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R0000
This visit was for the Investigation of R0000 Preparation and implementation
Complaint IN0O0101449. of thIS. Plan of (.30frect|on does not
constitute admission or
agreement by The Wellington at
Complaint IN00101449 - Substantiated. Kokomo of the truth or accuracy
State deficiencies related to the allegation of the facts, findings, or other
are cited at R026, R029, R035, R051, Stateme”tsf Y alleged ?V;T‘e .
preparer of the survey findings for
R052 and RO86. the Complaint Survey concluded
on December 21, 20121. The
Unrelated deficiencies cited. Wellington at Kokomo specifically
reserves the right to move to
strike or exclude this document
Survey date: December 21, 2011 as evidence in any civil,
administrative, or other legal
Facility number: 011366 action. This Plan of Correction is
Provider number: 011366 prepared and submitted for the
. purpose of complying with The
AIM number: n/a Wellington at Kokomo's obligation
to submit a Plan of Correction in
Survey team: accordance with the instructions
Toni Maley, BSW, TC set forth |ndthe Ja}nuaryt/hS, |230D1|-2|
. correspondence from the
Linn Mackey, RN Directgor of Long Term Care.
Shelley Reed, RN
Census bed type:
Residential: 34
Total: 34
Census payor type:
Other: 34
Total: 34
Sample: 3
These state findings are cited in
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: PUI811

Facility ID: 011366 If continuation sheet

Page 1 of 55




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/23/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
L WING 12/21/2011
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
2800 S DIXON RD
WELLINGTON AT KOKOMO THE KOKOMO, IN46902
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX CAEACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
accordance with 410 IAC 16.2.
Quality review 12/30/11 by Suzanne
Williams, RN
R0026 (a) Residents have the right to have their
rights recognized by the licensee. The
licensee shall establish written policies
regarding residents ' rights and
responsibilities in accordance with this article
and shall be responsible, through the
administrator, for their implementation. These
policies and any adopted additions or
changes thereto shall be made available to
the resident, staff, legal representative, and
general public. Each resident shall be advised
of residents ' rights prior to admission and
shall signify, in writing, upon admission and
thereafter if the residents ' rights are updated
or changed. There shall be documentation
that each resident is in receipt of the
described residents ' rights and
responsibilities. A copy of the residents '
rights must be available in a publicly
accessible area. The copy must be in at least
12-point type and a language the resident
understands.
Based on interview and record review, the R0026 Tag R 0026Mandatory in-services 02/03/2012
facility failed to ensure the Administrator will be conducted for all
K . . K management staff and
implemented facility policies regarding Reflections Memory Care staff.
resident rights, abuse prevention and The information to be reviewed
abuse investigation for 1 of 3 residents willinclude: - Residents’ Rights
reviewed for the prevention of abuse and PO"Cy, - Abuse 'Prevent|on Policy
.- . . - Accident / Incident and Unusual
recognition of rights in a sample of 3 Occurrence Policy - A review of
(Resident B). This deficient practice had the ISDH Forms for reporting.
the potential to impact 34 of 34 facility The Director of Memory Care will
residents. be responS{bIe for.presentlng the
mandatory in-services to both the
management staff and the
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Findings include: Reflections Memory Care staff.
The mandatory management
. in-service was be held on January
1.) During an 12/21/11, 9:15 am., 12, 2012. The management
interview, the Memory Care Director personnel who are required to
indicated she had received a, 12/15/11, attend are: Executive Director,
allegation of abuse by the Director of Dlrggtgr of Memory Qare,
Nursi . Resid B. The M Activities Director, Dietary
ursmg agam§t .e51 ent B. The ' emory Manager, Housekeeping
Care Director indicated the allegation Supervisor, Maintenance Director
involved forced care, wheeling a and Marketing Director. Please
wheelchair with the wheelchair tipped note that t.he Business Ofﬂcg
Iv back. holdi dent i Manager is on FMLA and will
extr.eme y back, 0_ ng a.r651 ent.ln a returning to the facility on
chair and wheelchair, forcing a resident to February 7, 2012. The BOM will
leave her room, wedging a wheelchair be in-serviced by Friday,
behind a resident chair to prevent free February 19’ 2012} The
lowi d mandatory in-services for the
movement, not a ow.mg' a resident to ' Reflections Memory Care staff
return to her room, tipping back a recliner will be completed by February 3,
to prevent a resident from standing and 2012. With regards to new
physically forcing a resident who wanted employees, a review of these
to stand to sit. Additionally. th policies is included in the new
0S8 an. O‘Sl ’ 1tiona }.]’ © employee orientation
allegation included the denial of the program. With regards to
resident's right to refuse care and ongoing monitoring, annual
treatment when said services were not mandatory in-services covering
red t ‘dent safet these policies is required of all
.requlre. 0 ensure .r651 ent satety or personnel. In conclusion, please
immediate well being. note that the Nurse Manager who
was involved in the abuse
During this same interview the Memory incident submitted her resignation
. .. o on December 27, 2011with her
Care Director indicated the facility
) last day of employment
currently had 34 residents who all had a being January 10, 2012 which
diagnosis of dementia or a related was accepted. The Nurse
disorder. The facility was designated as a Manager was suspended on
dementia unit Friday, December 29, 2011 and
cthentia unit. did not work in the facility
again. Plan of Correction
During an 12/21/11, 12:00 p.m., Addendum — January 20,
interview, the Memory Care Director 2012 All allegations and/or
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: PUI811 Facility ID: 011366 If continuation sheet Page 3 of 55
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indicated she had been the person who incidents of abuse, neglect or
was assigned to investigate the allegation misappropriation of property are
¢ by the Di ¢ . thoroughly and accurately
o a?use y the Director of Nursing t'o investigated and are reported
Resident B on 12/15/11. When queried, timely to the required agencies by
the Memory Care Director indicated she the Executive Director, the
had recommended to the Administrator Director of Memory Care and/or
hat the Di ¢ ine b ded the Nurse Manager. A report
that the Director of Nursing be suspende summarizing all allegations
pending the outcome of the investigation. and/or incidents of abuse, neglect
She indicated the Administrator did not or misappropriation of property
feel the suspension was necessary. gnd the rgsults gf all ]
investigations will be submitted to
) o the Quality Assurance Committee
The Memory Care Director indicated she at every scheduled committee
had completed the investigation and meeting and will become a
determined abuse had occurred. When stanqarq agenda item. The
ied. she indi dh lusi monitoring process for this plan of
quericd, she 1n 1cate. er ?onc usion was correction will be ongoing through
based on facility policy, witness the Quality Assurance
statements and the indication of Committee. In addition, all
unreasonable confinement, intimidation allegations and/or incidents of
d resident tal ish. Wh abuse, neglect or
an re.:s1 cht mental ahguish. ) cn misappropriation of property and
questioned, the Memory Care Director the subsequent investigations will
indicated she reported her findings to the be reported to the Executive
Administrator. She indicated the (Dzlrectorajhetlalre'\ftor ofMMemory
. . . are and/or the Nurse Manager
Adn.nmstrator had disagreed with her in & timely manner, both the
findings. occurrence and the completed
investigation.
The Memory Care Director indicated the
Director of Nursing was not working on
12/21/11 due to a requested personal
leave by the employee. However, the
Director of Nursing had worked 12/15/11,
12/17/11, and 12/19/11.  She
additionally indicated the Director of
Nursing was scheduled to return from her
requested leave on Friday, she believed.
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2.) During a 12/21/11, 11:20 a.m.,
confidential employee interview, E#2
indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11. E#2 believed, based on
his/her facility training regarding abuse,
the event was abuse. E#2 indicated
Resident B had experienced distress
during the events and had screamed NO!
NO! and resisted the actions of the
Director of Nursing. E#2 indicated he/she
had given a written statement of the event
to the Memory Care Director as part of an
investigation.

3.) Duringa 12/21/11, 11:00 a.m.,
confidential employee interview, E#3
indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11. E#3 believed based on
his/her facility training regarding abuse,
the event was abuse. E#3 indicated
Resident B had experienced distress
during the events and had screamed NO!
NO! and resisted the actions of the
Director of Nursing. E#3 indicated he/she
had given a written statement of the event
to the Memory Care Director as part of an
investigation.

4.) During a 12/21/11, 11:10 a.m.,
confidential employee interview, E#4
indicated she/he had witnessed an event
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with the Director of Nursing and Resident
B on 12/15/11. E#4 believed based on
his/her facility training regarding abuse,
the event was abuse. E#4 indicated
Resident B had experienced distress
during the events and had screamed NO!
NO! and resisted the actions of the
Director of Nursing. E#4 indicated he/she
had given a written statement of the event
to the Memory Care Director as part of an
investigation.

5.) During a 12/21/11, 11:35 a.m.,
confidential employee interview, E#6
indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11. E#6 believed based on
his/her facility training regarding abuse,
the event was abuse. E#6 indicated
Resident B had experienced distress
during the events and had screamed NO!
NO! and resisted the actions of the
Director of Nursing. E#6 indicated he/she
had given a written statement of the event
to the Memory Care Director as part of an
investigation.

