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Develop and implement policies and procedures to prevent abuse, neglect, and theft.

Based on observation, interview, and document review, the facility failed to follow the policy
following a report of an allegation of a suspicion of a crime and/or neglect of duty of residents, when
an allegation of illicit substance use while on duty by 1 of 1 staff (licensed practical nurse (LPN-A)
occurred and immediately suspend LPN-A pending the investigation. Findings include: Review of the
3/23/26, complainant report to the SA identified on 3/22/26, nursing assistant (NA)-A witnessed
licensed practical nurse (LPN)-A smoking what appeared to be methamphetamine and contacted the
charge nurse on duty (RN-B) and the director of nursing (DON). NA-A was told by the DON that there
was no proof. NA-A then sent a video and picture (unknown route) of LPN-A allegedly smoking
methamphetamine, however, the DON did not reply to that communication. The administrator was
notified around 2:30 p.m., on 3/22/26 and only responded to NA-A, thank you. NA-A also contacted the
sheriff's office to report the incident while LPN-A was still working his shift. NA-A was concerned for
vulnerable adults that LPN-A was caring for and was advised to contact the SA. There was no
mention NA-A had advised the sheriff's office she had photo and video evidence supporting her claim.
Review of the 1/1/26, facility Employee Handbook identified all employees were responsible for
helping to prevent and eliminate conditions which may cause accidents to residents, employees, or
visitors. Staff were to report concerns to their department manager. Failure by a licensed personnel
member (registered nurse, licensed practical nurse, certified nursing assistant) to meet professional
obligations may result in mandatory reporting to the appropriate licensing board under state law and
facility policy. The facility prohibited retaliation against any employee who, in good faith, reported
misconduct, safety concerns, or violations of the Vulnerable Adult Act, or who participated in any
investigation. There was no mention in the handbook about use of illicit substances being prohibited
in the handbook. Interview on 7/21/26 at 4:00 p.m., with the administrator identified that she had seen
the video that NA-A had sent to the DON. She stated, you could not even tell who it was. it was
unclear. The facility had completed an investigation. She did not have the video when asked to view
it, but the DON had it on her phone. Per the facility policy, staff could not video another employee
without their permission and the employee who made the complaint, was no longer employed at the
facility. The administrator felt the employee left when she did not get the maintenance position she
had applied for. She confirmed LPN-A was the nurse that NA-A made the complaint about. She
reported an investigation had been completed, and she had called and spoke to LPN-A that day, and
the DON had spoke to the other nurse on duty (RN-B). RN-B had reported to the DON nothing was
going on or different about LPN-A. A copy of the investigation the facility completed was requested.
Interview on 7/21/26 at 4:15 p.m., with DON identified she no longer had the video as that was back in
March 2026. The DON reported there were no incidents that day while LPN-A was working, no
medication errors or anything. The facility did not drug test their employees, so they did not have
LPN-A complete a drug test following the allegation. She revealed that NA-A was very upset that she
(continued on next page)
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did not get a position she had applied for, and things had just become different, and she was more
disgruntled after not getting the maintenance position she had wanted. Review of 3/22/26, facility
investigation identified the administrator had received a call from the DON at 1:55 p.m., informing her
that she had been notified via phone from RN-B that NA-A allegedly had seen LPN-A out in the parking
lot, on his break, in his car smoking something that was potentially drugs. NA-A reported LPN-A had
taken excessive breaks that day. NA-A had sent the DON a video of LPN-A in the car smoking. The
DON spoke to RN-B regarding the reported allegation, and RN-B had reported that she did not think
LPN-A was intoxicated or impaired at all. The administrator spoke to NA-A at 2:49 p.m. and received a
video of the incident stating the DON had not responded to her report, and she wanted to be sure it
had been reported to the administrator. At that time, the administrator responded to NA-A she would
follow up on the incident and thanked her for bringing it to her attention. The administrator identified
she had spoken to LPN-A and he did not appear intoxicated to her. She had asked him about how he
was feeling, and about his breaks being excessive. LPN-A responded he did not feel his breaks had
been excessive and assured her that he would keep a better eye on the timing of his breaks. He also
reported feeling fine and he was doing his job. The investigation identified the video was shown to the
pharmacist, and he stated that the video was very difficult to see, and it could potentially be a
medical device in the video. The pharmacist agreed with the administrator and DON that the video
was unclear who was in the vehicle and what was being smoked. The administrator noted in the
investigation per the facility policy, that videotaping of a fellow employee without their knowledge
while on break was prohibited. The allegation was unsubstantiated based on the information provided.
There was no mention the administrator had performed a thorough investigation consisting of asking
residents if their cares were delayed or not completed, if the facility had reviewed any medical
records to identify potential neglect, medication errors, etc while LPN-A was working that day. There
was also no mention in the investigation that the administrator had interviewed other staff or families
about the concerns or had interviewed NA-A in depth about her concerns. There was also no
indication if a suspicion of alleged drug use occurred, that the facility had reviewed their controlled
medications to identify if potential diversion had taken place nor was there evidence they had called
law enforcement (LE) for them to conduct an investigation or view the evidence supplied by NA-A, or
had immediately suspended LPN-A while the investigation occurred. Interview on 7/22/26 at 9:01
a.m., with NA-A identified on 3/22/26, RN-B and LPN-A were the nurses on duty for the shift. LPN-A
had spent a lot of time in his car, and NA-A, along with another unidentified staff, had been keeping
track of LPN-A taking breaks. LPN-A had only been in the building for approximately 2 of NA-A's
8-hour shift. LPN-A was seen smoking in his car from some kind of a pipe. NA-A reported she had a
picture and a video, and you could see that it was a long glass pipe he was lighting from the bottom.
