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The Minnesota Department of Health i igated an allegation of maltreatment, in accordance
with the Minnesota Reporting of rgatment of Vulnerable Adults Act, Minn. Stat. 626.557,
and to evaluate compliance wit cable licensing standards for the provider type.

Initial Investigation AIIega?n%s): The alleged perpetrator (AP) financially exploited the resident
when the resident’s mgeNca®ion was diverted for personal use.

&

Investigative Fingi&s'and Conclusion: The Minnesota Department of Health determined
financial explo€gtjon was substantiated. The AP was responsible for the maltreatment. Over a
two-weekéuﬁ, the AP signed out tramadol (a narcotic medication) that was not requested
and wa@ eceived by the resident.

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted law enforcement. The
investigation included review of the resident record, facility internal investigation, facility
incident reports, personnel files, staff schedules, law enforcement report and related facility
policy and procedures. Also, the investigator observed resident and facility staff interactions
during an onsite visit.



Page 2 of 5

The resident resided in an assisted living facility. The resident’s diagnoses included blindness,
rheumatoid arthritis and pain. The resident’s service plan included assistance with medication
management and administration and transfer assistance. The resident’s assessment indicated
the resident was alert and, although blind, is cognitively intact and able to request additional
pain medication as needed.

A concern arose the AP was administering tramadol without documenting the medication in the
medication administration record (EMAR). This act also raised the concern for drug diversion.

The timeline below shows the key events over a 23-day time period. Day number@sed in

lieu of dates. &\
Day 1 Q.v

The resident’s medical record indicated an order was received for tra to be given every
morning before getting out of bed. The order also indicated the r & could receive an
additional tramadol for pain one time per day if requested by th@dent.

O
ay {@C)

The residents medical record indicated a tramadol wa?; d out of the narcotic logbook (a log
that indicates when staff members remove narcotigs frdm supply), and the AP initialed and
dated the medication card next to where the do& located.

A review of the residents EMAR or did not &%e documentation the medication was
administered to the resident. Q/

Day 3
The residents medical record ed a tramadol was signhed out of the narcotic logbook, and
the AP initialed the medlcatlo rd next to where the dose was located.

A review of the resid IVIAR or did not include documentation the medication was
administered to th %ﬁdent

Day 4 QQ/

The residg®¥s,medical record indicated a tramadol was signed out of the narcotic logbook, and
the AP i ed the medication card next to where the dose was located.

A review of the residents EMAR or did not include documentation the medication was
administered to the resident.

Day 5

The residents medical record indicated a tramadol was signed out of the narcotic logbook,
documented in the EMAR and the AP initialed the medication card next to where the dose was
located.
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Day 6
Coaching completed with AP, medication administration and documentation was reviewed.

Days 8, 11, 12, 13, 14, 16 and 18
The resident’s medical record indicated that on the days when the AP worked (Days 8, 11, 12,
13, 14, 16, and 18) the resident received an additional tramadol dose for pain.

No other unlicensed caregivers administered additional doses of tramadol on the daygthe AP

was not working.
&\0
Day 19

A facility report indicated the nurse manager spoke with the resident an Qggsident reported
she did not receive an additional tramadol dose over the weekend, n he AP ask her if an
additional tramadol dose was needed. [Day 19 was a Monday.] %\

During an interview, the nurse manager stated she implemen@§ new policy on day 19 where
the unlicensed caregivers needed to notify a nurse befo@ymnistering PRN medications.

medication card indicated no additional doses of adol were documented as given.

Day 20 &Q

The AP worked on this day. A review of I@esident’s EMAR, narcotic logbook and medication
card indicated no additional doses of adol were documented as given.

Day 21 and 22 :
The AP was not working on dQ? or 22; a review of the resident’s EMAR, narcotic logbook and
medication card indicated Yoradditional doses of tramadol were documented as given.

Day 23 A{Q/Q

During an inter 'éw, he nurse manager stated on day 23 the unlicensed caregivers were
notified she be out of the building for a period of time during that day. The AP asked
what she @ d do if the resident needed an additional tramadol dose, due to the new process.
The nur anager stated instructions were given to the AP and unlicensed caregiver #1 to
administer the dose together.

The AP was not working on day 19; a review of the g&\t’s EMAR, narcotic logbook and

During an interview regarding day 23, unlicensed caregiver #1 stated she was working with the
AP and received instructions from the nurse manager to administer any additional doses of
tramadol with both caregivers present. Unlicensed caregiver #1 stated she was in the laundry
room and when she came out, the AP stated she forgot and gave an additional tramadol dose to
the resident. The AP then told unlicensed caregiver #1 if anyone asked to tell them she saw the
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AP give the resident the tramadol dose. Unlicensed caregiver #1 later reported the incident to
her supervisor and later to the nurse manager.

