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F 0602

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Protect each resident from the wrongful use of the resident's belongings or money.

44036

Based on interview and record review, the facility failed to the ensure residents were free from 
misappropriation of property for 1 of 5 residents reviewed (Resident B). 

Findings include: 

Resident B's record was reviewed on 4/10/25 at 12:45 PM. Resident B no longer resided in the facility.

A report, dated 3/24/25, provided by the Administrator on 4/10/25 at 12:42 PM indicated Certified Nurse Aide 
(CNA) 3 was suspected of theft. 

A file was provided by the Administrator on 4/10/25 at 12:42 PM. The file included the following statements: 

Housekeeping Supervisor's statement, dated 3/25/25, indicated Housekeeping Aide 4 reported an allegation 
of theft on 3/23/25. The statement indicated Housekeeping Aide 4, on 3/19/25, observed CNA 3 search the 
pockets of Resident B's clothes, found his wallet and removed $27 of cash. 

Housekeeping Aide 4's statement, dated 3/24/25, indicated she observed CNA 3 search the pockets of 
Resident B's clothes, found a wallet with $27 of cash. Housekeeping Aide 4 indicated CNA 3 asked if there 
were any cameras in the laundry room. Housekeeping Aide 4 indicated she was unaware of any cameras. 
Housekeeping Aide 4 then indicated CNA 3 indicated I can use this money for gas, then observed CNA 3 put 
the $27 cash in her pocket. 

 An Administrator and Housekeeper Supervisor statement, dated 3/24/25, indicated CNA 3 was interviewed 
by the Administrator and the Housekeeping Supervisor on 3/24/25. The statement indicated CNA 3 searched 
the pockets of Resident B's clothes but denied the allegation of taking Resident B's money out of his wallet. 

In an interview, on 4/10/25 at 12:38 PM, CNA 2 indicated personal items, including money should be not 
taken from a resident. CNA 2 indicated when stealing was observed, she reported the incident to the Director 
of Nursing (DON) and/or the Administrator. CNA 2 indicated if neither the DON or Administrator were 
available, she would report to the Charge Nurse. 
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A policy, undated, titled Abuse: Zero Tolerance, was provided by the Administrator on 4/10/25 at 12:42 PM. 
The policy indicated taking or borrowing money from a resident was considered a form of abuse. The policy 
indicated the facility had a zero tolerance of any form of abuse. 

This finding relates to Complaint IN00456068. 
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