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8S=D MISTREATMENT/NEGLECT/MISAPPROPRIATN

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview the facility
failed to safeguard a resident's personal
belongings when requested to do so for one
resident (R1) of three residents reviewed for
safekeeping of resident items in a sample of
three.

FINDINGS INCLUDE:

E3's (Licensed Practical Nurse) written
statement, dated 08/07/16, states that on
08/06/16 at 8:00 P.M. R1 handed E3 a bag and
asked E3 to lock the bag with it's belongings in
the medication room for safekeeping. E3's
statement indicates that E3 placed the bag on the
fax machine.

E4's (Registered Nurse) written statement, dated
08/07/16, states that E4 saw the bag on the fax
machine at 2:00A.M. and E3 told E4 that the bag
belonged to R1 and was supposed to be locked
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up in the medication room. E4's written statement
states that E4 locked the bag in the medication
room around 6:00 A.M. on 08/07/16.

E3's written statement, dated 08/07/16, states
that on 08/07/16 at around 8:10 P.M. R1 stated
that $1,000.00 was missing from the bag when it
was returned to R1.

The local bank withdrawal slip, dated 08/06/16,
indicates that R1 withdrew $1,150.00 in cash.

On 09/07/16 at 9:50 A.M. R1 stated that R1
withdrew the money to "pay the rent here (at the
facility)....I kept $150 in my purse and | still have
that."

On 09/07/16 at 11:45A.M. E1 (Administrator)
stated that, "It is acceptable for residents to give
the nurses things to lock up for safekeeping if |
am not here....| am not here 24 hours a day 7
days a week."
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