She stated from what she found on google search, she believed it was a methamphetamine pipe. She
reported there was another NA that had witnessed LPN-A, who also thought the same thing. NA-A
reported she had followed the chain-of-command and reported her concern to the RN-B. RN-B called
and reported the concern to the DON but nothing was done. LPN-A remained at work. NA-A stated she
shared the video with the facility and then was told there was no way to prove what he was doing,
and it was probably a vape that he was smoking. The next day that she had worked, the DON told her
to come to her office and when NA-A asked what it was about, the DON had replied she would be told
once in the office. NA-A had asked for a witness to be present, and the DON had RN-B join. NA-A also
asked if she could record the conversation and was told she was not allowed to record. The DON was
reported to have yelled at her saying she was just spreading rumors and ruining the reputation of
other employees. Once she started to scream at her, she walked out of the office. She then asked
(continued on next page)
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RN-B to write what happened in that meeting and RN-B refused. NA-A said LPN-A worked his entire
shift that day. NA-A stated she had reported LPN-A because LPN-A was responsible for taking care
of vulnerable adults and passing their medication, and she was worried if he was under the influence,
that he could mess up. She further revealed that she had told LPN-A earlier that day on 3/22/26,
about a resident who reported abdominal pain, and LPN-A replied to NA-A it was probably just gas
pain and never checked on that resident. Throughout the shift, LPN-A would pass some medications,
and then go out and sit in his car. This was not unusual for LPN-A though, and that was why NA-A
said they were keeping track of how much he was out in his car, so that they could report back to the
DON as it was a common occurrence. NA then stated she had the picture and video of LPN-A and
would share it with the SA surveyors. Review of the video NA-A provided showed a male, (LPN-A)
sitting in a car, slumped over to his right side. LPN-A then sat upright and was observed to be
wearing a gray or blue jacket/sweatshirt type clothing with white writing on it, holding an object to
his mouth in his left hand that had a long cylinder-shaped stem pipe-like object, that had a round
sphere-like ball at the end and was shiny in appearance. The still picture NA-A provided showed
LPN-A holding this pipe-like object grasped in his left hand, wearing the same clothing. LPN-A had on
glasses and had short hair in both the video and the still picture. Review of LPN-A's personnel file
identified LPN-A had satisfactory reviews in 2021 and 2023. In 2024, LPN-A has satisfactory in all but
one column labeled, reports to work on time/attendance which was noted to need improvement.
LPN-A's 2026 review, performed on 3/23/26, one day after the incident, identified he was
satisfactory with work performance, however there was a note Reminder to watch breaks, be ready
to work by 2 (often coming in a few minutes after). No disciplinary action was noted in his file. No
2025 employee review was submitted. Interview on 7/22/26 at 9:49 a.m., with RN-B identified she had
worked on 3/22/26. RN-B reported during morning break LPN-A was out in his car and gone for quite
some time. over an hour. RN-B had looked outside and seen LPN-A sitting in his car smoking some
type of pipe. RN-B stated she then called her supervisor (the DON) and reported this and told her there
was another employee (NA-A) who thought he was smoking something like a drug. The supervisor
said, we could not assume [it was illegal substances]. She reported she did not notice any
impairment in LPN-A herself upon his return. LPN-A does go out to his car a lot and that was not
unusual for him. LPN-A tended to take more breaks than anyone else. It was frustrating when he
takes excessive breaks because she ended up covering any (resident) behaviors, alarms, or anything
else that happens on his assigned hall when he was not there to do his part. LPN-A would often go
out to his car to smoke or sleep. RN-B had not witnessed any concerns with LPN-A that day and she
reported she had kept an eye on him the entire shift to make sure he was doing everything he was
supposed to be doing. RN-B said she never felt like LPN-A was impaired and did not observe signs of
impairment. RN-B had not noted how she assessed LPN-A for signs of potential impairment. RN-B
made no mention if she had been advised to perform any tasks to ensure resident safety had occurred
while LPN-A was outside the facility in the parking lot, or if she should have performed any other
procedures, or that the DON was going to come to the facility on 3/22/26 (Sunday) to immediately
perform investigative tasks or follow facility policy by immediately suspending LPN-A, pending an
investigation. Interview on 7/22/26 at 12:52 p.m., with the consulting pharmacist (RPh) identified he
had been shown the video and reported it was very grainy. The video was of a male in his car, and he
looked like he was leaning down using some kind of inhalation [device]. The question posed (to him)
was, could this person be smoking a crack pipe? In his opinion, usually with that type of pipe you
would see visual smoke. He was unable to determine if the male was or wasn't using a pipe. He
reported his first impression was that this person may be using an albuterol inhaler or Symbicort for
(continued on next page)
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something like asthma. The pharmacist was unable to recall if he was at the facility when he
reviewed the video or if it had been sent the video to review. He reported he was asked to give his
opinion, and his first reaction was that this was not proof of anything, this was just someone inhaling
something. When asked specifically by the facility if it looked like methamphetamine, the answer was
unlikely because you would have seen a flame and a cloud of smoke. It was not clear what experience
and/or training RPh had in identifying illicit substance use/abuse or specific paraphernalia used.
Interview on 7/22/26 at 11:09 a.m., with local police department dispatch identified that they had
received a call at 4:44 p.m. on 3/22/26, for a report of an employee who was suspected of smoking a
pipe. The deputy assigned reported that he recalled the individual was not at the facility by the time
he got the report (unknown time). He was unaware of any video or picture of the event but would have
liked to have had that information at the time of the incident. The hard part about the situation was a
person can have all the drugs in their system that they want, but he would have had to have physical
evidence and probable cause to search the individual. As he recalled, he heard about the incident after
the fact, so there was not really anything he could do about it. The courts would consider the video
now as stale evidence at this point. Interview on 7/22/26 at 1:52 p.m., with DON and assistant
director of nursing (ADON) identified the DON stated when asked if the facility was to report an
allegation of a suspicion of a crime to law enforcement, that she would need to review the regulation
and the policy. The ADON stated in review of the video that was sent to the facility, management was
not able to confirm the video had taken place on the property. The DON reported the RN on duty at the
time (RN-B) assessed LPN-A. He did not appear to be impaired, so she felt there was no suspicion of
a crime. She revealed LPN-A was a smoker and had a history of taking excessive breaks. The ADON
then stated, was it even legal that she recorded him? The DON reported the facility did not report to
law enforcement or make a SA report, as they felt they did not have suspicion of LPN-A committing a
crime. She reported she did not suspend LPN-A, but they did start an investigation at the time. The
video was not provided when the concern was first brought to the DON's attention. the video came
later that day (3/22/26). NA-A did not believe RN-B did anything after she reported it to her, so that
was when NA-A sent the video to the DON. The DON reported in their interpretation of the report and
video, they did not feel the report warranted a call to the police or notification to the SA, but the
matter was investigated. The DON again stated that RN-B assessed LPN-A and determined he was
not impaired so there was not suspicion of a crime that needed to be reported. The DON did confirm
an allegation could be considered suspicion however, LPN-A was assessed and had no impairment so
there was no need to call the police. The DON and ADON made no mention of any specific training
RN-B had to identify illicit drug use and/or impairment from use for appropriate assessment. LPN-A's
timecard was requested for 3/22/26, but not provided by the end of survey. Follow-up email was sent
7/23/26 requesting that information again. Review of the 1/1/26, Employee Handbook identified
absence from duty was related to call-in's, however excessive breaks were not mentioned. Use of
camera phones for the purpose of photographing residents without their consent was strictly
prohibited. There was no such prohibition on taking pictures of staff in outdoor spaces. The facility
was to make timely and thorough investigations of all reports and allegations of abuse (and neglect).
