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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to protect one resident from misappropriation of property when 
Certified Nurse Aide (CNA) A took the resident's debit card to obtain vending machine snacks for the 
resident and then started to Cash App themself money over a period of two months. The resident (Resident 
#4) had only given the CNA permission to get him/her snacks. CNA A removed a total of $483.40 from the 
resident's bank account and then credited the resident $29.40 for a total withdrawal amount of $454.00. The 
sample was 8. The census was 137.The facility was notified of past non-compliance on 9/10/25. The 
resident's bank notified the Administrator on 9/8/25 of the suspicious charges. The Administrator, contacted 
the police and suspended the employee. The facility reimbursed the resident for the full amount on 9/10/25. 
The employee was terminated. Staff were in-serviced on 9/8/25. This deficiency was corrected on 9/10/25. 
Review of the facility's Abuse Prevention and Prohibition Program Policy, revised 10/24/22, 
showed:-Purpose: To ensure the Facility establishes, operationalizes, and maintains an Abuse Prevention 
and Prohibition Program designed to screen and train employees, protect residents, and to ensure a 
standardized methodology for the prevention, identification, investigation, and reporting of abuse, neglect, 
mistreatment, misappropriation of property, and crime in accordance with federal and state requirements.
-Policy: Each resident has the right to be free from mistreatment, neglect, abuse, involuntary seclusion and 
misappropriation of property. The Facility has zero-tolerance for abuse, neglect, mistreatment, and/or 
misappropriation of resident property. Staff must not permit anyone to engage in verbal, mental, sexual, or 
physical abuse, neglect, mistreatment, or misappropriation of resident property. -Screening: The Facility 
does not knowingly employ anyone who has had disciplinary action against his/her professional license or a 
finding entered into the state nurse aide registry related to abuse, neglect, mistreatment or misappropriation 
or has been convicted of abusing, neglecting, or mistreating other people.-Staff, residents and families will be 
able to report concerns, incidents and grievances without fear of retribution or retaliation.-Supervisors shall 
immediately intervene, correct, and report identified situations where abuse, neglect or misappropriation of 
resident property is at risk for occurring.-Investigation: The Facility promptly and thoroughly investigates 
reports of resident abuse, mistreatment, neglect, injuries of an unknown source, or criminal acts.-If the 
Administrator receives a report of an incident or suspected incident of resident abuse, mistreatment, neglect, 
injuries of an unknown source or crime, the Administrator or designee, may appoint a member of the 
Facility's management team (the Investigator) to investigate the alleged incident.-Integration with the Quality 
Assurance and Performance Improvement Program (QAPI). The Administrator will report data concerning 
abuse, neglect, misappropriation of resident funds, and exploitation to the Quality Assessment and 
Assurance (QAA) Committee. Review of the facility's Resident Rights Policy, revised 5/1/23, 
showed:-Purpose: to promote and protect the rights of all residents at the facility.-Policy: All residents have a 
right to a dignified existence, self-determination, and communication with and access to persons and 
services inside and outside the Facility including those specified in this policy.-Procedure: State and federal 
laws guarantee certain basic rights to all residents of the Facility. These rights include, but are not limited to, 
a residents' right to: Have the Facility manage their funds, upon request; Retain and use personal 
possessions to the maximum extent that space and safety permit;-Each employee has a duty to read and be 
familiar with the residents' rights.-Inquiries concerning residents' rights are referred to the Administrator 
and/or the Director ofNursing Services. Review of Resident #4's medical record, showed:-A quarterly 
Minimum Data Set (MDS, a federally mandated assessment instrument completed by facility staff, dated 
4/11/25, showed the resident cognitively intact; -A Brief Interview of Mental Status assessment, dated 
8/26/25, showed the resident cognitively intact;-Diagnoses included sleep disorder, muscle weakness, need 
for assistance with personal care, mood disorder due to known psychological condition with depressive 
features, difficulty walking, and hemiplegia and hemiparesis (weakness or paralysis on one side of the body) 
following a stroke;-A progress note dated 9/10/25 at 3:32 P.M., facility administration was notified by bank in 
regard to alleged misappropriation of funds. Immediate interventions and investigation was initiated. Police 
notified. DHSS aware. Review of the resident's care plan, in use at the time of the investigation, 
showed:-Focus: The resident has limited physical mobility:--Goal: Remain free from complications related to 
immobility;--Interventions: The resident is non-weight bearing. Set up assist in motorized wheelchair. Provide 
supportive care, assistance with mobility as needed;-Focus: The resident has a psychosocial well-being 
problem related to major depressive disorder (MDD). On 9/10/25, the resident noted to be involved in alleged 
misappropriation of funds:--Goal: Resident will effectively cope with his/her feelings;--Interventions: DHSS 
notified, investigation initiated, policy notified. Psychosocial follow-up completed. Review of the Financial 
Institution's report, dated 9/24/25, showed the eligible adult, Resident #4. The customer reported 
unauthorized Cash App charges to an employee of the facility, where he/she resides, CNA A. The customer 
stated he/she uses a wheelchair and has received assistance from this employee when purchasing vending 
machine items using his/her debit card. Reported this to facility administrator, who came to the branch with a 
check made payable to our customer for the total amount of Cash App payments ($483.40). This check was 
then charged back to the account with a stop payment placed on it. Bank did not receive any notice from 
facility that there might be an issue with this check, and the bank has encouraged our customer to file a 
police report. During an interview on 9/26/25, the bank representative said the facility put a stop check on the 
resident's reimbursement of $483.40. They provided a new check on the same day. The first check was 
dated 9/16/25 and the second check was dated 9/10/25. They were not sure why the first check was stopped 
or why they provided a second one with an earlier date and later check number. During an interview on 
9/26/25 at 3:20 P.M., the Administrator said the reason for the two checks was a mix-up. It was a 
misunderstanding. He said that corporate sent a check the same day he brought one up to the bank himself. 
