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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the
 investigation to proper authorities.

 Based on records reviewed and interviews, for two of four sampled residents (Resident #2 and Resident #4), the Facility
 failed to report allegations of misappropriation to the Department of Public Health (DPH) no later than 24 hours and failed to report
the results of the two investigations to DPH within five working days of the incident, as required. Findings
 include: The Facility's policy, titled Investigating Incidents of Theft and/or Misappropriation of Resident Property, dated April 2017,
indicated that residents have the right to be free from theft and/or misappropriation of personal property,
 staff shall notify the State Agency within 24 hours of such incident and report the results of the investigation to the
 State Agency within five working days of the incident. 1. The Facility's Investigation, dated 6/22/20, indicated that the
 Facility received notification that Resident #2, had unauthorized transactions on his/her financial accounts and it was
 alleged that a staff member had taken his/her credit/debit card at the Facility. The Facility's Investigation included an
 email, dated 7/21/20 at 8:29 P.M., from local law enforcement and addressed to Administrator #2 which included photograph
 attachments for the Facility to assist with identifying the individual who used Resident #2's credit/debit card to make
 purchases. During an interview on 8/3/20, at approximately 11:15 A.M., Administrator #2 said that he was contacted on
 7/21/20, by law enforcement and received notification of another criminal theft investigation involving CNA #1 and Resident #4. The
Administrator #2 said that on 7/22/20, the ADON assisted him with identifying the individual in the photos as CNA
 #1. Administrator #2 that law enforcement arrested CNA #1 at the Facility on 7/23/20, when she arrived to work for a
 scheduled shift. Review of the report submitted by the Facility to DPH via the Health Care Facility Reporting System
 (HCFRS), indicated that the Facility did not notify DPH that Certified Nurse Aide (CNA) #1 was identified as the accused
 individual until 7/28/20, which was seven days after Administrator #2 received photo evidence of CNA #1 from local law
 enforcement. 2. The Facility's Investigation, dated 7/30/20, indicated that on 7/21/20, Administrator #2 was contacted by
 law enforcement and received an allegation that Resident #4's credit card was fraudulently used by CNA #1 during his/her
 admission. The Investigation indicated that on 7/22/20, Administrator #2 and the Assistant Director of Nursing (ADON)
 confirmed CNA #1's identity on security camera evidence provided by law enforcement. During an interview on 8/3/20, at
 approximately 11:15 A.M., Administrator #2 said he called Resident #4 on 7/28/20, to gather additional information and said the
Resident #4 said words to the effect of, During my last week at the Facility, some person had spent $2000 on my credit
 card. Administrator #2 said that he reported the incident to the Department of Public Health on 7/30/20. Review of the
 report submitted by the Facility to DPH via Health Care Facility Reporting System (HCFRS), indicated that the Facility did
 not submit a report of the alleged misappropriation of Resident #4's personal property by CNA #1 until 7/30/20, which was
 nine days after Administrator #2 received photo evidence of CNA #1 from law enforcement.
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