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Facility Type: Hospice Evaluator’s Name: Carol Moroney RN,
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Finding: Substantiated, individual responsibility

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 alleged perpetrator (AP) financially exploited patients when she diverted controlled

substance medications.

Investigative Findings and Conclusion:
The Minnesota Department of Health determined financial exploitation was substantiated. The
AP was responsible for the maltreatment. The AP diverted 24 patients’ controlled substance

medications.

The investigator conducted interviews with facility staff members, physician staff, and
pharmacy staff. The investigator reviewed facility records, the facility internal investigation and
pharmacy records. The investigator also interviewed law enforcement. The AP declined to be
interviewed.

An equal opportunity employer.
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The patients received hospice services and lived in their own homes. The patients’ required a
hospice registered nurse (RN) visit their homes to provide assessments, medication monitoring,
pain assessments and overall medical care. The RN responsibility included contacting the
patients’ provider for any needed pain medications.

The hospice agency’s process for requesting and transcribing medication orders included the RN
contacting the provider and discussing medication needs over the phone. The nurse then
updates the electronic medication administration record (eMAR) with the verbal order which
then syncs to the e-prescribing system. When the provider completes the prescription through
the e-prescribing system, it automatically submits the prescription to the agency’s primary
pharmacy. The primary pharmacy fills prescriptions and mails them directly to the patient’s
home. If the medication requires a fill at a local pharmacy, the pharmacy delivers the
medication to the patient’s home. The agency process does allow in emergent situations
(urgent medication not available at the primary pharmacy, new admission, etc.) for the RN to
manually enter the prescription into the e-prescribing software but is required to also enter the
prescription manually into the eMAR.

The agency investigation indicated the AP stated she fraudulently acquired oxycodone (a
narcotic pain medication) and other controlled substances by deceiving the provider into issuing
prescriptions for patients when they did not clinically require the controlled substance. The AP
contacted the provider and provided false clinical information about the patients. The AP then
manually entered the prescription order into the e-prescribing software but did not update the
eMAR in the facility’s electronic health records to avoid the new medication order from being
known to others. In doing so, the AP bypassed the safety systems of checking the medication
transcription into the eMAR. After the AP contacted the provider and received the medication
order, the AP took the prescription order to a local pharmacy (not the hospice agency
pharmacy) to have the medications filled and provided into her custody. The AP used the same
method of diversion for all 24 patients.

Review of the patients” medical records and MARs indicated the patients did not have a clinical
need for the medications the AP had requested to be ordered.

The agency investigation determined the AP likely diverted over 13,400 doses of 20 milligram
(mg) oxycodone, 930 doses of 5 mg oxycodone, almost 4,900 doses of 10 mg oxycodone, 240
doses of 30 mg oxycodone, 30 doses of extended release 60 mg oxycodone, 230 doses of
hydromorphone (narcotic pain medication), 51 fentanyl patches, and 30 doses of tramadol
(controlled pain medication). This totaled 19,811 diverted controlled medications between the
24 patients. The patients had no knowledge the AP used their names to divert the medications.

The agency investigation indicated the pharmacy provided a list to the agency of patients who
had numerous prescriptions for oxycodone that were filled and picked up by the AP. Two of the
patients had recently died and the agency staff who went to the home of the death, found no
oxycodone at either house.
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During an interview, the provider stated when a nurse called and requested pain medication
and if the symptoms reported to the provider were consistent with the request, the provider
would prescribe the requested medications.

During an interview, the pharmacist stated their pharmacy identified the concern of missing
medications. The pharmacist noticed the same nurse (the AP) requested excessive amounts of
pain medications for a variety of different patients, in a very short period. The pharmacist
reported it. The pharmacist said they always monitor for excessive pain prescriptions filled by
the same nurse.

The law enforcement report indicated the AP was pulled over by police for driving recklessly.
When pulled over, law enforcement found the patient’s medications. When asked, the AP said
she was a hospice nurse and was delivering medications to the patients. The AP said she was
under investigation by her employer for stealing medications. The police officer searched the
AP’s car and found empty medication packaging, pill bottles and a small lockbox with the label
“Property of [Agency]” on it.

During an interview, law enforcement stated the AP said she had stolen the narcotics to sell
them.

The AP declined an interview with the investigator.

The agency addressed the diversion of patients’ medication billing, and the patients
were not impacted financially. Due to the nature of diversion, interviews with the
patients were not conducted.

The agency completed re-education with all the nurses about the proper procedure for
medication management. The agency completed education with clinical leadership to ensure
medications are reconciled properly. The agency provided education to the provider involved.
The agency also completed a full implementation of a new e-prescriber dose spot eliminating
risk associated with previous vendor. The AP is no longer employed by the agency.

In conclusion, the Minnesota Department of Health determined financial exploitation was
substantiated

Substantiated: 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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(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

Vulnerable Adult interviewed: No. See report.
Family/Responsible Party interviewed: No. See report.
Alleged Perpetrator interviewed: Attempted, but the AP declined an interview.

Action taken by facility:

The agency conducted an internal investigation into the diversion. The agency completed
re-education with all of the nurses about the proper procedure for medication management.
The agency completed education with clinical leadership to ensure medications are reconciled
properly. The agency provided education to the provider involved. The agency also completed a
full implementation of a new e-prescriber dose spot eliminating risk associated with previous
vendor. The AP is no longer employed by the agency.

Action taken by the Minnesota Department of Health:
The facility was issued a correction order regarding the vulnerable adult’s right to be free from
maltreatment.

The responsible party will be notified of their right to appeal the maltreatment finding. If the
maltreatment is substantiated against an identified employee, this report will be submitted to
the nurse aide registry for possible inclusion of the finding on the abuse registry and/or to the
Minnesota Department of Human Services for possible disqualification in accordance with the
provisions of the background study requirements under Minnesota 245C.

cC:
The Office of Ombudsman for Long Term Care
The Office of Ombudsman for Mental Health and Developmental Disabilities
Itasca County Attorney
Grand Rapids City Attorney
Grand Rapids Department
Minnesota Board of Nursing
Drug Enforcement Administration
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