BEFORE THE MINNESOTA

BOARD OF NURSING

In the Matter of ORDER OF
Randy D. Hopp, RN, LPN UNCONDITIONAL LICENSE

License Nos. R 158640-0, L 50619-3

Pursuant to a Stipulation and Consent Order issued by the Minnesota Board of Nursing
Chereinaﬂer "Board"} on August 12, 2004, I have reviewed the matérials submitted by Randy D.
Hopp, RN, LPN (hereinafter "Licensee"), pursuant to that Order, and have determined that
Licensee complied with and fulfilled all the conditions of that Order. NOW, THEREFORE:

IT IS HEREBY ORDERED that an unconditional license fo practice registered and
practical nursing in the State of Minnesota be conferred upon Licensee, such license to carry all

duties, benefits, responsibilities, and privileges inherent therein through Minnesota statute and

rule.

Dated: April 24, 2006

STATE OF MINNESOTA

BOARD OF NURSING

Executive Difector



this Stipulation and Consent Order. B ;I' |

- BEFORE THE MINNESOTA

BOARD OF NURSING

In the Matter of - . . .~ STIPULATION AND
Randy D. Hopp ... .. - CONSENT ORDER

-+ RN. License No. 158640-0 =~ .
- L.P.N. License No. 50619-3

'STIPULATION

' .Randy D. Hopp, R.N. L.P.N. (“Licenseel’) and the M.inn‘esota Board of Nursing Review

o 'Panel (“Rev1ew Panel”) agree the above-referenced matter may be resolved w1thout tnal of any ‘

~ issue or fact as follows :

L
JURISDICTION

1. The anesota Board of Nursmg (“Board”) is authonzed pursuant to Mlnnesota

' _ Statutes sectlons 148 171 to 148.285 (2002) to hcense and regulate reglstered and hcensed

" practlcal nurses and to take d1scrpl1nary act1on as appropnate

2. L1oensee holds hcenses from the Board to pract1ce profess1onal and practical :

mnursing and is subJect to the _]lll’lSdlCthl’l_Of the Board with r_espect o the matters referred to in

o
'.CONFERENCE

3. On December 16, 2003 Licensee appeared before the Rev1ew Panel, composed of

' -Glenda Moyers Board member and Marlcla:lre E. England Nursmg Pract1ce Spec1ahst for the -_



facts:

- Board, to discuss allegations contained in a Notice of Conference dated November 19, 2003.

‘Peter Krieser_, Assistant Attorney General, represented the Review Panel at the conference. _

4. Licensee was adwsed by the Board‘s representatlves that he may choose to be

S represented by legal counsel in thls matter Llcensee knowmgly walved legal representatlon

L
| FACTS

5. The pames agree thls Stlpulatlon and Consent Order is based upon the foHowmg '

("OHFC“) anesota Department of Health ("MDH") found evrdence through docurnentatlon : r'. |

| and staff i 1nterv1ews that physwal abuse of a resident occurred resultmg from an 1n01dent at Red

L ng Health Center ("RWHC") Red Wing, anesota when Licensee performed an 1nvaswe
o cathetenzatlon procedure on a re51dent without a phys1c1ans order and the reSIdent sustalned

' '.fmJurles_. B

b.T On May 27, 1999, Llcensee met w1th a Rev1ew Panel to dlscuss

: aIlegatlons contamed in a Not1ce of Conference dated May 4 1999 The allegatlons mvolved. S
_'-‘L.1censee s nursmg practlce whﬂe he was employed as a hcensed practlcal nurse at Mayo Cl1n1c : '_ __
Rochester anesota concermng 1nterpersona1 relatlonshlps Wlﬂ'l co-workers and patlents andr"
- the mappropr.late .treatment of the vulnerable adult wh11e he was employed by a temporary
L agency a531gned to RWHC As a result of the conference Licensee entered into an Agreement .
| : _for Corrective Actron (“Agreement”) 51gned August 5 1999 On January 14, 2000 the ReVIeW .

_ Panel 1nformed Llcensee that he met the requlrements of hlS agreement

a '_ On September 2 1998, the Ofﬁce of Health Facﬂtty Complalnts o



e 'While Licensee was employed asa licensed practical nurse from March 4,
| 1999 to July 23 1999 at Good Samantan Center (“Comforcare”) Austin, anesota the -

followrng occurred

)  On Junc16 and Junel7, 1999, the OHFC conducted an

.1nvest1gat10n rnto the abuse of a Vulnerable adult The report of the 1nvest1gat1on dated July 28
| 1999, 1ndlcated. . | | | | | | 7 | |
| a)' | . An 89- year-old resrdent had d1agnoses mcludlng pathologrc .
fracture of Vertebrae 1rr1table colon card1ovascu1ar dlsease osteoporosrs .dementia and macular |

- degeneration. - The resrdent was at nsk for fallmg and requtred a soft lap cushlon in her |

wheelcharr to prevent her from ambulatmg mdependently The re51dent d1d not l1ke the soft o

. cushion and frequently removed it. A physrclan s progress ‘note dated May 28 1999 -stated :

' “Demented obJects to soft. CUShIOH on w/c (wheelchalr) but she carmot walk alone as she is. -
| '::_-unstable Not sure of full understandlng | . | | | : | |
o b) : On May 31 1999 at approx1mately 2 30 p m., chensee. '
: ‘_ .observed the res1dent walkmg 1ndependently W1th a walker in the d1n1ng room. chenseel

approached the resrdent turned her around and asked her to return to her wheelchalr The

resident was resrstant When the resrdent was placed ina wheelchalr she began ﬂa111ng her arms 3

