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F 0602 Protect each resident from the wrongful use of the resident's belongings or money.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on observation, interview, and record review, the facility failed to prevent the financial abuse for one of three
harm or potential for actual | sampled residents (Resident 1) by failing to ensure Staff 1 not taking $300 from the resident bank account. This deficient
harm practice resulting the resident being upset and had the potential to cause further abuse of the other residents. Findings:

A review of Resident 1's face sheet indicated the facility recently admitted the resident on 11/22/19. A review of
Residents Affected - Few Resident 1's History & Physical, dated 11/23/19, indicated the resident had a fluctuating capacity to understand and make
decisions. It indicated Resident 1 had multiple [DIAGNOSES REDACTED)]. A review of Resident 1's Minimum Data Set (MDS, a
standardized assessment and care-screening tool), dated 11/28/19, indicated the resident did not have any impairment in
cognition (mental action or process of acquiring knowledge and understanding). A review of the facility's record titled,
Verification of Investigation Report, dated 1/3/2020, indicated Staff 1 stated to the Administrator that she was desperate
for rent money as she feared she would be homeless again. The record indicated Staff 1 stated she withdrew $300 from
Resident 1's bank account using the resident's ATM card. Staff 1 alleged that Resident 1 told her to withdraw the amount
that she needed. A review of the facility's record titled, Employee Separation Form, dated 1/7/2020, indicated a copy of
the form was mailed to Staff 1 on 1/7/2020 due to a violation of the company policy. The form indicated Staff 1'slast day
of work at the facility was 1/2/2020. During an interview on 1/16/2020 at 9 am., the Administrator stated Staff 1 was
suspended on 1/6/2020 to 1/7/2020 due to the pending investigation of an alleged financial abuse of aresident and was
eventually terminated on 1/8/2020. During an interview on 1/16/2020 at 10:06 am., the DON stated Resident 1 was upset
because she had loaned Staff 1 $100, but when the resident checked her bank account, she noted that Staff 1 had withdrawn
$300. During an observation and interview on 1/16/2020 at 10:54 am., Resident 1 stated Staff 1 had owed her money in the
past which the latter promised to pay back with her tax return. Resident 1 stated she would lend Staff 1 money every time
she would share her financial problems. Resident 1 stated when Staff 1 borrowed money the last time (resident unable to
recall the exact date and time), the resident told her to withdraw $100. Resident 1 stated she got upset because Staff 1
withdrew $300 instead without notifying her, so she did not have enough money to pay her own storage and phone bills. A
review of the facility's policies and procedures, titled Abuse Reporting and Prevention, dated 8/2018, defined fiduciary
abuse or misappropriation of resident property as a deliberate misplacement, exploitation, or wrongful use of another's
things or money. The policy indicated an employee suspected of an alleged abuse against a resident must be removed
immediately from the care of all residents and might be suspended during the investigation. The policy indicated if the

investigation confirmed the alleged incident, corrective action must be taken immediately under the supervision of the
administrator.
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