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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment,
and neglect by anybody.

Based on interviews and record review, the facility failed to ensure a resident was free from
misappropriation of resident funds by a staff member for 1 (#48) of 25 sampled residents. This deficient
practice resulted in the loss of $500 plus travel expenses for resident #48. The facility identified the failure of
a staff member accepting money from a resident and addressed and corrected the deficient practice before
the survey, resulting in the findings of past non-compliance. Findings include:During an interview on 1/13/26
at 12:01 p.m., resident #48 stated he met staff member Q at the facility. Resident #48 stated he and staff
member Q became friendly and at some point, in December of 2025, staff member Q offered to assist
resident #48 with travel to [City] for medical appointments. Resident #48 stated that staff member Q agreed
to be paid $1000 plus expenses. Resident #48 stated he purchased two first-class airline tickets and
booked hotel rooms for the trip. Resident #48 stated he paid the staff member Q $500 up front and agreed
to pay the remaining $500 after the trip. Resident #48 stated he paid staff member Q the $500 using his
personal checking account, check #0101, and the check was cashed. Resident #48 stated, I thought he
would just send me my money back. I had sucker written on my forehead. I want to get my money back;
maybe it's time to get the sheriff back here.

During an interview on 1/13/26 at 12:10 p.m., staff member A stated resident #48 declined to pursue
charges against staff member Q during the initial police report, but she would immediately assist resident #
48 in calling the sheriff back to file charges against staff member Q and pursue reimbursement of all funds
involved in travel plans previously made. Staff member A stated resident #48 had a BIMS of 15, cognitively
intact, and was able to make his own decisions. Staff member A stated staff member Q was immediately
removed from the schedule, and the police, spouse, his primary employer, Adult Protective Services, his
physician, and the State Survey Agency were notified. Staff member A stated an investigation of possible
misappropriation of funds from other residents found no other residents were affected. Staff member A
stated the facility did re-education with all staff on 1/8/26, and a QAPI action plan was put into place.

Review of text messages on resident #48's phone, dated 12/11/25 - 1/2/26, reflected staff member Q and
resident #48 discussing payment for his services, the hotel, food, airline tickets, and a rental car. On
12/20/25, staff member Q requested payment for services in advance of the trip due to financial difficulties.
On 12/21/25, resident #48 agreed to pay half of the $1000 for staff member Q's services, which was travel
assistance to and from the travel destination.

Review of a personal check written by resident #48, dated 12/23/25, reflected the check was addressed to
staff member Q from resident #48 for $500, and the check was cashed on 12/21/25 at 5:12 p.m.

Review of staff member Q's Relias Education, dated 1/6/26, reflected staff member Q had completed
Professional Boundaries education on 12/7/25, and there was abuse, neglect, misappropriation of
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funds, and abuse reporting education provided on 10/13/24.

Review of the Staff In-Service: Professional Boundaries, dated 1/5/26 - 1/8/26, reflected that staff education
was completed on misappropriation of funds, accepting gifts, tips, and gratuities, and professional
boundaries.

Review of the QAPI agenda, no date, reflected the misappropriation of resident funds was to be addressed
with an Action Plan at the upcoming QAPI meeting.

The facility identified the concern related to misappropriation of resident funds and immediately protected
the resident by suspending staff member Q and instructed him not to have contact with the residents.
Notifications were made within the required 24-hour window to law enforcement, APS, and the State
Survey Agency. The facility initiated an investigation of the incident and interviewed residents and staff in an
effort to identify any other potential victims. No other victims were identified. The facility updated resident
#48's care plan and implemented weekly monitoring to ensure sustained compliance. A psychiatric referral
was made for resident #48. Education was provided to the facility staff regarding professional boundaries
and not accepting money and/or gifts from residents. The incident was added to the facilities QAPI agenda
for ongoing monitoring of compliance. Past noncompliance was identified due to the corrective actions
taken by the facility.
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