'as L1censee placed the soft lap cush1on At approx1mately 3: 00 p.m, staff observed a 2 cm skm: "

tear on the resrdent s right forearm and requested a regrstered nurse (“RN”) to assess the

resident’s skm tear The res1dent accused the RN, then chensee of holdtng her arm,. The : '

- -OHFC concluded that the ev1dence of physrcal abuse was mconcluswe Subs_equently; '

- ._Licensee 5 employz_nent was terrnrnat_ed.



e d. Whﬂe L1censee was employed as a 11censed practzcal nurse at Rochester

Healthcare Center (“RHC”) Rochester, Minnesota, from August 2, 1999 to January 3, 2001, the

' followmg occurred

D A re51dent had been recently hospitalized aﬁer a fall and was

' cogn1t1vely 1mpa1red The resident routlnely received morphlne for pain and Haldol as needed -
'for restlessness. On June 8, 2000, at approx1mately 9'30p m., Licensee admmlstered to the

: resrdent 0.4 rather than 0.2 Haldol- and morphine. At approx1mately 11:30 p-m., the re51dent .

d1ed

2) Another reSIdent rece1ved 1nterm1ttent catheterlzatron and was .

~ asked by staff regarding the frequency and need for cathetenzauon The resrdent 18 cognitively

1mpa1red and demonstrated short and long term memory nnparnnent On July 15 2000 the

"res1dent requested to be catheterized on three separate occasions. The resident also reported she -
- did not receive paln med1cat10n when requested When 1nterv1ewed by an 1nvest1gator of the

' OHF C Licensee reported the re51dent declined his offer of catheterlzauon but Llcensee fa1led to

administer the requested pain medication to the reSIdent

3)  Inreports by the OHFC dated August 31 . 2000, it was determmedi

: neglect of health care was mconcluswe in the above 1nstances

4y On October 3 2000 Llcensee was issued a Re-education Form for
concerns about his medication admlnlstranon and resident complamts Llcensee stated he never . .

mtended to W1thhold pam medication, harm anyone or cause dlstress chensee was remmded it

. was not wrthln h1s respon31b111ty or scope of practlce to recommend a re51dent reduce pain . -

: medication and pain medrcat_lon should not be withheld.



5) On November 11, 2000, -Licehsee was issued a. written warning
after he failed to document a resident’s fall. On Odtober 7, 2000, Licensee documénteﬁ a late
. entry in the resident’s medical record that was not completed with the incident report at the ﬁme
__of the inqident. The corrective action .taken inc.luded writing a one-page report on the necessity

of documenting in the @edical record at the time of the incident, and Licensee was to serve as
chair of the Falls Cémmittee for one year.

6) Licensee resigned his smployment effective January 3, 2001. '_ _

| e. While Licensee -was employed. at Riverside Trace Healthcare &
o _Re_habilitétion Cernter (“RTHRC”), Rochester, Minnesota, and Workiﬁg at Béar Creek Cafe and
.RehabiI_itation Cénter, from February 19, 2001 to October 3, 2002, the folldwing occurred:

' i) On April 17, 2001, Licensee was issued an oral warmning after he
was observed by state surveyors administéring inhalers to residents without _a_llowing adequate
time betwee_n inhalations. l |

2) On April 20, 2001, Licensee was. issued a written w;_a.rning and
pounseled regarding residents’ rights after a report that he “velled” at a resident on April 19, |
2001. | | | |

3) On October 15, 2001, Licensce was issued a second written
warning for failure‘t'o comply with.a resident’s caré plan, and Licensce was instructed not. to
_provide care to this resident in the future, bgcause the reéident stated Licensee handled him in a
- firm manner. | |
4) ~  On December 14, 2001, Licensee received verbal counsehng after

he told a res1dent to wait untﬂ after breakfast to be toﬂeted In addmon staff dlscussed.'



Licensee’s rude behavior and inappropriate conversation and the difference between joking and
seriousness in conversations with co-workers.
5) On July 11, 2002, Licensee was issued a written warning for an

- - incident mvolving a resident and another staff member. On June 27, 2002, staff found the

- resident sitting on the side of her bed and screaming “Ella, Ella,” which means help now. As _

staff left the resident’s reorn, Licensee told staff to shut the door. Licensee said the resident had
been yelling all day and.he was tired of hearing it. Staff reminded Licensee that the resident
- would not know to use her' call light because of her dementia, Licensee raieed his voice and told
. staff he had the situation under_contrel. Licensee refuse.d to open the door. Staff felt threatened
) | and intimidated by Licensee. | |
6)  On August22, 2002, the OHFC conducted an 'investigation at
- ~ RTHRC into the repert of the abuse of resident DP, evulnerable adult. The OHFC report dated
‘October 9, 2002, indicated the following: B R
| é.) Resident DP’s d_iagnoses. included a history of cerebral
~ vascular accident with right-sided weakness, myocardial infarction, hypertension and aphasia.
Resident DP was alert and oriented and communicated by using an alphabet board. ‘DP.has a
history of being resistive to cares and st_ril.(i.ng dut at staff with his.leﬁ arm On August 18, 2002, .
'1_;he following occufred:f o . | | |
| " 1). _ .At epproximately 7:15 pm. a nursing. assistant
- registered (“NAR”) answered resident DP’s call light for assistance in making a telephone call.
The call could nef be completed and at approximately 8:00 p.m., the NAR r_espopded_ to DP’s