All members of staff were responsible for helping prevent and eliminate conditions which may cause
accidents to residents. Supervisors were to use a progressive process on dealing with work habits
that required corrective action. They were to have an employee conference, notice of concern, then a
final notice of performance improvement, followed by termination of employment. All staff were
mandatory reporters. There was no mention of potential drug use by staff in the employee hand book.
Review of the current, undated Abuse Prevention Policy and Plan identified it was the policy of the
(continued on next page)
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facility to protect residents who, because of physical or mental disability were dependent on
institutional services and were particularly vulnerable to abuse and neglect, to provide safe living
environments for vulnerable adults, and assist persons charged with care to provide safe
environments. All reports were to be investigated. The facility policy was to orientate, maintain, and
follow the abuse prevention plan at all times. A report was required when a mandated reported has
reason to believe that a vulnerable adult is being, or has been maltreated (abuse, neglect, financial
exploitation, et. Al). Residents of the facility had the right to be free from all types of abuse including
verbal, sexual, physical, and mental abuse, corporal punishment, mistreatment, neglect/deprivation,
injuries of unknown source (unexplained injuries), misappropriation of resident property, and
involuntary seclusion. Definitions included in the policy were:Neglect was defined as a failure of the
facility, its employees or service providers, to provide goods and services necessary to a resident to
avoid physical harm, pain, mental anguish, or emotional distress. Willful was defined as an individual
must have acted deliberately not that the individual must have intended to inflict injury or harm.
Depravation of goods and services was defined as depriving residents of services that are necessary
to provide care but choosing not to do it. The policy further noted signs of actual physical neglect
included inadequate provision of care and a caregiver that was indifferent to residents' personal care
and needs. Staff were to report incidents, findings, and corrective measures to appropriate agencies
as outlined in the facility's abuse reporting policy. Investigating abuse would be done by the charge
nurse, DON, SSD and/or the administrator. The interview was to consist of:Interview person(s)
reporting the abuse.Interview any witnesses that may have knowledge of the abuse (or
neglect).Interview resident (as appropriate).Interview employees of any accused abuse (or
neglect).Interview staff persons having contact with resident during the shift of alleged
abuseInterview with resident roommates (if applicable), family and visitors.In the case of abuse, an
appropriate report form was to be completed, and the information recorded in the resident's medical
chart.Alleged or suspected cases of abuse (or neglect) that are reported, the Administrator, Social
Services Designee or Director of Nursing was to notify the following agencies of the
incident:Minnesota Department of Health.Resident Representative.Law Enforcement.During the
investigation, accused employees were to be reassigned to non-resident contact duties or suspended
with or without pay until the investigation has been completed. Reporting abuse (or neglect) was to
be done immediately upon discovery. Initial reports of abuse (or neglect) were to be reported to MDH,
via a secure web site, immediately (not later than 2 hours) of discovery of the incident after forming
the suspicion of abuse (or neglect).
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Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Based on observation, interview, and document review, the facility failed to report an allegation of a
suspicion of a crime and/or neglect of duty of residents to the State Agency (SA) and Law
Enforcement when an allegation of illicit substance use while on duty by 1 of 1 staff (licensed
practical nurse (LPN-A) was reported to management. Findings include: Review of the 3/23/26,
complainant report to the SA identified on 3/22/26, nursing assistant (NA)-A witnessed licensed
practical nurse (LPN)-A smoking what appeared to be methamphetamine and contacted the charge
nurse on duty (RN-B) and the director of nursing (DON). NA-A was told by the DON that there was no
proof. NA-A then sent a video and picture (unknown route) of LPN-A allegedly smoking
methamphetamine, however, the DON did not reply to that communication. The administrator was
notified around 2:30 p.m., on 3/22/26 and only responded to NA-A, thank you. NA-A also contacted the
sheriff's office to report the incident while LPN-A was still working his shift. NA-A was concerned for
vulnerable adults that LPN-A was caring for and was advised to contact the SA. There was no
mention NA-A had advised the sheriff's office she had photo and video evidence supporting her claim.
Review of the 1/1/26, facility Employee Handbook identified all employees were responsible for
helping to prevent and eliminate conditions which may cause accidents to residents, employees, or
visitors. Staff were to report concerns to their department manager. Failure by a licensed personnel
member (registered nurse, licensed practical nurse, certified nursing assistant) to meet professional
obligations may result in mandatory reporting to the appropriate licensing board under state law and
facility policy. The facility prohibited retaliation against any employee who, in good faith, reported
misconduct, safety concerns, or violations of the Vulnerable Adult Act, or who participated in any
investigation. There was no mention in the handbook about use of illicit substances being prohibited
in the handbook. Interview on 7/21/26 at 4:00 p.m., with the administrator identified that she had seen
the video that NA-A had sent to the DON. She stated, you could not even tell who it was. it was
unclear. The facility had completed an investigation. She did not have the video when asked to view
it, but the DON had it on her phone. Per the facility policy, staff could not video another employee
without their permission and the employee who made the complaint, was no longer employed at the
facility. The administrator felt the employee left when she did not get the maintenance position she
had applied for. She confirmed LPN-A was the nurse that NA-A made the complaint about. She
reported an investigation had been completed, and she had called and spoke to LPN-A that day, and
the DON had spoke to the other nurse on duty (RN-B). RN-B had reported to the DON nothing was
going on or different about LPN-A. A copy of the investigation the facility completed was requested.
