimidating reporting process, family concerns, embarrassment and many other 
issues keep families and residents from reporting cases of elder abuse, neglect, and financial 
exploitation. These maltreatment cases are underreported in residential care facilities nationallyi. 
According to professors Linda Phillips and Guifang Guo (2011): “There are considerable problems with 
underreporting of mistreatment in residential settings because of resident and family fear of retaliation 
by staff/management, lack of housing alternatives, lack of knowledge among residents/families about 
where to/how to report, staff reluctance to report out of fear of recrimination, difficulty in 
substantiating mistreatment, and failing memories of victims/other residents that hinder substantiation 
and prosecution.” 

 

 

 

 

 

 
It is important to note that when a complaint is filed, only 3 – 5 % of these facilities will receive an onsite 
investigation and approximately 15% will get any type of investigation at all. The Office of Health Facility 
Complaints (OHFC), within MDH, triaging of complaints is an attempt to screen out the most serious 
complaints. This means that there are 85% of complaints of abuse, neglect, or exploitation that will not 
get any further review, leaving the possibility of overlooked but serious cases. 
 
Even when these cases do get reported, there are many factors that further reduce the investigation of 
these issues. The criteria used by the OHFC requires a ‘preponderance of evidence’ to substantiate a 
complaint. The challenges of proving liability are further complicated when there are no photos, poor 
record keeping, destroyed evidence, falsified evidence, and conflicting evidence. Additionally, the victim 
may not have cognitive impairment and not be able to recall the incident.  
 

Research studies have found that only 1 out of 14 to 24 cases of elder abuse are known to 

authorities 

 
Note: Estimates of underreporting of elder abuse vary due to various factors (such as definitions used, types of maltreatment 

examined, settings studied, research methods used, etc.) and thus caution is recommended in interpreting the above findings.  

Source: Bonnie, R.J. & Wallace, R.B. (2003). Elder Mistreatment: Abuse, Neglect, and Exploitation in Aging America. National 

Academies Press: Washington DC. 

Lifespan Greater Rochester, Inc., Weill Cornell Medical Center of Cornell University, and NY City Department for the Aging 

(2011). Under the Radar: New York State Elder Abuse Prevalence Study.  
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In 2019 alone, the OHFC had 2,603 complaints of elder abuse in the Central Minnesota area but only 89 
cases were actually investigated over the 26-month period that we compiled for this report. This  
confirms that only a fraction of the complaints are getting reviewed. 
 

 
 
 

 

Use This Information to Assess the Elder Care Providers You Are Considering 
 

This report should be used as a guide as you begin exploring various elder care providers for yourself or 
a loved one. There are also many other factors that need to be considered when making a choice. Please 
review the list of providers who have been investigated, the types of complaints that have been 
investigated, and whether the complaint has been substantiated, not substantiated, or found to be 
inclusive. It is important to keep in mind, however, that a ‘preponderance’ of evidence is required for a 
‘substantiated’ finding. We believe that many inconclusive findings likely did occur, but without tangible 
evidence such as a photo, video, or incriminating documents, or witnesses, they could not be proved.  
 

III. Key Findings 
 
Many residents in assisted living facilities and nursing homes, as well as those getting home care, are 
vulnerable due to physical or cognitive health, or both. This vulnerability often leads to their inability to 
advocate on their own behalf for quality, safe care. 
 
Alarming Abuse, Neglect & Exploitation Complaints – Elder Voice reviewed the complaints investigated 
against Central Minnesota long-term care providers (located within an approximate 40-mile radius of St. 
Cloud) over a 26-month period and found that 47 facilities have been investigated for neglect of care, 
sexual abuse, drug theft, medication errors, and more.  
 
Staffing is the core problem cited in many of these investigations. Often there are too few staff to 
adequately care for the number of people who reside in these facilities. Poor hiring, training, and 
supervision of these employees are additional concerns. It is also clear that vulnerable adults receiving 
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pain medications to control serious pain are highly susceptible to drug theft. Four of the 29 facilities had 
reports of staff stealing pain medications, resulting in the inhumane suffering of the elder victims who 
could not communicate what was happening to them.  

 

47 Facilities Investigated from Central Minnesota  
December 1, 2017 to January 31, 2020 

 

In our review of the investigations by the OHFC we included all types of care providers. This includes 
nursing homes, assisted living facilities, home health agencies, and intermediate care facilities. 87% are 
either nursing homes or assisted living facilities.  
 

44% of Central MN Assisted Living and Nursing Homes have been investigated. (Within an 
approximate 40-mile radius of 56301, St. Cloud) 

• There are 78 Assisted Living facilities within 40 miles of zip code 56301 and 29 Nursing Homes, 
according to Eldercare Directory. That makes a total of 107 in the 40-mile radius of St. Cloud zip 
code of 56301. 

• The investigations were of 21 Assisted Living; 20 Nursing Homes; 4 Home Health Agencies (HHA) 
and 2 Intermediate Care Facilities (ICF). The 41 assisted living and nursing homes investigated 
are 44% of all in the Central Minnesota area. 

 
 

 
 

 
89 Complaints Were Investigated.  
 

Though 27 of the investigations are substantiated, there is reason to be very concerned about many of 
the others, especially the inconclusive findings. Many of these cases are difficult to investigate because 
there is conflicting information from the staff and the resident or their family. Staff often tried to cover 
up or destroy the evidence or there is no ‘preponderance of evidence.’ Without photographic proof of a 
staff stealing medication or hitting a resident, for example, the investigator cannot substantiate the 
case.  
 
 

20

21

4 2

Types of Care Providers Investigated

Nursing Homes
Assisted Liviing
Home Health Agency
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8 Facilities Have a Number of Serious Investigations 
 

• 8 of these facilities have serious issues, with 3 – 6 investigations reported in this time period. 
They include one death, medication errors, drug theft, sexual abuse by staff, and overall poor 
care leading to bed sores, untreated wounds, etc. 

• 25 had only one investigation but some of these were serious issues: 
o  8 of these had substantiated, serious issues: 

 Physical abuse – 1 
 Left in urine/feces – 1 
 Sexual abuse by staff – 1 
 Wandered from facility and found in marsh 2 ½ hours later – 1 
 Medical theft – 2 
 Resident fell and left on the floor for 1 ½ hours; given blanket, pillow, and phone 

to call family to help pick her up from the floor – 1 
o Others with only one investigation had national citations of concern: 

 2 are on the Special Focus Facility Candidate list - resident violence and theft of 
money (see page 12) 

 2 with a Nursing Home Inspect citation (see page 13) – fall that was not 
witnessed 

• 10 had 2 investigations with 4 being substantiated, which included: 
o Neglect that led to an amputation (unsubstantiated) 
o Theft of money 
o Falls from lack of supervision 
o Burns from neglect 
o Drowning from lack of supervision (unsubstantiated) 
o Sexual abuse (inconclusive and unsubstantiated) 

• 30 of the residents had memory, cognitive, or serious mental health conditions, which made 
them more vulnerable. Their complaints were sometimes more difficult to prove, since they 
cannot speak for themselves. 17 cases were either inconclusive or unsubstantiated. 
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Types of Abuse, Neglect or Exploitation Investigations 
  
23 – Neglect - poor care, no assessment of condition, poor wound care or left for long periods without hygiene     
care, water or food 
15 – Falls – Often understaffing is issue, poor or no assessment 
 No assessment of condition – one lead to death of the resident 

Improper use of equipment 
 Inadequate supervision 
 Left on floor  
10 – Medication theft – Vulnerable adults are easy targets for the addicted staff and the sellers of drugs 
10 – Abuse – Verbal or physical (2 were family member abusing) 
9 – Supervision – Often understaffing issues – wandering, improper restraints, burns 
 Resident on resident violence  
 Wandering 
 Suicide attempt/threat 
 Burns 

Choking  
8 – Medication errors – Poor medication management practices, poorly trained   
10 – Abuse 

2 – Physical 
3 – Verbal 
3 – Resident abuse to another resident 
2 – Family member abuse of resident 

7 Sexual Abuse: 
3 – Sexual Abuse by Staff (2 in one facility – one substantiated, one inconclusive) 
3 – Sexual – resident to resident      
1-Sexual abuse – unknow perpetrator                                                                                                                                  

4 – Theft of money 
2 – Resident poor choices  

 

Investigations Are Difficult to Prove – Cameras Make a Big Difference 
 

We strongly advocate placing a video camera in a resident’s room, whether you suspect maltreatment 
or not. It can provide the resident and family with an extra layer of safety and if a problem arises, the 
person monitoring the video can call the facility and alert them to a problem that needs to be addressed 
immediately. 
 
A video camera can also make a critical difference if there are concerns about the quality of care being 
given. Many of the Elder Voice Family Advocate members have effectively used video to substantiate 
and correct problems and hold the staff and facility accountable for wrongdoing. It is clear from our 
research that many of the inconclusive findings could have been substantiated if there had been video 
evidence to prove the complaint and resolve the conflicting information. 
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Staffing Issues Are Central to Nearly All Investigations 
 
Staff Issues Dominate the Causes of Abuse, Neglect and Exploitation 
 

As you can see in the following discussion, understaffing, lack of proper training, human error, abusive 
staff, insufficient supervision, and staff with drug use/addition problems are the most critical issues that 
cause the maltreatment.  

 
Understaffing – This is a chronic and critical problem for many senior care providers.  

• Many falls are the result of understaffing, when a single staff person cannot find someone 
to help transfer a resident, so they try to do it by themselves. This leads to fractures, 
bruises, and abrasions that require extensive treatment and hospitalization. Traumatic 
injury also can lead to serious decline in overall health and in some cases, is likely to be the 
cause or contributing factor leading to death (as reported in Park View Care Center and St. 
Otto’s Care Center). 

• Staff are often torn between the demands of several residents.  

• Pressure sores and bed sores are also common and can easily be managed with a frequent 
change of position but again, there are often not enough staff to attend to the basic care of 
every resident. 

• Long wait time for residents to get help can lead to falls as they attempt to transfer 
themselves or do not get needed attention for urgent health needs.  

• Insufficient night and weekend staff mean that residents are often left with no one to assist 
them if they have a health need or require toileting help. This results in many incidents of 
residents being left all night or for long periods of time in soiled bedding, not being fed or 
given water, not getting a wellness check as prescribed, and much more.  

• Many residents don’t get the help they need to eat, drink water or prevent choking. 

• Memory care understaffing is especially troubling and leads to neglect because the residents 
often cannot communicate their needs. Additionally, residents can wander from the facility 
because they aren’t observed leaving. Tragic endings are always a significant risk in these 
wandering cases (one resident drowned). 

 
Poor training – Untrained or poorly trained staff leads to medication errors, equipment errors, and 
inability to use proper resident behavior management techniques, to name just a few examples. 

• Poor wound treatment resulted in an amputation in one case and many other cases of 
painful conditions being untreated. 

• Urinary tract infections are common and often avoidable if the resident is toileted often 
enough and given enough water. 

 
Poor hiring practices – The low wage, demanding work environment and improper screening for 
criminal and drug history, and staff with criminal records being hired to work with these very 
vulnerable people can lead to abuse, neglect and exploitation.  

• Sexual predators cause fear, emotional stress, and physical harm. Many residents are very 
vulnerable to this type of abuse due to physical and cognitive problems. 

• Fear of the staff can cause enormous stress and potential significant harm to the resident. 

• Demeaning treatment can cause emotional distress that is inhumane. 

• Needlessly rough treatment causes bruises and fear. 
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• Cruel treatment demonstrates a lack of empathy. For example, in one a case a staff person 
refused to put a resident to bed and he was left all night in a wheelchair. 