call light al_ld again assi_sted DP, who was unable to reach the person he was calling. Licensee



entered DP’s room and asked why DP kept activating his call light. The NAR explained resident
DP wanted help making a telephone call and she would return later to help him. Sh.e then went
to another resident’s room located directly nexf to DP’s room. The NAR heard noises that
- .sounded like the_ bedside wheels were 'being, hit or moved .and returned to DP’s room to
~ investigate the sounds. Licensee was standing near the resident and facing hlm _The resident’s
glasses were off of his face, he was swinging his legs, and he had a iaceraéio.n on the riéht side of
 his nose, which was bleeding. Licensee stepped back from the resident’é bed énd sai.d, “Wait a
I_Iﬁnute, what jusf happened here. Why is DPF so upset."’ Staff saw applesaube.and soda had been
spilléd on the resident.’s.'bed and floor and there v;f_as soda on the fron{ of the resident’s shirt. The '.
resident was shziking_ and crying; When ésked What hapbened, resident DP spelied out, “He hit
.'me” on his alphabet board. Staff found resident DP’.s glasses on the floor. One l_ens. was found
. under the resident’s rbed, gnd‘the othér lens was found iﬁthé wastebasket.
2) Licensee left DP’s room and returned with steri-
‘strips for | the resident’s laceration. | When resident DP saw License.e he became agitated,
appeared frightened, and started swinging.his arm. DP calmed as soon as Licensee left the rooﬁ.
. Licensee failed to follow the directix}e .on DP’s éare plan and treatment sheet which stated “2 -
pcople to go into ro_oﬁ for all cares etc.” Licensee failéd to decument the incident in DP’s
medical re.cord and only hofced that the reside.n.t.was upset. Licensee failed o 'corhpleté an

- incident report, document the laceration on DP’s nose, and notify the nursing supervisbr

physician and the remdent s family. In addltlon Licensee failed to comply with famhty pohcy L

a;nd procedure to observe DP’ s condltlon followmg thc incident.



b) The OHFC concluded that a preponderance of the evidence

indicated Licensee was responsible for the physical abuse of resident DP.

7} - On October 3, 2002, Licensee’s employment was terminated.

f Beginning - September 17, 2002, Licensee was again employed at

' _Comforcare.' On October 7, 2002, Licensee resigned his .employment effective October 22,

2002, stating he had completed his registered nurse licensure and he was moving out of town.

g On October 18, 2002, Licensee was llicensed.by_ the Board to practice

registered nursing.

h . On November 13, 2002, the Board received a report indicating that
Licensee was culpable for substantiated maltreatment of a vulnerable adult as a result of his

physical abuse of DP at RTHRC in violation of Minnesota Statutes section 245A, subd. 3.d.(b)

“and if Licensee was not a health related licensed professional, the Commissioner of Human

" Services would disqualify him for serious and recurring maltreatment. .

1. At Licensee’s conference with the ReVieW Panel bn December 16, '2003,

and in his written response to the Notice of Conference: dated Déccmber 3, 2003, Licensee

~ denied striking DP and stated DP struck himself in the face while attempting to hit Licensee.

Licensee admitted he did not follow DP’s care p_fan that directed two staff be present at all trmes
when providing ceir_e to DP. - Licensee also stated DP’s roommate might have observed the
interaction. - Licensee is currently employed at an acufe care facility in Kansas. The Board

referred the matter to. the Minnesota Attorney General’s Office (“AGO™) for an investigation.

The information obtained during the investigation included the following:



3] During an interview with an AGO investigator, DP’s roommate,
who was not interviewed during the MDH inve-stigation, stated he did not observe what
| happened due to a curtain separating the two beds, but said he “heard a lot of uoise 50 something.
rnust_ have happened._’.’ He stated when the curtaih'was then opened, he obs_erved an _injur.y on
- DP’s_face. B | |
2) On -M.arch 4, 2003, Licensee was charged in Olmsteacl County -
_ Distn'ct Court, Rochester, Minnesota, with one count of Mistreatmen_t ofa Resiclent/Pa't.ient, one
- 7 .count of Crhhi_na_l Neglect, and one count of Assault in the Fiﬂh Degree

3) .On February 4, 2004, Licensee entered an Alford Plea and pled

. gu1lty to the charge of Assault in the Flﬁh Degree a gross mlsdemeanor and the charges of

M1streatment of a Resident/Patient and Criminal Neglect were dismissed.

- 4) | On.April 15., 2004, Imposition of Licensee’s sentence was stayed-
- for. a peri'od of 18 months with the following conditions: 1) comply with the rules an(l -
regulauons of probatlon 2} pay a $440 00 fine; 3) no contact directly or 1nd1rectly wrth DP or h1s
_ spouse and 4) no s1m11ar offenses |
| i By letter dated May 2, 2004, Licensee informed Board staff that he vranted '

to retam his Minnesota nursmg hcenses even though he did not plan to return to M1nnesota

o L1censee demed assaulting DP and stated he entered an Alford Plea because he could not afford

: ~ the cost of a trial. L1censee stated he now had a conviction for “something that I did not do.”



