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S 000 Compliance Statement S 000
A complaint survey for compliance with the
Administrative Rules of South Dakota, Article e ) -
. . .. . The resident involved in this PoC has been fully
44‘?0' As_s'_StEd Living Centers, requirements for repaid by Employee Z. This writer is unaware of the
assisted living centers, was conducted from status regarding the Attorney General's investigation
6/2/25 through 6/4/25. Area surveyed included into Employee A's actions. On June 11th, 2025, and
potential financial abuse toward a resident. all-staff meeting was held in the facility. Employee Z
f d . l was present. The Administrator covered topics
A'_"'gelhaus HI..I{'OH was oyn not in compliance including confidentiality of resident information;
with the following regulations: S838. abuse, neglect, and the misappropriation of 7/19/25
residents’ property & funds; incident reporting; and
N X . incidents & diseases subject to mandatory reporting.
S 838 44:70:09:09(4) Quality Of Life S 838 Also on June 11th, 2025, the Administrator held an

A facility shall provide care and an environment
that contributes to the resident's quality of life,
including:

4) Freedom from verbal, sexual, physical, and
mental abuse and from involuntary seclusion,
neglect, or exploitation imposed by anyone, and
theft of personal property;

This Administrative Rule of South Dakota is not
met as evidenced by:

Based on South Dakota Department of Health
(SD DOH) facility reported incident (FRI), record
review, interview, and policy review, the provider
failed to ensure one of one sampled resident (8)
was protected from potential financial abuse from
two of two sampled employees (A and Z).
Findings include:

1. Review of the provider's South Dakota
Department of Health (SD DOH) facility reported
incident (FRI) submitted on 5/21/25 at 10:09 a.m.
submitted on behalf of resident 8 revealed:
*Resident 8 had received a ten-thousand-dollar
check from an insurance settlement.

all-resident meeting. Some of the topics covered in
this meeting were related to resident funds; abuse,
neglect, and the misappropriation of residents’
property & funds; lending money to staff and
residents; and how to report incidents to the facility's
staff.

Administrator shall Policies & Procedures and make
changes to incorporate language specific to
“misappropriation of residents’ property and funds."
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Continued From page 1

*Employee A accepted the check and opened up
a joint account with resident 8.

*On 5/12/25 Administrator M requested that the
check be sent to resident 8's payee for proper
tracking and accounting.

*On 5/19/25, Administrator M stated that
employee A told her that she had disregarded the
request and opened up the bank account.
-Employee A stated the balance of the account
was less than two thousand dollars.

-Employee A did not provide proof of money spent
from that account when it was requested by
Administrator M.

*Education was to be provided to staff on abuse
and neglect on 5/22/25 and 5/23/25.

2. Review of the provider's initial SD DOH FRI
submitted on 6/6/25 at 2:15 p.m. for resident 8
revealed:

*On 6/3/25 at 12:30 p.m. employee Z saw
resident 8 outside of the building counting her
cash.

-Employee Z asked to resident 8 to borrow him
twenty dollars and he stated he would pay her
back forty dollars.

-Resident 8 reported the event as she was
concerned the employee Z had not repaid her the
money.

3. Review of the resident 8's care record
revealed:

*She was admitted on 5/25/22.

*Her 1/20/25 annual Brief Interview for Mental
Status (BIMS) assessment score was 15 out of
15 which indicated she had no cognitive
impairment.

*Diagnoses included schizophrenia (mental
disorder involving a disconnection from reality,
including hallucinations and delusions), iron
deficiency anemia (low red blood cells due to low
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iron level), and major depressive disorder.

*Her payee was identified as Angelhaus Payee
Services.

*A 5/2/25 progress note stated, "Left with [initials
of employee A] to go to the bank. Resident has
been very excited and looking forward to the trip."

4. Interview on 6/3/25 at 12:45 p.m. with resident
8 revealed:

*The facility is her payee.

-She received one hundred dollars a month and
would go to [name of store]. After the shopping
trip she would return the receipt and leftover
money to the facility. The leftover money was to
be returned to her payee account.

-She acknowledged that she got a settlement
check about a month ago and went with [name of
employee A] to the bank.

-She stated that money was separate from her
payee account.

-She verbalized the settlement money was used
to "buy her things" but did not provide any

information regarding what she meant by "things".

5. Interview on 6/3/25 at 1:00 p.m. with registered
nurse/director of nursing (RN/DON) C revealed
she:

*Was aware the settlement check had been
received.

*Had been asked to assist in getting the
settlement release form signed by resident 8 but
she felt uncomfortable doing so.

-She informed administrator M that she would not
participate in requesting the resident's signature
on the release form.

6. Interview on 6/4/25 at 2:30 p.m. with
administrator M, chief financial officer (CFO) N,
and RN/DON C regarding resident 8 revealed:
*The settlement check arrived in early May 2025.
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-It was unknown to them who it was delivered to.
*|t was confirmed that employee A took resident 8
to the local credit union and opened an account.
-To their knowledge the account is held jointly by
the two parties.

*The exact amount of money that was
unaccounted for was not known.

-Several receipts totaling under one thousand
dollars had been located.

-The allegation of misappropriation was currently
being investigated by the attorney general's
office.

*They had discovered that employee Z had asked
for and received twenty dollars from resident 8
and had not repaid resident 8 the money.

-They were provided guidance that was a
reportable event.

*Their policy did not include misappropriation, but
they considered these events to be potential
financial abuse.

*Education had been provided on abuse and
neglect to eight employees on 5/23/25 and
5/28/25.

-No education was documented for employees A
and Z.

-Administrator M intended to complete the
education to staff no later than the week ending
on 6/13/25.

7. Review of the provider's undated policies for
3.2.13.1 Reporting Abuse and Neglect and
3.2.13.2 Abuse and Neglect Defined revealed:
*It did not identify financial abuse or
misappropriation.

*"Any and all suspicions of abuse or neglect
toward a resident or a staff member must be
reported to a member of the Administrative team
immediately."
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