Interview on 7/21/26 at 4:15 p.m., with DON identified she no longer had the video as that was back in
March 2026. The DON reported there were no incidents that day while LPN-A was working, no
medication errors or anything. The facility did not drug test their employees, so they did not have
LPN-A complete a drug test following the allegation. She revealed that NA-A was very upset that she
did not get a position she had applied for, and things had just become different, and she was more
disgruntled after not getting the maintenance position she had wanted. Review of 3/22/26, facility
investigation identified the administrator had received a call from the DON at 1:55 p.m., informing her
that she had been notified via phone from RN-B that NA-A allegedly had seen LPN-A out in the parking
lot, on his break, in his car smoking something that was potentially drugs. NA-A reported LPN-A had
taken excessive breaks that day. NA-A had sent the DON a video of LPN-A in the car smoking. The
DON spoke to RN-B regarding the reported allegation, and RN-B had reported that she did not think
(continued on next page)
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LPN-A was intoxicated or impaired at all. The administrator spoke to NA-A at 2:49 p.m. and received a
video of the incident stating the DON had not responded to her report, and she wanted to be sure it
had been reported to the administrator. At that time, the administrator responded to NA-A she would
follow up on the incident and thanked her for bringing it to her attention. The administrator identified
she had spoken to LPN-A and he did not appear intoxicated to her. She had asked him about how he
was feeling, and about his breaks being excessive. LPN-A responded he did not feel his breaks had
been excessive and assured her that he would keep a better eye on the timing of his breaks. He also
reported feeling fine and he was doing his job. The investigation identified the video was shown to the
pharmacist, and he stated that the video was very difficult to see, and it could potentially be a
medical device in the video. The pharmacist agreed with the administrator and DON that the video
was unclear who was in the vehicle and what was being smoked. The administrator noted in the
investigation per the facility policy, that videotaping of a fellow employee without their knowledge
while on break was prohibited. The allegation was unsubstantiated based on the information provided.
There was no mention the administrator had performed a thorough investigation consisting of asking
residents if their cares were delayed or not completed, if the facility had reviewed any medical
records to identify potential neglect, medication errors, etc while LPN-A was working that day. There
was also no mention in the investigation that the administrator had interviewed other staff or families
about the concerns or had interviewed NA-A in depth about her concerns. There was also no
indication if a suspicion of alleged drug use occurred, that the facility had reviewed their controlled
medications to identify if potential diversion had taken place nor was there evidence they had called
law enforcement (LE) for them to conduct an investigation or view the evidence supplied by NA-A, or
had immediately suspended LPN-A while the investigation occurred. Interview on 7/22/26 at 9:01
a.m., with NA-A identified on 3/22/26, RN-B and LPN-A were the nurses on duty for the shift. LPN-A
had spent a lot of time in his car, and NA-A, along with another unidentified staff, had been keeping
track of LPN-A taking breaks. LPN-A had only been in the building for approximately 2 of NA-A's
8-hour shift. LPN-A was seen smoking in his car from some kind of a pipe. NA-A reported she had a
picture and a video, and you could see that it was a long glass pipe he was lighting from the bottom.
She stated from what she found on google search, she believed it was a methamphetamine pipe. She
reported there was another NA that had witnessed LPN-A, who also thought the same thing. NA-A
reported she had followed the chain-of-command and reported her concern to the RN-B. RN-B called
and reported the concern to the DON but nothing was done. LPN-A remained at work. NA-A stated she
shared the video with the facility and then was told there was no way to prove what he was doing,
and it was probably a vape that he was smoking. The next day that she had worked, the DON told her
to come to her office and when NA-A asked what it was about, the DON had replied she would be told
once in the office. NA-A had asked for a witness to be present, and the DON had RN-B join. NA-A also
asked if she could record the conversation and was told she was not allowed to record. The DON was
reported to have yelled at her saying she was just spreading rumors and ruining the reputation of
other employees. Once she started to scream at her, she walked out of the office. She then asked
RN-B to write what happened in that meeting and RN-B refused. NA-A said LPN-A worked his entire
shift that day. NA-A stated she had reported LPN-A because LPN-A was responsible for taking care
of vulnerable adults and passing their medication, and she was worried if he was under the influence,
that he could mess up. She further revealed that she had told LPN-A earlier that day on 3/22/26,
about a resident who reported abdominal pain, and LPN-A replied to NA-A it was probably just gas
pain and never checked on that resident. Throughout the shift, LPN-A would pass some medications,
and then go out and sit in his car. This was not unusual for LPN-A though, and that was why NA-A
(continued on next page)
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said they were keeping track of how much he was out in his car, so that they could report back to the
DON as it was a common occurrence. NA-A then stated she had the picture and video of LPN-A and
would share it with the SA surveyors. Review of the video NA-A provided showed a male, (LPN-A)
sitting in a car, slumped over to his right side. LPN-A then sat upright and was observed to be
wearing a gray or blue jacket/sweatshirt type clothing with white writing on it, holding an object to
his mouth in his left hand that had a long cylinder-shaped stem pipe-like object, that had a round
sphere-like ball at the end and was shiny in appearance. The still picture NA-A provided showed
LPN-A holding this pipe-like object grasped in his left hand, wearing the same clothing. LPN-A had on
glasses and had short hair in both the video and the still picture. Review of LPN-A's personnel file
identified LPN-A had satisfactory reviews in 2021 and 2023. In 2024, LPN-A has satisfactory in all but
one column labeled, reports to work on time/attendance which was noted to need improvement.