IV, .
LAWS
| 6. Licensee aclmowledgcs the conduct described in section III. above constitutes a
violation of anesota Statutes section 148.261, subdivision 1(3), (5), (6), (1 l) and (18) (2002)
and justlﬁes the dlsmphnary action descnbed in section V below.
V.
DISCIPLINARY ACTION
The partles agree the Board may take the followmg dlsc1phnary action and requlre
- comphance w1th the followmg terms:
| | A.  Conditions on Licenses

7. The Board places the following CONDITIONS on Licensee's licenses:

a One-on-One Instruction. Within five mohfhs of the date of this Order, |
. Licensee éhall complete.one-on-one instruotion with a nurse consultant- The mstructmn shaIl
last eight hours or until such time as the evaluator determines is sufficient to achieve the learnmg

_ objectlves, whichever is grea_ter. The nurse consultant must be approved by Board staff, for
N _.purposes of tﬁis Order, before the consultation begins. In order for the Board to consider
approving a consultant, 'Licengee shall submit or cause to be supmitted the resume or curriculum
- vitae of the proposed coﬁsul_tant and proposed course outline. Licensee is permitted to complete
the one-on-one instruction in -anothel_' jurisdicfion, provided he obtains pre-.approval from Board
- staff, Liceosee is responsible for arranging and paying for the instruction. The instruction shall
. addfess: | (1) conflict management with patients who are abusi_ve, __ non-complaint or mentally

_ impaired; (2) thc _importan_ce of complying with a patients pIe_m of c_are; (3) documentation and _' '

10



observation of patients after the occurrence of an injury or incident, including the importance of

notifying the patient’s physician, family members and Licensee’s nursing supervisor of alleged
abuse; and (4) the Vulinerable Adult Act, 1nclud1ng definition of physical and verbal abuse. The
nurse consultant shall submrt a report dlrectly to the Board, addressrng the followmg

o 1) - Venficanon the nurse consultant has revrewed a copy of thrs' |

. Stlpulatlon and Consent Order

2)  An evaluation of Licensee’s understanding of the subjects of the

mstruction p_rior to beginning the consultation;

~3) - A description of the content and method of instruction provided
during the consultation;

4) A statement indicating what Licensee learned and . achicved

.through the instruction and how the leaming was evaluated,;

3 ._ . Any recommendations for additional education _directed_ at -

- improving Licensee’s nu‘rsing practice; _and

6) Any other information the nurse consultant belleves would assrst

' the Board in 1ts ultrmate reVIew of this matter

b. Comnhance Wrth Consultant's Recomrnendatrons ', L1censee shall ;

.'-promlstly comply with - any recommendatlons Vfor addltlonal educatlon made by the nurse:
- 'consultant chensee must submlt written documentation, such as measurable leamrng- objectrves
.' and quahﬁcatrons of the mstructor in order to receive pnor approral from Board staff of classes
_that chensee takes in ﬁllﬁllment of this requlrement Each class must meet the cont1nu1ng

g nu:rsmg educatron requlrements found 1n Mrnnesota Rules 6310 2800 subpart 3 (2003)

1



Licensee shall submit verification of participation for any class taken i fulfillment of this o

requirement. -

c. Bpewritten Reoort. Within one_ month of the date of completion of the _
" one-o_n-one:i_nstructioﬁ, Licensee_shell submit to the Board a tyoewritten report st lesst ﬁv.e pages
in length addressing what he learned ano achieved rhrough ..the: one-on-one instruction. Licensee |
shall reflect on tlre situation described m se.c.tion I _and describe the knoMedge he has gained

~and how he will apply his knoWledge to his current and future nursing practice.

- d.. . -Report from Nursing Sunerv1sor L1censee shall cause to be submitted to

. _the Board a report from a reglstered nurse Who is his supemsor if LICCDSGG is emp]oYed in

- nursmg The report shall be subrmtted every six months and at any time upon request of the
_Board Each report shall provide and address

.1)' In the ﬁrst report, \renﬁcatlon Llcensee $ superv1sor has recelved o '
' -arld reviewed é copy. of this Stlpulatlon and Consent Order; | -

'2) - The date_of Licensee’s employni_ent; ':

3) 'Licerrsee’s attendance and reliability;
| 1: 4)  Licensee’s aﬁ_ility to c.arry oot assigned functions;
5) | _- Licensee’s ability to handle_stress, end interact 'wi'th patients ina .
| orofessionel manner; . - EET | o '
| | | ) 6) 'Nu_mber of hours licensee wo_rked during the reportiog period; and o '

.7 'j_Any, other information the supervisor believes would assist th'e-_ L

- Board in its ultimate review of this matter.

12



~e. . Self-Report. Licensee shall submit to the Board a report from Licensee
hlmself The report shall be submitted every six months and at any time upon request of the

Board. Each report shall provide and address:

S I The_type of nursing or other employme_nt in which Licensee has -
be_en involv_ed;_ | | | o | | |
| 2) ..Lioensee’s yvork schedule' .
| 3) How L1censee has applied the information he has gained- from the

© Oohe-on-one 1nstruct10n to hJS nursing practice;

' '4.). : How Licensee 1dent1ﬁes when he has too many dema.nds at work
_ a.nd strategles he uses to resolve conﬂlct with patients; .and | |

Sj Any other information Licensee believes yyonld assist the Board in

its ultimate review of this matter.

f. . Report From Probation Ofﬁcer .. Lreensee shaﬂ cause to be submitted a
- report from his probatlon officer. The report shall be submltted every six months and at any trme _.
3 '_‘-upon request of the Board. Each report sh_all prov1de _1nformat10n regardrng Licensee’s
_' _c_o_mpli__ane_e with all terms of his probation, inoluding any criminal charges against him. .