6.) Duringa 12/21/11, 12:17 p.m.,
confidential employee interview, E#14
indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11. E#14 believed based on
his/her facility training regarding abuse,
the event was abuse. E#14 indicated
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Resident B had experienced distress
during the events and had screamed NO!
NO! and resisted the actions of the
Director of Nursing. E#14 indicated
he/she had given a written statement of
the event to the Memory Care Director as
part of an investigation.

7.) During a 12/21/11, 12:50 p.m.,
interview, the Administrator reviewed the
facility "Abuse Prevention Policy" and
indicated his personal interpretation of the
word "willful" was the perpetrator of any
allegation of abuse must do an action for
the "purpose of harming the resident."
After reading the facility policy definition
of abuse and "willful", the Administrator
again indicated his personal interpretation
differed from facility policy.

He indicated based on his personal
interpretation, the 12/15/11 allegation of
abuse by the Director of Nursing was not
abuse.

He additionally indicated, he did not
report the 12/15/11 allegation of abuse to
Resident B by the Director of Nursing to
the Indiana State Department of Health
(ISDH) as an allegation of abuse, because
he did not believe the event to have been
abuse.

When queried if abuse had been alleged,
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he indicated yes. When queried if all
allegations of abuse whether substantiated
or unsubstantiated must be reported to the
state department of health, he indicated he
believed all allegations must be reported.
When questioned why the, 12/15/11,
allegation of abuse to Resident B had not
been reported as an allegation of abuse to
the ISDH, the Administrator again
indicated the allegation was not reported
as abuse because he did not believe abuse
had occurred. When queried if there was
a conflict with his statement that all
allegations must be reported to ISDH and
his failure to report the, 12/15/11, abuse
allegation, he indicated perhaps he had
been an error.

When queried if he personal had
completed the investigation of the
12/15/11, allegation of abuse to Resident
B by the Director of Nursing or assigned
to task to a designee, he indicated he had
delegated the investigation to the Memory
Care Director. He additionally indicated
the Memory Care Director had
determined abuse had occurred. He then
indicated he had disagreed with the
investigation based on his personal
interpretation of "willful" and had
determined the event was a failure to
implement the resident re-direction policy
by the Director of Nursing.
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When questioned if the Director of
Nursing had been suspended pending the
outcome of the 12/15/11, allegation of
abuse, in accordance with facility policy,
the Administrator indicated he had not
suspended the Director of Nursing,
because he did not believe the event to be
abuse. When queried if the Memory Care
Director had recommended the
suspension of the Director of Nursing
pending the investigation of the Abuse
allegation, he indicated he did not
remember this suggestion being made.
When questioned if the facility policy was
to suspend employees pending the
outcome of the investigation, he indicated
he was unsure but believed suspension to
be the policy.

8.) Resident B's record was reviewed on
12/21/11 at 10:45 a.m.

Resident B's current diagnoses included,
but were not limited to,
dementia-Alzheimer's type, anxiety and
macular degeneration.

Resident #B had a current 12/17/11
Interdisciplinary Team Note which
indicated the resident's weight was stable.
Resident #B had a current 7/11 care plan
with indicated she was able to ambulate
independently.
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9.) Review of a current, 9/2011, facility
policy titled "Abuse Prevention Policy",
which was provided by the Memory Care
Director on 12/21/11 at 9:15 a.m.,
included, but was not limited to, the
following:

"...Reflections Memory Care at Kokomo
will comply with state regulations for
reporting suspected or actual acts."

"Definitions: Abuse-Means the willful
infliction of injury, unreasonable
confinement, intimidation of punishment
with resulting physical harm, pain or
mental anguish..."

"Willful-An intentional act (in contrast to
an accidental or involuntary act) done by

one who is or should be aware of the act's
consequences."

"The Nurse Manager and nursing
personnel are responsible for initiating
interventions to protect residents from any
further abusive acts while any reported
incidents are being investigated.
Measures may include but not be limited
to:...staff suspension..."

Review of a current, undated, facility
policy titled "Resident Rights", which was
provided by the Memory Care Director on
12/21/11 at 9:15 a.m., included, but was
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R0029

not limited to, the following:

"Residents have the right to exercise their
rights as a resident of the facility and as a
citizen or resident of the United States."

"Residents have the right to be treated
with consideration, respect, and
recognition of their dignity and
individuality."

"Residents have the right to the following:
...Refuse any service or treatment..."

"Residents have the right to be free from
sexual, physical, mental or verbal abuse,
corporal punishment, neglect and
involuntary seclusion."

"Residents have the right to be free from
any physical or chemical restraint
proposed for the purpose of discipline or
convenience..."

This State Residential tag related to
complaint IN00101449.

(d) Residents have the right to be treated with
consideration, respect, and recognition of
their dignity and individuality.

Based on interview and record review, the
facility failed to ensure a resident was

treated with dignity regarding refusal of

R0029

Tag R 0029Mandatory in-services 02/03/2012

will be conducted for all
management staff and
Reflections Memory Care staff.
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food, the ability to move freely, being The information to be reviewed
wheeled in a manner to promote respect, \lgv!llilcnyd-ui%u.seR;Z\c/j::ttisoan-l’%T:y
. . ,
and the desire to be in one's room for 1 of . Accident / Incident and Unusual
3 residents reviewed for dignified Occurrence Policy - A review of
treatment in a sample of 3 (Resident B). the ISDH Forms for reporting.
The Director of Memory Care will
Findi include: be responsible for presenting the
mdings include: mandatory in-services to both the
management staff and the
1.) During an 12/21/11, 9:15 a.m., Reflections Memory Care staff.
interview, the Memory Care Director The mgndatorybmer\]nri\(?emint
.. . in-service was be held on January
1ndlcat-ed she had received a? 12/15/11, 12,2012. The management
allegation of abuse by the Director of personnel who are required to
Nursing against Resident B. The Memory attend are: Executive Director,
Care Director indicated the allegation D'“?C,t?r of Memory Qare,
. Ived fi d heel; Activities Director, Dietary
involve 'orc.e care, whee 1ng a. Manager, Housekeeping
wheelchair with the wheelchair tipped Supervisor, Maintenance Director
extremely back, holding a resident in a and Marketing Director. Please
chair and wheelchair, forcing a resident to r,\1/|ote that the BL|1:S|\I/|n|_e,:S Odmcﬁl
. . anager is on and wi
lane her r09m, wedglng a wheelchair returning to the facility on
behind a resident chair to prevent free February 7, 2012. The BOM will
movement, not allowing a resident to be in-serviced by Friday,
return to her room, tipping back a recliner Febrcl;atry 10, 2012. Thfe "
. . mandatory in-services for the
to pr.event a temdent from standing and Reflections Memory Care staff
forcing a resident who wanted to stand to will be completed by February 3,
sit. The allegation included the denial of 2012. With regards to new
the resident's right to refuse care and e”}_‘".oye_esg al rzv'g‘{v ciir’]these
. . n nthen
treatment when said services were not policies 1s Inclucec in fne new
] ) employee orientation program.
required to ensure resident safety or With regards to ongoing
well-being. monitoring, annual mandatory
in-services covering these
During this same interview, the Memory policies is required of ?”
) o - personnel. In conclusion, please
Care Director indicated the facility note that the Nurse Manager who
currently had 34 residents who all had a was involved in the abuse
diagnoses or dementia or a related incident submitted her resignation
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disorder. The facility was designated as a on Decen;ber 27, 2011with her
: : last day of employment
dementia unit. being January 10, 2012 which
was accepted. The Nurse
2.) Resident B's record was reviewed on Manager was suspended on
12/21/11 at 10:45 a.m. Friday, December 29, 2011 and
did not work in the facility
Resident B's current diagnoses included, :%2263:?:‘ gf JZ:::SI:(:
but were not limited to, 2012 All allegations and/or
dementia-Alzheimer's type, anxiety and incidents of abuse, neglect or
macular degeneration. misappropriation of property are
thoroughly and accurately
. investigated and are reported
Resident #B had a current 12/17/11 timely to the required agencies by
Interdisciplinary Team Note which the Executive Director, the
indicated the resident's weight was stable. Director of Memory Care and/or
the Nurse Manager. A report
. summarizing all allegations
Resident #B had a current 7/11 care plan and/or incidents of abuse, neglect
with indicated she was able to ambulate or misappropriation of property
independently. and the results of all
investigations will be submitted to
. the Quality Assurance Committee
3.) During a 12/21/11, 11:20 a.m., at every scheduled committee
confidential employee interview, E#2 meeting and will become a
indicated she/he had witnessed an event standard agenda item. The
with the Director of Nursing and Resident monitoring process for_thls plan of
L. correction will be ongoing through
B on 12/15/11. E#2 indicated the the Quality Assurance
Director of Nursing wheeled a screaming Committee. In addition, all
Resident B down the hallway in a allegations and/or incidents of
wheelchair which was extremely tipped at?“se’ negllec.t or
. " " L misappropriation of property and
back like a "wheely." E#2 indicated the subsequent investigations will
tipping the wheelchair was contrary to all be reported to the Executive
training the employee had ever received. Director, the Director of Memory
E#2 had been taught wheelchair tipping Care and/or the Nurse Manager
. in a timely manner, both the
was a very unsafe practice. E#2 was occurrence and the completed
greatly concerned that the person investigation.
accompanying Resident B and tipping the
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: PUI811 Facility ID: 011366 If continuation sheet Page 13 of 55

01/23/2012




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/23/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

WELLINGTON AT KOKOMO THE

X2) MULTIPLE CONSTRUCTION

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

2800 S DIXON RD
KOKOMO, IN46902

00

X3) DATE SURVEY

COMPLETED

12/21/2011

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PERCEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

chair was the Director of Nursing (DON).
E#2 indicated Resident B screamed No!
No! and attempted to get out of the
wheelchair.

