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 F 0000

 

Bldg. 00

This visit was for the Investigation of Complaints 

IN00440157, IN00441213 and IN00442035.

Complaint IN00440157 - Federal/State deficiencies 

related to the allegations are cited at F610.

Complaint IN00441213 - No deficiencies related to 

the allegations are cited.

Complaint IN00442035- No deficiencies related to 

the allegations are cited.

Survey dates:  September 9, 10, and 11, 2024

Facility number:  000160

Provider number:  155258

AIM number:  100267190

Census Bed Type:

SNF/NF:  73

Total:  73

Census Payor Type:

Medicare:  13

Medicaid:  54

Other:  6

Total:  73

These deficiencies reflect State Findings cited in 

accordance with 410 IAC 16.2-3.1.  

Quality review completed September 19, 2024.

F 0000 The plan of correction is to serve 

as Countryside’s credible 

allegation of compliance.

 

Submission of this plan of 

correction does not constitute an 

admission by Countryside or its 

management company that the 

allegations contained in the survey 

report are a true and accurate 

portrayal of the provision of nursing 

care and other services in this 

facility. Nor does this submission 

constitute an agreement or 

admission of the survey 

allegations.

 

 

The facility respectfully requests 

desk review for the following 

citations.

 

483.12(c)(2)-(4) 

Investigate/Prevent/Correct Alleged Violation 

F 0610

SS=D

Bldg. 00

Based on interview and record review, the facility F 0610 F 610 10/01/2024  12:00:00AM
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failed to thoroughly investigate an allegation of 

misappropriation of resident property for 1 of 3 

residents reviewed for misappropriation.  

(Resident B)

Finding includes:

Review of a facility investigation, on 9/9/24 at 3:20 

p.m., indicated a statement signed on 8/2/24 by 

the Regional Marketing Consultant of a 

conversation held with the resident B's Family 

Member 2.  It indicated Family Member 2 reported 

money was stolen from a plastic envelope out of 

the resident's purse in her nightstand.  The 

statement lacked information regarding when it 

was identified missing, to whom it was reported, 

and who reported it missing prior to 8/2/24.  The 

statement was not signed by Family Member 2.  

Five staff Abuse Allegation Questionnaires were 

included, but were not completed by direct staff 

members who were on duty when the alleged theft 

was reported.  The investigation lacked how much 

money was reported missing, names or statements 

from staff who received the initial alleged reports 

of the resident's missing money on 8/1/24, 

indication of a timeline of events, nor a summary 

of the investigation.     

During an interview on 9/9/24 at 4:02 p.m., the 

Administrator indicated he was uncertain of the 

date and times he was notified of the allegation 

regarding the resident's missing money.  He then 

indicated LPN 3 notified him sometime in the 

evening of 8/1/24 via telephone that the resident's 

Family Member 2 reported they could not find a 

gold envelope containing $300.00 that was 

missing from the resident's purse.  The 

Administrator did not have a statement or 

interview from LPN 3 in the investigation file. He 

was the one responsible for completing a 

Investigate/Prevent/Correct 

Alleged Violation

 

I.  The corrective actions to be 

accomplished for those 

residents found to have been 

affected by the practice.

 

Additional statements were 

obtained by pertinent staff and 

added to the investigative file.

 

II. The facility will identify 

other residents that may 

potentially be affected by the 

practice.

 

No other allegations of 

misappropriation have occurred in 

the last 60 days.

 

III. The facility will put into 

place the following systematic 

changes to ensure that the 

practice does not recur.

 

The Administrator and Director of 

Nursing are being educated on 

complete and thorough 

investigations.

 

IV. The facility will monitor the 

corrective action by 

implementing the following 

measures.

 

The Clinical Specialist or 

designees will review that 

allegations are investigated 

thoroughly monthly for 3 months, 
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thorough investigation of the alleged 

misappropriation. The staff he questioned had 

never seen the resident with the envelope nor any 

money in her room.  He did not have a 

statement/interview from Resident B because she 

was not interviewable.  He did not have a 

statement/interview with the resident's 

representative because he felt the Regional 

Marketing Consultant had obtained all the 

information he would have asked during an 

interview.  The resident's Family Member 2, who 

reported the misappropriation, was readily 

available in the building visiting her family 

member every day.  He was unaware of any time 

frame of how long the money was missing.  The 

Administrator notified the Police Department of 

the missing money on 8/2/24 and was provided an 

incident number but was uncertain if they ever 

came to the facility for a report. 

During an interview on 9/9/24 at 4:56 p.m., the 

DON indicated the provided copy of the facility's 

investigation of Resident B's alleged 

misappropriation included the entire investigation.   

 

Resident B's clinical record was reviewed on 

9/10/24 at 12:58 p.m.. The resident admitted to the 

facility on 7/15/24. Diagnoses included 

dependence on renal dialysis, unspecified atrial 

fibrillation, and anxiety.  

An admission Minimum Data Set (MDS) 

assessment, dated 7/22/24, indicated the resident 

was cognitively intact.  She required moderate 

assistance with transfers and utilized a motorized 

wheelchair for mobility.  

Review of an Inventory of Personal Items, 

completed on 7/29/24 (14 days after admission), 

indicated the resident had a purse.  The section 

then quarterly ongoing.  

 

These results will be discussed at 

the monthly facility Quality 

Assessment Performance 

Improvement meeting monthly for 

6 months and then quarterly once 

compliance is at 100%. The 

frequency and duration of reviews 

will be increased as needed if 

compliance is below 100%

 

V. Plan of Correction 

completion date.