8 L1censee shall notlfy each present and future nursmg superv1sor of this St1pu1atron.

' and Consent Order within ten days of the date of the Order or comrnencmg employment

- Licensee shall prov1de the supervisor wrth a copy of the entire 51gned Stlpulatlon and Consent _
- Order.
9. Waivers. Atany txme wh11e this Stlpulatron and Consent Order is in effect and at

the request of the Board Llcensee shall srgn heaIth reeord and employment waivers supphed by

13



~ the Board to allow representatlves of the Board to discuss Licensee’s case w1th and to obtaln

wntten evaluatlons and reports and COpleS of all Licensee’s heaith, mental health, or employment |

'records from his physician, mental health professional, therapist or others from whom Licensee‘

has .sought or .obtaine.d Itreatrnen_t, support,.assistance or employment. | n |
. B. Rerhoval of Conditions ._

: '.10. ‘The conditions upon L1censees licenses shall be admmlstratlvely removed
'___followmg 18 months from the date of this Order and upon payrnent of the civil penalty,
. successful cornpletron of the onc-on-one consultauon comphance with the consultant $

' recommendatlons subm1ss1on of reports from Llcensee his nursmg supervrsor and his probatton
._ ofﬁcer and written notlﬁcauon to Licensee by the Board of the removal of the cond1t1ons :
o C. Civil Penalty | |
11. - The Board 1mposes a CIVIL PENALTY in the amount of $400.00. The civil

L penalty shall be paid by cashier's check or money order made payable to the Mlnnesota Board of

o Nursmg and shall be dehvered personally or by mall to the Mlnnesota Board of Nursmg, c/o

' ='-_-_Sh1r1ey A Brekken Executlve Director, 2829 Unlversny Avenue S. E Su1te 200 M1nneapohs

: anesota 55414, within 60 days of the date of service of this Order. o
| - _ﬁ VI _
- CONSEQUENCES FOR NONCOMPLIANCE OR ADDITIONAL VIOLATIONS

12." It 1s L1censees responSIblllty to ensure all payrnents reports evaluatlons and

L documentatlon requlred to be filed with the Board pursuant to th1s Stlpulatlon and Consent Order :

_are tnnely ﬁled by those makmg the payment or prepanng the report evaluatlon or

documentatlon F ailure to make payments or ﬁle reports on or before thelr due date isa v101at1on o

14



of this Stipulation and Consent Qrde_r. The information contained in the .reports, evaluations; and
. _docurnentation is conﬁdentia_l and shall be submitted to the Board by United States rnai_l', coun'er,
or personal delivery only A |

13. If Llcensee farls to comply with or v101ates thls Stlpulatlon and Consent Order or |
it is determmed Licensee has further vrolated Minnesota Statutes sectrons 148 171 to 148 285
'(2002) or anesota Rules chapters 6301 to 6340 (2003), the Review Panel may, in its ._
dlscretron seek add1t10na1 d1501phne either by 1n1t1at1ng a contested case proceedmg pursuant to
M1nnesota Statutes chapter 14 (2002) or by bnngmg the matter dlrectly to the Board pursuant to-
the foIlowmg procedure |

| | a. : The Review Panel shall schedule a hearrng before the Board. At Ieast
20 days before the heanng, the Rewew Panel shall mail Licensee a notrce of the violation(s)

alleged by the Revrew Panel. In addition, the notice shall designate the time and place of the |

hearrng Wrthm ten days after the notice is mauled Llcensee shall submlt a written response to

- . the allegatlons If chensee does not subrnlt a tlmely response to the Board the allegatzons may

be deemed admltted

: bf - The Review Panel, in its .discretion may schedule a conference with

Licensee pI’lOl’ to the hearrng before the Board to dlscuss the a]legatlons and to attempt to resolve
: .-the alIegatlons through agreement : . |

c. Pnor to the heanng before the Board, the Review Panel and L1censee may

: subrmt afﬁdavrts and ertten argurnent in support of their positions. At the hearing, the Revrew

-Panel and chen_s_ee may present oral argument. Argument shall not refer to matters outside the -

-record. "The'_'evidentiary. record shall be limited to the affidavits suhmit_ted'pri()r to __the hearing

15



' and.this.S.tipulation and Consent Order.: ﬁ"he Review Panet shall have the burden of broving by a
. 'preponderance of the evidence that a violation h_as occurred. | If Licensee has failed to _submit a
B tirnely response to the allegations, Licensee .may not .contest t.he alle'g.ations, but may present_
- argument concerning the appropriateness of | additiOnal..discipline. chensee warves a hearing -
' before an administrative law judge, dlscovery, cross‘ exannnatlon of adverse wrtnesses and o.ther.
procedures goverrnng hearlngs pursuant to anesota Statutes chapter 14.
. d.. : chensees -correction of a v1olatlon before the conference hearlng, or
| : naeetlng of the Board may be taken into account by the Board but shall not limit the Board's
‘ authorlty to. 1mpose drsc1phne for the v1olat10n A dccrslon by the Revrew Panel not to seek' :
d1501p11ne when it first learns of a v1olat1on shall not warve the ReVIew Panel's right to later seek '
3 .' _dlsc_rphne for that violation, elther alone or in combination with other violations, at any time
e .while Licensec's licenses are in a conditional status. . _.: .: | | |
& | e ._ . :Following the .hearing,_. the ..Board 'vv'ill. del.iberate conﬁdentiaily. If the

aliegatlons are not proved the. Board shaIl dlsmlss the aIlegatlons If a vrolatron is proved the

.Board may 1mpose addltronal d1501phne 1nciud1ng addltlonal condltlons or llnntatlons on

: achensee s practrce or revocatlon of Llcensee's 11censes

o f Nothmg hereln shall hnnt the Rev1ew Panel‘s. or. the Board‘s nght to-

B ternporanly suspend Llcensees hcenses pursuant to Minnesota Statutes sectlon 148,262, |
subd1V131on 3, based on a v1olat1on of th1s Stlpulatlon and Consent Order or based on conduct of

.chensee not spemﬁcally referred to hereln Slmrlarly, nothrng herein shall hnnt the Review

| Panel's or the Board's nght to automatlcally suspend chensee s hcenses pursuant to Mlnnesota

| :Statutes sectlon 148 262 Sl.lblelSlOIl 2
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VIIL.