The DON told Resident B if she would
eat, the resident could go to her room.
Resident B did eat some, but cried out,
screamed "no" and asked to go to her
room throughout the meal. During the
entire meal, a wheelchair was wedged
behind Resident B.

Although the DON told the resident she
could go to her room after eating, when
Resident B was done eating, the DON did
not take the resident to her room as the
resident kept asking, but instead took her
to the living room.

4.) During a 12/21/11, 11:05 a.m.,
interview, PT #18 indicated "I entered the
living room area due to calling out by
[Resident B]." The DON and another
employee forcefully transferred Resident
B to the recliner. Resident B resisted and
caused the recliner to tip forward. After
Resident B tipped the recliner forward, PT
#18 asked if she could please assist
Resident B to her room because the
resident was greatly distressed, standing
firmly, refusing to sit and asking
repeatedly to go to her room. The
Director of Nursing, after multiple
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requests, allowed the PT to walk Resident
B to her room. The DON also walked
with Resident B as the PT assisted the
resident. PT #18 indicated as soon as
being told she could go to her room,
Resident B walked calmly to her room.
Resident B entered her room and reclined
calmly on her bed. PT #18 indicated
Resident B walked calmly and safely
enough as she went to her room that a 1
person assist was all that was needed.

5.) During a 12/21/11, 11:10 a.m.,
confidential employee interview, E#4
indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11. E#4 indicated the DON
wheeled a screaming, resisting Resident B
down the hallway in a wheelchair which
had the front wheels kicked up and the
Resident leaning way back.

After placing the resident at the table,
then the DON wedged a wheelchair
behind the resident to prevent her from
standing or pushing back her chair. The
DON herself held the resident down in the
chair and instructed two other employees
press down on the resident's shoulders or
hold her pant leg during the meal.

At one point, the DON instructed the
housekeeper to sit in the wheelchair
behind the resident to keep the resident
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forced up close to the table and prevent
her from standing. The DON left the area
for about 10 minutes and left the
housekeeper sitting behind Resident B to
keep her in the chair. Resident B was not
fed during the time the DON was gone
from the area to complete another task.

The DON came back and continued to tell
the resident she must eat. The DON told
the resident if she ate she could go back to
her room. The resident refused and cried
out saying NO! NO! NO! and asking to go
to her room. The resident did eventually
eat some.

6.) Duringa 12/21/11, 11:35 a.m.,
confidential employee interview, E#6
indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11. E#6 indicated this
employee was instructed by the DON to
sit in the wheelchair, which was behind
the resident. E#6 was told to sit in the
chair to prevent Resident B from standing
or pushing her chair back. Resident B
was distressed, called out and trying to get
away from the table.

The DON left the area and instructed E#6
sit in the wheelchair until she returned.
The DON was away from the dining area
about 10 minutes. No one fed Resident B
during this time. The resident was
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distressed during the whole event. E#6
was uncomfortable with following the
DON's instructions but didn't know what
to do because she was the DON.

7.) During a 12/21/11, 12:17 p.m.,
confidential employee interview, E#14
indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11.

E#14 indicated the DON had wheeled and
screaming, resisting, Resident B down the
hallway in a wheelchair which was tipped
back on two wheels. Resident B
screamed NO, NO!

During the meal, Resident B was often
held down in the chair, by the DON or
people instructed by her to do so. At one
point, the DON called the housekeeper
over and told the house keeper to sit in the
back wedged wheelchair to keep the
resident from getting up.

The DON left the area for about 10
minutes. Resident B was not fed during
this time but was forced to sit in her chair
with the housekeeper sitting behind her.

8.) A 12/21/11, 9:45 a.m., review of
witness statements by E#2, E#3, E#4,
PT#18, and E#14, which were provided
by the Director of Memory Care,
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indicated all interviews were consistent
with witness written statements.

9.) During an 12/21/11, 12:00 p.m.,
interview, the Memory Care Director
indicated she had been the person who
was assigned to investigate the allegation
of abuse by the Director of Nursing to
Resident B on 12/15/11. She indicated
the wheelchair should never be wheeled
when tipped back, the resident should
have been allowed to remain in her room,
a resident should not be held in a chair, a
wheelchair should not have been used as a
barrier to maintain the resident in her
chair and a resident had the right to refuse
ameal. The best approach would have
been to offer the resident a meal in her
room.

10.) Review of a current, undated, facility
policy titled " Resident Rights", which
was provided by the Memory Care
Director on 12/21/11 at 9:15 a.m.,
included, but was not limited to, the
following:

"Residents have the right to exercise their
rights as a resident of the facility and as a
citizen or resident of the United States."

"Residents have the right to be treated
with consideration, respect, and
recognition of their dignity and
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individuality."

"Residents have the right to the following:

...Refuse any service or treatment..."

This State Residential tag related to

complaint IN00101449.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: PUI811 Facility ID: 011366 If continuation sheet Page 19 of 55




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/23/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

WELLINGTON AT KOKOMO THE

X2) MULTIPLE CONSTRUCTION

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

2800 S DIXON RD
KOKOMO, IN46902

X3) DATE SURVEY

00 COMPLETED

12/21/2011

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PERCEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

R0035

(i) Residents have the right to the following:
(1) Participate in the development of his or
her service plan and in any updates of that
service plan.

(2) Choose the attending physician and other
providers of services, including arranging for
on-site health care services unless contrary to
facility policy. Any limitation on the resident 's
right to choose the attending physician or
service provider, or both, shall be clearly
stated in the admission agreement. Other
providers of services, within the content of this
subsection, may include home health care
agencies, hospice care services, or hired
individuals.

(3) Have a pet of his or her choice, so long as
the pet does not pose a health or safety risk to
residents, staff, or visitors or a risk to property
unless prohibited by facility policy. Any
limitation on the resident ' s right to have a pet
of his or her choice shall be clearly stated in
the admission agreement.

(4) Refuse any treatment or service, including
medication.

(5) Be informed of the medical consequences
of a refusal under subdivision (4) and have
such data recorded in his or her clinical record
if treatment or medication is administered by
the facility.

(6) Be afforded confidentiality of treatment.

(7) Participate or refuse to participate in
experimental research. There must be written
acknowledgement of informed consent prior
to participation in research activities.

Based on interview and record review, the
facility failed to ensure a resident had the
right to refuse a meal and refuse to be
seated in the dining room or living room
for 1 of 1 resident reviewed for the right
to refuse treatment or services in a sample

