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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on interviews and record review the facility failed to protect a resident's right to be free from 
misappropriation of resident property when a staff member, CNA B requested and accepted money from 
Resident #1. The facility census was 57. Review of the facility's Abuse Prevention Policy, updated on 
06/17/24, showed:- It is the policy of this facility to prevent and prohibit all types of abuse, neglect, 
misappropriation of resident property, as well as exploitation;- Identify, correct and intervene in situations in 
which abuse, neglect, exploitation, and/or misappropriation of resident property is more likely to occur to 
include trained and qualified, registered, licensed, and certified staff on each shift in sufficient numbers to 
meet the needs of the residents, and assure that the staff assigned have knowledge of the individual 
residents' care needs and behavioral symptoms, if any. Misappropriation of resident property is defined as 
the deliberate misplacement, exploitation, or wrongful, temporary, or permanent use of a resident's property 
or money without the resident's consent;- Residents' property includes all residents' possessions, regardless 
of their apparent value to others since they may hold intrinsic value to the resident;- Examples of resident 
property include jewelry, clothing, furniture, money, and electronic devices;- Examples of misappropriation of 
resident property include but are not limited to: * Unauthorized or coerced use by staff of resident's personal 
property; * Unauthorized or coerced purchases on a resident's credit card; * Unauthorized or coerced 
purchases from resident's funds; * a resident who provides a gift to staff in order to receive ongoing care, 
based on staff's persuasion and; * staff who accept money from a resident for any reason including when 
staff have made the resident believe that staff was in a financial crisis or the resident believes that he/she is 
in a relationship with the staff person., and through intimidation, threats, or coercion; - Exploitation is defined 
as taking advantage of a resident for personal gain, through the use of manipulation, intimidation, threats or 
coercion. 1.Review of Resident #1's Quarterly Minimum Data Set (MDS), a federally mandated assessment 
instrument, completed by facility staff, dated 7/21/25, showed:- The resident was cognitively intact; - The 
resident was independent with all activities of daily living (ADL's);- Diagnoses included: right leg above the 
knee amputation, end stage renal disease (a permanent loss of kidney function where kidneys no longer 
work well enough to sustain life, requiring dialysis or a kidney transplant for survival), depression, 
schizophrenia, and anxiety.Review of the resident's nursing progress notes for the month of August 2025., 
showed:- On 8/20/25 at 6:15 P.M., the Administrator documented she had spoken with the resident's 
representative to alert and update them of an incident concerning the resident being financially exploited by 
an employed certified nursing assistant (CNA).- On 8/20/25 at 6:20 P.M., the Administrator documented she 
alerted the primary care provider that the facility reported an incident regarding alleged financial abuse of 
Resident #1 by CNA B to the Department of Health and Senior Services. Review of the facility investigation 
that included staff interviews and statements, dated 8/17/25, showed the following:- On 8/16/25 CNA C said, 
Resident #1 came to the desk and said he/she had been giving CNA B money to help out. -On 8/16/25 LPN 
A documented the resident was at the nurse's station telling the nurse and CNA C that he/she had been 
financially helping CNA B because CNA B said he/she was going to lose his/her home and was not able to 
pay the bills. LPN A notified the Administrator of the situation. -On 8/17/25 CNA C reported he/she heard the 
resident tell the charge nurse he/she gave CNA B $300 this morning to go to Walmart.Review of the police 
report #2025-002449, dated 8/19/25, showed:- The Officer spoke with the Administrator who stated she had 
begun investigating CNA B receiving money from Resident #1 on 8/17/25;- The Administrator's investigation 
showed CNA B had been attempting to coheres the resident into moving in with him/her;- CNA B was 
advised he/she could not move the Resident out of the building per facility policy;- The Administrator stated 
CNA B borrowed approximately $220 from Resident #1 and had told her it would be paid back to Resident 
#1;- The Administrator informed the officer that CNA B was suspended, and Resident #1 was their own 
person;- The Officer documented he/she reported to the Administrator that the incident was surely a policy 
violation for an employee to accept money from a resident and the Administrator informed the Officer she 
was going to hotline the information. Review of the Resident's care plan, updated 8/19/25, showed the 
resident identified as someone who would offer staff and other residents' money or would buy things for them 
and was at risk for financial abuse and exploitation due to being so free with his/her money.During an 
interview on 9/25/25 at 10:04 A.M., the Regional Director of Clinical Services said he was only familiar with 
what the investigation showed. He was not aware CNA B attempted to move the resident out of the facility. 
