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Church of Christ Care Center 23575 15 Mile Rd
Clinton Township, MI 48035

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.

This citation pertains to Intake: 3030980 Based on interview and record review, the facility failed to
prevent misappropriation of property for one resident (R901) of three residents reviewed for
misappropriation. Findings include:A review of a complaint submitted to the State Agency (SA)
revealed (R901's) money ($60.00) was reported missing (0n 5/14/26) from their possession after
receiving from trust fund on 5/11/26. Upon investigation identified Housekeeper A had entered into
R901's room on three separate occasions outside of their job duties. On 6/11/26 at 9:57 AM, an
interview was completed with R901 who reported they obtain $60.00 monthly from the resident trust
fund and allocates the money to family members to run errands on their behalf. The resident
confirmed they obtained their $60.00 for the month of May, placed it inside a pouch, and placed it on
their overbed table. Upon waking up one morning they discovered the money was missing. R901
explained they do not know who took the money but explained they did not leave their room after
receiving the money and getting up in their wheelchair is too uncomfortable, saying they did not give
the money to anyone. R901 said they spoke to the Nursing Home Administrator (NHA) about the
missing money, as well as the local police.A review of R901's medical record revealed they were
admitted into the facility on 7/25/25 with diagnoses which included Chronic Kidney Disease,
Diabetes, and Obesity. Further review revealed the resident was cognitively intact and required
extensive assistance for some activities of daily living. On 6/11/26 at 11:48 AM, it was confirmed
through the Nursing Home Administrator (NHA) R901 did not have any visitors between 5/11/26 and
5/14/26. On 6/11/26 at 11:36 AM, an attempt to interview Housekeeper A was unsuccessful as they
disconnected the call once the surveyor identified themselves.On 6/11/26 at 1:35pm, an interview
was completed with the NHA regarding their investigation into the missing money. They explained
during the initial interview conducted with Housekeeper A; they explained walking past R901's room
when the resident requested for them to get the assigned staff for the day to report stolen money.
The NHA explained after the interview, they reviewed camera footage and observed Housekeeper A
entering R901's room on three separate occasions prior to their scheduled shift, and when confronted
about those occasions provided different contradictory reasons as to why they had entered the room,
none being related to the duties of the job.A review of documentation submitted to the SA,
Housekeeper A was terminated on 5/19/26 for the following, Failure to cooperate with an active
investigation and willful disobedience of management directives/insubordination.Regarding the
outcome of the facility's investigation, they noted it as inconclusive, and noted, .It is possible that
[R901] may still have the money, or that [they] gave the money to a relative, or misplaced it.A
review of the facility's, Abuse, Neglect and Exploitation policy revealed the following, Policy: It is the
policy of this facility to provide protections for the health, welfare and rights of each resident by
developing and implementing written policies and procedures that prohibit and prevent abuse, neglect,
exploitation and misappropriation of resident property . Misappropriation of Resident Property means
the deliberate misplacement, exploitation, or wrongful, temporary or permanent, use of a resident's
belongings or money without the resident's consent .
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