 

Poor supervision – Inadequate supervision leads to staff being negligent in providing the care 
required, abusing residents, and they can easily steal money and drugs from residents because of 
poor controls. Many of the cases of abuse cited above under poor hiring practices are also the result 
of poor supervision. 
 

Lacking nursing standards of care – Many of the cases of neglect are because a nurse assessment 
has not been conducted or followed, thereby proper care measures are not put into place. 
Additionally, change of conditions are often not assessed, therefore, the care was inadequate and 

resulted in significant harm in several cases. One case led to death and in another case the resident 

never regained mobility. 

 

Impact of These Issues 
 

The cost of avoidable hospitalization – The Minnesota Hospital Association states that hospital 

costs average at $3,949 per day and each hospital stay costs an average of $15,734.  

• At least 32 of these cases resulted in hospitalization. 

• In one case the resident was hospitalized for 9 days due to a burn as a result of poor staff 
care. The total cost of this care could have been $35,541 using the Hospital Association 
cited costs. 

• Others had repeated hospitalizations for a variety of poor care issues. 

• Some were untreated for many hours or days before getting the needed hospital 
treatment. 

• Often family members brought the resident to the hospital because the staff didn’t 
properly assess the need. 
 

Those with Cognitive Issues Are at Serious Risk – 28 investigations involved those with cognitive issues 

due to dementia, Alzheimer’s, mental illness or serious cognitive impairment. 
• These individuals are easy to neglect because they cannot express their pain or needs. At least 

11 were neglected in various ways. 

• Falls are also common because those with dementia often attempt to self-transfer or wander. 
 
Medication Thefts Are Frequent – The opioid crisis is being reflected in the number of medication thefts 

being reported. It is especially concerning since many of these offenders are nurses.  
• 10 medication thefts occurred. 

• Theft of medication can cause lasting physical and psychological harm. It also can put the 
resident at greater risk of harm if the staff person consumes the drug while working and 
becomes impaired. 

• One resident did not get their end of life pain medication. 
 

Medication Errors Are Frequent – “A medication error is defined as "any preventable event that may 

cause or lead to inappropriate medication use or patient harm while the medication is in the control of the 

healthcare professional, patient, or consumer, according to the National Coordinating Council for 

Medication Error Reporting and Prevention.” 
• Medication error is the third leading cause of death in the U.S according to the Minnesota Board 

of Nursing’s Winter 2020 newsletter. 
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• 8 cases of medication theft occurred. 

• Some are left in high levels of pain without their medication. In one case the resident had a level 
10 in back pain and others didn’t get pain medication for several days. Those with cognitive 
problems are often not capable of reporting pain. 

•  “Because many nursing homes are understaffed with remaining staff members that are 
overworked and tired, medication errors can happen,” according to Nursing Home Abuse 
Center.  

 

 
 

Source: SeniorJustice.com 
 
 

Don’t Rely on Government to Prevent Abuse - It is more important than ever to be a well-informed 
consumer of senior care options. Elder Voice Family Advocates advises that you look beyond the 
beautiful entries, etc. and focus on the care given. Staffing is the primary problem in many facilities. 
Make sure that there is a nurse available 24/7, less than 25% are temporary staff, and there are staff 
awake at night in all memory care units. We can provide details of our study that identifies facilities and 
the investigation findings. Additionally, we have many suggestions which you can receive by contacting 
kris@ElderVoiceFamilyAdvocates.org. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.nursinghomeabusecenter.com/nursing-home-neglect/dehydration/
mailto:kris@ElderVoiceFamilyAdvocates.org
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IV.  Investigation Overview 
 

8 Problem Facilities with 3 or More Investigations and                                             
14 Cited by Federal Government 

 
The Central Minnesota region has good providers of elder care, however, there are also a few that have 
been investigated a number of times for failure to provide basic, safe, quality care. Some have been 
investigated many times and others have been cited by federal government regulators. We have 
reviewed all of the investigated facilities and are alarmed with how many of them are providing 
substandard care. 
 

8 Facilities of Concern - # of investigations 
3 – Ecumen Home & Hospice – Litchfield - (1 inconclusive drug theft; 1 unsubstantiated neglect; 1 unsubstantiated 
theft of money 
3 – Edgewood Sartell -1 substantiated medication error; 1 inconclusive drug theft; 1 unsubstantiated medication 
error) 
3 – Meeker Manor Rehab -  Litchfield – 1 inconclusive restraint, 2 unsubstantiated medication error and poor care 
5 – St. Benedict - St. Cloud – 2 substantiated:  1 sexual abuse & 1 improper restraint; 1 inconclusive sexual abuse; 2 
unsubstantiated: 1 notification of physician & 1 no daily activity 
5 – Talahi Nursing & Rehab  - St. Cloud – 1 substantiated burn; 1 inconclusive poor wound care; 3 unsubstantiated 
wound care, suicide, medication error   
6 – MN Heritage House – Little Falls – 2 substantiated and one died as result; 1 inconclusive drug theft and 3 
unsubstantiated: choking, medication error & suicide 
6 – Heritage House of Milca – 1 substantiated poor care; 4 inconclusive: poor care, drug theft, understaffing, 
empty oxygen tank 
6 – Good Shepherd - St. Cloud -  2 substantiated - drug theft from 3 residents & 1 theft of money; 4 
unsubstantiated: 1 resident violence, 1 family member abuse, 1 neglect of care, 1 ingestion of foreign object 
 

 
 

There were four deaths in these facilities investigated for abuse or neglect.  

• One after failure to provide adequate assessment – substantiated case. (MN Heritage House 
Little Falls). The resident had excruciating pain from bowel infection before dying. 

• One after a fall in an unsubstantiated case. (St. Otto’s Care Center, Little Falls) 

• One after medication error in an inconclusive case. (MN Heritage House Milaca) 

• One who refused hospice care. Case was unsubstantiated. (Heartland Home and Health) 
 

Special Focus Facilities of Nursing Homes 

“The Centers for Medicare & Medicaid Services (CMS) and state agencies inspect nursing homes on a 
regular basis to determine if they are providing the quality of care that Medicare and Medicaid require 
in order to protect and improve residents’ health and safety. When nursing homes do not meet CMS’ 
health care or fire safety standards, these instances are cited as deficiencies, and we require that the 
problems be corrected.”  

Most nursing homes have some deficiencies, with the average being 6 -7 deficiencies per inspection. 
However, we have found that some nursing homes have:  
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• More problems than other nursing homes (about twice the average number of deficiencies), 
• More serious problems than most other nursing homes (including harm or injury experienced by 

residents) 
• A pattern of serious problems that has persisted over a long period of time (as measured over 

the three years before the date the nursing home was first put on the SFF list) 

Although such nursing homes may periodically institute enough improvements to correct problems 
identified on one inspection, significant problems would often re-surface by the time of the next 
inspection. Such facilities with a “yo-yo” or “in and out” compliance history rarely address underlying 
systemic problems that give rise to repeated cycles of serious deficiencies, which pose risks to residents’ 
health and safety. To address this problem CMS created the “Special Focus Facility” (SFF) program.” 

Special Focus Facility – Central MN nursing homes that are flagged by the US government as having 
serious quality issues: 

• St. Benedicts Senior Living – St. Cloud – Fined $24,684 – 1 Serious Deficiency 
 
Special Focus Facility Candidates – Central MN nursing homes meeting the criteria to be a special focus 
facility but haven’t yet been designated as one. 

• Sterling Park Health Care Center – Waite Park – Fined $17,386 

• CentraCare Health System – Sauk Centre Nursing Home 

• CentraCare Health System – Melrose 

• Good Shepherd Lutheran Home – Sauk Rapids 

• Talahi Nursing Rehab Center – St. Cloud 

• Elim Home – Milaca 

• Guardian Angels Care – Elk River 

• St. Clare Living Community of Mora 

• Country Manor Health and Rehab – Sartell 

• Assumption Home – Cold Spring 

Nursing Home Inspect 

“ProPublica is an independent, nonprofit newsroom that produces investigative journalism with moral 
force. We dig deep into important issues, shining a light on abuses of power and betrayals of public trust 
— and we stick with those issues as long as it takes to hold power to account. 

With a team of more than 100 dedicated journalists, ProPublica covers a range of topics including 
government and politics, business, criminal justice, the environment, education, health care, 
immigration, and technology. We focus on stories with the potential to spur real-world impact. Among 
other positive changes, our reporting has contributed to the passage of new laws; reversals of harmful 
policies and practices; and accountability for leaders at local, state and national levels. 

 
Use this tool to compare nursing homes in a state based on the deficiencies cited by regulators and the 
penalties imposed in the past three years. You can also search over 60,000 nursing home inspection 
reports to look for trends or patterns. Here's our guide to making the most of this tool.” 

 

 

https://www.propublica.org/impact
https://www.propublica.org/article/whats-new-in-nursing-home-inspect
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Nursing Home Inspect 
Nursing Home Inspect » Minnesota 
367 results in Minnesota 

 

Central Minnesota Nursing Home Inspect  

Nursing Home Name  City 
Serious 
Deficiencies 

Fines 
Payment 
Suspensions 

Total 
Deficiencies 

Meeker Manor Rehabilitation 

Center, LLC 

Litchfield 3 $7,536 
 

65 

St Benedicts Senior Community Saint Cloud 1 $24,684 
 

23 

Good Samaritan Society - 

Howard Lake  

Howard 

Lake 

1 $6,500 
 

12 

Park View Care Center  Buffalo 0 
  

7 

Sterling Park Health Care 

Center  

Waite Park 0 $17,364 
 

49 

Cokato Manor  Cokato 0 
  

22 

Centracare Health System-

Sauk Centre Nursing Home  

Sauk 

Centre 

0 
  

14 

https://projects.propublica.org/nursing-homes/
https://projects.propublica.org/nursing-homes/
https://projects.propublica.org/nursing-homes/state/MN
https://projects.propublica.org/nursing-homes/homes/h-245361
https://projects.propublica.org/nursing-homes/homes/h-245361
https://projects.propublica.org/nursing-homes/homes/h-245350
https://projects.propublica.org/nursing-homes/homes/h-245278
https://projects.propublica.org/nursing-homes/homes/h-245278
https://projects.propublica.org/nursing-homes/homes/h-245474
https://projects.propublica.org/nursing-homes/homes/h-245375
https://projects.propublica.org/nursing-homes/homes/h-245375
https://projects.propublica.org/nursing-homes/homes/h-245412
https://projects.propublica.org/nursing-homes/homes/h-245341
https://projects.propublica.org/nursing-homes/homes/h-245341
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Nursing Home Name  City 
Serious 
Deficiencies 

Fines 
Payment 
Suspensions 

Total 
Deficiencies 

Centracare Health Paynesville 

Koronis Manor Cc 

Paynesville 0 
  

6 

Foley Nursing Center  Foley 0 
  

12 

Good Shepherd Lutheran 

Home  

Sauk Rapids 0 
  

18 

Talahi Nursing and Rehab 

Center  

Saint Cloud 0 
  

52 

Little Falls Care Center  Little Falls 0 
  

24 

Elim Home - Milaca  Milaca 0 
  

16 

Guardian Angels Care Center  Elk River 0 
  

6 

St Clare Living Community Of 

Mora 

Mora 0 
  

28 

https://projects.propublica.org/nursing-homes/homes/h-245253
https://projects.propublica.org/nursing-homes/homes/h-245253
https://projects.propublica.org/nursing-homes/homes/h-245325
https://projects.propublica.org/nursing-homes/homes/h-245269
https://projects.propublica.org/nursing-homes/homes/h-245269
https://projects.propublica.org/nursing-homes/homes/h-245438
https://projects.propublica.org/nursing-homes/homes/h-245438
https://projects.propublica.org/nursing-homes/homes/h-245399
https://projects.propublica.org/nursing-homes/homes/h-245422
https://projects.propublica.org/nursing-homes/homes/h-245012
https://projects.propublica.org/nursing-homes/homes/h-245291
https://projects.propublica.org/nursing-homes/homes/h-245291
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Nursing Home Name  City 
Serious 
Deficiencies 