ADDITIIO_NAL INFORMATION -

14. In the event Llcensee should leave Minnesota to re51de or to practice outsrde of

. the state, Licensee shall glve the Board written notiﬁcation of the new locatlon as well as dates '

ofdeparture and return Penods of re51dency and practrce outsrde of Mnmesota will not apply to - |

the reductlon of any penod of Licensee's conditlonal licenses in Minnesota unless Licensee -

. demonstrates that the practrce in another state conforms completely with thls Stlpulation and.

B | Consent Order If Llcensee leaves the state, the terms of ﬂ’llS Order contmue to apply unless o
.. waived n wrlting ) | | | | |

1'5.. = Wlthm ten days of executlon .of this Stlpulation and Consent Order Licensee shall -

- provide the Board w1th the addresses and telephone numbers of Llcensees residence and all.

- agenc1es or facihnes and locations at Wthh chensee has become employed or performs o

| e volunteer nursmg Licensee shall rnform the Board ‘within ten days if he becomes employed at

- Lany additlonal agencres or facﬂltres or moves and Shall prov1de the new or addltlonal address andr e

telephone number :

16.: Wlthm ten days of executron of this Stlpulation and Consent Order chensee shall e

- .'prov1de the Board With the names of all states in Wthh L1censee is. llcensed to practlce . -

w ' 'professwnal and practieal nursmg or has apphed for lrcensure asa reglstered or practical nurse.

17, L1censee waives. the contested case hearing and all other procedures before the
" Board to which Llcensee__may be'entttle_d unde_r the Minnesota and United States constitutions,

statutes, or rules. - .

Y



18.  Licensee waives any claims against the Board, the Minnesota Attorney General,

the State of Minnesota, and their agents, employees, and representatives related' to the

investigation of the conduct herein, or the negotiation or execution of this Stipulation and

_Con_sent Order, WhiCh. may otherwise be available to Licensee.

.19. | This 'Stiputlation and Consent Order,. the files, records, and proceedings associated
with this matter shall constitote-the entire record and 'may be reviewed by the Board in its
consideration of this matter. | |

20, Either party may seek enforcemertt of this Stip_ulatiol__t and Consetlt Order. tn any
appropriate civil cour_t'. - | o |
21, Licensee has read, understancts, and egrees to th.is. Stipulation and'Consent Orcter |

and has volunt'arily‘ signed the Stipulation and Consent Order. Licensee is aware this Stipulation

and Consent Order must be approved by the Board before it goes into effect. The Board may

either approve the Stipulation and Consent Ordef as proposed approve it subject to specified . - '

_. ‘change, or reject it. If the changes are acceptable to Llcensee the Stlpulatlon and Consent Order = . -

w111 take effect and the order as modlﬁed will be issued. If the changes are unacceptable to

Licensee or the Board rejects the Stipulation and Consent O'rder, it will be.of no effect except as'

j speciﬁed in the following paragfa_ph_ .
| ) 22 ) Licensee agrees.that if the-Boatd rejects this Stipulation and .Consent Order. ora o
lesser retnedy than indicated in this settlement and this case comes agam before the Board,
' .LICCIISGG will assert no claim that the Board was prejudlced by its review and dtscussmn of this |

| - Stipulation and Consent Order orof any records relatmg to it.
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23.  This Stipulation and Consen{ Order shall not limit the Board's authority to
proceed against Licensee by initiating a contested case hearing or by other appropriate means on
the basis of any act, conduct, or admission of Licensee which constitutes grounds for disciplinary
action and which is not directly related to the specific facts and circumstances set forth in this
document,

VIIL
DATA PRACTICES NOTICES

24. This Stipulation and Consent Order constitutes disciplinary action by the Board
and is classified as public data pursuant to Minnesota Statutes section 13.41, subdivision 5
(2002). Data regarding this action will be provided to data banks as required by Federal law or
consistent with Board policy. While this Stipulation and Consent Order is in effect, information
obtained by the Board pursuant to this Order is considered active investigative data on a licensed
health professional, and as such, is classified as confidential data pursué.nt to Minnesota Statutes
section 13.41, subdivision 4 (2002).

25. This Stipulation contains the entire agreement between the parties, there being no

other agreement of any kind, verbal or otherwise, which varies this Stipulation.