R0035

Tag R 0035Mandatory in-services 02/03/2012

will be conducted for all
management staff and
Reflections Memory Care staff.
The information to be reviewed
will include: - Residents’ Rights
Policy - Abuse Prevention Policy
- Accident / Incident and Unusua
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of 3 (Resident B). Occurrence Policy - A review of
the ISDH Forms for reporting.
. . The Director of Memory Care will
Findings include: be responsible for presenting the
mandatory in-services to both the
During an 12/21/11, 9:15 a.m., interview, management staff and the
the Memory Care Director indicated she _lF_Qsﬂectlorc;s tMemory Care St"’t‘ﬁ'
had received a, 12/15/11, allegation of in-:eTv?:e ag;ybze:;?g ir:ir;nuary
abuse by the Director of Nursing against 12, 2012. The management
Resident B. The Memory Care Director personnel who are required to
indicated the allegation included the at.tend are: Executive Director,
. . . . Director of Memory Care,
denial of the resident's right to refusing Activities Director, Dietary
care and treatment when said services Manager, Housekeeping
were not required to ensure resident safety Supervisor, Maintenance Director
or well being. and Marketing Director. Please
note that the Business Office
Manager is on FMLA and will
During this same interview, the Memory returning to the facility on
Care Director indicated the facility February 7, 2012. The BOM will
currently had 34 residents who all had a be in-serviced by Friday,
. . February 10, 2012. The
diagnoses or dementia or a related mandatory in-services for the
disorder. The facility was designated as a Reflections Memory Care staff
dementia unit. will be completed by February 3,
2012. With regards to new
2.) Resident B's record was reviewed on zcr)r:ipclic;);eizsihilL:Z\ngivnciihﬁzsv
12/21/11 at 10:45 a.m. employee orientation program.
With regards to ongoing
Resident B's current diagnoses included, monitoring, annual mandatory
.. in-services covering these
but were not limited to, o .
policies is required of all
dementia-Alzheimer's type, anxiety and personnel. In conclusion, please
macular degeneration. note that the Nurse Manager who
was involved in the abuse
Resident #B had a current 12/17/11 incident submitted her resignation
on December 27, 2011with her
Interdisciplinary Team Note which last day of employment
indicated the resident's weight was stable. being January 10, 2012 which
was accepted. The Nurse
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Resident #B had a current 7/11 care plan Manager was suspended on
with indicated she was able to ambulate Friday, December 29, 2011 and
. I did not work in the facility
independently. again. Plan of Correction
Addendum — January 20,
3.) Duringa 12/21/11, 11:20 a.m., 2012 All allegations and/or
confidential employee interview, E#2 incidents of abuse, neglect or
indicated she/he had witnessed an event misappropriation of property are
) . . ) thoroughly and accurately
with the Director of Nursing and Resident investigated and are reported
B on 12/15/11. timely to the required agencies by
E#2 indicated the Director of Nursing the Executive Director, the
wheeled a screaming Resident B down the a';eﬁhirsgf&ﬂaenrggz C/'_a\rreezgi/or
hallway in a wheelchair which was summarizing all allégations
extremely tipped back like a "wheely." and/or incidents of abuse, neglect
E#2 indicated Resident B screamed NO! or misappropriation of property
NO! and attempted to get out of the _and the rgsults gf all .
. o . investigations will be submitted to
wheelchair. E#2 indicated Resident B the Quality Assurance Committee
stated she wanted to stay in her room and at every scheduled committee
did not want to eat in the dining room. meeting and will become a
The Director of Nursing would not allow :2233:&;%?2225”:2 . t-gi]seplan of
Resident B to stay in her room and correction will be ongoing through
insisted she must come to the dining room the Quality Assurance
and eat. Throughout the meal she told the Comm!ttee. In adqitign, all
resident she must eat even when the allegations and/or incidents of
. abuse, neglect or
resident screamed no. misappropriation of property and
the subsequent investigations will
When Resident B was done eating, the be reported to the Executive
DON did not take the resident to her room Director, the Director of Memory
. . i Care and/or the Nurse Manager
as the resident kept asking but instead in a timely manner, both the
took her to the living room. The DON occurrence and the completed
and another staff member forced Resident investigation.
B to sit in the recliner. Resident B
screamed no and fought being transferred
and was calling out to go to her room.
Resident B fought the transfer to the
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recliner "planted her feet" and screamed
NO! NO!

4.) During a 12/21/11, 11:00 a.m.,
confidential employee interview, E#3
indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11. The DON and another
employee forcefully lift and place a
resisting Resident B in a recliner while the
resident called out NO! and asking to go
to her room.

After removing Resident B from the
tipped forward recliner, the DON and
another staff member used physical
strength and pressure to try to force
Resident B to sit in a wheelchair.
Resident B was standing firmly, locking
her knees and refusing to sit. The DON
applied pressure and tried to force the
resident to sit.

5.) During a 12/21/11, 11:05 a.m.,
interview, PT #18 indicated "I entered the
living room area due to calling out by
[Resident B]." The DON and another
employee forcefully transferred Resident
B to the recliner. Resident B resisted and
caused the recliner to tip forward. After
Resident B tipped the recliner forward, PT
#18 asked if she could please assist
Resident B to her room because the
resident was greatly distressed, standing
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firmly refusing to sit and asking
repeatedly to go to her room. The
Director of Nursing after multiple
requests allowed the PT to walk Resident
B to her room. The DON also walked
with Resident B as the PT assisted the
resident. PT #18 indicated as soon as
being told she could go to her room
Resident B walked calmly to her room.
Resident B entered her room and reclined
calmly on her bed. PT #18 indicated
Resident B walked calmly and safely
enough as she went to her room that a 1
person assist was all that was needed.

6.) Duringa 12/21/11, 11:10 a.m.,
confidential employee interview, E#4
indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11. E#4 believed based on
his/her facility training regarding abuse,
the event was abuse. E#4 indicated the
DON wheeled a screaming resisting
Resident B down the hallway in a
wheelchair which had the front wheels
kicked up and the resident leaning way
back. The DON refused to let the resident
stay in her room and insisted she must
come to the dining room at eat.

The DON told the resident if she ate she
could go back to her room. The resident
refused and cried out saying NO! NO!
NO! and asking to go to her room. The
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resident did eventually eat some.

7.) During a 12/21/11, 12:17 p.m.,
confidential employee interview, E#14
indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11. E#14 indicated the DON
had wheeled and screaming, resisting,
Resident B down the hallway in a
wheelchair which was tipped back on two
wheels. Resident B screamed NO, NO!
The Resident was asking to stay in her
room and refusing to go to the dining
room. The DON insisted the resident
must leave her room and must eat in the
dining room.

8.) During an 12/21/11, 12:00 p.m.,
interview, the Memory Care Director
indicated she had been the person who
was assigned to investigate the allegation
of abuse by the Director of Nursing to
Resident B on 12/15/11. She indicated
Resident B should have been allowed to
exercise her right to refuse to leave her
room and been offered a meal in her
room.

9.) Review of a current, undated, facility
policy titled " Resident Rights", which
was provided by the Memory Care
Director on 12/21/11 at 9:15 a.m.,
included, but was not limited to, the
following:
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"Residents have the right to exercise their
rights as a resident of the facility and as a
citizen or resident of the United States."
"Residents have the right to the following:
...Refuse any service or treatment..."
This State Residential tag related to
complaint IN00101449.
R0O051 (u) Residents have the right to be free from
any physical or chemical restraints imposed
for purposes of discipline or convenience and
not required to treat the resident ' s medical
symptoms.
Based on interview and record review, the R0051 Tag R0O051Mandatory in-services 02/03/2012
facility failed to ensure a resident had the will be conducted for all
. . management staff and
right to be free from being held down and Reflections Memory Care staff,
restrained, forced to sit in a chair or being The information to be reviewed
held in a chair by the use of a physical will include: - Residents’ Rights
barrier for 1 of 1 resident reviewed for P0|I0y.' Abuse .Prevent|on Policy
freed 6 . . le of - Accident / Incident and Unusual
ree .om rom restraints in a sample of 3 Occurrence Policy - A review of
(Resident B). the ISDH Forms for reporting.
The Director of Memory Care will
Findings include: be responsible for presenting the
) mandatory in-services to both the
] ) management staff and the
1.) Resident B's record was reviewed on Reflections Memory Care staff.
12/21/11 at 10:45 a.m. The mandatory management
in-service was be held on January
. , . . 12, 2012. The management
Resident B's c.urr.ent diagnoses included, personnel who are required to
but were not limited to, attend are: Executive Director,
dementia-Alzheimer's type, anxiety and Director of Memory Care,
macular degeneration. Activities Director, Dlgtary
Manager, Housekeeping
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Resident B had a current 12/17/11 Supervisor, Maintenance Director
Interdisciplinary Team Note which and Marketing Director. Please
Lo h . , oh note that the Business Office
indicated the resident's weight was stable. Manager is on FMLA and will
returning to the facility on
Resident B had a current 7/11 care plan February 7, 2012. The BOM wiill
with indicated she was able to ambulate be in-serviced by Friday,
ind dentl February 10, 2012. The
independently. mandatory in-services for the
Reflections Memory Care staff
Resident B's record lacked an order for will be completed by February 3,
any form of physical restraint. 2012. With regar.ds to new
employees, a review of these
) policies is included in the new
2.) During an 12/21/11, 9:15 a.m., employee orientation program.
interview, the Memory Care Director With regards to ongoing
indicated she had received a, 12/15/11, monitoring, annual nlindatory
. . in-services covering these
alleg?tlon of. abuse t?y the Director of policies is required of all
Nursing against Resident B. The Memory personnel. In conclusion, please
Care Director indicated the allegation note that the Nurse Manager who
involved holding a resident in a chair and was involved in the abuse
heelchai doi heelchair behind incident submitted her resignation
W eé chai, w'e ging a wheelchair behin on December 27, 2011with her
a resident chair to prevent free movement, last day of employment
and tipping back a recliner to prevent a being January 10, 2012 which
resident from standing. was accepted. The Nurse
Manager was suspended on
) Friday, December 29, 2011 and
3.) During a 12/21/11, 11:20 a.m., did not work in the facility
confidential employee interview, E#2 again. Plan of Correction
indicated she/he had witnessed an event Addendum — Ja!nuarv 20,
with the Director of Nursing and Resident m All allegations and/or
i incidents of abuse, neglect or
B on 12/15/11. The DON placed Resident misappropriation of property are
B at a dining room table and wedged a thoroughly and accurately
wheelchair behind the resident's chair to investigated and are reported
prevent the resident from standing or timely to th.e req.uwed agencies by
lidi K her chai . h the Executive Director, the
sliding back her chair. At one time the Director of Memory Care and/or
DON instructed the housekeeper to sit in the Nurse Manager. A report
the second wheelchair to make it more summarizing all allegations
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: PUI811 Facility ID: 011366 If continuation sheet Page 27 of 55