Fines 
Payment 
Suspensions 

Total 
Deficiencies 

Country Manor Health & 

Rehab Ctr 

Sartell 0 
  

8 

Assumption Home  Cold Spring 0 
  

10 

Centracare Health System - 

Melrose Pine Villa C C  

Melrose 0 
  

10 

Benedictine Living Community 

Of New London  

New 

London 

0 $2,347 
 

31 

Annandale Care Center  Annandale 0 
  

15 

Lake Ridge Care Center Of 

Buffalo  

Buffalo 0 
  

12 

Lakeside Health Care Center  Dassel 0 
  

9 

St Benedicts Senior Community Sartell 0 
  

5 

https://projects.propublica.org/nursing-homes/homes/h-245330
https://projects.propublica.org/nursing-homes/homes/h-245330
https://projects.propublica.org/nursing-homes/homes/h-245446
https://projects.propublica.org/nursing-homes/homes/h-245396
https://projects.propublica.org/nursing-homes/homes/h-245396
https://projects.propublica.org/nursing-homes/homes/h-245360
https://projects.propublica.org/nursing-homes/homes/h-245360
https://projects.propublica.org/nursing-homes/homes/h-245364
https://projects.propublica.org/nursing-homes/homes/h-245513
https://projects.propublica.org/nursing-homes/homes/h-245513
https://projects.propublica.org/nursing-homes/homes/h-245533
https://projects.propublica.org/nursing-homes/homes/h-245633
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Nursing Home Name  City 
Serious 
Deficiencies 

Fines 
Payment 
Suspensions 

Total 
Deficiencies 

Buffalo Lake Health Care Ctr  Buffalo 

Lake 

0 $10,000 
 

6 

Centracare Health - Monticello  Monticello 0 
  

12 

 

Click here to download the raw data files. 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://projects.propublica.org/nursing-homes/homes/h-245589
https://projects.propublica.org/nursing-homes/homes/h-245511
http://downloads.cms.gov/files/Full-Statement-of-Deficiencies-October-2014.zip
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Summary Case Descriptions 

 

47 Facilities Investigated from Central Minnesota  
December 1, 2017 to January 31, 2020 

40 Mile Radius of St. Cloud 
Orange Type = 3 investigations 

Red Type = 4 or more investigations 
 

Nursing Home Inspect and Special Facility Inspect data is provided in the ‘Serious Deficiency’ column. 

The explanations for both sources are found on pages 12 & 13.  

 

Facility  Substantiated Inconclusive Unsubstantiated Serious 
Deficiency  

 
Annandale Care 

Center (NH) 
0 0 2  

Poor care and 
demeaning staff 

behavior 

Nursing Home 
Inspect – F rating 

Bridgeway Estates 
(NH) 

Little Falls 

0 0 1 
Pipe burst 

 

Centennial Villa 
Assisted Living - 

Annandale 

1 
Left in urine/feces 

0 0  

CentraCare Health  
(NH) 

Monticello  

1 
Improper transfer 

0 1 
Medication Error 

 

CentraCare Health 
(NH) 

Paynesville  

1 
Physical abuse 

0 0  

CentraCare Sauk 
Center (NH) 

2 
Falls 

0 0 Special Focus 
Facility Candidate  

and  
Nursing Home 

Inspect 
Cornerstone Care

  (AL) 
Litchfield 

0 0 2 
Neglect led to 
amputation; 

Theft of money 
 

 

Ecumen Home and 
Hospice (HHA) 

Litchfield 

0 1 
Drug Theft 

2 
Medication error & 

fall 

 

Edgewood Sartell
 (AL) 

1 
Medication error 

1 
Drug theft 

1 
Medication error 

 

 

Elim Home (NH) 
Milaca  

0 0 2 
Falls 

Special Focus 
Facility Candidate 
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Elim Home (NH) 
Princeton  

1 
Burn 

0 1 
Resident violence 

Nursing Home 
Inspect - G 

Foley Nursing 
Home (NH)  

0 0 1 
Fall 

 

Gentle Touch (AL) 
Buffalo  

0 1 
Med theft 

1 
Drowned – lack of 

supervision 

 

Getty Street (AL) 
Sauk Center   

1 
Theft of money 

0 1 
Heat stroke – lack 

of supervision 

 

Good Samaritan 
Society (NH) 
 Howard Lake 

0 0 1 
Staff physical abuse 

 

Good Shepherd 
(NH) 

Sauk Rapids  

2 
Med theft from 3 

(one with pain level 
of 10) 

0 4 
Neglect of care; 
Family abuse; 

Resident violence; 
Ingested foreign 

object 

Special Focus 
Facility Candidate 

Guardian Angels by 
the Lake (AL) 

Elk River 

1 
Resident violence 

0 0 Special Focus 
Facility Candidate 

Harmony House  
(AL) 

 Milaca  

1 
Sexual abuse by 

staff 

0 0  

Heartland Home & 
Health Care (HHA) 

Sauk Rapids 

0 0 1 
Resident refused 

care - died 

 

Heritage House of 
Milaca (AL) 

1 
Poor care (lost 

mobility) 

4 
Poor care; 

Family abuse; 
Understaffing 

Empty oxygen tank 

1 
Wandered, police 

found 

 

Kindred Cares  (AL) 
Elk River 

0 0 1 
Delay in treatment 

 

Lake Ridge Care Ctr 
of Buffalo (NH) 

0 1 
Sexual abuse by 
unknown person 

1  
Sexual abuse by 

resident 

 

Lake Side Health 
Care Center (NH) 

Dassel  

0 0 1 
Fall – not witnessed 

Nursing Home  
Inspect – G 

Lake View Ranch 
(AL) 

Dassel  

0 0 1 
Possible unwanted 

sexual advance 
from one resident 

to another 

 

Lange Board and 
Room (AL) 
 Clear Lake  

1 
Wandered, found in 

marsh 2 ½ hours 
later 

0 0  

Little Falls Care 
Center (NH) 

0 0 1  
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Fall – no 
assessment  

Living Well Douglas 
(ICF) 

Buffalo 

0 0 1 
Emotional abuse 

 

Meeker Manor 
Rehab (NH) 

Litchfield 

0 1 
Use of restraint 

2 
Medication error; 
Poor wound care 

Nursing Home 
Inspect – F, G, J, K 

Mn Heritage House 
(AL) 

Little Falls 

2 
(one death) 

No assessment; 
Bed sores 

1 
Med. Theft 

3 
Choking; 

Med Error; 
Oversight for 

suicide 

 

Mother of Mercy 
Senior Living (AL)  

Albany 

1 
Med theft 

0 0  

Nouis Home Care 
(AL) 

Little Falls 

0 0 1 
Sexual – unwanted 
resident to resident 

 

Park View Care 
Center (NH) 

Buffalo 

0 1 
Fall – lack of 
supervision 

0  

Pierz Meadow 
Ponds (AL) 

0 0 1 
Fall – lack of 

supervision, was on 
the floor for 6 hours 

 

Prairie River Home 
Care (HHA) 

Buffalo 

1 
Aide refused to give 

care 

1  
Theft of money 

0  

Recover Health 
(HHA) 

St. Cloud 

1 
Theft of meds 

1 
Nurse impaired, 

arrested 

0  

REM Central Lakes 
in Fernwood (NH) 

St. Cloud 

1 
Burn from attempt 

to clean feeding 
tube 

0 0  

REM South Central 
Services (ICF/IID) 

Buffalo 

0 0 1 
Poor care; several 

hospitalizations 

 

Ridgewood Manor 
(AL) 

Elk River 

0 0 1 
Verbal abuse and 

med error 

 

Riverview Landing 
(AL) 

Otsego 

1 
Fall, given blanket, 
pillow & phone to 
call family to pick 

up off floor; left on 
the floor for 1 ½ 

hours 

0 0  

Scandia Senior Care 
(AL) 

Foreston 

1 
Drug theft 

0 0  
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Serenity Village 
(AL) 
Avon 

0 1 
Drug theft 

0  

St. Benedicts (NH) 
St. Cloud 

2 
Sex abuse & staff 

confessed; 
Improper restraint 

1 
Sex abuse by staff 

2 
Didn’t notify 

physician;  
No daily activity 

Special Focus 
Facility  

St. Clare Living 
Community (NH) 

Mora 

0 0 1 
Didn’t provide 

physician ordered 
care 

Nursing Home 
Inspect 

St. Otto’s Care 
Center (NH) 

0 0 2 
Physical abuse by 

family; 
Fell with significant 

injuries and later 
died 

 

Sterling Park 
Commons (AL) 

Waite Park 

0 1 
Theft of money 

0 Special Focus 
Facility Candidate 

Sterling Pointe Sr. 
Living (AL) 
Princeton 

2 
Fall from improper 

transfer; 
Drug theft 

0 0  

Talahi Nursing & 
Rehab (NH) 

St. Cloud 

1 
Burn, didn’t follow 

care plan 

1 
Poor wound care 

3 
Suicide attempt; 

Med error; 
Poor wound care 

Special Focus 
Facility Candidate  

& 
Nursing Home 

Inspect - F 

     

 

Nursing Home Inspect Severity Ranges: L – most serious to A – least serious 

 

L - Immediate jeopardy to resident health or safety. Deficiency is widespread. 

K - Immediate jeopardy to resident health or safety. Deficiency is part of a pattern. 

J - Immediate jeopardy to resident health or safety. Deficiency is isolated. 

G – Actual harm occurred but does not pose immediate jeopardy to resident health and safety. 

Deficiency is isolated. 

F – No actual harm but has the potential for more than minimal harm that does not pose an immediate 

threat. Deficiency is widespread. 
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V. Resources 

Elder Voice Family Advocates Resources 

Contact: kris@ElderVoiceFamilyAdvocates.org 

952-239-6394 

The following information is free but we welcome donations to help offset the cost to research, 
report and print the information as well as continue our advocacy work to improve senior care. 
Email Kris at the address above to get the information you need. 

 

Guidelines to Choosing a Senior Care Provider 

These guidelines give you a step-by-step guidebook to research and prepare for the interview of facility 
management. 

Facility Investigation Reports 

We can research the latest investigation reports for any facility you are considering. Any investigations 
will be summarized and provided to you.  

Family and Caregiver Support 

We are here to help listen, support and give advice to anyone dealing with senior care issues. Just 
contact Kris at the email above, explain your issues and she will connect you with the right person within 
Elder Voice to talk with. 

Filing a Complaint:  

Elder Voice Family Advocates strongly encourages families and residents to report concerns about 
neglect, abuse and exploitation. This is the only way the State can have an accurate view of what is 
happening at each facility. We can provide you with guidance on filing a complaint. 

Elder Care Reform Legislation of  2019:  

This is a detailed review of the Elder Care Reform legislation of 2019. It covers new rights and 
protections that are now effective as well as the licensing requirements for assisted living facilities, 
which becomes effective August 1, 2021. 

mailto:kris@ElderVoiceFamilyAdvocates.org
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COVID-19 Pandemic Information  
 

Virtual Visits - The long-term care facilities are restricting family access to their facilities but are being 
encouraged to work with residents to set up video and other virtual visits with their family members.  

Camera/Video Monitoring - Elder Voice Family Advocates has been working with the long-term care 
industry to encourage virtual visits for residents and their families and to allow the installation of a 
camera/video monitoring technology. Leading Age and Care Providers, the two primary associations of 
long-term care providers, sent the following message out to their member organizations.   