LPN-A's 2026 review, performed on 3/23/26, one day after the incident, identified he was
satisfactory with work performance, however there was a note Reminder to watch breaks, be ready
to work by 2 (often coming in a few minutes after). No disciplinary action was noted in his file. No
2025 employee review was submitted. Interview on 7/22/26 at 9:49 a.m., with RN-B identified she had
worked on 3/22/26. RN-B reported during morning break LPN-A was out in his car and gone for quite
some time. over an hour. RN-B had looked outside and seen LPN-A sitting in his car smoking some
type of pipe. RN-B stated she then called her supervisor (the DON) and reported this and told her there
was another employee (NA-A) who thought he was smoking something like a drug. The supervisor
said, we could not assume [it was illegal substances]. She reported she did not notice any
impairment in LPN-A herself upon his return. LPN-A does go out to his car a lot and that was not
unusual for him. LPN-A tended to take more breaks than anyone else. It was frustrating when he
takes excessive breaks because she ended up covering any (resident) behaviors, alarms, or anything
else that happens on his assigned hall when he was not there to do his part. LPN-A would often go
out to his car to smoke or sleep. RN-B had not witnessed any concerns with LPN-A that day and she
reported she had kept an eye on him the entire shift to make sure he was doing everything he was
supposed to be doing. RN-B said she never felt like LPN-A was impaired and did not observe signs of
impairment. RN-B had not noted how she assessed LPN-A for signs of potential impairment. RN-B
made no mention if she had been advised to perform any tasks to ensure resident safety had occurred
while LPN-A was outside the facility in the parking lot, or if she should have performed any other
procedures, or that the DON was going to come to the facility on 3/22/26 (Sunday) to immediately
perform investigative tasks or follow facility policy by immediately suspending LPN-A, pending an
investigation. Interview on 7/22/26 at 12:52 p.m., with the consulting pharmacist (RPh) identified he
had been shown the video and reported it was very grainy. The video was of a male in his car, and he
looked like he was leaning down using some kind of inhalation [device]. The question posed (to him)
was, could this person be smoking a crack pipe? In his opinion, usually with that type of pipe you
would see visual smoke. He was unable to determine if the male was or wasn't using a pipe. He
reported his first impression was that this person may be using an albuterol inhaler or Symbicort for
something like asthma. The pharmacist was unable to recall if he was at the facility when he
reviewed the video or if it had been sent the video to review. He reported he was asked to give his
opinion, and his first reaction was that this was not proof of anything, this was just someone inhaling
something. When asked specifically by the facility if it looked like methamphetamine, the answer was
unlikely because you would have seen a flame and a cloud of smoke. It was not clear what experience
and/or training RPh had in identifying illicit substance use/abuse or specific paraphernalia used.
Interview on 7/22/26 at 11:09 a.m., with local police department dispatch identified that they had
(continued on next page)
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received a call at 4:44 p.m. on 3/22/26, for a report of an employee who was suspected of smoking a
pipe. The deputy assigned reported that he recalled the individual was not at the facility by the time
he got the report (unknown time). He was unaware of any video or picture of the event but would have
liked to have had that information at the time of the incident. The hard part about the situation was a
person can have all the drugs in their system that they want, but he would have had to have physical
evidence and probable cause to search the individual. As he recalled, he heard about the incident after
the fact, so there was not really anything he could do about it. The courts would consider the video
now as stale evidence at this point. Interview on 7/22/26 at 1:52 p.m., with DON and assistant
director of nursing (ADON) identified the DON stated when asked if the facility was to report an
allegation of a suspicion of a crime to law enforcement, that she would need to review the regulation
and the policy. The ADON stated in review of the video that was sent to the facility, management was
not able to confirm the video had taken place on the property. The DON reported the RN on duty at the
time (RN-B) assessed LPN-A. He did not appear to be impaired, so she felt there was no suspicion of
a crime. She revealed LPN-A was a smoker and had a history of taking excessive breaks. The ADON
then stated, was it even legal that she recorded him? The DON reported the facility did not report to
law enforcement or make a SA report, as they felt they did not have suspicion of LPN-A committing a
crime. She reported she did not suspend LPN-A, but they did start an investigation at the time. The
video was not provided when the concern was first brought to the DON's attention. the video came
later that day (3/22/26). NA-A did not believe RN-B did anything after she reported it to her, so that
was when NA-A sent the video to the DON. The DON reported in their interpretation of the report and
video, they did not feel the report warranted a call to the police or notification to the SA, but the
matter was investigated. The DON again stated that RN-B assessed LPN-A and determined he was
not impaired so there was not suspicion of a crime that needed to be reported. The DON did confirm
an allegation could be considered suspicion however, LPN-A was assessed and had no impairment so
there was no need to call the police. The DON and ADON made no mention of any specific training
RN-B had to identify illicit drug use and/or impairment from use for appropriate assessment. LPN-A's
timecard was requested for 3/22/26, but not provided by the end of survey. Follow-up email was sent
7/23/26 requesting that information again. Review of the 1/1/26, Employee Handbook identified
absence from duty was related to call-in's, however excessive breaks were not mentioned. Use of
camera phones for the purpose of photographing residents without their consent was strictly
prohibited. There was no such prohibition on taking pictures of staff in outdoor spaces. The facility
was to make timely and thorough investigations of all reports and allegations of abuse (and neglect).
All members of staff were responsible for helping prevent and eliminate conditions which may cause
accidents to residents. Supervisors were to use a progressive process on dealing with work habits
that required corrective action. They were to have an employee conference, notice of concern, then a
final notice of performance improvement, followed by termination of employment. All staff were
mandatory reporters. There was no mention of potential drug use by staff in the employee hand book.
