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Correction date:

The foliowing deficiencies resulted from
DC investigation of complaint #123723-C conducted
October 14, 2024 to October 17, 2024.

Complaint #123723-C was substantiated.

See code of Federal Regulations (42 CFR), Part

483, Subpart B-C.
F 567 Protection/Management of Personal Funds F 567
SS=D CFR(s): 483.10(f)(10(i)(ii})

§483.10(f)(10) The resident has a right to
manage his or her financial affairs. This includes
the right to know, in advance, what charges a
facility may impose against a resident's personal
funds.

(i) The facility must not require residents to
deposit their personal funds with the facility. If a
resident chooses to deposit personal funds with
the facility, upon written authorization of a
resident, the facility must act as a fiduciary of the
resident's funds and hold, safeguard, manage,
and account for the personal funds of the resident
deposited with the facility, as specified in this
section.

(i) Deposit of Funds.

(A) In general: Except as set out in paragraph (f)(
I0)(ii}(B) of this section, the facility must deposit
any residents' personal funds in excess of $100 in
an interest bearing account (or accounts) that is
separate from any of the facility's operating
accounts, and that credits all interest earned on
resident's funds to that account. (In pooled
accounts, there must be a separate accounting
for each resident's share.) The facility must
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maintain a resident's personal funds that do not
exceed $100 in a non-interest bearing account,
interest-bearing account, or petty cash fund.

(B) Residents whose care is funded by Medicaid:
The facility must deposit the residents’ personal
funds in excess of $50 in an interest bearing
account (or accounts) that is separate from any of
the facility's operating accounts, and that credits
all interest earned on resident's funds to that
account. (In pooled accounts, there must be a
separate accounting for each resident's share.)
The facility must maintain personal funds that do
not exceed $50 in a noninterest bearing account,
interest-bearing account, or petty cash fund.
This REQUIREMENT is not met as evidenced
by:

Based on record review, staff and resident
interviews and facility policy review the facility
failed to provide residents with the ability to have
access to their funds when requested for 2 out 4
residents reviewed (Resident #2 & #4). The
facility reported a census of 37 residents.

Findings include:

1. The Minimum Data Set (MDS) assessment
dated 7/29/24 for Resident #2 documented
diagnoses of anxiety disorder, anemia and
arthritis. The MDS showed the Brief Interview for
Mental Status (BIMS) score of 13, indicating no
cognitive impairment.

Interview on 10/15/24 at 2:44 p.m., with Resident
#2 revealed she is unable to get money on the
weekends if she asked for it. Resident #2
explained the facility always is waiting for a check
to come to the facility and then they have to go
get the money before they can give it to us. She
has had to wait a couple of days to be able to get
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her money.

2. The MDS assessment dated 7/3/24 for
Resident #4 documented diagnoses of anxiety
disorder, hypertension and neurogenic bladder.
The MDS showed the BIMS score of 11,
indicating moderate cognitive impairment.

Interview on 10/15/24 at 2:24 p.m., with Resident
#4 revealed he had asked the Administration in
the facility a couple weeks ago for $50 and has
not received his funds. Resident #4 explained he
was told the facility had to check the mail for a
check to come and their check was coming.
Resident #4 explained he was told there was no
money in the building to honor his request. He
stated he always has to wait for the facility to get
more money when he asks for it.

Review of facility provided policy titled Resident
Trust Fund with a revision date of 6/12/24
revealed residents have access to their funds 24
hours a day, 7 days a week, 365 days a year.

Interview on 10/16/24 at 12:41 p.m., with the
Administrator revealed the facility was out of petty
cash and did have to wait for the check to come
from the corporate office which takes 2 days to
process. She explained the check had just come
and all resident requests have been fulfilled but
they did have to wait for their funds. The
Administrator confirmed Resident #4 had asked
for funds and did have to wait for the facility
check to arrive. The Administrator explained she
is going to be working with the corporate office to
find a solution for residents.
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F567

The facility strives to ensure that each resident has the right to manage his or her financial affairs. This
includes the right to know, in advance, what charges a facility may impose against residents’ personal
funds and they have access to their funds at any time. Resident RFMS check was immediately cashed and
all residents who requested money were given their funds on 10/15/24.

Corrective action taken for residents found to have been affected by deficient practice.

All residents were educated by the Administrator no later than 10/31/24 and signed that they
understood they have access to their funds at any time. If the Administrator or designee are not
available, the residents were educated and comprehend they can ask a staff member, and the nurse will
issue them with their fund request.

How the center will identify other residents having the potential to be affected by the same deficient
practice.

Residents residing in the facility have the potential to be affected. An audit was conducted on 10/15/24
by the administrator to determine what residents requested their funds

What changes will be put into place to ensure that the problem will be corrected and will not recur.

e An audit of residents with RFMS accounts that they are receiving their money timely and when
asked.

e All staff members will be educated by the Administrator no later than 11/05/24 that resident funds
are locked up in the medication room and residents have access to their funds at any time.

e The Administrator or designee will randomly complete audits for residents with trust funds ensuring
residents are receiving their funds timely and when asked to ensure residents are receiving their
funds 3 times per week for 4 weeks.

e The Administrator or designee will audit the RFMS account and ensure the reconciliation is
completed timely to ensure funds are replenished timely 3 times per week for 4 weeks.

e APIPisin place and brought to the attention of the QAPI Committee.




Quality Assurance Plan to monitor performance to make sure corrections are achieved and are
permanent.

The Administrator will bring any identified concerns to the QAP| Committee for review.
Recommendations for further corrective action will be discussed and implemented to sustain

compliance.

Date when corrective action will be completed. 11/5/24