"Family members have a right to install a camera in a resident’s room per state law. Family members 
who want to install a camera should be allowed access to their loved ones’  rooms under two conditions: 
1) family members must pass the screening requirements established in your setting, and 2) they must 
agree to limit their building access to their loved one’s living unit/apartment only — and will not have 
access to the rest of the building." 

Minnesota Department of Health COVID-19 Hotline 

Public Hotline (for families and residents): 651-201-3920 or 1-800-657-3903 

Additionally, the Department of Human Services (DHS) has established a new public webpage with 
information specific to responding to the COVID-19 pandemic as it relates to DHS programs. To find the 
most up-to-date information for providers, counties, tribal nations and members of the public, visit 
the DHS COVID-19 webpage. This page will be updated as changes evolve at federal and state levels. To 
be notified when changes occur, sign up for email notifications. 

Additional state information available at: 
https://www.health.state.mn.us/diseases/coronavirus/hcp/ltc.html 

Where to File a Complaint 
 

 
Minnesota Adult Abuse Reporting Center (MAARC) 

 
The following is from the MAARC website: 
 
Report suspected maltreatment of a vulnerable adult to the Minnesota Adult Abuse Reporting Center 
at 1-844-880-1574 which is open 24 hours a day, seven days a week. Minnesota encourages good faith 
reporting of suspected maltreatment of vulnerable adults by any person. If you make a report, your 
identity is confidential and cannot be released without a court order. 

tel:651-201-3920
tel:1-800-657-3903
https://mn.gov/dhs/covid-19/
https://public.govdelivery.com/accounts/MNDHS/subscriber/new?topic_id=MNDHS_381
https://www.health.state.mn.us/diseases/coronavirus/hcp/ltc.html
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Reports are reviewed to see if immediate protective services are needed. Reports of an alleged crime 
are referred to law enforcement. All reports of suspected maltreatment are also referred to a lead 
investigative agency, which may be the county or the state departments of Health or Human Services. 

Information contained in reports of suspected maltreatment of a vulnerable made to the Minnesota 
Adult Abuse Reporting Center is confidential under Minnesota law. The Minnesota Adult Abuse 
Reporting Center cannot provide information about a report to anyone, including the reporter, once a 
report is completed. Once a report is referred to the lead investigative agency responsible, different 
parts of the law cover how information in the report can be shared, but the identity of the reporter 
remains protected. Contact the county or state agency responsible for the report for questions about a 
completed report. 

If you are reporting an emergency that requires immediate assistance from the police / sheriff, fire 
department or an ambulance, call 911 first then call MAARC. 

A vulnerable adult can be anyone over age 18 who: 

• Has a physical, mental or emotional disorder that makes it difficult for the person to care for 
themselves without help and to protect themselves from maltreatment 

• Is in a hospital, nursing home, transitional care unit, assisted living, housing with services, board 
and care, foster care or other licensed care facility 

• Receives services such as home care, day services, personal care assistance or other licensed 
services. 

Maltreatment includes: 

• Abuse, including physical, emotional and sexual abuse, use of restraints, involuntary seclusion or 
punishment 

• Neglect, including failure to provide necessary food, shelter, clothing, health care or supervision 
because of neglect by a caregiver or because the vulnerable adult cannot meet their own needs 

• Financial exploitation, including theft or withholding of money or property and/or use of money 
or property not for the vulnerable adult's benefit.  

Mandated Reporters 
Mandated reporters include law enforcement, educators, doctors, nurses, social workers and other 
licensed professionals. Mandated reporters can use an online reporting tool. Instructions on how to use 
the tool will be provided through licensing agencies, boards and professional organizations. 

Use of the mandated reporting form is self-explanatory and does not require training or experience. The 
form asks for information about the vulnerable adult, suspected maltreatment and alleged perpetrator. 
When the completed form is submitted, mandated reporters will receive a report reference number for 
their records. Mandated reporters can download, save and print a copy of their report. 

Reporting by phone remains an option for mandated reporters. Mandated reporters can use an online 
reporting tool. Instructions on how to use the tool will be provided through licensing agencies, boards 
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and professional organizations. More information for mandated reporters can be found on 
the Department of Human Services Partners and Providers, Adult Protection website. 

 

 
Minnesota Office of Health Facilities Complaints (OHFC) 

Residents, family, facility and others send complaints, the complaints are triaged and only a few get 
investigated.  The investigator decides if the complaint is substantiated, unsubstantiated, or 
inconclusive. Substantiated means that most or more than 50 percent of the weighted evidence showed 
a violation occurred. Here is the link to find the detailed MDH investigation reports: 
https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html 

For questions about complaints, call 651-201-4200 or 1-800-369-7994. For all other OHFC inquiries, call 
651-201-4201. 

The following is from the OHFC website: 

MDH protects the identity of the person making the complaint and the allegedly mistreated patient or 
resident. Urgent questions of health or safety are investigated within two business days. 

Investigation steps  

• We first do an initial assessment to determine if our office is the proper authority to investigate and 
whether a site visit is required. Sometimes we refer complaints to partners at this stage. 

• We let the person who filed the complaint know that we received it.  
• If a site visit is needed, the investigator will go to the facility unannounced. He or she will do interviews 

and review charts and other records.  
• Complaints may be resolved in days or weeks, with some complex cases taking months.  
• The investigator decides if the complaint is substantiated, unsubstantiated or inconclusive. 

Substantiated means that most or more than 50 percent of the weighted evidence showed a violation 
occurred. 

• We share an investigation report with the person who filed the complaint. 
• We put a public report summarizing the investigation on our website. 
• In some cases, OHFC shares the outcome with partners, including law enforcement, the Board of 

Medical Examiners, the Board of Nursing and county attorneys. 

View Resolved Office of Health Facility Complaints 

A complaint investigation can have a positive impact even if a violation is not found. The complaint and 
findings become a part of a home's public record for several years regardless of the findings. 

You will receive a report of the investigation. If you are not satisfied with the results, or have additional 
information which may help support the investigation, you can ask the Office of Health Facility 
Complaints for additional review. 

https://mn.gov/dhs/partners-and-providers/policies-procedures/adult-protection/index.jsp
https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html
https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html
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Anytime you are concerned about a possible violation, you have the right to call the Office of Health 
Facility Complaints. 

• Contact the Office of Health Facilities Complaints 

We investigate: 

• Complaints relating to quality of life and quality of care at health care facilities/agencies including 
resident rights concerns. 

• Minnesota licensed facilities: 
o hospitals 
o nursing homes 
o boarding care homes 
o supervised living facilities 
o assisted living and home health agencies  

• Individuals or organizations exempted from licensure per MS 144A.46, Subd. 2. 
• Allegations of child maltreatment in non-licensed personal care provider organizations. 
• Personal care assistance (PCAs) staff working in home care agencies.  

We are not able to investigate: 

• Billing or insurance concerns. 
• Medical clinics. 
• Personal care assistance who do not work for a home care agency. 

If you are unsure where to file your complaint, contact the Health Regulation Division: health.fpc-
web@state.mn.us or  
651-201-4201. 

 contact the Office of Health Facilities Complaints. 

 

Ombudsman for Long-Term Care 

The Office of Ombudsman for Long-Term Care is a program of the Minnesota Board on Aging. Regional 
ombudsmen and volunteers work to enhance the quality of life and services for people receiving long-
term services and supports.  

An Ombudsman is an independent consumer advocate who: 

• Investigates complaints about the health, safety, welfare and rights of Minnesotans receiving 
long-term services and supports 

• Works to identify problems and resolve individual concerns 
• Provides information and help with long-term care services, consumer rights and regulations 
• Resolves disputes between consumers and providers about long-term care services 
• Works with providers to promote a culture in which people have and can make choices. 

https://www.health.state.mn.us/facilities/regulation/ohfc/contohfc.html
mailto:health.fpc-web@state.mn.us
mailto:health.fpc-web@state.mn.us
https://www.health.state.mn.us/facilities/regulation/ohfc/contohfc.html
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Ombudsmen can help: 

• Residents of nursing homes and board and care homes, including veterans' homes 
• Residents of adult care homes, such as housing with services, assisted living, customized living or 

foster care 
• People receiving home care services 
• Medicare beneficiaries who have concerns about getting into or being discharged from hospitals 
• Anyone seeking help with long-term services and supports. 

Who can Ombudsman help: 

Ombudsmen work with residents, families and service providers to promote person-centered care and 

to identify issues in the long-term care system and advocate for change. They also handle complaints 

and problems from individuals related to: 

• Quality of care and quality of life 
• The Patient, Resident and Home Care Bill of Rights 
• Discharge or eviction from nursing homes, board and care homes, veterans' homes, assisted 

living and other long-term care or home and community-based service settings 
• Termination of services, including home care, adult foster care, hospice, Elderly Waiver, 

Community Access for Disability Inclusion waiver and other long-term care community-based 
service programs 

• Public benefit programs, such as Medicare, Medical Assistance, veterans' services, long-term 
care insurance and other programs that directly affect an individual's long-term care needs. 

 

 

Senior LinkAge Line is good information resource for finding senior care providers, community supports, 
insurance and other payment help. The following are the key resources available. 

• MnCHOICES Assessments 
Senior LinkAge Line® can connect you with the free, in-person MnCHOICES assessment available 
in your county. MnCHOICES can help you see if you qualify for programs that will help you pay 
for services in the community. 

  
• Housing resources 

Senior LinkAge Line® can help you understand your housing options. 
o Housing with services offers rented housing and purchased health-related services. One company 

may provide the housing and the services, or several companies may provide some or all of the 
services. Please note: not all housing with services offer assisted living. 

https://www.health.state.mn.us/facilities/regulation/billofrights/index.html#nh
https://mn.gov/dhs/partners-and-providers/news-initiatives-reports-workgroups/long-term-services-and-supports/mnchoices/
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o Assisted living requirements vary by state. Minnesota’ requirements include those of housing 
with services plus additional stipulations. Learn more about your rights as a housing tenant and 
as a client of assistive services. 

o Compare housing services and costs: The Minnesota Department of Health requires each housing 
facility to complete a Uniform Consumer Information Guide (UCIG) that you can use to compare 
it to others. They developed UCIG so people can better decide about where and how they live, so 
they can live independently with dignity, respect and privacy. Visit www.MinnesotaHelp.info to 
search for facilities and look at the UCIG for those you are interested in.  

• Health insurance counseling 
Senior LinkAge Line® can help you find answers to your Medicare and other health care 
questions, including letting you know what you need to do with Social Security and Medicare if 
you move from your home. Health Care Choices for Minnesotan on Medicare, guide can help 
you compare plan options. 
 

• Community supports 
Senior LinkAge Line® can help you connect with community supports like home health care, 
meal preparation/delivery, transportation, hiring someone to help you bath or dress or help 
with house and yard work.  

 
More information about Senior LinkAge Line® services, visit www.seniorlinkageline.com 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

http://www.mnaging.org/en/Advisor/www.minnesotahelp.info
http://www.mnhealthcarechoices.com/
http://www.seniorlinkageline.com/
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V. Appendix 

 

Detailed Investigation Summaries 
 

The following are short summaries of the investigation reports, which typically span multiple pages. We 
attempted to capture the essential facts to give an accurate summary of the findings. We have, in some 
cases, added our own comments or questions, which are distinguished in red type.   
 
Also, be aware that some of these reports are very disturbing but we felt that it is important to provide an accurate 
portrayal of the incidents.  

 

Facility # Substantiated Inconclusive  Unsubstantiated 

    

Annandale Care Center 
 
Nursing Home  
 
 

  1-No personal care was 
given during the night 
and the resident was left 
uncovered and exposed 
in bed. The resident put 
on the call light and was 
finally  given help by 
another staff. There were 
no witnesses and the 
perpetrator denied not 
giving care.  
 