So that is why one had to be stopped because it was a duplicate payment. Review of the resident's Bank 
Card Dispute Form, dated 7/29/25 through 9/8/25, showed the following withdrawals:-On 7/29/25 Cash App 
to CNA A $20;-On 7/29/25 Cash App to CNA A $50;-On 9/1/25 Cash App to CNA A $25;-On 9/1/25 Cash 
App to CNA A $25;-On 9/1/25 Cash App to CNA A $40;-On 9/1/25 Cash App to CNA A $50;-On 9/2/25 Cash 
App to CNA A $15;-On 9/2/25 Cash App to CNA A $15;-On 9/2/25 Cash App to CNA A $20;-On 9/2/25 Cash 
App to CNA A $20;-On 9/2/25 Cash App to CNA A $20;-On 9/3/25 Cash App to CNA A $10;-On 9/3/25 Cash 
App to CNA A $10;-On 9/3/25 Cash App to CNA A $10;-On 9/3/25 Cash App to CNA A $10;-On 9/4/25 Cash 
App to CNA A $10;-On 9/4/25 Cash App to CNA A $10;-On 9/4/25 Cash App to CNA A $10;-On 9/4/25 Cash 
App to CNA A $10;-On 9/4/25 Cash App to CNA A $10;-On 9/5/25 Cash App to CNA A $10;-On 9/5/25 Cash 
App to CNA A $10;-On 9/5/25 Cash App to CNA A $10;-On 9/5/25 Cash App to CNA A $10;-On 9/7/25 Cash 
App to CNA A $7;-On 9/8/25 Cash App to CNA A $7;-On 9/8/25 Cash App to CNA A $10. Review of the 
resident's Bank Card Dispute Form, dated 7/29/25 through 9/8/25, showed the following credits:-On 9/5/25 
Cash App from CNA A $19.65;-On 9/5/25 Cash App from CNA A $9.75. Review of the facility investigation, 
showed: -A statement from the Resident, dated 9/10/25, he/she would let CNA A use his/her card to get 
him/her snacks. He/She does not always get up and needs stuff.-Resident admitted on [DATE]. He/She was 
alert and oriented with a mild cognitive impairment. He/She diagnoses include diabetes, high blood pressure, 
hemiplegia (weakness on one side), and mood disorder. -Summary of Findings: On 9/10/25, Resident #4's 
bank notified the Administration at the facility of potential suspicious activity on the resident's bank account. 
The bank sent his/her bank ledger that revealed several transactions to CNA A in the amount of $483.00 via 
Cash App dating back to July 2025 to current. The resident stated he/she did give CNA A permission to 
utilize his/her debit card to go get him snacks and items from the store and vending machines. CNA A stated 
he/she did use the resident's card to send money to himself/herself hat was utilized to buy the resident items. 
CNA A was suspended pending investigation and employment was terminated. Resident #4 will be 
reimbursed the funds that were utilized in the amount of $483 dollars. The resident educated on the 
importance of not giving out his/her banking information and/or debit card. Staff in-serviced on 
misappropriation of funds, resident rights, and not taking money from residents to buy them items. No other 
items or funds were taken per the resident. Police and Department of Health and Senior Services (DHSS) 
notified. The resident is alert and oriented. The resident does require assistance to get out of bed. 
Encouragement and education given to the resident to ask for assistance to get into wheelchair as he/she is 
able to wheel himself to get the items he/she needs. The resident voiced understanding. Resident #4 
consulted with the bank and was advised to shred his/her debit card. The resident did not want another debit 
card stated he/she would rather utilize cash. Other residents with outside bank accounts were interviewed 
and family members notified and no other residents were affected. The resident was offered a lock box for 
his/her personal items and declined as he/she has a drawer with a lock and key.-Interventions: Abuse and 
Neglect In-Servicing; Misappropriation of Funds In-servicing; Resident Rights In-servicing; CNA A 
Termination; Resident #4 reimbursed funds; Resident #4 no longer utilizes a debit card; Resident interviews; 
Psych-social follow up; Resident Audit of Funds. During an interview on 9/23/25 at 1:55 P.M., Resident #4 
said the actions by CNA A surprised him/her. He/She gave the CNA permission to get snacks or a soda. 
Then he/she found out CNA A got money out. CNA A never asked him/her for money. The facility 
reimbursed him/her for the amount that was taken. Resident #4 said he/she does not have any concerns 
since the facility reimbursed him/her. During an interview on 9/23/25 at 2:15 P.M., the Director of Nursing 
(DON) said prior to this incident they had no incidents with CNA A; however, he/she was on settlement 
agreement with the Employee Disqualification List (EDL). He/She had to do so many hours of training. The 
facility and the CNA had to sign an agreement. The facility had to do monthly in-service check in's and had to 
notify the EDL department if CNA A was terminated. The facility emailed them the day he/she was 
terminated. The settlement agreement did not say why the CNA was on a settlement agreement. During an 
interview on 9/26/25 at 4:30 P.M., the Administrator said he had zero problems with CNA A prior to this 
incident. The only thing that came across was the probation with DHSS. The settlement agreement did not 
say why CNA A was on the settlement agreement, just that he/she could work with the listed provisions. He 
in-services all his staff frequently about not taking gifts or personal cards or even cash from residents. The 
facility has activity staff or a designated person handle all the funds to protect the residents. He talked to the 
resident directly after the incident and reimbursed the resident for the amount that was taken. He talked to 
CNA A and the CNA just kept saying, I know, I know, I know, I messed up. The CNA would not answer to 
many questions and would not say he/she was sorry, just kept saying that he/she messed up and should not 
have done that. 2614335
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