Review of the current, undated Abuse Prevention Policy and Plan identified it was the policy of the
facility to protect residents who, because of physical or mental disability were dependent on
institutional services and were particularly vulnerable to abuse and neglect, to provide safe living
environments for vulnerable adults, and assist persons charged with care to provide safe
environments. All reports were to be investigated. The facility policy was to orientate, maintain, and
follow the abuse prevention plan at all times. A report was required when a mandated reported has
reason to believe that a vulnerable adult is being, or has been maltreated (abuse, neglect, financial
exploitation, et. Al). Residents of the facility had the right to be free from all types of abuse including
(continued on next page)
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verbal, sexual, physical, and mental abuse, corporal punishment, mistreatment, neglect/deprivation,
injuries of unknown source (unexplained injuries), misappropriation of resident property, and
involuntary seclusion. Definitions included in the policy were:Neglect was defined as a failure of the
facility, its employees or service providers, to provide goods and services necessary to a resident to
avoid physical harm, pain, mental anguish, or emotional distress. Willful was defined as an individual
must have acted deliberately not that the individual must have intended to inflict injury or harm.
Depravation of goods and services was defined as depriving residents of services that are necessary
to provide care but choosing not to do it. The policy further noted signs of actual physical neglect
included inadequate provision of care and a caregiver that was indifferent to residents' personal care
and needs. Staff were to report incidents, findings, and corrective measures to appropriate agencies
as outlined in the facility's abuse reporting policy. Investigating abuse would be done by the charge
nurse, DON, SSD and/or the administrator. The interview was to consist of:Interview person(s)
reporting the abuse.Interview any witnesses that may have knowledge of the abuse (or
neglect).Interview resident (as appropriate).Interview employees of any accused abuse (or
neglect).Interview staff persons having contact with resident during the shift of alleged
abuseInterview with resident roommates (if applicable), family and visitors.In the case of abuse, an
appropriate report form was to be completed, and the information recorded in the resident's medical
chart.Alleged or suspected cases of abuse (or neglect) that are reported, the Administrator, Social
Services Designee or Director of Nursing was to notify the following agencies of the
incident:Minnesota Department of Health.Resident Representative.Law Enforcement.During the
investigation, accused employees were to be reassigned to non-resident contact duties or suspended
with or without pay until the investigation has been completed. Reporting abuse (or neglect) was to
be done immediately upon discovery. Initial reports of abuse (or neglect) were to be reported to MDH,
via a secure web site, immediately (not later than 2 hours) of discovery of the incident after forming
the suspicion of abuse (or neglect).
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Respond appropriately to all alleged violations.

Based on observation, interview, and document review, the facility failed to thoroughly investigate an
allegation of a suspicion of a crime and/or neglect of duty of residents by 1 of 1 staff (licensed
practical nurse (LPN-A) who was reported to have used illicit substances while on duty. Findings
include: Review of the 3/23/26, complainant report to the SA identified on 3/22/26, nursing assistant
(NA)-A witnessed licensed practical nurse (LPN)-A smoking what appeared to be methamphetamine
and contacted the charge nurse on duty (RN-B) and the director of nursing (DON). NA-A was told by
the DON that there was no proof. NA-A then sent a video and picture (unknown route) of LPN-A
allegedly smoking methamphetamine, however, the DON did not reply to that communication. The
administrator was notified around 2:30 p.m., on 3/22/26 and only responded to NA-A, thank you. NA-A
also contacted the sheriff's office to report the incident while LPN-A was still working his shift. NA-A
was concerned for vulnerable adults that LPN-A was caring for and was advised to contact the SA.
There was no mention NA-A had advised the sheriff's office she had photo and video evidence
supporting her claim. Review of the 1/1/26, facility Employee Handbook identified all employees were
responsible for helping to prevent and eliminate conditions which may cause accidents to residents,
employees, or visitors. Staff were to report concerns to their department manager. Failure by a
licensed personnel member (registered nurse, licensed practical nurse, certified nursing assistant) to
meet professional obligations may result in mandatory reporting to the appropriate licensing board
under state law and facility policy. The facility prohibited retaliation against any employee who, in
good faith, reported misconduct, safety concerns, or violations of the Vulnerable Adult Act, or who
participated in any investigation. There was no mention in the handbook about use of illicit
substances being prohibited in the handbook. Interview on 7/21/26 at 4:00 p.m., with the
administrator identified that she had seen the video that NA-A had sent to the DON. She stated, you
could not even tell who it was. it was unclear. The facility had completed an investigation. She did not
have the video when asked to view it, but the DON had it on her phone. Per the facility policy, staff
could not video another employee without their permission and the employee who made the complaint,
was no longer employed at the facility. The administrator felt the employee left when she did not get
the maintenance position she had applied for. She confirmed LPN-A was the nurse that NA-A made
the complaint about. She reported an investigation had been completed, and she had called and spoke
to LPN-A that day, and the DON had spoke to the other nurse on duty (RN-B). RN-B had reported to the
DON nothing was going on or different about LPN-A. A copy of the investigation the facility completed
was requested. Interview on 7/21/26 at 4:15 p.m., with DON identified she no longer had the video as
that was back in March 2026. The DON reported there were no incidents that day while LPN-A was
working, no medication errors or anything. The facility did not drug test their employees, so they did
not have LPN-A complete a drug test following the allegation. She revealed that NA-A was very upset
that she did not get a position she had applied for, and things had just become different, and she was
more disgruntled after not getting the maintenance position she had wanted. Review of 3/22/26,
facility investigation identified the administrator had received a call from the DON at 1:55 p.m.,
informing her that she had been notified via phone from RN-B that NA-A allegedly had seen LPN-A out
in the parking lot, on his break, in his car smoking something that was potentially drugs. NA-A
reported LPN-A had taken excessive breaks that day. NA-A had sent the DON a video of LPN-A in the
car smoking. The DON spoke to RN-B regarding the reported allegation, and RN-B had reported that
she did not think LPN-A was intoxicated or impaired at all. The administrator spoke to NA-A at 2:49
p.m. and received a video of the incident stating the DON had not responded to her report, and she
(continued on next page)
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wanted to be sure it had been reported to the administrator. At that time, the administrator responded
to NA-A she would follow up on the incident and thanked her for bringing it to her attention. The
administrator identified she had spoken to LPN-A and he did not appear intoxicated to her. She had
asked him about how he was feeling, and about his breaks being excessive. LPN-A responded he did
not feel his breaks had been excessive and assured her that he would keep a better eye on the timing
of his breaks. He also reported feeling fine and he was doing his job. The investigation identified the
video was shown to the pharmacist, and he stated that the video was very difficult to see, and it
could potentially be a medical device in the video. The pharmacist agreed with the administrator and
DON that the video was unclear who was in the vehicle and what was being smoked. The
administrator noted in the investigation per the facility policy, that videotaping of a fellow employee
without their knowledge while on break was prohibited. The allegation was unsubstantiated based on
the information provided. There was no mention the administrator had performed a thorough
investigation consisting of asking residents if their cares were delayed or not completed, if the
facility had reviewed any medical records to identify potential neglect, medication errors, etc while
LPN-A was working that day. There was also no mention in the investigation that the administrator
had interviewed other staff or families about the concerns or had interviewed NA-A in depth about her
concerns. There was also no indication if a suspicion of alleged drug use occurred, that the facility
had reviewed their controlled medications to identify if potential diversion had taken place nor was
there evidence they had called law enforcement (LE) for them to conduct an investigation or view the
evidence supplied by NA-A, or had immediately suspended LPN-A while the investigation occurred.