CONSENT:
_ BOARD OF NURSING
' REVIEW PANEL
RANDY D. HOPP,bf{.N., L.P.N. GLENDA MOYERS ’
Licensee Board Member

Dated: /5:/ / , 2004 Dated: 5" - e , 2004
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ORDER
| Upon consideration of the Stipulation, the Board places Licensee's licenses in a

CONDITIONAL status and issues Licensee a CIVIL PENALTY and adopts all of the terms

< L
described above on this {2 day of A‘?&Q . , 2004,
MINNESOTA BOARD
OF NURSING
SHIRCEY\A\BREKKEN
Executive Director

AG: #1246917-vi
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<z TA OF MINNESOTA
) BOARD OF NURSING

g 2829 University Avenue SE, #500  Minneapolis, MN 55414-3253

January 14, 2000

Randy D Hopp
1118 8" Ave NW
Rochester MN 55901

Dear Mr. Hopp:

This is to acknowledge receipt of your letter dated January 7, 2000, with attachments. We also
acknowledge receipt of a letter from Sharlla A. Regehr, RN, ART, MS, dated January 12, 2000,
with attachments. This information has been reviewed and included in your file.

You have now met all requirements of the Agreement for Corrective Action dated August 6,
1999. Therefore, in accordance with paragraph 5. of your Agreement for Corrective Action, this
‘matter is dismissed. The Agreement and this letter are classified as public documents.

This matter may be re-evaluated should the Board receive a complaint of a similar nature in the
future. The Review Panel encourages you to continue to apply to your practice the principles you
have learned from the corrective actions. If you have any questions, please contact me at (612)
617-2276 or our toll-free number, 1-888-234-2690, : :

Best wishes as you continue your nursing career.
Sincerely, :

%- db

Sﬁirley A. Brekken |

Executive Director

SAB:mjs -
(612) 617-2270 ~ Voice e-mail: nursing.board @state.mn.us (612) 617-2190 - Fax

(888) 234-2690 — Voice www.nursingboard. state.mn.us © (800) 627-3529 - TTY
(MN, 1A.ND,SD,WT) .

Equal Opportunity Employer
Printed on Recycled and Recyelable Paper



BEFORE THE MINNESOTA

BOARD OF NURSING
REVIEW PANFEL
In the Matter of
Randy D. Hopp, L.P.N. ' AGREEMENT FOR
License No.: 50619-3 CORRECTIVE ACTION

This Agreement is entered into by and between Randy D. Hopp, L.P.N. ("Licensee") and
a Review Panel of the Minnesota Board of Nursing ("Review Panel") pursuant to the authority of
Minnesota Statutes section 214.103, subdivision 6(a)(2). Licensee and the Review Panel hereby
agree as follows:

FACTS

1. On May 27, 1999, Licensee met with the Review Panel composed of John
McKenzie, Board member, and Shirley A. Brekken, Associate Executive Director, to discuss
allegations regarding Licensee's nursing practice contained in a Notice of Conference dated May
4, 1999. Louis Hoffman, Assistant Attorney General, represented the Review Panel at the
conference. Licensee was advised by the Review Panel that he may choose to be represented by
legal counsel in this matter. Although aware of this opportunity, Licensee waived representation
by counsel. Licensee and the Review Panel have agreed to enter into an Agreement for
Corrective Action to address the concerns identified below.

| 2. a. ‘While Licensee was employed as a practical nurse at Mayo Clinic,

Rochester, Minnesota, the following occurred:

1) On March 26, 1997, Licensee participated in a corrective action
conference to discuss his interpersonal relationships with female co-workers. The issues
included Licensee’s adjustment of a necklace, reaching into a female co-worker’s shirt pocket
near the breast area to retrieve or replace money, slapping nurses on the buttocks, and cuttmg an

employee s laboratory coat with a scissors. Licensee received a written warning. Licensee was



instructed not to have physical or bodily contact with other employees and was required to enroll
in a mutual respect/sexual harassment class.

2) On October 22, 1997, patient WS presented to dermatology
outpatient surgery for excision of a mole from her neck and a cyst from her back. While
providing care, Licensee made comments or asked questions which made WS uncomfortable,
such as whether she intended to live with her boyfriend. Licensee failed to prevent WS from
being exposed when she turned over on the examination table. WS was embarrassed and asked to
be covered. Licensee told WS that he had seen everything before. Licensee rested his hand on
WS8’s buttocks area during the procedure. Licensee asked WS if she had any other moles and
tugged at the front of the examination gown without warning or permission, Following the
procedure, Licensee instructed WS to dress and left the room to schedule a follow-up
appointment. Licensee returned and entered the examination room unannounced and without
knocking, which caused further exposure of WS.

3) Licensee was placed on suspension while the facility investigated
the incident and his position was terminated on August 27, 1997. Subsequently, Licensee called
~ patient WS because he lost his Job. WS obtained a restraining order.

| b. While Licensee was employed by Help Network and working as a
practical nurse at Red Wing Health Center, Red Wing, Minnesota, the following occurred:

1) Resident MP, a 21- -year-old vuinerable adult, was completely
dependent upon staff for all activities of daily living. On October 12, 1998, Licensee
catheterized resident MP without a physician’s order and in violation of facility policy. The
resident sustained a reddened, swollen, painful penis and, despite intervention, the symptoms
persisted for more than eight hours. Licensee failed to document the procedure in the resident’s
treatment record, failed to document the appearance of the urine in the medical record, and failed

“to inform the oncoming Shlft of the cathetenzatlon
2) Licensee told staff he catheterized resident MP because the

resident’s urine had a foul odor. Licensee also said the urine looked clear s0 he dumped it out.
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3) On September 2, 1998, the Office of Health Facility Complaints
("OHFC”), Minnesota Department of Health, investigated a report of the physical abuse of a
vulnerable adult, resident MP. OHFC found evidence through docurﬁentation and staff
interviews that physical abuse occurred.
3. In a written response to the allegations dated May 8, 1999, and during the May
27, 1999 meeting with the Review Panel, Licensee stated the following:

a. Licensee completed a mutual respect course at the Mayo Clinic. Licensee
stated the entire unit was required to attend the course. Licensee also stated that he treats
coworkers with the same respect that he would want from his coworkers.

b. Licensee denied that he acted inappropriately with patient WS during the
excision procedure. Licensee admitted he asked the patient if she had any other moles that she
was concerned about, but did not touch her gown. Licensee stated patient WS was fully clothed
when he re-entered the room following the procedure. Licensee admitted that he should not have
contacted the patient about his termination from the facility. |

c. Licensee stated that when he asked a permanently employed nurse if Red

Wing Health Center had a standing order for an “in and out” catheterization, he was told, “yes.”

