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F 0610 Respond appropriately to all alleged violations.

Level of Harm - Minimal harm 40798
or potential for actual harm
Based on interview and record review, the facility failed to conduct a thorough investigation and failed to
Residents Affected - Few obtain and/or maintain documentation of a thorough investigation of monetary misappropriation for 1 of 24
residents (R364) in the sample of 24 reviewed for abuse.

The findings include:

On 5/19/25 at 10:50 AM, R364 said she knows she had $120 in her purse because she checked her purse
for money around 6:00 PM on Sunday (5/11/25) because she was going to order pizza but didn't. R364 said
on 5/12/25 she went to the bathroom to get ready and V7, Certified Nursing Assistant (CNA) was in her
room. R364 said when she finished getting dressed, she checked her purse and only had $20 left. R364 said
she knows there was a CNA in her room during the night shift from 5/11/25 to 5/12/25.

On 5/20/25 at 10:42 AM, V1, Administrator, said R364 told him she had a feeling V7, Certified Nursing
Assistant (CNA) took money from her purse around 8:30 AM (on 5/12/25). V1 said he interviewed some night
shift staff on the phone but did not write down or type their interviews regarding R364's allegations of stolen
money. V1 said video footage was not reviewed as it would have just confirmed staff went in and out of
R364's room. V1 said R364 had previously reported missing money in March 2025 which was found in her
purse.

On 5/21/25 at 11:26 AM, V3, Regional Nurse, said we have never typed out the interviews or statements of
employees taken for an (abuse) investigation. V3 said they will sometimes type out the resident interviews.
When asked how they would know what the person(s) said months or years later, V3 replied that they
wouldn't know.

On 5/21/25 at 8:43 AM, V7 said she worked with R364 all day on 5/12/25 and everything seemed fine; they
had a really good day. V7 said V1 called her at home later that day and she was suspended from that time
until 5/20/25 when she returned to work for her previously scheduled shift.

The facility's investigation was reviewed, and no documentation of specific resident interviews were included
aside from V1's written notes regarding R364's statements. No evening or night shift staff who worked
5/11/25 to 5/12/25 interviews or statements were included. The facility's initial report sent to IDPH was dated
5/12/25 and their final report sent to IDPH was dated 5/16/25. No written/typed statements from any
employee or resident were included.

(continued on next page)
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Residents Affected - Few

The facility's Abuse Prevention Policy dated 10/2022 shows, Residents to whom the accused has regularly
provided care, and employees with whom the accused has regularly worked, will be interviewed. The final

investigation report shall contain interviews of witnesses.

The facility's Abuse Investigation Policy (revised 12/2009) shows witness reports will be reduced to writing.

Witnesses will be required to sign and date such reports.
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