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F 0550

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Honor theresident'sright to a dignified existence, self-deter mination, communication,

and to exercise hisor her rights.

**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on interview and record review, the facility failed to allow one resident (Resident #1) reviewed, the right to

exercise her rights as aresident of the facility and as a citizen or resident of the United States. Failure to ensure

Resident #1 could exercise her rights to dispense funds without interference from the facility placed the resident at risk

to feel frustrated and disrespected. Findings included . Resident #1 admitted to the facility on [DATE], and according to

the 11/14/2019 Admission Minimum Data Set (MDS- an assessment tool) was determined to have care needs related to a
fracture, had [DIAGNOSES REDACTED]. According to the 02/14/2020 Quarterly MDS, the resident was assessed with
[REDACTED].

According to apublic allegation dated [DATE] 20, there was, an abuse of power regarding two social workers .they violated
my mother's civil rights .they took it upon themselves to intervene financially .they're not granting her the financial

freedom . In an interview on 04/09/2020 at 10:35 AM, Resident #1's son stated his mother wrote a check out to him but staff declined
to give it to me. Resident #1's son stated his mother, .wanted to give it to me. Progress notes dated 03/13/2020

showed, the SSD (Socia Service Director) has been working with resident, DSHS (Department of Social and Health Services)
and family on safe discharge home. SSD had resident anticipated for discharge next week (Tuesday). SSD met with resident to
discuss discharge Resident states her preference is to go home and have (son) be her IP (Individual Provider) .Resident is

able to verbalize how she would ask for help .Resident does not require 24 hour care at this time .Resident is able to take medications
independently however would benefit from someone managing her medications for safety .SSD spoke with APS

investigator who states open care for misappropriation financially against son (sic). She states she can wrap up

investigation this week, if she does not find any evidence . Progress notes dated [DATE] 20 showed, SSD was called to front
desk of care center re: resident's son .was present, stating his mother (Resident #1) had, written me acheck and | want

it. SSD checked in with resident who confirms she wrote (son) a 90 dollar check so he can get ready for me to come home.
.Resident was not able to state what he was going to buy with her money . In an interview on 04/09/2020 at 9:15 AM, Staff B
(Business Office Manager) confirmed that Resident #1 had written a check to her son, stating, .about a month ago they

(staff) brought a check that she wrote to (Son) for $90.00. | gaveit to Social Work. Record review showed no indication
Resident #1 was deemed incompetent to make decisions and no documentation the resident had a Power of Attorney (POA).
Review of care plan documents showed no indication the resident was assessed as unable to make financial decisions or
dispense her own funds. In an interview on O[DATE]3/2020 at 11:10 AM, Staff C, Director of Socia Services, confirmed
Resident #1 was not deemed incompetent to make her own decisions and that Resident #1 had the right to issue a check to
whomever she wanted. REFERENCE WAC: 388-97-0180(1-4) .
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