Licensee did not check for the order. Licensee stated he performed the catheterization

appropriately. Licensee admitted that he should not have dumped the specimen that he collected
and he should have documented his activities about this incident. Licensee stated that he regrets
any injury he caused the resident.
CORRECTIVE ACTION

4. Based on the discussion at the conference, the Review Panel views Licensee’s
conduct inappropriate under Minnesota Statutes section 148.261 and Licensee agrees that the
conduct cited above constitutes a reasonable basis in law and fact to justify corrective action.
Licensce agrees to address the concerns identified by taking the following corrective actions:

a. One-on-One Instruction. Within six months of the date of this Agreement,

Licensee shall complete one-on-one instruction with a nurse consuitant. The instruction shall
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last four hours or until such time as the evatuator determines is sufficient to achieve the learning
objectives, whichever is greater. The nurse consultant shall be approved in advance by Board
staff and must be knowledgeable in boundaries issues. Licensee is responsible for arranging and
paying for the instruction. The instruction shall address scope of practical nursing practice and
nurse-patient boundaries, including patient contact outside of the nurse-patic;nt relationship. The
nurse consultant shall submit a report directly to the Board, addressing the following:

1) Verification the nurse consultant has reviewed a copy of this
Agreement for Corrective Action;

2) An evaluation of Licensee's understanding of the subjects of the
instruction prior to beginning the consultation:

3) A description of the content and method of instruction provided
‘during the consultation;

4) A statement indicating what Licensee learned and achieved
through the instruction and how the learning was evaluated;

5) Any recommendations for additional education directed at
improving Licensee's nursing practice; and

6) Any other information the nurse consultant believes would assist
the Board in its ultimate review of this matter.

b. Compliance with Consultant's Recommendations, Licensee shall

promptly comply with any recommendations for additional education made by the nurse
consultant. Licensee must submit written documentation, such as measurable learning objectives
and qualifications of the instructor, in order to receive prior approval from Board staff of classes
that Licensee takes in fulfillment of this requirement. Fach class must meet the continuing
nursing education requirements found in Minnesota Rules 6310.2800, subpart 3. Licensee shall
submit verification of participation for any class taken in fulfillment of this requirement.

c. Typewritten Paper. Within one month of completion of one-on-one

instruction, Licensee shall submit to the Board a three-to-five-page typewritten paper addres.sing



what he learned and achieved through his one-on-one consultation. Licensee shall reflect on the
situation described 'in paragraphs 2-3 and describe how he will apply his knowledge to his
current and future nursing practice. Licensee shall cite to at least 3 sources, with one source
being the Nurse Practice Act.
OTHER INFORMATION
5. Upon Licensee's satisfactory completion of the corrective action referred to above,
the Review Panel agreés to dismiss the complaint(s) concerning the matters referred to in
paragraphs 2-3 above. Licensee agrees that the Review Panel shall be the sole judge of
satisfactory completion. Licensee understands and further agrees that if, after dismissal, the
Review Panel receives additional complaints alleging conduct similar to that referred to in the
facts above, the Review Panel may reopen the dismissed complaints.
6. If Licensee fails to complete the corrective action satisfactorily, or if the Review
Panel receives additional complaints alleging conduct similar to that referred to in the facts
above, the Review Panel may, in its discretion, reopen the investigation and proceed according to
Minnesota Statutes chapters 14, 148.171-148.285, and 214. Failure to complete corrective action
satisfactorily constitutes failure to cooperate under Minnesota Statutes section 148.265 and may
subject Licensee to disciplinary action by the Board. In any subsequent proceeding, the Review
Panel may use Licensee's agreements herein as proof of the allegations in paragraphs 2-3 above.
7. The effective date of this Agreement shall be the date it is executed by the Review
Panel. The Agreement shall remain in effect until the Review Panel dismisses the complaint,
‘unless the Review Panel receives additional information which renders corrective action
- inappropriate. Upon receipt of such information, the Review Panel may, in its discretion,
proceed according to Minnesota Statutes chapters 14, 148.171-148.285, and 214.
8. Licensee understands this Agreement does not constitute disciplinary action.
Licensee further understands and acknowledges this Agreement and the dismissal letter issued
upon successful completion of the corrective action are classified as public data pursuant to

Minnesota Statutes section 13.41, subdivision 4.



9. Licensee hereby acknowledges he has read and understands this Agreement and
has voluntarily entered into it. - This Agreement contains the entire agreement between the
Review Panel and Licensee, there being no other agreement of any kind, verbal or otherwise,

which varies the terms of this Agreement,

W% 00 7). Yonia

RANDY D. HOPP, L.P.N. HN MCKENZIE
Licensee For the Review Panel

Dated: 7/ Z./f/ 7 ? . Dated: g '"\"\S - q OZ

AG:98521,v. 1