2 – Abuse from 
demeaning treatment. 
Resident had ALS and was 
cognitively intact. 
Resident stated the staff 
person spoke to the 
resident in a demeaning 
manner and told them 
they were using the call 
light too often. Resident 
was afraid to use the call 
light. The staff person 
was terminated. 
 

Bridgeway Estates – Little 
Falls 
 
 Home Care Provider (AL) 
 
 
 

  1 - Pipes burst causing 
damage to the records of 
3 residents. No 
maltreatment resulted 
but facility is to assure 
that records are to be 
protected from loss, 
tampering or 
unauthorized disclosure. 
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Centennial Villa Assisted 
Living – Annandale –  
 
Home care 
provider/assisted living 
 
 

1 – Neglect of care – 
resident left for long 
periods. Urine soaked 
through several layers of 
bedding and feces spread 
over large surface. 
Emotional abuse was 
conclusive.  Resident 
stated that the staff 
person ‘yells at me all the 
time’ and would not help 
the person to the 
bathroom. Resident had 
vascular dementia, 
diabetes, history of 
urinary tract infections. 
The family moved the 
resident from the facility. 

  

CentraCare Health 
Paynesville  
 
Nursing Home 
 
 

1 Physical Abuse from 
grabbing the resident’s 
hands and forcing them 
on to the bars of the 
mechanical standing lift, 
causing bruising and 
petechiae (a small red or 
purple spot caused by 
bleeding into the skin). 
The staff person ‘had a 
pattern being rough, 
demeaning and not 
explaining what they 
were doing to the 
resident. ‘The resident 
had ‘severe cognitive 
impairment and required 
extensive staff 
assistance…’ The resident 
was resisting; therefore, 
the staff person forced 
the resident to grab bar. 
Another staff person 
reported it and the 
involved staff person was 
fired. That staff person 
had prior corrective 
orders for belittling and 
roughness. 
 

  

CentraCare Health 
Monticello  
 
Nursing Home 

1 – Neglect - Improper 
transfer caused fall 
resulting in broken ankle 
& tibia. 

 1 – Neglect - Medication 
error and overmedication 
occurred. ‘While the AP 
did overmedicate the 
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 resident, the medication 
error was made in the 
provision of therapeutic 
conduct. The AP reported 
the medication error 
immediately and, along 
with the other facility 
staff, provided the 
resident with necessary 
care in a timely fashion.’ 
The aide misread clearly 
written instructions on 
how to dispense 
nitroglycerin and gave the 
resident all of the pills in 
the bottle at once. The 
resident’s condition 
worsened and she then 
realized the error. The 
resident was treated at 
ER and returned to 
normal. Resident had 
dementia & Parkinson’s 
disease. 
 
 

CentraCare 
Sauk Center  
 
Nursing Home 
 
 

1 – Neglect - fall from 
unsafe care – resident fell 
from chair causing 
fractured arm and severe 
facial bruising. Staff lied 
about what happened 
and incident wasn’t 
discovered for 24 hours. 
Resident had significant 
pain, needed increased 
pain meds and suffered 
significant weight loss. 
Diagnosis of Alzheimer’s 
with severe cognitive and 
memory impairment. 
 
2 – Improper transfer. 
Resident not transferred 
according to care plan, 
resident slid off bed and 
broke their ankle and 
tibia. Resident 
complained the following 
day of pain and an X-ray 
was done. Staff person 
stated she tried to find 
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another staffer to help 
but couldn’t find anyone, 
therefore attempted 
transfer by herself. 
Resident had moderate 
cognitive impairment. 

Cornerstone Care 
Litchfield 
 
Home Care Provider 
 
 

  1-Neglect of proper foot 
care – the foot was 
amputated. The resident 
was noncompliant on the 
care of the foot. There 
were no cognitive issues. 
 
2-Theft of money - It is 
also alleged that the staff 
person took the 
resident’s money for 
personal use. There was 
no evidence that money 
was taken. 

Ecumen Home Care and 
Hospice 
Litchfield 
 
Home Health Agency 
 
 
 

 1-Theft of medication – 
54 tablets of tramadol 
were missing but there 
was no proof who took 
them. The resident’s 
room was left open and 
others were entering. 
Resident lived in 
independent living and 
self-administered 
medication. 
 

1-Medication was not set 
up and caused emotional 
distress to resident. 
Patient was often not 
home, too busy, or 
declined the medication 
set-up. 
 
2-Resident fell and 
fractured their nose, 
which required 
hospitalization. But the 
facility was following the 
care plan. A motion alarm 
did not alert staff but 
they found the resident 
about 15 minutes after 
last seeing the person. 
The alarm company was 
contacted. Diagnosis of 
Dementia. 
 

Edgewood  
Sartell   
Home care provider (AL) 
 
 
 

1 – Medication error – 
aide gave wrong meds to 
resident – resident tried 
to tell them they had the 
wrong meds but was told 
to shut up. The resident 
was hospitalized for 3 
days. 
 

1 – Drug theft confirmed, 
perpetrator couldn’t be 
identified, substituted 
Vicodin with Tylenol, 
poor medication 
management. Diagnosis 
was lung cancer. 
 

1 Neglect - Medication 
error was alleged for 
giving wrong meds to 
resident. “Although the 
AP [alleged perpetrator] 
had a pattern of 
administering 
medications to the wrong 
client, this incident did 
not result in harm to the 
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client.” The power of 
attorney had no concerns 
with the care. The aide 
was not allowed to give 
medications any longer. 
No cognitive issues. 

Elim Home 
Milaca  
Assisted Living, Nursing 
Home  
 
 

  1 – Fall that resulted in 
fractured hip that 
required surgery. 
Complaint stated a 
housekeeper mopped the 
floor by the bed but the 
fall happened in the 
bathroom, a room that 
hadn’t been mopped. 
Resident had dementia 
 
2 - Fall because transfer 
belt was not used. 
Resulted in broken 
kneecap, pain and 
reduced mobility. 
Perpetrator was 
suspended during the 
investigation. Case was 
unsubstantiated. 1 ½ 
page report & no 
investigator identified. 
 

Elim Home 
Princeton  
 
Nursing Home 
 
 

1 – Inadequate 
supervision – resident 
burned by hot food. 
Required assistance 
eating. Resident lived in 
memory care unit. 

 1-Resident on resident 
violence. Both residents 
were in memory care and 
one had ‘violent 
behavior.’ One resident 
went to the room of 
another, grabbed their 
upper arm and told them 
to shut up. There were no 
injuries. 

Foley Nursing Center 
Foley  
 
Nursing Home 
 
 

  Neglected to monitor for 
urinary tract infection. As 
a result, the resident fell, 
fractured their hip and 
after surgery, returned to 
the facility where they 
passed away. Interviews 
and review of records 
indicated that the facility 
did monitor for infection 
and followed the care 
plan. The diagnosis 
included atrial fibrillation, 
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history of subdural 
hematoma, and urinary 
tract infections. The care 
plan indicated that 
resident was able to 
ambulate on their own. 
The staff were to use a 
mechanical lift to move a 
resident from the floor to 
a bed or chair. This was 
not used to get the 
resident from the floor to 
the bed.  

 
Elder Voice RN 
Comment: Investigation 
noted that care plan was 
followed but also that 
mechanical lift 
procedures were not, 
raising questions about 
quality of RN 'training' of 
staff in Emergency 
Procedures and 
supervision of 
caregivers.  Investigation 
did not address whether 
there was RN assessment 
after a change in resident 
condition. 
 

Gentle Touch Health 
Initiative  
 
Buffalo  
 
Assisted Living/Home 
Health Care 
 
 

 1 – Drug theft of 
narcotic. ‘Location of 
missing narcotic 
medications are 
unknown.’ The unused 
medications were stored 
in a locked location. 
However, one client was 
unable to get the new 
prescription filled until 
the following Monday so 
the staff person went to 
get the previous 
prescription so the 
resident would have pain 
meds over the weekend. 
That was when the 
missing meds were 
discovered. They checked 
and the meds for 2 other 
residents were missing as 

1 Neglect of Supervision. 
The staff were not aware 
that the resident left the 
facility at 7:26 am and 
didn’t know that he 
hadn’t returned until 7:30 
pm when the police came 
to let them know that the 
resident was found dead.  
 
The resident was found in 
the nearby lake where he 
went fishing. The scooter 
was submerged.  
 
Resident was their own 
guardian and didn’t 
receive any supervision 
services. The resident 
wasn’t known to wander 
or be a safety risk. The 
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well. The key was to be 
used only by nurse staff 
but they tried another 
key and it opened the 
storage container. It was 
replaced. 
 
 
Elder Voice Comment: 
The theft of narcotic 
medication occurred but 
they don’t know who 
took it. Poor 
management of the 
storage containers were 
the problem. 

resident ‘s diagnoses 
included history of 
seizure, transient cerebral 
ischemic attack and atrial 
fibrillation. The nurse 
assessment did not 
indicate he was an 
elopement risk, the 
vulnerability test 
indicated no issues and 
the motor scooter safety 
and functional mobility 
were also evaluated by 
physical therapy. 
 
Elder Voice RN 
Comment: Investigation 
did not address date of 
most recent RN 
assessment that 
determined resident was 
not a risk for leaving 
home and did not need 
supervision, raising 
questions about RN 
presence and quality of 
monitoring changes in 
resident condition after 
the assessment date.  
 

Getty Street 
Sauk Center  
 
Home care 
provider/Assisted Living  
 
 

1 – Theft of $980 from 
one resident and $20 
from another. The staff 
person took the ATM 
card and withdrew a total 
of $980. The staff person 
was arrested and police 
forwarded their findings 
to the county attorney for 
criminal charges.  

 1 Heat Exhaustion 
Resident wore warm 
clothing on hot day (87 
degrees) and was outside 
from 12:00 – 5:00. The 
resident was hospitalized 
for heat exhaustion. The 
resident service plan 
included assistance but 
could make own clothing 
choices. “The client was 
cognitively intact.”  
 
Elder Voice RN 
Comment: When was the 
resident last assessed? 
Making a poor decision 
such as this may indicate 
a change in cognitive 
status. Raises questions 
about RN 'training' of 
staff regarding awareness 
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of changes in cognitive 
status of residents and 
nursing presence among 
residents to observe for 
changes in condition. 
 

Good Samaritan Society 
Howard Lake  
 
Nursing home 
  

  Abuse/physical - 3 
residents complained 
that the staff was 
needlessly rough. The 
staff threw a TV remote 
hitting the resident in the 
chest. The other 2 stated 
the staff person took off 
socks forcefully and the 
other one stated the staff 
was rough pulling up their 
pants. Residents had no 
cognitive impairment. 
The facility terminated 
the staff person.  
 
Elder Voice RN 
Comment: Facility ended 
employment of staff 
member responsible for 
abusive 
behavior.  Investigation 
nonetheless determined 
the complaint to be 
unsubstantiated although 
residents made 
statements and described 
the abusive behavior they 
witnessed.  Residents 
were noted to have no 
cognitive 
impairment.  Why were 
they not believed enough 
to make it inconclusive? 
 

Good Shepherd 
Sauk Rapids  
 
Nursing Home 
 
 

1 – Theft of medications 
from 3 residents – One 
resident had back pain of 
‘level 10’ and didn’t 
receive pain meds for 
several days. 
 