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/23/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
i\, BUILDING
L WING 12/21/2011
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
2800 S DIXON RD
WELLINGTON AT KOKOMO THE KOKOMO, IN46902
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
secure and prevent the resident from and/or incidents of abuse, neglect
getting up from the table. Throughout the Z;;n;;aepr‘:sojtr;ag]?gllc’f property
meal, the DON put her hands on the investigations will be submitted to
residents shoulder(s) to prevent her from the Quality Assurance Committee
standing. During the entire meal, a at every scheduled committee
wheelchair was wedged behind Resident meeting and will pecome a
standard agenda item. The
B. monitoring process for this plan of
correction will be ongoing through
4.) During a 12/21/11, 11:00 a.m., the Quality Assurance
confidential employee interview E#3 Comm!ttee. In ad‘?""?”v all
indi d she/he had wi d allegations and/or incidents of
1n. 1cate s- e/he ha w1tn.esse an eve.:nt abuse, neglect or
with the Director of Nursing and Resident misappropriation of property and
B on 12/15/11. Following the meal, E#3 the subsequent investigations will
witnessed the DON and another employee be reported to the Executive
f fully lift and pl isti Director, the Director of Memory
orc'e ully 1_ an p.ace a re@s ng ] Care and/or the Nurse Manager
Resident B in a recliner while the resident in a timely manner, both the
called out NO! and was asking to go to occurrence and the completed
her room. After placing Resident B in the investigation.
recliner, the DON tipped the recliner back
and raised the footrest. Resident B
attempted to exit the recliner and tipped it
forward.
5.) During a 12/21/11, 11:10 a.m.,
confidential employee interview E#4
indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11. The locks on the
wheelchair wouldn't lock so the DON and
another staff member transferred a
screaming resisting Resident B to a
another chair. Then the DON wedged the
wheelchair behind the resident to prevent
her from standing or pushing back her
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chair. The DON herself held the resident
down in the chair and instructed 2 other
employees press down on the resident's
shoulders or hold her pant leg during the
meal. The DON instructed the
housekeeper to sit in the wheelchair
behind the resident to keep the resident
forced up close to the table and prevent
her from standing.

6.) Duringa 12/21/11, 11:35 a.m.,
confidential employee interview E#6
indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11. E#6 indicated this
employee was instructed by the DON to
sit in the wheelchair, which was behind
the resident. E#6 was told to sit in the
chair to prevent Resident B from standing
or pushing her chair back. Resident B
was distressed called out and trying to get
away from the table.

7.) During a 12/21/11, 12:17 p.m.,
confidential employee interview E#14
indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11. E#14 and the DON
transferred a screaming resisting Resident
B to another chair. The DON then
wedged a wheelchair behind Resident B's
chair to keep the resident from standing or
sliding her chair back from the table.
During the meal, Resident B was often
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held down in the chair, by the DON or
people instructed by her to do so. The
DON called the housekeeper over and
told the house keeper to sit in the back
wedged wheelchair to keep the resident
from getting up.

8.) During an 12/21/11, 12:00 p.m.,
interview, the Memory Care Director
indicated she had been the person who
was assigned to investigate the allegation
of abuse by the Director of Nursing to
Resident B on 12/15/11. When queried,
the Memory Care Director indicated
Resident B had been restrained by
wedging a wheelchair, holding the
resident down and tipping a recliner back
to prevent rising. She decanted this
practice violated facility policy.

9.) Review of a current, undated, facility
policy titled " Resident Rights", which
was provided by the Memory Care
Director on 12/21/11 at 9:15 a.m.,
included, but was not limited to, the
following:

"Residents have the right to be free from
any physical or chemical restraint
proposed for the purpose of discipline or
convenience..."

This State Residential tag related to
complaint IN00101449.
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R0052 (v) Residents have the right to be free from:
(1) sexual abuse;
(2) physical abuse;
(3) mental abuse;
(4) corporal punishment;
(5) neglect; and
(6) involuntary seclusion.
Based on interview and record review, the R0052 Tag RO052Mandatory in-services 02/03/2012
facility failed to ensure a resident was free will be conducted for all
. K management staff and
of abuse, related to being physically Reflections Memory Care staff,
forced to leave her room, held in a chair The information to be reviewed
by a person and physical barrier, forced to willinclude: - Residents’ Rights
eat a meal and physically forced to sit PO"Cy, ~ Abuse .Preventlon Policy
hen sh q 4 f ¢ - Accident / Incident and Unusual
when she wanted to stand, for 1 of 3 Occurrence Policy - A review of
residents reviewed for the prevention of the ISDH Forms for reporting.
abuse in a sample of 3 (Resident B). This The Director of Memory Care will
deficient practice had the potential in be responsible for presenting the
. 34 of 34 resid mandatory in-services to both the
impact 34 o residents. management staff and the
Reflections Memory Care staff.
Findings include: The mandatory management
in-service was be held on January
. 12, 2012. The management
'1‘) Dl.lrmg an 12/21/11, 9:15 a:m., personnel who are required to
interview, the Memory Care Director attend are: Executive Director,
indicated she had received a, 12/15/11, Director of Memory Care,
allegation of abuse by the Director of QCt'V't'eS El)_llrectork, Dietary
. . . anager, Housekeeping
Nursmg agam?t R.emdent B. The Memory Supervisor, Maintenance Director
Care Director indicated the allegation and Marketing Director. Please
involved forced care, wheeling a note that the Business Office
wheelchair with the wheelchair tipped Manager is on FMLA and will
t Iv back. holdi ident i returning to the facility on
extremely back, holding a resident in a February 7, 2012. The BOM will
chair and wheelchair, forcing a resident to be in-serviced by Friday,
leave her room, wedging a wheelchair February 10, 2012. The
behind a resident chair to prevent free mandatory in-services for the
t not allowi ident t Reflections Memory Care staff
movement, not allowing a resident to will be completed by February 3,
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return to her room, tipping back a recliner 2012. With regards to new
to prevent a resident from standing and employees, a review of these
. . policies is included in the new
forcing a resident who wanted to stand to employee orientation program.
sit. The allegation included the denial of With regards to ongoing
the resident's right to refusing care and monitoring, annual mandatory
treatment when said services were not In-services covering these
red d P policies is required of all
requlre' to ensure resident safety or personnel. In conclusion, please
well-being. note that the Nurse Manager who
was involved in the abuse
During this same interview, the Memory incident submitted her re§ignation
Care Di indi d the facil; on December 27, 2011with her
are Director in 1ca.te the facility last day of employment
currently had 34 residents who all had a being January 10, 2012 which
diagnoses or dementia or a related was accepted. The Nurse
disorder. The facility was designated as a Manager was suspended on
d fi it Friday, December 29, 2011 and
cmentia unit. did not work in the facility
again. Plan of Correction
2.) Resident B's record was reviewed on Addendum - January 20,
12/21/11 at 10:45 a.m. 2012 All allegations and/or
incidents of abuse, neglect or
. v . . misappropriation of property are
Resident B's current diagnoses included, thoroughly and accurately
but were not limited to, investigated and are reported
dementia-Alzheimer's type, anxiety and timely to the required agencies by
. the Executive Director, the
macular degeneration. ’
g Director of Memory Care and/or
the Nurse Manager. A report
Resident #B had a current 12/17/11 summarizing all allegations
Interdisciplinary Team Note which and/or incidents of abuse, neglect
indicated the resident's weight was stable. or misappropriation of property
and the results of all
investigations will be submitted to
Resident #B had a current 7/11 care plan the Quality Assurance Committee
with indicated she was able to ambulate at every scheduled committee
independently meeting and will become a
' standard agenda item. The
) monitoring process for this plan of
3.) During a 12/21/11, 11:20 a.m., correction will be ongoing through
confidential employee interview, E#2 the Quality Assurance
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indicated she/he had witnessed an event Committee. In addition, all
with the Director of Nursing and Resident allegations and/or incidents of
. abuse, neglect or
B on 12/15/11. E#2 believed, based on misappropriation of property and
his/her facility training regarding abuse, the subsequent investigations will
the event was abuse. be reported to the Executive
Director, the Director of Memory
E#2 indicated the Director of Nursing ﬁa;?i;ZT;o;?:ngs r;gﬂl:/l te;]r;ager
wheeled a screaming Resident B down the occurrence and the completed
hallway in a wheelchair which was investigation.
extremely tipped back like a "wheely."
E#2 indicated tipping the wheelchair was
contrary to all training the employee had
ever received. E#2 had been taught
wheelchair tipping was a very unsafe
practice. E#2 was greatly concerned that
the person accompanying Resident B and
tipping the chair was the Director of
Nursing (DON). E#2 indicated Resident
B screamed NO! NO! and attempted to
get out of the wheelchair.
The DON placed Resident B at a dining
room table and wedged a wheelchair
behind the resident's chair to prevent the
resident from standing or sliding back her
chair. At one time the DON instructed the
housekeeper to sit in the second
wheelchair to make it more secure and
prevent the resident from getting up from
the table.
Throughout the meal, the DON put her
hands on the resident's shoulder(s) to
prevent her from standing. E#2 could not
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tell if she was holding Resident B down,
but it did not appear to be the case. The
DON told Resident B if she would eat, the
resident could go to her room. Resident B
did eat some, but cried out, screamed "no"
and asked to go to her room throughout
the meal. During the entire meal, a
wheelchair was wedged behind Resident
B.