A facility internal investigation report indicated the AP failed to follow instructions given by the
nurse manager to have two caregivers present when administering the tramadol. The AP
administered the pain medication alone then told the unlicensed caregiver working with her, “if
anyone asks, tell them you saw me give it [the narcotic medication]”. The form indicated the
resident stated she had not requested the narcotic pain medication, nor did she receive the
narcotic medication. %

During an interview with the caregiver manager, it was reported that on day 6&&Qing Was
completed when tramadol was signed out of narcotic logbhook and the AP’s iN¥%als were on the
medication card, but no documentation was found in the EMAR. The AP e-educated on
proper procedure of medication administration and documentation. regiver manager
stated after learning on day 23 the AP had another incident regards e resident, The AP was
suspended to investigate. The caregiver manager thought it w nge that when the AP was
notified of the suspension, she did not question the reason sf@/ s suspended.

A review of the resident’s narcotic logbook and EMARggfnentation indicated the AP was the
only caregiver between day 1 and day 23 to docum@ iving additional tramadol dose.

A review of the AP’s employee file indicated tIQ@received training regarding medication
administration, medication administration fggords, and narcotic control books on day 6 and
during her orientation period less than ear prior to the incident.

During an interview, the resident @ she only takes her pain medication once per day before
she gets out of bed in the morg@and can take an additional pill once per day but does not like

to take it.
v

Attempts to contact @P were not successful.

In conclusion, t&/ innesota Department of Health determined financial exploitation was
substantiated.

Substan%(’ed: Minnesota Statutes, section 626.5572, Subdivision 19.
“Substantiated” means a preponderance of evidence shows that an act that meets the
definition of maltreatment occurred.

Financial exploitation: Minnesota Statutes, section 626.5572, subdivision 9
"Financial exploitation” means:

(b) In the absence of legal authority a person:

(1) willfully uses, withholds, or disposes of funds or property of a vulnerable adult;
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(2) obtains for the actor or another the performance of services by a third person for the
wrongful profit or advantage of the actor or another to the detriment of the vulnerable adult;
(3) acquires possession or control of, or an interest in, funds or property of a vulnerable adult
through the use of undue influence, harassment, duress, deception, or fraud; or

(4) forces, compels, coerces, or entices a vulnerable adult against the vulnerable adult's will to
perform services for the profit or advantage of another.

Vulnerable Adult interviewed: Yes
Family/Responsible Party interviewed: Not applicable; the resident was independe@ith

decision-making \O

Alleged Perpetrator interviewed: Attempts to contact AP were not successful&

Action taken by facility: Facility conducted an internal investigation, notj @-E;v enforcement
and ended employment with AP. Q

Action taken by the Minnesota Department of Health: The fac@as issued a correction
order regarding the vulnerable adult’s right to be free from n@ atment.

O

To view a copy of the Statement of Deficiencies and/orQ%ection orders, please visit:

https://www.health.state.mn.us/facilities/reguIacgmirectory/provcompselect.html

You may also call 651-201-4200 to receive &c%/ via mail or email.

S

The responsible party will be notified %feir right to appeal the maltreatment finding. If
maltreatment is substantiated agaf Qn identified employee, this report will be submitted to
the nurse aide registry for possi clusion of the finding on the abuse registry and/or to the
Minnesota Department of HLQ'a'n Services for possible disqualification in accordance with the
provisions of the backgrou%tudy requirements under Minnesota 245C.

O
Q{g,

The Offi mbudsman for Long Term Care
The W?’of Ombudsman for Mental Health and Developmental Disabilities

Ri@ nty Attorney

ault City Attorney
Faribault Police Department
Department of Human Services (DHS) Background Study Unit
MN Department of Human Services
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ASSISTED LIVING PROVIDER CORRECTION
ORDER

In accordance with Minnesota Statutes, section
144G .08 to 144G .95, these correction orders are
Issued pursuant to a complaint investigation.

Determination of whether a violation is corrected
requires compliance with all requirements
provided at the statute number indicated below.
When a Minnesota Statute contains several
items, failure to comply with any of the items will
be considered lack of compliance.
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On December 3, 2025, the Minnesota
Department of Health conducted a @nt
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of the complaint investigation, e were 49
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144G .91 Subd. 8 Freedom from maltreatment

Residents have the right to be free from physical,
sexual, and emotional abuse; neglect; financial
exploitation; and all forms of maltreatment
covered under the Vulnerable Adults Act.
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