1 - Theft of $1,419.52 – 
theft from resident. The 
signatures were forged 
on checks. Unclear if 

 1 - Abuse of a resident by 
another resident. The 
alleged perpetrator was 
seen leaving the other 
resident’s room. After the 
incident the 
perpetrator/resident was 
put ‘under constant 
observation’. The bruises 
were documented to 
have happened before 
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charges were filed. 
Diagnosis included 
moderately cognitively 
impaired. 

the incident. (No 
investigator identified 
and 1 1/8 page long) 

 
Elder Voice RN 
Comment: Raises 
questions about the 
quality of the 
investigation based on 
the confused  
description of complaints 
in the report and the 
brevity of the 
investigation. Staff or 
family should take photos 
of bruises at the time so 
there is verification of 
injury. 
 
 
2 Family member 
slapped resident’s hand 
after the resident spilled 
a drink. The family, 
resident, staff and other 
residents were 
interviewed but no 
information about their 
comments were 
provided. (No 
investigator identified 
and report 1 page.) 
 
3) Resident ingested a 
foreign object, was 
hospitalized and died. 
“The investigation did not 
indicate a history of 
residents ingesting non-
food items, nor were 
there indications 
residents showed 
symptoms which 
warranted medical 
intervention sooner than 
was provided.”  
 
Elder Voice Comment -
The investigation report 
was only 1 ¼ pages in 
length and no 
investigator identified. 
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4) Neglect of care was 
alleged because “a 
resident had an illness, 
was hospitalized and 
expired.” This may be the 
same resident as # 3 
above.  “The investigation 
did not indicate residents 
showed symptoms which 
warranted medical 
intervention sooner than 
provided.” 
 
No investigator identified 
and report was 1 ¼ pages. 
 
 

Guardian Angels by the 
Lake 
 
Elk River 
 
 Home care/assisted 
living 
 
 

1 – Failure to supervise  
 – One resident pushed 
another resident resulting 
in fractured hip. Both 
residents had  
Alzheimer’s and a history 
of conflict with each 
other. Resident left the 
facility. 
 
Elder Voice RN 
Comment: Raises 
questions about 
adequacy of staff to meet 
the needs of 
residents.  Further raises 
questions about the lack 
of investigation of the 
facility's RN to properly 
educate and supervise 
staff. 
 

  

Harmony House  
 
Pierz  
 
Assisted Living and 
Memory Care 
 
 

1 – Sexual Abuse. On 2 
separate occasions the 
staff person inserted her 
finger into the vagina of 
the resident. The resident 
had no cognitive 
impairment. ‘The client 
stated it was hard to talk 
about and difficult to 
report. She stated she 
had a hard time sleeping 
since the incidents…’ 
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When the staff person 
was confronted, she got 
upset, denied it and 
‘grabbed her own crotch.’ 
Staff reported that the 
resident ‘had been 
quieter, less participatory 
in activities and had some 
trouble falling asleep 
since the incidents.’ 
 
Elder Voice RN 
Comment:  Appears to 
have been handled 
appropriately but raises 
questions about whether 
the facility or MDH made 
a report of suspected 
sexual abuse to law 
enforcement. 
 

Heartland Home & 
Health Care  
 
Sauk Rapids  
 
Hospice 
 
 

  1 – Hospice care neglect 
not found since the 
person was alert, 
oriented and wanted to 
manage her own care. 
Her condition ‘drastically 
declined’ 2 weeks before 
her death but she refused 
to be admitted to a 
nursing home. She died 
at the hospital. 
 
Elder Voice RN 
Comment: Raises 
questions about whether 
an RN assessment was 
conducted after change 
in condition, quality of 
any assessment and 
needed changes made to 
care plan to allow 
resident to freely choose 
end of life 
care.  Investigation did 
not determine if a POLST 
Agreement was in place. 

 
 

Heritage House of  
Milaca  
 

1 – Poor care. Decline in 
health, lost mobility due 
to poor care. 

1 –No nurse assessment - 
conflicting evidence if 
assessment was done and 

1-Wandering. Resident 
left the facility with his 
car and was found ‘quite 
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Home Care 
Provider/Assisted 
Living 
 
 

if the wound was a result 
of poor care or other 
health condition. 
Resident died from other 
conditions not caused by 
neglect. One staff person 
believed additional 
wound care was needed. 
Resident had traumatic 
brain injury, congestive 
heart failure and atrial 
fibrillation. 
 
Elder Voice RN 
Comment: Investigation 
noted that there was 
conflicting evidence 
about whether an RN 
assessment had been 
done thus investigation 
findings were 
inconclusive.  Nursing 
standard of care is higher; 
if an assessment is not 
documented it is 
considered to be 
undone.  Another 
concern is whether the 
RN responded to a 
caregiver's concern about 
quality of wound care. 
There is a poor RN chain 
of command/leadership. 
 
 
2 – Lack of supervision - 
insufficient evidence 
whether the fall was a 
result of not adequately 
supervising the person. 
The resident complained 
that there was only one 
nurse and nobody around 
at night. 
 
3 –Poor care Conflicting 
information about oxygen 
tanks being kept full, 
changes of catheter bag 
and answering the call 
light. Resident called 911 
for help, he said a police 
officer filled his tank. 

a distance away’ by the 
side of the road with a 
disabled car. Law 
enforcement found him, 
observed confusion and 
took him the emergency 
room. Until then there 
was no diagnosis of 
cognitive issues and he 
was free to leave and 
drive. The ER physician 
diagnosed the resident 
with a condition that 
affected his cognitive 
abilities. The resident 
received no injuries and 
this appeared to be the 
first incident. 
 
Elder Voice RN 
Comment: Wandering 
was unsubstantiated but 
raises questions about RN 
'training' of staff 
regarding awareness of 
changes in cognitive 
status of residents and 
nursing presence among 
residents to observe for 
changes in condition. 
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Elder Voice RN 
Comment: Not filling 
Oxygen tank or emptying 
catheter bag was found 
inconclusive despite need 
for resident to call 911 
and police officer refilling 
the oxygen tank.  This 
raises questions about 
the RN orientation of 
caregivers to specific 
need of individual 
residents, the presence or 
accuracy of care plan and 
RN supervision of 
caregivers.  The 
investigation did not 
focus on these concerns. 
 
 
4 – Medication theft – 
Dec. 2017 - conflicting 
information whether 
resident received meds 
(oxycodone and opioid 
pain meds) or they were 
stolen. The perpetrator 
denied the allegation and 
immediately resigned. 
Police didn’t have enough 
evidence for criminal 
charges. 

Kindred Cares 
 
Elk River  
 
Home Care 
Provider/Assisted Living   
 
 

  1 – Delayed treatment. 
Resident had multiple 
complaints and requests 
to be taken to the 
hospital but wasn’t. Day 
of incident the resident 
complained of arm pain 
and after threatening 
suicide if the staff did not 
take them to the hospital, 
the staff person drove the 
resident. At a stop light 
resident got out of car. 
Resident was then 
transported to the 
hospital by ambulance. 
The client was not 
returned to the facility. 
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Border line intellectual 
functioning & personality 
disorder. 
 
Elder Voice RN 
Comment: Raises serious 
questions about RN 
'training' of staff in 
Emergency Procedures, 
and the importance of 
observing and reporting 
emerging symptoms to 
RN, not reporting 
resident's concern of 
needing to go to the 
hospital, still not 
consulting RN about 
suicidal threat, then 
driving resident to 
hospital allowing the 
resident to leave the 
car.  These significant 
failures were not a focus 
of the investigation. 
 

Lake Ridge Care Ctr of 
Buffalo  
 
Nursing Home 
 
 
 
 

 1 Sexual Abuse – ‘The 
resident’s recent 
vulnerability assessment 
revealed the resident was 
at risk for abuse related 
to dementia.’ The 
resident reported that 2 
staff persons sexually 
touched him/her but 
could not state the names 
or if they were staff 
persons. Staff reported 
the incident to police 
who found that the 
resident did not 
remember reporting the 
sexual abuse or 
remember the incident. 
 
 

1 Sexual Abuse. It was 
alleged that resident 1 
(moderate cognitive 
impairment) was 
neglected when the 
facility staff ailed to 
provide adequate 
supervision that resulted 
in resident 2 (no cognitive 
impairment) touching 
resident 1 
inappropriately. They 
were roommates. 
Resident 2 didn’t feel 
he/she was doing 
anything wrong since 
resident 1 got into bed 
with him/her. Both 
residents left the facility.  
 

Lakeside Healthcare 
Center  
 
Dassel 
Nursing Home 
 
 

  1-Lack of supervision. Fall 
with fracture that was 
not witnessed. The 
resident was moved from 
the facility. There was no 
evidence and attempts to 
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contact the resident’s 
family failed. 
 

Lakeview Ranch 
 
Dassel 
 
Home Care 
Provider/Assisted Living 

  1 – Lack of supervision 
when one resident was in 
the room with another 
resident, with pants 
unzipped. Both residents 
had dementia. 
 

Lange Board & Room 
Clear Lake   
 
Home Care 
Provider/Assisted Living 
 
 

1 – Resident wandered 
from facility – found 2 ½ 
hours later in marsh. The 
November temp was 33 
degrees. The resident had 
a history of wandering 
from a prior facility and 
had delusions. Facility 
had no alarms on doors 
and had looked into 
wander guard system but 
it was too expensive. 
 
Elder Voice Comment: 
Fines will increase when 
assisted living licensure is 
in place in August 2021 

  

Little Falls Care Center 
 
Little Falls  
 
Nursing Home 
 
 

  1 –Failure to assess 
needs and prevent falls. 
Facility did have fall 
measures in place and 
family did not get 
involved in the 
investigation. Resident 
was on hospice care and 
did not always 
“understand he needed 
staff to help him 
transfer...” 
 

Living Well Douglas 
 
Buffalo  
 
Intermediate Care Facility 
(ICF) 
 
 

  1 – Emotional Abuse. It 
was alleged that the staff 
person yelled at the 
resident. This 1 ¼ page 
report indicates that 
observation of staff and 
resident at the person’s 
home and at the day 
program were 
appropriate. Other 
persons were not 
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interviewed because of 
intellectual disabilities.  
 
Elder Voice Comment  
No information on the 
person’s vulnerability is 
given and no record of 
interviewing the person 
was noted.  

Meeker Manor Rehab 
 
Litchfield 
 
Nursing Home  
 
 

 1-Restraint used. 
Resident tied to chair 
during the night shift was 
inconclusive because 
staff, the resident and the 
family denied it 
happened. Resident was 
very hyperactive and 
frequently stood up and 
sat down when s/he 
seated in his/her chair. 
Resident’s diagnosis 
included dementia, atrial 
fibrillation, major 
depression, coronary 
artery disease and an 
altered mental state. 

1-Medication error. 
Alleged overdose of pain 
medication. Resident had 
the pain medication and 
received a new sedative 
medication. The resident 
was found unresponsive 
and sent to the ER. The 
ER physician states that 
the sedative contributed 
to the resident’s episode.  
 
2-Poor care. Pressure 
ulcer on the heel resulted 
from the resident not 
keeping the foot elevated 
as prescribed. The 
resident had no cognitive 
impairment. Wound 
nurse stated the resident 
ignored the need to 
elevate the leg and to 
wear the boot. The family 
had concerns about the 
quality of care given. 

MN Heritage House 
 
Little Falls  
 
Home care 
provider/assisted living 
 
Forced to forfeit license 
for its’ Pequot Lakes, 
Kimball and Adrian 
locations 
 
Elder Voice Comment: 
These extremely poor 
operators should be 
addressed quickly and 
shut down in a timely 
manner. 