Interview on 7/22/26 at 9:01 a.m., with NA-A identified on 3/22/26, RN-B and LPN-A were the nurses
on duty for the shift. LPN-A had spent a lot of time in his car, and NA-A, along with another
unidentified staff, had been keeping track of LPN-A taking breaks. LPN-A had only been in the building
for approximately 2 of NA-A's 8-hour shift. LPN-A was seen smoking in his car from some kind of a
pipe. NA-A reported she had a picture and a video, and you could see that it was a long glass pipe he
was lighting from the bottom. She stated from what she found on google search, she believed it was a
methamphetamine pipe. She reported there was another NA that had witnessed LPN-A, who also
thought the same thing. NA-A reported she had followed the chain-of-command and reported her
concern to the RN-B. RN-B called and reported the concern to the DON but nothing was done. LPN-A
remained at work. NA-A stated she shared the video with the facility and then was told there was no
way to prove what he was doing, and it was probably a vape that he was smoking. The next day that
she had worked, the DON told her to come to her office and when NA-A asked what it was about, the
DON had replied she would be told once in the office. NA-A had asked for a witness to be present, and
the DON had RN-B join. NA-A also asked if she could record the conversation and was told she was
not allowed to record. The DON was reported to have yelled at her saying she was just spreading
rumors and ruining the reputation of other employees. Once she started to scream at her, she walked
out of the office. She then asked RN-B to write what happened in that meeting and RN-B refused.
NA-A said LPN-A worked his entire shift that day. NA-A stated she had reported LPN-A because
LPN-A was responsible for taking care of vulnerable adults and passing their medication, and she was
worried if he was under the influence, that he could mess up. She further revealed that she had told
LPN-A earlier that day on 3/22/26, about a resident who reported abdominal pain, and LPN-A replied
to NA-A it was probably just gas pain and never checked on that resident. Throughout the shift,
LPN-A would pass some medications, and then go out and sit in his car. This was not unusual for
LPN-A though, and that was why NA-A said they were keeping track of how much he was out in his
car, so that they could report back to the DON as it was a common occurrence. NA then stated she
(continued on next page)
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had the picture and video of LPN-A and would share it with the SA surveyors. Review of the video
NA-A provided showed a male, (LPN-A) sitting in a car, slumped over to his right side. LPN-A then sat
upright and was observed to be wearing a gray or blue jacket/sweatshirt type clothing with white
writing on it, holding an object to his mouth in his left hand that had a long cylinder-shaped stem
pipe-like object, that had a round sphere-like ball at the end and was shiny in appearance. The still
picture NA-A provided showed LPN-A holding this pipe-like object grasped in his left hand, wearing
the same clothing. LPN-A had on glasses and had short hair in both the video and the still picture.
Review of LPN-A's personnel file identified LPN-A had satisfactory reviews in 2021 and 2023. In 2024,
LPN-A has satisfactory in all but one column labeled, reports to work on time/attendance which was
noted to need improvement. LPN-A's 2026 review, performed on 3/23/26, one day after the incident,
identified he was satisfactory with work performance, however there was a note Reminder to watch
breaks, be ready to work by 2 (often coming in a few minutes after). No disciplinary action was noted
in his file. No 2025 employee review was submitted. Interview on 7/22/26 at 9:49 a.m., with RN-B
identified she had worked on 3/22/26. RN-B reported during morning break LPN-A was out in his car
and gone for quite some time. over an hour. RN-B had looked outside and seen LPN-A sitting in his car
smoking some type of pipe. RN-B stated she then called her supervisor (the DON) and reported this
and told her there was another employee (NA-A) who thought he was smoking something like a drug.
The supervisor said, we could not assume [it was illegal substances]. She reported she did not
notice any impairment in LPN-A herself upon his return. LPN-A does go out to his car a lot and that
was not unusual for him. LPN-A tended to take more breaks than anyone else. It was frustrating when
he takes excessive breaks because she ended up covering any (resident) behaviors, alarms, or
anything else that happens on his assigned hall when he was not there to do his part. LPN-A would
often go out to his car to smoke or sleep. RN-B had not witnessed any concerns with LPN-A that day
and she reported she had kept an eye on him the entire shift to make sure he was doing everything he
was supposed to be doing. RN-B said she never felt like LPN-A was impaired and did not observe
signs of impairment. RN-B had not noted how she assessed LPN-A for signs of potential impairment.