He knew CNA B had been terminated and thought the resident had been giving CNA B money off and on for 
a while but not sure on the amount. During an interview on 9/25/25 at 10:40 A.M., CNA B said: - He/she 
knew nothing about Resident #1's missing money;- He/She started to load the resident's property into his/her 
private vehicle and the Administrator called and told her he/she should resign immediately. - He/She said the 
financial transaction with Resident #1 had been between CNA B's spouse and the resident and that he/she 
was going to pay back the money. - He/she used the money from Resident #1 to pay his/her cell phone bill. It 
was $220.00 that's all it was; During an interview on 9/25/25 at 10:58 A.M., Resident #1 said:- He/She had 
nothing to hide and didn't remember when he/she gave CNA B money, but CNA B had asked for money a 
couple of months ago and Resident #1 was not sure how much money he/she had gave to CNA B and 
mentioned a few different dollar amounts which ranged from $220 to $500; - He/She said the Administrator 
spoke to him/her about giving CNA B money and he/she believed that since it was a facility employee, the 
facility should reimburse him/her the money, but the Administrator did not reimburse the resident any money 
back.- He/She said CNA B was trying to him/her to move in with him/her to pay the bills; - He/She no longer 
talks to CNA B because he/she is a scam artist; - CNA B never paid back him/her back for the money given 
to pay the phone bill; - He/She would like to have the money back. During an interview on 9/25/25 at 11:42 A.
M., the Administrator said:- Staff called her at 7:08 A.M. on 8/17/25 Sunday morning saying CNA B was at 
the facility to move the resident out and she informed the staff that CNA B couldn't remove the resident from 
the building. - The resident is his/her own person and only family can help move a resident out, but not staff. 
CNA B did not maintain professional boundaries. - She found out about CNA B taking Resident #1s money 
later during her investigation. The Account Specialist was notified by the resident about the money being 
taken by CNA B.- On 8/17/25 she spoke with police who took the report and said they would not be pursuing 
criminal charges but would make report to the state if needed.- The employee is promising to return the 
money to the resident, but the facility had not refunded any money to the resident at this time.- She gave 
CNA B a notice of termination on 9/18/25 but he/she had been suspended since 8/17/25, the day of the initial 
report.- The amount owed to the resident was $220. - During the course of the investigation the facility 
learned that other employees had given CNA B $217 the previous month for his/her phone bill. During an 
interview on 9/25/25 at 12:30 P.M., the Director of Nursing (DON) said:- The resident is own person and can 
make own decisions but, he/she needs oversight to make safe choices and decisions; - This resident is easy 
to take advantage of because of his/her decision making is impaired the facility should not have to repay the 
resident since the resident is her own person. During an interview on 9/25/25 at 1:03 P.M., the Account 
Specialist said:- She found out about the Resident #1 incident the day after it happened, Monday; - She 
questioned and reassured the resident they weren't in trouble, we were just wanting to help; - The resident 
then said CNA B had asked him/her for $220;- She immediately informed the Administrator about what she 
had learned from the resident.On 9/25/25 at 12:50 P.M. the Regional Director of Clinical Services provided a 
copy of the receipt to show reimbursing in the amount of $220.00. The receipt was and signed by the 
resident on 9/25/25.Intake 2594404
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