When Resident B was done eating, the
DON did not take the resident to her room
as the resident kept asking, but instead
took her to the living room. The DON
and another staff member forced Resident
B to sit in the recliner. Resident B
screamed "no" and fought being
transferred and was calling out to go to
her room. Resident B fought the transfer
to the recliner, "planted her feet," and
screamed NO! NO! Resident B tried to
get out of the recliner and flipped the
recliner forward.

E#2 did not know what all happened next,
but Resident B did end up back in her
room. E#2 felt the DON had not followed
the facility behavior program. E#2
indicated Resident B should have been
allowed to eat in her room. E#2 thought
Resident B should have been able to
refuse care and treatment as her resident
right.
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4.) During a 12/21/11, 11:00 a.m.,
confidential employee interview, E#3
indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11. E#3 believed, based on
his/her facility training regarding abuse,
the event was abuse. E#3 indicated
Resident B had experienced distress
during the events and had screamed NO!
NO! and resisted the actions of the
Director of Nursing.

E#3 indicated her education, training and
work history allowed the employee to
identify Resident B was at risk for injury.
E#3 witnessed the DON and another
employee forcefully lift and place a
resisting Resident B in a recliner while the
resident called out NO! and asked to go to
her room. After placing Resident B in the
recliner, the DON tipped the recliner
back, and raised the footrest. Resident B
attempted to exit the recliner and tipped it
forward.

After removing Resident B from the
tipped forward recliner, the DON and
another staff member used physical
strength and pressure to try to force
Resident B to sit in a wheelchair.
Resident B was standing firmly, locking
her knees and refusing to sit. The DON
applied pressure and tried to force the
resident to sit. E#3 felt this action put
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Resident B at risk for injury.

5.) During a 12/21/11, 11:05 a.m.,
interview, PT #18 indicated after Resident
B tipped the recliner forward, PT #18
asked if she could please assist Resident B
to her room, because the resident was
greatly distressed, standing firmly
refusing to sit and asking repeatedly to go
to her room. The Director of Nursing,
after multiple requests, allowed the PT to
walk Resident B to her room. The DON
also walked with Resident B as the PT
assisted the resident. PT #18 indicated as
soon as being told she could go to her
room, Resident B walked calmly to her
room. Resident B entered her room and
reclined calmly on her bed. PT #18
indicated Resident B walked calmly and
safely enough as she went to her room
that a 1 person assist was all that was
needed.

6.) During a 12/21/11, 11:10 a.m.,
confidential employee interview, E#4
indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11. E#4 believed, based on
his/her facility training regarding abuse,
the event was abuse. E#4 indicated the
DON wheeled a screaming resisting
Resident B down the hallway in a
wheelchair which had the front wheels
kicked up and the Resident leaning way
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back.

After placing Resident B at the table, the
locks on the wheelchair wouldn't lock.
The DON and another staff member then
transferred a screaming resisting Resident
B to another chair. During the transfer,
the resident resisted by making herself
"dead weight."

After placing the resident at the table,
then the DON wedged a wheelchair
behind the resident to prevent her from
standing or pushing back her chair. The
DON herself held the resident down in the
chair and instructed two other employees
press down on the resident's shoulders or
hold her pant leg during the meal.

At one point, the DON instructed the
housekeeper to sit in the wheelchair
behind the resident to keep the resident
forced up close to the table and prevent
her from standing. The DON left the area
for about 10 minutes and left the
housekeeper sitting behind Resident B to
keep her in the chair. Resident B was not
fed during the time the DON was gone
from the area to complete another task.

The DON came back and continued to tell
the resident she must eat. The DON told
the resident if she ate she could go back to
her room. The resident refused and cried
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out saying NO! NO! NO! and asking to go
to her room. The resident did eventually
eat some.

There were other residents in the area.
The other residents appeared to be
distressed and agitated as these events
took place.

7.) During a 12/21/11, 11:35 a.m.,
confidential employee interview, E#6
indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11. E#6 believed, based on
his/her facility training regarding abuse,
the event was abuse.

E#6 indicated this employee was
instructed by the DON to sit in the
wheelchair, which was behind the
resident. E#6 was told to sit in the chair
to prevent Resident B from standing or
pushing her chair back. Resident B was
distressed called out and trying to get
away from the table.

The DON left the area and instructed E#6
sit in the wheelchair until she returned.
The DON was away from the dining area
about 10 minutes. No one fed Resident B
during this time. The resident was
distressed during the whole event. E#6
was uncomfortable with following the
DON's instructions but didn't know what
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to do because she was the DON.

When E#6 became concerned this was
abuse, and E#6 informed the QMA who
was the charge on second floor.

8.) During a 12/21/11, 12:17 p.m.,
confidential employee interview, E#14
indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11. E#14 believed, based on
his/her facility training regarding abuse,
the event was abuse.

E#14 indicated she witnessed and
followed instructions to assist the DON
during the event. E#14 indicated the
action and instructions of the DON
troubled E#14, and E#14 should have told
the DON that the practices were wrong
and stopped the event. E#14 indicated
when the event and instructions come
from the DON, an employee can be in
conflict and shock and just go along even
as the employee was feeling troubled
inside. E#14 indicated this would not
happen in the future regardless of who
gave the instructions.

E#14 indicated the DON had wheeled and
screaming, resisting, Resident B down the
hallway in a wheelchair which was tipped
back on two wheels. Resident B
screamed NO, NO!
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Under the DON's instruction, E#14 and
the DON transferred a screaming resisting
Resident B to another chair. The DON
then wedged a wheelchair behind
Resident B's chair to keep the resident
from standing or sliding her chair back
from the table.

During the meal, Resident B was often
held down in the chair, by the DON or
people instructed by her to do so. At one
point, the DON called the housekeeper
over and told the housekeeper to sit in the
back wedged wheelchair to keep the
resident from getting up.

The DON left the area for about 10
minutes. Resident B was not fed during
this time but was forced to sit in her chair
with the housekeeper sitting behind her.
Other residents were in the area. "I felt
sorry for them." "They were
uncomfortable with all that was
happening." "I felt forced to follow
orders because they were given by the
DON."

9.) A 12/21/11, 9:45 a.m., review of
witness statements by E#2, E#3, E#4,
PT#18, and E#14, which were provided
by the Director of Memory Care,
indicated all interviews were consistent
with witness written statements.
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10.) During an 12/21/11, 12:00 p.m.,
interview, the Memory Care Director
indicated she had been the person who
was assigned to investigate the allegation
of abuse by the Director of Nursing to
Resident B on 12/15/11. The Memory
Care Director indicated she had
completed the investigation and
determined abuse had occurred. When
queried, she indicated her conclusion was
based on facility policy, witness
statements and the indication of
unreasonable confinement, intimidation
and resident mental anguish. When
questioned, the Memory Care Director
indicated she reported her findings to the
Administrator.

11.) Review of a current, 9/2011, facility
policy titled "Abuse Prevention Policy",
which was provided by the Memory Care
Director on 12/21/11 at 9:15 a.m.,
included, but was not limited to, the
following:

"...Reflections Memory Care at Kokomo
will comply with state regulations for
reporting suspected or actual acts."

