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Name, Address, and County of Licensee 
Investigated:
Talahi Nursing and Rehab Center
1717 University Drive Southeast
St. Cloud MN, 56304
Sherburne County

Facility Type: Nursing Home Evaluator’s Name: Kris Detsch, RN 
                                  Special Investigator

Finding: Not Substantiated

Nature of Investigation:
The Minnesota Department of Health investigated an allegation of maltreatment, in accordance
with the Minnesota Reporting of Maltreatment of Vulnerable Adults Act, Minn. Stat. 626.557, 
and to evaluate compliance with applicable licensing standards for the provider type.

Initial Investigation Allegation(s):
The facility neglected a resident when they failed to provide anti-seizure medication which 
resulted in the resident having a two-minute seizure. 

Investigative Findings and Conclusion:
The Minnesota Department of Health determined neglect was not substantiated. Although the 
resident sustained seizure activity, he received treatment and returned to his baseline health 
status. The facility coordinated care with his physician and the pharmacy to obtain anti-seizure 
medication. Nursing staff administered it to him as ordered by the physician. The error was an 
isolated incident. 

The investigator conducted interviews with administrative staff and a family member. The 
investigation included review of resident records. 
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The resident resided in a long-term care facility. The resident’s diagnoses included epilepsy 
(seizure disorder). The resident’s care plan included assistance with bathing, dressing, 
grooming, and mobility. The resident’s nursing assessment indicated he had left side paralysis 
and could not stand or walk. The resident had memory loss but was able to talk and 
communicate his needs to staff.

The resident’s medical record indicated he required anti-seizure medication twice daily. 

The resident’s progress notes indicated he sustained two minutes of seizure activity because he 
missed three days of anti-seizure medication. The progress notes indicated, prior to the seizure, 
nursing staff re-ordered the resident’s anti-seizure mediation from the pharmacy, but the 
pharmacy did not deliver the medication to the facility because they required further physician 
orders. Nursing staff contacted the pharmacy and the physician to coordinate the orders and 
delivery of the medication. Due to the delay in the medication delivery, nursing staff contacted 
the physician and obtained an order for an emergency supply of the medication from a 
different pharmacy. During this process, the resident missed six dosages of the anti-seizure 
medication. The resident’s progress notes indicated the resident returned to his baseline health 
status after the seizure activity. 

During an interview, a family member said the resident was at his baseline health status. The 
family member said there were no further medication errors or concerns. 

In conclusion, the Minnesota Department of Health determined neglect was not substantiated. 

“Not Substantiated” means: 
An investigatory conclusion indicating the preponderance of evidence shows that an act 
meeting the definition of maltreatment did not occur. 

Neglect: Minnesota Statutes, section 626.5572, subdivision 17 
"Neglect" means:
(a)  The  failure  or  omission  by  a  caregiver  to  supply  a  vulnerable  adult  with  care  or  services,  
including but not limited to, food, clothing, shelter, health care, or supervision which is:
(1)  reasonable  and  necessary  to  obtain  or  maintain  the  vulnerable  adult's  physical  or  mental  
health or safety, considering the physical and mental capacity or dysfunction of the vulnerable 
adult; and
(2) which is not the result of an accident or therapeutic conduct.
(b) The absence or likelihood of absence of care or services, including but not limited to, food, 
clothing,  shelter,  health  care,  or  supervision  necessary  to  maintain  the  physical  and  mental  
health  of  the  vulnerable  adult  which  a  reasonable  person  would  deem  essential  to  obtain  or  
maintain  the  vulnerable  adult's  health,  safety,  or  comfort  considering  the  physical  or  mental  
capacity or dysfunction of the vulnerable adult.

Vulnerable Adult interviewed: No, due to cognitive loss.
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Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: Not Applicable. 

Action taken by facility: 
The facility identified the error and made multiple attempts to coordinate care.  

Action taken by the Minnesota Department of Health: 
No further action taken at this time.

cc:
   The Office of Ombudsman for Long Term Care
   The Office of Ombudsman for Mental Health and Developmental Disabilities
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*****ATTENTION******

NH LICENSING  CORRECTION  ORDER

In accordance  with Minnesota  Statute,  section
144A. 10,  this  correction  order  has  been  issued
pursuant  to a  survey.  If, upon  reinspection,  it is
found  that  the  deficiency  or deficiencies  cited
herein  are  not  corrected,  a  fine for each  violation
not  corrected  shall  be  assessed  in accordance
with a  schedule  of fines  promulgated  by rule  of
the  Minnesota  Department  of Health.

Determination  of whether  a  violation has  been
corrected  requires  compliance  with all
requirements  of the  rule  provided  at  the  tag
number  and  MN Rule  number  indicated  below.
When  a  rule  contains  several  items,  failure  to
comply  with any  of the  items  will be  considered
lack  of compliance.  Lack  of compliance  upon
re- inspection  with any  item of multi-part  rule  will
result  in the  assessment  of a  fine even  if the  item
that  was  violated  during  the  initial inspection  was
corrected.

You may  request  a  hearing  on  any  assessments
that  may  result  from non- compliance  with these
orders  provided  that  a  written  request  is made  to
the  Department  within 15  days  of receipt  of a
notice  of assessment  for non- compliance.

INITIAL COMMENTS:
The  Minnesota  Department  of Health  investigated
an  allegation  of maltreatment,  complaint
#H54385544M,  in accordance  with the  Minnesota
Reporting  of Maltreatment  of Vulnerable  Adults
Act, Minn. Stat.  626. 557.  No correction  orders  are
issued.
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Correction  (ePoC)  and  therefore  a  signature  is
not  required  at  the  bottom  of the  first page  of the
State  form.  Although  no  plan  of correction  is
required,  it is required  that  you acknowledge
receipt  of the  electronic  documents.
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