1 – No Assessment - 
death from failure to 
provide adequate 
assessment and 
treatment of bowel 
infection, Clostridium 
Difficile & Sepsis (total 
body infection) – level 3 
& 4 violations. Resident 
had complained for 
several days about having 
diarrhea. Resident did not 
come for dinner and had 
a trail of diarrhea to the 
bathroom. It took 3 staff 
to clean the resident and 
get the person to bed. 
Resident was not 

1 –Medication theft 
couldn’t be proven if 
resident got the meds or 
staff stole it –resident 
died - poor medicine 
management was 
observed. Diagnosis 
included heart block, 
cardiomyopathy, 
cellulitis, and frequent 
open sores. 

1-Resident choked on a 
pea and did not sustain 
injury. The Heimlich 
maneuver got the pea 
out. The care plan did not 
indicate that the resident 
was a choking risk and 
that the resident needed 
help as needed.  
 
2-Medications not being 
given on time for 
Parkinson’s. Also, 
complaints about poor 
food quality and 
housekeeping. The facility 
had a change in 
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responding normally. The 
nurse instructed to take 
vitals every 15 minutes 
and stated, ‘as long as the 
client’s vitals are fine, 
then the client would be 
fine.’ On the third day the 
resident’s blood pressure 
dropped and the nurse 
was called and told that it 
looked like the person 
had C-Diff. The nurse 
replied ‘she/he probably 
does’ but gave no further 
direction. On the fourth 
day of continuous 
diarrhea and third day of 
no oral intake the 
resident was sent to the 
hospital where the 
person died of C-Diff and 
septic shock. Diagnosis 
included schizophrenia 
and asthma.  
 
2- Facility failed to 
complete a significant 
change assessment. 
Resident developed bed 
sores because the 
resident was not 
repositioned, significant 
water retention & decline 
in mental status. Resident 
was transferred and 
improved at the skilled 
nursing facility but the 
condition of the resident 
worsened after being 
returned to this facility. 
The nurse’s assessments 
were not done in some 
instances and in others 
the interventions were 
not given. The resident 
never recovered mobility. 
Diagnosis included 
lymphedema (extremity 
swelling) and sacral ulcer. 

management and had 
high staff turnover.  
 
3-Oversight for suicidal 
ideas being expressed. At 
the request of a visitor 
the facility put the 
resident on a schedule to 
be checked every 2-
hours. The resident has a 
history of alcoholism and 
depression. 

Mother of Mercy Senior 
Living 
Albany  

1 – Financial Exploitation 
- Med. Theft – from 3 
residents. Police were 
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 Home care 
provider/assisted living 
 
 

notified 13 days after 
theft was discovered. 
Staff person was 
arrested. 2 of the thefts 
were substantiated. 

Nouis Home Care 
 
Little Falls 
 
Home Care 
Provider/Assisted Living 
 
 

  Sexual Abuse – One 
resident accused another 
of engaging in unwanted 
sexual contact. There 
were no reported injuries 
and the facility stated the 
resident stopped when 
he was asked to. The 
facility continued 
monitoring the residents 
involved. Finding there 
was not a preponderance 
of evidence that a non-
consensual sexual 
interaction occurred or 
that there was a failure 
on the part of the facility. 
Both residents direct 
their own health care. 
 
 

Park View Care Center 
 
Buffalo  
 
Nursing Home 
 
 

 1 Neglect from lack of 
supervision - fall. The 
staff were accused of not 
following the care plan 
that indicated that the 
resident needed to be 
helped to the toilet. The 
resident self-transferred, 
fell and sustained a hip 
fracture. The resident had 
advanced dementia, 
stroke and was in 
memory care. Conflict of 
information regarding 
toileting as scheduled or 
only as needed. They 
didn’t wake the resident 
at night for ‘restorative 
sleep.’ The resident was 
found on the floor at 3:15 
am, transported to the 
hospital and had surgery. 
The resident was 
returned to the facility 
and died 5 days later. 
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Elder Voice Comment: 
Poor record keeping 
seems to be the cause of 
the confusion. This is the 
RN responsibility to 
document care plan 
clearly.  

Pierz Meadow Ponds 
 
Pierz  
 
Home Care 
Provider/Assisted Living  
 
 
 

  1 - Neglect from lack of 
supervision. The resident 
stated that they fell out of 
bed and stayed on the 
floor for 6 hours before 
staff came to check. The 
resident had no noted 
cognitive impairment. A 
safety check was to be 
done every 2-hours and 
the records noted that 
was done. The resident 
was admitted to the 
hospital due to abnormal 
vital signs and was 
diagnosed with urinary 
tract infection and 
dehydration.  
 
Elder Voice Comment: 
Why was the resident not 
believed and how did the 
investigator determine 
that the records were 
accurate?  

Prairie River Home Care 
 
Buffalo 
 
Home Health Agency 
 
Elder Voice Comment 
How closely was the 
Agency monitoring the 
quality of care being 
given by this person? Was 
a background check 
done?  

1 - Neglect from poor 
care – the home health 
aide refused to provide 
required care and the 
resident developed bed 
sores as a result. The 
person lived at home 
with 24- hour assistance 
required. He had spastic 
quadriplegic cerebral 
palsy and was cognitively 
intact. He had also been 
left sitting in urine and 
feces and with dried food 
all over him many times. 
A family member cleaned 
his bottom and saw 
blood. When the family 
member looked and saw 
the ‘backside was raw 

Theft of money – this is 
the same person as 
referenced in the 
substantiated case. The 
aide was alleged to have 
taken the person’s credit 
card and charged $1,000 
but the aide denied it and 
law enforcement was 
unable to verify 
unauthorized purchases. 
The person denied giving 
the aide permission to 
take his credit card and 
make purchases on it. 
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and peeling off’ they 
stated it was hard not to 
cry in front of the client.’ 
The family member called 
the police. The aide 
would refuse to put him 
to bed at night and he 
had to remain in his 
wheelchair all night. 

Recover Health 
 
St. Cloud  
 
Home Health Agency 
 
 

1 – Theft of medication & 
impairment of nurse – 
theft was substantiated 
but impairment not 
because evidence was 
destroyed. Reported to 
Board of Nursing but 
don’t know outcome. The 
person was fearful and 
had difficulty sleeping 
after the incident. This 
was home care service 
for the night shift. Family 
found the nurse in the 
middle of the night with 
slurred speech and found 
several needles and 
syringes in the kitchen. 
Nurse left the home and 
crashed car into tree (see 
the inconclusive finding). 
Person was on the edge 
of bed crying. The 
intravenous pump had 
been shut off. Diagnosis 
include metabolic 
disorder and severe 
intellectual disabilities. 
 
Elder Voice Comment 
How closely was the 
Agency monitoring the 
quality of care being 
given by this person? Was 
a background check 
done? 

1 – Nurse impaired, 
evidence was destroyed, 
therefore had not 
evidence of impairment.  
But nurse crashed car 
when told to leave. The 
police found a bottle of 
the person’s diazepam in 
the car. Case was sent to 
county attorney for 
driving under the 
influence. Diagnosis was 
metabolic disorder and 
severe intellectual 
disabilities. 
 
Elder Voice Comment 
How closely was the 
Agency monitoring the 
quality of care being 
given by this person? Was 
a background check 
done? 

 

REM Central Lakes in 
Fernwood 
 
St. Cloud  
 
Intermediate Care Facility 
 

1 – Poor care - Resident 
was burned when staff 
attempted to clean 
feeding tube with hot 
water, which spilled on 
the man’s abdomen. The 
report states that the 
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 burn was ‘superficial’ but 
family said the man was 
hospitalized for 9 days – 
they had trouble finding 
another facility to move 
him to – family said it 
took 2 – 3 weeks for the 
burn to heal. There were 
no written procedures for 
cleaning feeding tubes. 
 
Elder Voice Comment: 
The RN should have 
trained this person 
properly and there seems 
to be no policy on 
cleaning feeding tubes. 
The hospitalizations could 
have been prevented. 

REM South Central 
Services 
 
Buffalo 
 
ICF/IID  
 
 

  1 - Failure to provide 
medical care and 
assessment. The resident 
had mild intellectual 
disability, bladder 
infections and urinary 
retention. The resident 
was brought to the 
emergency room 3 times. 
The urologist stated that 
the urine cultures 
indicated that the germs 
would not have made the 
person sick.  The 
investigator observed 
that staff use proper 
hand wash and clean 
procedures and were 
trained. No information 
was provided to indicate 
why the patient was 
brought to the 
emergency room. The 
facility was cited for poor 
documentation of 
medical records and 
follow up not provided. 
One RN stated there was 
‘inconsistent nursing 
coverage at the facility.’ 
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Ridgewood Manor 
 
Elk River 
 
Home care provider 
(customized Assisted 
Living) 
 
 
 

  1 Abuse and Neglect 
Allegations. An aid lost 
his temper and sent harsh 
text messages to the 
resident calling him a 
‘prick’, a ‘pain in the ass’ 
and other statements. 
The aid admitted to the 
statements and regretted 
it. The neglect was for 
eye infection, which was 
treated with a medication 
for ear wax. 
 
Resident diagnosis 
included opioid 
dependence, adjustment 
disorder with mixed 
disturbance of emotions 
and conduct and 
depressive disorder. 
 
Elder Voice Comment: 
The mental health of this 
resident might be a factor 
and the staff person may 
have been poorly trained 
to handle difficult 
resident. 

Riverview Landing 
 
Otsego 
 
Home Care 
Provider/Assisted Living 
 
 

1 – Resident fell and staff 
gave a pillow, blanket and 
phone and told to call her 
family to get help. She 
was left unattended for 2 
hours. The resident 
stated she fell at 10:30 
pm and was in and out of 
consciousness all night. 
Staff did not check her 
during the night. 
Gradually the resident’s 
condition declined, she 
vomited and was 
transferred to ER and 
admitted to intensive 
care.  
 
Elder Voice Comment: 
Brings to question 
whether the assessment 
included fall risk and 
wellness check need. The 
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resident may have laid on 
the floor all night and 
then for another hour 
and half waiting for 
family to help her off the 
floor. 

Scandia Senior Care 
 
Foreston 
 
Home Care 
Provider/Assisted Living 
 
 

Theft of medication.  
60 oxycodone tablets 
were taken from one 
resident. The perpetrator 
was observed on video 
surveillance footage in 
the medication cart more 
than was needed. The 
staff person was 
terminated and referred 
to the police who 
investigated and referred 
to the county attorney for 
formal criminal charges. 
 
Elder Voice Comment: 
There is a need to make 
sure that this was 
reported to the Board of 
Nursing and the person 
put on the registry. 

  

Serenity Village 
 
Avon  
 
Home care 
provider/Assisted Living 
 
 

 1 – Drug theft. Receiving 
end of life hospice care 
and the morphine was for 
pain control, which the 
resident did not get. Over 
2 ½ months the 
medication was missing & 
resident was in pain. 
Facility had no tracking 
system for drugs. 
Resident was changed to 
non-narcotic pain meds 
that didn’t work as well. 
The perpetrator was 
never identified. Facility 
was found responsible for 
not having a drug 
management system over 
this time period. 
Level 3 violation. This 
was first found to be 
substantiated but 
changed to inconclusive 
in Dec. 2019. 
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Elder Voice Comment: 
The facility and RN should 
be responsible to have a 
drug tracking system. 
 

St. Benedicts 
 
St. Cloud  
 
Nursing Home  
 

1 -Sexual abuse of 
resident who had a stroke 
& required help with 
care. The nursing 
assistant confessed to 
sexual touching and was 
arrested and plead guilty. 
Resident had a history of 
stroke and anxiety. 
 
 
2 – Abuse - improper 
restraint of resident with 
severe cognitive 
impairment. 3 other staff 
did not report. Staff 
person was terminated. 
Resident was cognitively 
impaired. 
 