"Definitions: Abuse-Means the willful
infliction of injury, unreasonable
confinement, intimidation of punishment
with resulting physical harm, pain or
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mental anguish..."
"Willful-An intentional act (in contrast to
an accidental or involuntary act) done by
one who is or should be aware of the act's
consequences."
This State Residential tag related to
complaint IN00101449.
R0O086 The licensee:
(1) is responsible for compliance with all
applicable laws; and
(2) has full authority and responsibility for the:
(A) organization;
(B) management;
(C) operation; and
(D) control;
of the licensed facility.
The delegation of any authority by the
licensee does not diminish the responsibilities
of the licensee.
Based on interview and record review, the R0086 Tag RO086Mandatory in-services 02/03/2012
facility failed to manage the operations of will be conducted for all
. management staff and
the facility in a manner to prevent abuse, Reflections Memory Care staff.
identify abuse, ensure resident safety by The information to be reviewed
suspending an employee during an abuse willinclude: - Residents’ Rights
investigation, ensure a resident was PO"Cy, - Abuse 'Prevent|on Policy
itted se her rich fu - Accident / Incident and Unusual
permitted to exercise her rights to refuse Occurrence Policy - A review of
treatment or services, ensure employee the ISDH Forms for reporting.
criminal screening upon hire and the The Director of Memory Care will
implementation of facility policies be responsible for.presentlng the
di 4 ioh dab for 1 mandatory in-services to both the
regar 11.1g resi enj[ rights and abuse for management staff and the
of 3 residents reviewed to ensure the Reflections Memory Care staff.
facility managed it's operation to prevent The mandatory management
in-service was be held on January
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abuse and the exercise of rights (Resident 12, 2012. The management
B). This deficient practice has the personnel who are required to
. . . attend are: Executive Director,
potential to impact 34 of 34 residents. Director of Memory Care,
Activities Director, Dietary
Findings include: Manager, Housekeeping
Supervisor, Maintenance Director
. and Marketing Director. Please
1.) During an 12/21/11, 9:15 a.m., note that the Business Office
interview, the Memory Care Director Manager is on FMLA and will
indicated she had received a, 12/15/11, returning to the facility on
allegation of abuse by the Director of Eepruary 7 zdogz'FTge BOM will
. . . e in-serviced by Friday,
Nursmg agalnst R.651dent B. The Memory February 10, 2012. The
Care Director indicated the allegation mandatory in-services for the
involved forced care, wheeling a Reflections Memory Care staff
wheelchair with the wheelchair tipped will be completed by February 3,
Iv back. holdi d . 2012. With regards to new
extr.eme y back, o' ing a.rem ent.m a employees, a review of these
chair and wheelchair, forcing a resident to policies is included in the new
leave her room, wedging a wheelchair employee orientation program.
behind a resident chair to prevent free With regards to ongoing
t not allowi ident t monitoring, annual mandatory
movement, not a Ow.lng. aresident fo ) in-services covering these
return to her room, tipping back a recliner policies is required of all
to prevent a resident from standing and personnel. In conclusion, please
forcing a resident who wanted to stand to note .thatlthz N“trﬁe Mbanager who
. L . was involved in the abuse
sit. Th.e allega.tlon 1ncludefl the denial of incident submitted her resignation
the resident's right to refusing care and on December 27, 2011with her
treatment when said services were not last day of employment
required to ensure resident safety or well being January 10, 2012 which
. was accepted. The Nurse
being.
Manager was suspended on
Friday, December 29, 2011 and
During an 12/21/11, 12:00 p.m., did not work in the facility
interview, the Memory Care Director again. In addition, we will follow
. the timeframes identified in our
indicated she had been the person who " .
} ) ) ] facility policy with regards to
was assigned to investigate the allegation obtaining Limited Criminal History
of abuse by the Director of Nursing to Checks. Our monitoring process
Resident B on 12/15/11. When queried, will be ongoing as we are
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the Memory Care Director indicated she required to obtain a Limited
had recommended to the Administrator Crlmllnal H's;?ry C:ZCK on ?”
. . employees.Plan of Correction
that the plrector .ofNursmg be Addendum — January 20,
suspending pending the outcome of the 2012 Al allegations and/or
investigation. She indicated the incidents of abuse, neglect or
Administrator did not feel the suspension misappropriation of property are
thoroughly and accurately
was necessary. The Memory Care . .
) o investigated and are reported
Director indicated she had completed the timely to the required agencies by
investigation and determined abuse had the Executive Director, the
occurred. When queried, she indicated Director of Memory Care and/or
. .. the Nurse Manager. A report
her conclusion was based on facility o .
. ) summarizing all allegations
policy, witness statement and the and/or incidents of abuse, neglect
indication of unreasonable confinement, or misappropriation of property
intimidation and resident mental anguish. and the results of all
. . i tigations will be submitted to
hen queried, the Mem: re Director INVes
W .e queried, the Memory Ca. ¢ Directo the Quality Assurance Committee
indicated she reported her findings to the at every scheduled committee
Administrator. She indicated the meeting and will become a
Administrator had disagreed with her standard agenda item. The
findings, and he believed the actions by monitoring process for.thls plan of
. . . correction will be ongoing through
the Director of Nursing were a failure to the Quality Assurance
follow policy. Committee. In addition, all
allegations and/or incidents of
The Memory Care Director indicated the at_;use, neg!ec_t or
. . . misappropriation of property and
Director of Nursing was not working on the subsequent investigations will
12/21/11 due to a requested personal be reported to the Executive
leave by the employee. However, the Director, the Director of Memory
Director of Nursing had worked 12/15/11, .Care.and/or the Nurse Manager
. in a timely manner, both the
12/17/11, and 12/19/11. She additionally occurrence and the completed
indicated the Director of Nursing was investigation.
scheduled to return from her requested
leave on Friday, she believed.
2.) During a 12/21/11, 11:20 a.m.,
confidential employee interview, E#2
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indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11. E#2 believed, based on
his/her facility training regarding abuse,
the event was abuse. E#2 indicated
Resident B had experienced distress
during the events and had screamed NO!
NO! and resisted the actions of the
Director of Nursing. E#2 indicated he/she
had given a written statement of the event
to the Memory Care Director as part of an
investigation.

3.) During a 12/21/11, 11:00 a.m.,
confidential employee interview E#3
indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11. E#3 believed, based on
his/her facility training regarding abuse,
the event was abuse. E#3 indicated
Resident B had experienced distress
during the events and had screamed NO!
NO! and resisted the actions of the
Director of Nursing. E#3 indicated he/she
had given a written statement of the event
to the Memory Care Director as part of an
investigation.

4.) During a 12/21/11, 11:10 a.m.,
confidential employee interview E#4
indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11. E#4 believed, based on
his/her facility training regarding abuse,
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the event was abuse. E#4 indicated
Resident B had experienced distress
during the events and had screamed NO!
NO! and resisted the actions of the
Director of Nursing. E#4 indicated he/she
had given a written statement of the event
to the Memory Care Director as part of an
investigation.

5.) During a 12/21/11, 11:35 a.m.,
confidential employee interview E#6
indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11. E#6 believed, based on
his/her facility training regarding abuse,
the event was abuse. E#6 indicated
Resident B had experienced distress
during the events and had screamed NO!
NO! and resisted the actions of the
Director of Nursing. E#6 indicated he/she
had given a written statement of the event
to the Memory Care Director as part of an
investigation.

6.) During a 12/21/11, 12:17 p.m.,
confidential employee interview E#14
indicated she/he had witnessed an event
with the Director of Nursing and Resident
B on 12/15/11. E#14 believed, based on
his/her facility training regarding abuse,
the event was abuse. E#14 indicated
Resident B had experienced distress
during the events and had screamed NO!
NO! and resisted the actions of the
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Director of Nursing. E#14 indicated
he/she had given a written statement of
the event to the Memory Care Director as
part of an investigation.

7.) During a 12/21/11, 12:50 p.m.,
interview, the Administrator reviewed the
facility "Abuse Prevention Policy" and
indicated his personal interpretation of the
word "willful" was the perpetrator of any
allegation of abuse must do an action for
the "purpose of harming the resident."
After reading the facility policy definition
of abuse and "willful", the Administrator
again indicated his personal interpretation
differed from facility policy. He indicated
based on his personal interpretation, the
12/15/11 allegation of abuse by the
Director of Nursing was not abuse.

He additional indicated, he did not report
the 12/15/11, allegation of abuse to
Resident B by the Director of Nursing to
the Indiana State Department of Health
(ISDH) as an allegation of abuse, because
he did not believe the event to have been
abuse. When queried if abuse had been
alleged, he indicated yes. When queried
if all allegations of abuse whether
substantiated or unsubstantiated must be
reported to the state department of health,
he indicated he believed all allegations
must be reported. When queried why the
12/15/11, allegation of abuse to Resident
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B had not been reported as an allegation
of abuse to the ISDH, the Administrator
again indicated it was not reported as
abuse because he did not believe abuse
had occurred. When queried if there was
a conflict with his statement that all
allegations must be reported to ISDH and
his failure to report the 12/15/11
allegation, he indicated perhaps he had
been an error.

When queried if he personally had
completed the investigation of the
12/15/11, allegation of abuse to Resident
B by the Director of Nursing or assigned
to task to a designee, he indicated he had
delegated the investigation to the Memory
Care Director. He additionally indicated
the Memory Care Director had
determined abuse had occurred. He then
indicated he had disagreed with the
investigation based on his personal
interpretation of "willful" and had
determined the event was a failure to
implement the resident re-direction policy
by the Director of Nursing.

When questioned if the Director of
Nursing had been suspended pending the
outcome of the 12/15/11, allegation of
abuse, in accordance with facility policy,
The Administrator indicated he had not
suspended the Director of Nursing
because he did not believe the event to be
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abuse. When queried if the Memory Care
Director had recommended the
suspension of the Director of Nursing
pending the investigation of the Abuse
allegation, he indicated he did not
remember this suggestion being made.
When questioned if the facility policy was
to suspend employees pending the
outcome of the investigation, he indicated
he was unsure but believed suspension to
be the policy.

8.) Review of employee records on
12/21/11 at 4:00 p.m., indicated E#15,
E#16 and E#17 all hired 12/16/11 did not
have an employee criminal history check
completed.

During a 12/21/11, 4:45 p.m., interview,
the Memory Care Director indicated an
error had occurred resulting in E#15,
E#16 and E#17's criminal history check
not being completed within three days of
hire.

9.) Review of a current, 9/2011, facility
policy titled "Abuse Prevention Policy",
which was provided by the Memory Care
Director on 12/21/11 at 9:15 a.m.,
included, but was not limited to, the
following:

"...Reflections Memory Care at Kokomo
will comply with state regulations for

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

PUIST1 Facility ID:

011366 If continuation sheet

Page 49 of 55




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/23/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

X2) MULTIPLE CONSTRUCTION

A. BUILDING 00

B. WING

X3) DATE SURVEY

COMPLETED
12/21/2011

NAME OF PROVIDER OR SUPPLIER

WELLINGTON AT KOKOMO THE

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

2800 S DIXON RD
KOKOMO, IN46902

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PERCEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

b PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
TAG DEFICIENCY)

(X5)
COMPLETION
DATE

reporting suspected or actual acts."