RN-B made no mention if she had been advised to perform any tasks to ensure resident safety had
occurred while LPN-A was outside the facility in the parking lot, or if she should have performed any
other procedures, or that the DON was going to come to the facility on 3/22/26 (Sunday) to
immediately perform investigative tasks or follow facility policy by immediately suspending LPN-A,
pending an investigation. Interview on 7/22/26 at 12:52 p.m., with the consulting pharmacist (RPh)
identified he had been shown the video and reported it was very grainy. The video was of a male in
his car, and he looked like he was leaning down using some kind of inhalation [device]. The question
posed (to him) was, could this person be smoking a crack pipe? In his opinion, usually with that type
of pipe you would see visual smoke. He was unable to determine if the male was or wasn't using a
pipe. He reported his first impression was that this person may be using an albuterol inhaler or
Symbicort for something like asthma. The pharmacist was unable to recall if he was at the facility
when he reviewed the video or if it had been sent the video to review. He reported he was asked to
give his opinion, and his first reaction was that this was not proof of anything, this was just someone
inhaling something. When asked specifically by the facility if it looked like methamphetamine, the
answer was unlikely because you would have seen a flame and a cloud of smoke. It was not clear
what experience and/or training RPh had in identifying illicit substance use/abuse or specific
paraphernalia used. Interview on 7/22/26 at 11:09 a.m., with local police department dispatch
identified that they had received a call at 4:44 p.m. on 3/22/26, for a report of an employee who was
suspected of smoking a pipe. The deputy assigned reported that he recalled the individual was not at
(continued on next page)
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the facility by the time he got the report (unknown time). He was unaware of any video or picture of
the event but would have liked to have had that information at the time of the incident. The hard part
about the situation was a person can have all the drugs in their system that they want, but he would
have had to have physical evidence and probable cause to search the individual. As he recalled, he
heard about the incident after the fact, so there was not really anything he could do about it. The
courts would consider the video now as stale evidence at this point. Interview on 7/22/26 at 1:52
p.m., with DON and assistant director of nursing (ADON) identified the DON stated when asked if the
facility was to report an allegation of a suspicion of a crime to law enforcement, that she would need
to review the regulation and the policy. The ADON stated in review of the video that was sent to the
facility, management was not able to confirm the video had taken place on the property. The DON
reported the RN on duty at the time (RN-B) assessed LPN-A. He did not appear to be impaired, so she
felt there was no suspicion of a crime. She revealed LPN-A was a smoker and had a history of taking
excessive breaks. The ADON then stated, was it even legal that she recorded him? The DON reported
the facility did not report to law enforcement or make a SA report, as they felt they did not have
suspicion of LPN-A committing a crime. She reported she did not suspend LPN-A, but they did start
an investigation at the time. The video was not provided when the concern was first brought to the
DON's attention. the video came later that day (3/22/26). NA-A did not believe RN-B did anything after
she reported it to her, so that was when NA-A sent the video to the DON. The DON reported in their
interpretation of the report and video, they did not feel the report warranted a call to the police or
notification to the SA, but the matter was investigated. The DON again stated that RN-B assessed
LPN-A and determined he was not impaired so there was not suspicion of a crime that needed to be
reported. The DON did confirm an allegation could be considered suspicion however, LPN-A was
assessed and had no impairment so there was no need to call the police. The DON and ADON made no
mention of any specific training RN-B had to identify illicit drug use and/or impairment from use for
appropriate assessment. LPN-A's timecard was requested for 3/22/26, but not provided by the end of
survey. Follow-up email was sent 7/23/26 requesting that information again. Review of the 1/1/26,
Employee Handbook identified absence from duty was related to call-in's, however excessive breaks
were not mentioned. Use of camera phones for the purpose of photographing residents without their
consent was strictly prohibited. There was no such prohibition on taking pictures of staff in outdoor
spaces. The facility was to make timely and thorough investigations of all reports and allegations of
abuse (and neglect). All members of staff were responsible for helping prevent and eliminate
conditions which may cause accidents to residents. Supervisors were to use a progressive process
on dealing with work habits that required corrective action. They were to have an employee
conference, notice of concern, then a final notice of performance improvement, followed by
termination of employment. All staff were mandatory reporters. There was no mention of potential
drug use by staff in the employee hand book. Review of the current, undated Abuse Prevention Policy
and Plan identified it was the policy of the facility to protect residents who, because of physical or
mental disability were dependent on institutional services and were particularly vulnerable to abuse
and neglect, to provide safe living environments for vulnerable adults, and assist persons charged
with care to provide safe environments. All reports were to be investigated. The facility policy was to
orientate, maintain, and follow the abuse prevention plan at all times. A report was required when a
mandated reported has reason to believe that a vulnerable adult is being, or has been maltreated
(abuse, neglect, financial exploitation, et. Al). Residents of the facility had the right to be free from all
types of abuse including verbal, sexual, physical, and mental abuse, corporal punishment,
mistreatment, neglect/deprivation, injuries of unknown source (unexplained injuries),
(continued on next page)
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misappropriation of resident property, and involuntary seclusion. Definitions included in the policy
were:Neglect was defined as a failure of the facility, its employees or service providers, to provide
goods and services necessary to a resident to avoid physical harm, pain, mental anguish, or emotional
distress. Willful was defined as an individual must have acted deliberately not that the individual must
have intended to inflict injury or harm. Depravation of goods and services was defined as depriving
residents of services that are necessary to provide care but choosing not to do it. The policy further
noted signs of actual physical neglect included inadequate provision of care and a caregiver that was
indifferent to residents' personal care and needs. Staff were to report incidents, findings, and
corrective measures to appropriate agencies as outlined in the facility's abuse reporting policy.
Investigating abuse would be done by the charge nurse, DON, SSD and/or the administrator. The
interview was to consist of:Interview person(s) reporting the abuse.Interview any witnesses that may
have knowledge of the abuse (or neglect).Interview resident (as appropriate).Interview employees of
any accused abuse (or neglect).Interview staff persons having contact with resident during the shift
of alleged abuseInterview with resident roommates (if applicable), family and visitors.In the case of
abuse, an appropriate report form was to be completed, and the information recorded in the resident's
medical chart.Alleged or suspected cases of abuse (or neglect) that are reported, the Administrator,
Social Services Designee or Director of Nursing was to notify the following agencies of the
incident:Minnesota Department of Health.Resident Representative.Law Enforcement.During the
investigation, accused employees were to be reassigned to non-resident contact duties or suspended
with or without pay until the investigation has been completed. Reporting abuse (or neglect) was to
be done immediately upon discovery. Initial reports of abuse (or neglect) were to be reported to MDH,
via a secure web site, immediately (not later than 2 hours) of discovery of the incident after forming
the suspicion of abuse (or neglect).
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