 

1 – Sexual abuse, 
conflicting information 
from staff and resident. 
Perpetrator denied and 
staff denied seeing 
anything inappropriate. 
Resident received bed 
baths. Resident was 
cognitively intact and not 
sure if it was on purpose 
or inadvertent. 

1-Poor care- Alleged that 
facility did not notify 
physician when the 
person’s blood sugar was 
high. When staff became 
aware of elevated blood 
sugar, they monitored it 
and later called family, 
who brought resident to 
the hospital. 2 nurses said 
in hindsight they should 
have called the physician 
sooner. Physician stated 
‘if the nurse had called 
her, she may have had a 
different reaction. Person 
had impaired cognitive 
ability and difficulty 
expressing herself. 
 
2 - Family alleged neglect 
of care for activities of 
daily living and they 
transferred to another 
facility. Review of facility 
documents did not 
substantiate neglect. 
Resident had moved 
therefore not 
interviewed.  

St. Clare Living 
Community  
 
Mora 
 
Nursing Home 
 
 

  1 – Neglect from not 
providing physician 
ordered care was 
alleged. The investigator 
was not identified and 
this was a 1 ¼ page 
investigation. The 
medical records were 
reviewed and the 
personal cares of other 
residents were observed.  
 
Elder Voice Comment: 
The brevity of this 
investigation report 
makes it difficult to 
determine an opinion 
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St. Otto’s Care Center 
 
Little Falls  
 
Nursing Home  
 
 

  1 - Abuse/physical. A 
family member caused 
mouth trauma. MDH ‘has 
no jurisdiction over the 
conduct of a family 
member.’ Staff observed 
family member force 
feeding resident and 
pulling hair until the 
resident screamed and 
then forced food in the 
mouth. A dentist 
documented that the 
injury could have been 
caused by forcing a fork 
in the mouth and 
lacerating the palate. 
County social services 
dealt with the family 
member and a new 
family member became 
the guardian. Resident 
diagnoses included Lewy 
body dementia. 
 
2 - Resident had falls and 
was to get help but 
continued to self-
transfer. Resident fell 
‘causing a significant 
injury’ and later died. 1 ¼ 
page investigation report 
and no investigator 
identified. 

Sterling Park Commons 
Waite Park  
 
Home Care 
Provider/Assisted Living  
(AL, Independent, long-
term care) 
 
 

 1 – Theft of money 
occurred but the 
perpetrator could not be 
identified. All staff denied 
taking it and they had no 
evidence to prove. 
Resident reported the 
theft a month after it 
occurred. Diagnosis of 
moderate cognitive 
impairment and was 
independent on most 
activities. 

 

Sterling Pointe Senior 
Living 
 
Princeton 

1 – Fall from improper 
transfer & required 2 
days in the hospital. 
Fractured femur resulted. 
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Home Care 
Provider/Assisted Living   
  

Was confined to 
wheelchair and 
mechanical lift was 
required.  
 
2 – Theft of controlled 
substance medication – 
home health aide had a 
history of stealing. Aide 
was fired but not charged 
because of insufficient 
evidence. 

Talahi Nursing & Rehab 
 
St. Cloud  
 
Nursing Home 
 
 
 

1 – Care plan not 
followed – resident 
burned from hot coffee. 
Diagnosis included 
dementia, macular 
degeneration and heart 
failure and needed 
extensive assistance at 
meals. 

1 – Poor care - failed to 
assess and treat wound. 
Resident cognitively 
impaired & quadriplegic 
and refused assessment. 
At another time a 
different nurse did 
persuade resident to have 
assessment. 
Resident required surgery 
a ‘few weeks later’ and 
moved to another facility. 
The facility did not 
document that an update 
for the nurse occurred. 
However, it couldn’t be 
determined if the delay in 
updating the nurse 
impacted the progression 
of the resident’s wounds. 

1 – Lack of supervision- 
Attempted suicide when 
resident transferred from 
hospital, after a 6 week 
stay, to the facility. 
Facility had call in to 
physician to clarify care 
orders. At routine safety 
check resident was found 
with call light cord 
wrapped around their 
neck and she stated she 
was trying to commit 
suicide. Staff stayed with 
resident until transferred 
back to hospital on the 
same day. Diagnosis 
included bipolar disorder, 
borderline personality 
disorder & Munchausen 
syndrome (a mental 
illness). 
 
2 - Neglect - Failure to 
give medication for pain. 
Documentation showed 
the resident received 
appropriate care and 
medication. (No 
investigator identified & 
report was 1 1/8 page 
long) 
 
3 - Poor care - Facility 
failed to provide 
adequate incontinence 
and wound care. 
Resident did not comply 
with wound care 
regimen, diet and did his 
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own toileting. Facility 
documents indicate that 
care was offered but 
declined by the person. 
 
Elder Voice Comment: 
This is concerning that 
there were so many 
unsubstantiated cases 
that were serious enough 
to trigger an onsite 
investigation.  

    

 

 
Instructions to Access 

Minnesota Office of Health Facility Resolved Complaints  
 

A. In your internet search area, type in “MN MDH”. 

B. Click on the first listed item which should be “Minnesota Department of Health”. 

C. In the upper right corner in the search box type “OHFC Resolved Complaints”. 

D. Click on 2nd listed item “Investigating a Complaint with the Office of Health 

Facility Complaints”. 

E. Scroll down on the page and click on “View Resolved Office of Health Facility Complaints”. 

F. Your screen should look like this: 

 

https://www.health.state.mn.us/facilities/regulation/ohfc/compinvt.html
https://www.health.state.mn.us/facilities/regulation/ohfc/compinvt.html
https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html
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G. Follow the Search Tips listed above the box.  

H. Inside the box, for step 1, select a provider type: choose “All”. 

I. Step 2 make your choice of county, city, provider name or all. 

J. Step 3, you must choose either “substantiated”, “unsubstantiated” or “inconclusive”. 
K. Step 4, choose “complaint by resolved date” and change the “end date” to “2019”. 

L. Step 5 – Click on submit and follow instructions on that page of listed facilities. 

 

Glossary of Terms 
 
Abuse: A type of maltreatment against a vulnerable adult defined in state law, including physical, sexual, 
verbal, and emotional abuse. See Minnesota Statutes 2017, 626.5572, subd. 2. 
 
Allegation: An assertion that maltreatment of a vulnerable adult occurred or that a provider violated its 
licensing requirements. 
 
Allegation report: A verbal or written statement alleging maltreatment of a vulnerable adult or a 
licensing violation. An allegation report may contain multiple allegations. See Minnesota Statutes 2017, 
626.5572, subd. 18. 
 
Alleged perpetrator: An individual accused of being responsible for alleged maltreatment of a 
vulnerable adult. Another definition is “an individual employee of a provider who is alleged (suspected) 
to be responsible for abuse, neglect, or financial exploitation of a vulnerable adult” (OLA 2018 report).  
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Assisted living facility: A type of housing with services establishment that provides or makes available 
health-related services under a Minnesota Department of Health home care license. See Minnesota 
Statutes 2017, Chapter 144G. (This is not the upcoming definition that will apply with the new law in 
August 2021.) 
 
Financial exploitation: A type of maltreatment defined in state law that includes the theft of a 
vulnerable adult’s property, the misuse of a vulnerable adult’s funds, or the coercion of a vulnerable 
adult for the profit of another person. See Minnesota Statutes 2017, 626.5572, subd. 9. 
 
Home care provider: A Minnesota Department of Health-licensed provider that delivers home care 
services, such as medication administration, to a client for a fee in a client’s home or in a facility where a 
client lives, such as an assisted living facility. See Minnesota Statutes 2017, 144A.43-144A.482. 
In addition to operating in people’s homes, home care providers operate in facilities called “housing 
with services establishments.” Under Minnesota law, housing with services establishments provide 
sleeping accommodations and a limited array of services, primarily to persons 55 years and older. 
Assisted living facilities are one type of housing with services establishments. . (This is not the upcoming 
definition that will apply with the new law in August 2021.) 
 
Home health agency: A Minnesota Department of Health-licensed home care provider that is federally 
certified to participate in the federal Medicare or Medicaid programs. 
 
Inconclusive: An investigation determination in which there is less than a preponderance of evidence to 
show that maltreatment did or did not occur. See Minnesota Statutes 2017, 626.5572, subd. 11. 
 
Investigation: A review of evidence by a lead investigative agency to substantiate an allegation of 
maltreatment under the Vulnerable Adults Act, or to substantiate a licensing violation. 
 
Investigation determination: The outcome of an Office of Health Facility Complaints (OHFC) 
investigation. State law refers to this determination as the “final disposition.” OHFC determines whether 
the maltreatment allegation is substantiated, inconclusive, not substantiated, or that no determination 
will be made. It may also find that a provider has violated state or federal licensing requirements. See 
Minnesota Statutes 2017, 626.557, subd. 9c(b); and 626.5572, subd. 8. 
 
Maltreatment: Abuse, neglect, or financial exploitation of a vulnerable adult as defined by the 
Vulnerable Adults Act. See Minnesota Statutes 2017, 626.5572, subd. 15. 
 
MDH-licensed provider: A health care provider licensed by the Minnesota Department of Health (MDH), 
such as a nursing home, home care provider, hospital, boarding care home, or hospice provider. 
 
Minnesota Adult Abuse Reporting Center (MAARC): A call center operated by the Minnesota 
Department of Human Services that opened in 2015 to receive allegation reports from across the state. 
See Minnesota Statutes 2017, 626.557, subd. 9; and 626.5572, subd. 5. 
 
Minnesota Health Care Bill of Rights: A state law that establishes certain rights for patients and 
residents of health care facilities, including the right to be free from maltreatment, as defined under the 
Vulnerable Adults Act. See Minnesota Statutes 2017, 144.651.  
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Minnesota Home Care Bill of Rights: A state law that establishes certain rights for persons receiving 
home care services, including the right to be free from maltreatment as defined under the Vulnerable 
Adults Act. See Minnesota Statutes 2017, 144A.44, subd. 1. 
 
Neglect: A type of maltreatment against a vulnerable adult defined in state law that involves a failure to 
provide necessary care or services. See Minnesota Statutes 2017, 626.5572, subd. 17. 
 
Not substantiated: An investigation determination in which there is a preponderance of evidence to 
show that maltreatment did not occur. State law uses the term “false” for this type of determination. 
See Minnesota Statutes 2017, 626.5572, subd. 7. 
 
Nursing home: A facility that provides nursing care and supervision to five or more persons on an in-
patient basis. See Minnesota Statutes 2017, 144A.01-144A.1888. 
 
Office of Ombudsman for Long-Term Care: A state office that advocates for certain individuals, 
including residents of long-term care facilities, individuals receiving home care services, and individuals 
receiving Medicare benefits. See Minnesota Statutes 2017, 256.974-256.9744. 
 
Preponderance of evidence: The standard of proof required to substantiate a maltreatment allegation. 
The standard requires that the evidence shows that it is more probable that the maltreatment occurred 
than did not occur. See Minnesota Statutes 2017, 626.5572, subd. 19. 
 
Substantiated: An investigation determination in which there is a preponderance of evidence to show 
that maltreatment occurred. See Minnesota Statutes 2017, 626.5572, subd. 19. 
 
Vulnerable adult: A person 18 years of age or older who lives in a state-licensed facility, receives 
services licensed by the state, or has a limited ability to protect one’s self from maltreatment. See 
Minnesota Statutes 2017, 626.5572, subd. 21. 
 
Vulnerable Adults Act: A state law passed in 1980 to protect vulnerable adults. Among other things, the 
act requires providers and certain individuals to report alleged maltreatment and authorizes the 
Minnesota Department of Health, the Department of Human Services, and county social services 
agencies to investigate those allegations. See Minnesota Statutes 2017, 626.557 and 626.5572. 
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