"Definitions: Abuse-Means the willful
infliction of injury, unreasonable
confinement, intimidation of punishment
with resulting physical harm, pain or
mental anguish..."

"Willful-An intentional act (in contrast to
an accidental or involuntary act) done by

one who is or should be aware of the act's
consequences."

"A request shall be submitted within three
(3) days of employment for an Adult
Criminal History Information."

"The Nurse Manager and nursing
personnel are responsible for initiating
interventions to protect residents from any
further abusive acts while any reported
incidents are being investigated.
Measures may include but not be limited
to:...staff suspension..."

This State Residential tag related to
complaint IN00101449.
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R0090

(g) The administrator is responsible for the
overall management of the facility. The
responsibilities of the administrator shall
include, but are not limited to, the following:
(1) Informing the division within twenty-four
(24) hours of becoming aware of an unusual
occurrence that directly threatens the welfare,
safety, or health of a resident. Notice of
unusual occurrence may be made by
telephone, followed by a written report, or by a
written report only that is faxed or sent by
electronic mail to the division within the
twenty-four (24) hour time period. Unusual
occurrences include, but are not limited to:
(A) epidemic outbreaks;

(B)poisonings;

(C) fires; or

(D) major accidents.

If the division cannot be reached, a call shall
be made to the emergency telephone number
published by the division.

(2) Promptly arranging for or assisting with the
provision of medical, dental, podiatry, or
nursing care or other health care services as
requested by the resident or resident's legal
representative.

(3) Obtaining director approval prior to the
admission of an individual under eighteen (18)
years of age to an adult facility.

(4) Ensuring the facility maintains, on the
premises, an accurate record of actual time
worked that indicates the:

(A) employee's full name; and

(B) dates and hours worked during the past
twelve (12) months.

(5) Posting the results of the most recent
annual survey of the facility conducted by
state surveyors, any plan of correction in
effect with respect to the facility, and any
subsequent surveys. The results must be
available for examination in the facility in a
place readily accessible to residents and a
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notice posted of their availability.
(6) Maintaining reports of surveys conducted
by the division in each facility for a period of
two (2) years and making the reports available
for inspection to any member of the public
upon request
Based on interview and record review, the R0090 Tag RO0O90Mandatory in-services 02/03/2012
facility failed to ensure an allegation of m!nbaegznn:r?tcstf:ﬁfgazn
abuse was reported to the Indiana State Reflections Memory Care staff,
Department of Health for 1 of 1 resident The information to be reviewed
reviewed for promptly reporting abuse in will include: - Accident / Incident
a sample of 3 (Resident B) and Unusual Occurrence Policy -
' A review of the ISDH Forms for
o ) reporting. The Director of Memory
Findings include: Care will be responsible for
presenting the mandatory
1.) During an 12/21/11, 9:15 a.m., in-services ‘Ct’ bt‘"f'; th’z "
. . . management staff and the
%nte.rwew, the Memor}.l Care Director Reflections Memory Care staff.
indicated she had received a 12/15/11, The mandatory management
allegation of abuse by the Director of in-service was be held on January
Nursing against Resident B. The Memory 12, 2012'| T:e managemecrj\tt
. o . personnel who are required to
Care Director indicated the gllegatlon attend are: Executive Director,
involved forced care, wheeling a Director of Memory Care,
wheelchair with the wheelchair tipped Activities Director, Dietary
extremely back, holding a resident in a gﬂanaggr, Hi/lljs-elt(eeplng Direct
. . . . upervisor, Maintenance Director
chair and wheelchair, .forcmg a re51d§nt to and Marketing Director. Please
leave her room, wedging a wheelchair note that the Business Office
behind a resident chair to prevent free Manager is on FMLA and will
movement, not allowing a resident to Ir:et;mlng t7° t2h061f23°'_||[2’ OSOM 0
. . ebruary 7, . The wi
return to her roc-)m, tipping bacl? a recliner be in-serviced by Friday,
to prevent a resident from standing and February 10, 2012. The
forcing a resident who wanted to stand to mandatory in-services for the
sit. The allegation included the denial of Rleﬂsd'ons '\I/"i";otr)y ?:arbe staff3
o . will be completed by February 3,
the resident's rlght. to refu'smg care and 2012. With regards to new
treatment when said services were not employees, a review of these
required to ensure resident safety or well policies is included in the new
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being. employee orientation program.
With regards to ongoing
. monitoring, annual mandatory
2.) During a 12/21/11, 12:50 p.m., in-services covering these
interview, the Administrator indicated, he policies is required of all
did not report the 12/15/11, allegation of personnel. In conclusion, please
abuse to Resident B by the Director of note .that the Nurse Manager who
. h . was involved in the abuse
Nursing to the Indiana State Department incident submitted her resignation
of Health (ISDH) as an allegation of on December 27, 2011with her
abuse because he did not believe the event last day of employment
to have been abuse. When queried if being Janutar;jy 1_|(_)h 2?\:2 which
o was accepted. The Nurse
abuse had l?een. alleged, he.lndlcated yes. Manager was suspended on
When queried if all allegations of abuse Friday, December 29, 2011 and
whether substantiated or unsubstantiated did not work in the facility
must be reported to the state department :%e;n. WA‘“';;
of health, he indicated he believed all SNCLIM —~anuary <.
. 2012 All allegations and/or
allegations must be reported. When incidents of abuse, neglect or
queried why the, 12/15/11, allegation of misappropriation of property are
abuse to Resident B had not been reported thoroughly and accurately
as an allegation of abuse to the ISDH, the investigated and are reported
o L . timely to the required agencies by
Administrator again indicated it was not the Executive Director, the
reported as abuse because he did not Director of Memory Care and/or
believe abuse had occurred. When the Nurse Manager. A report
queried if there was a conflict with his summarizing all allegations
. and/or incidents of abuse, neglect
statement that all allegations must be or misappropriation of property
reported to ISDH and his failure to report and the results of all
the 12/15/11 allegation, he indicated investigations will be submitted to
perhaps he had been an error. the Quality Assurance Commlttee
at every scheduled committee
meeting and will become a
3.) Review ofa current, 9/2011, facility standard agenda item. The
policy titled "Abuse Prevention Policy", monitoring process for this plan of
which was provided by the Memory Care correction will be ongoing through
. _ the Quality Assurance
Director on 12/21/11 at 9:15 a.m., Committee. In addition, all
included, but was not limited to, the allegations and/or incidents of
following: abuse, neglect or
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misappropriation of property and
" Reflections Memory Care at Kokomo the subsequent investigat_ions will
. . . be reported to the Executive
will comply with state regulations for Director, the Director of Memory
reporting suspected or actual acts." Care and/or the Nurse Manager
in a timely manner, both the
occurrence and the completed
investigation.
RO116 (a) Each facility shall have specific procedures
written and implemented for the screening of
prospective employees. Appropriate inquiries
shall be made for prospective employees. The
facility shall have a personnel policy that
considers references and any convictions in
accordance with IC 16-28-13-3.
Based on interview and record review, the RO116 Tag R 0116We will follow the 02/03/2012
facility failed to complete criminal history tlm'efrarrl'nes identified in our fa0|l|ty
. policy with regards to obtaining
screening of new employees for 3 of 5 Limited Criminal History Checks.
employees reviewed for pre-employment Our monitoring process will be
screening (E#15, E#16 and E#17). This ongoing as we are required to
deficient practice had the potential to obtain a Limited Criminal History
. . Check on all employees. Plan of
impact 34 of 34 residents. Correction Addendum —
January 20, 2012 All allegations
Findings include: and/or incidents of abuse, neglect
or misappropriation of property
Review of employee records on 12/21/11 are thgroughly and accurately
o investigated and are reported
at 4:00 p.m., indicated E#15, E#16 and timely to the required agencies by
E#17 all hired 12/16/11 did not have an the Executive Director, the
employee criminal history check Director of Memory Care and/or
the Nurse Manager. A report
completed. . .
summarizing all allegations
and/or incidents of abuse, neglect
During a 12/21/11, 4:45 p.m., interview, or misappropriation of property
the Memory Care Director indicated an and the results of all .
error had occurred resulting in E#15, mvestlga_tlons will be Smeltte.d o
o : the Quality Assurance Committee
E#16 and E#17's criminal history check at every scheduled committee
not being completed within three days of meeting and will become a
standard agenda item. The
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hire. monitoring process for this plan of
correction will be ongoing through
. .. the Quality Assurance

Review of a current, 9/2011, facility Committee. In addition, all

policy titled "Abuse Prevention Policy", allegations and/or incidents of

which was provided by the Memory Care abuse, neglect or

Director on 12/21/11 at 9:15 a.m., mlsapproprlatloq of prgpe'rty anq

ncluded. b limited h the subsequent investigations will

inclu ? , but was not limited to, the be reported to the Executive

followmg: Director, the Director of Memory

Care and/or the Nurse Manager
"A request shall be submitted within three in a timely manner, both the
3 d ¢ | ¢ f Adult occurrence and the completed
( )_ a.lys 0 .ernp oymen o-r an Adu investigation.
Criminal History Information."
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