 

Date of Compliance 10/1/24      
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that indicated to describe all contents in the 

purse/wallet was left blank.  

  

The clinical record lacked indication of the 

allegation of misappropriation of the resident's 

money from admission to discharge from the 

facility. 

Review of the police report, dated 8/2/24 at 10:54 

a.m., provided by the Police Department, indicated 

the Administrator reported a resident advised him 

of missing money and did not want a report taken 

at this time. The amount of money was not 

included.

During an interview on 9/10/24 at 3:06 p.m., LPN 3 

indicated she was working on the 300 Unit on 

days shift on an unknown date when Family 

Member 2 reported Resident B had missing money 

in a specified amount.  She thought she had made 

a progress note in the clinical record.  LPN 3 was 

unable to recall how much money Family Member 

2 alleged was missing from the shiny envelope 

that was in the resident's purse in her bottom 

drawer.  The resident had been out of her room a 

large portion of the day getting her shower, 

attending activities, and then left for an 

appointment.  Family Member 2 came to the 

facility before the resident returned from her 

appointment, but she was uncertain where Family 

Member 2 had been prior.  RN 7, who also worked 

on the 300 unit that shift, told her she had 

observed the resident's family member go into the 

resident's room prior to the resident returning to 

the facility and reported the missing money.  LPN 

3 called the Administrator immediately when 

Family Member 2 reported the missing money. 

LPN 3 reported the details about alleged 

misappropriation of money to include the above 

mentioned details and the amount of money 
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reported missing at the time. The Administrator 

instructed her to look everywhere for the 

resident's missing money and leave him a 

statement so he could do further follow-up.  The 

Administrator did not tell her to get statements 

from anyone else.  She went into the resident's 

room with the resident and  Family Member 2 and 

the resident told her she usually took her purse 

with her for appointments, but she left in the 

facility that day because she was in a rush.  LPN 3 

was in a conversation with Family Member 3 on 

the phone while with the resident and Family 

Member 2 to ask how much money the resident 

had when Family Member 3 brought the resident 

money on Monday of that week.  Family Member 

3 provided a detailed description to LPN 3 of the 

amount the resident had when he brought the 

resident additional money and how much total 

money the resident had when he left the facility.  

LPN 3 could not recall those specific amounts 

since it had been quite some time, but it did not 

align with the amount of money Family Member 2 

reported missing.  After Family Member 3 

discussed the amount of money the resident 

should have had in her envelope, Family Member 

2 changed the amount of money she previously 

stated was missing.  LPN 3 was uncertain if she 

had provided a statement for the investigation.

During a telephone interview on 9/10/24 at 4:06 

p.m., RN 7 indicated she was uncertain of the date, 

but she was working the day Resident B's $300.00 

was reported missing by Family Member 2 to 

another nurse at the nurse station on the 300 Unit.  

Family Member 2 described the money was in 

Resident B's purse in the bottom drawer in her 

room.  She had observed Family Member 2 

entering Resident B's room twice before the 

resident returned to her room from an appointment 

that day.  Family Member 2 had also changed her 
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story about the amount of money missing on 

different times she came to the nurse station.  RN 

7 had been in the resident's room a couple of times 

to pick up the resident's meal trays that day 

because everyone assisted with meal trays 

throughout the unit.  She mentioned this 

information when the other nurse at the nurse 

station called and spoke with the Administrator.  

No one had asked her to provide a 

statement/interview for an investigation of the 

alleged misappropriation.  She worked on the 300 

unit on a regular basis and Resident B nor any of 

her family members had reported they brought 

any money to the resident nor asked her to add 

any money to the resident's Personal Inventory 

Sheet.  The resident's Personal Inventory Sheet 

lacked any listed money.  RN 7 had not seen the 

resident with any money nor had the resident 

mentioned having any money with her when she 

had provided her care.  She described Resident 

B's relationship with her family members 

tumultuous when they visited.

During a telephone interview on 9/10/24 at 4:33 

p.m., the Regional Marketing Consultant indicated 

Resident B's Family Member 2 was very chatty, so 

she provided a statement of what she heard 

Family Member 2 mention.  Family Member 2 

reported Resident B had money that was missing 

and there had been a time in the past when 

Resident B accused Family Member 3 of taking 

something that showed up later.  The Regional 

Marketing Consultant could not recall any details 

about how much money was reported missing.

 

During an interview on 9/11/24 at 1:15 p.m., LPN 4 

indicated Resident B never mentioned anything in 

her purse until one day (uncertain of the date) on 

days shift, while in the resident's room, the 

resident reported to LPN 4 a gold envelope that 
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contained money was missing from her purse.  

The resident had not seen anyone take it nor 

named anyone she thought may have taken it.  

She did not provide an amount of money that was 

missing.  LPN 4 indicated she called the 

Administrator and reported the above information 

the resident reported to her.  The Administrator 

told her he would look into it. LPN 4 could not 

recall if she was asked to provide a statement, but 

she would definitely have provided one if 

Administration requested one. She was uncertain 

if she had made any documentation in the 

resident's clinical record of the reported missing 

money.  

During an interview on 9/11/24 at 3:40 p.m., the 

Administrator indicated typically the individual 

who reported alleged misappropriation and the 

individual in which they reported to should have 

been included in an alleged misappropriation 

facility investigation.  He had not requested 

additional pertinent information from the 

individual who reported the missing money.  An 

investigation regarding missing money should 

have included how much money was reported 

missing.  He did not have a reason for omitting 

staff interviews/statements who were 

knowledgeable of the situation for a complete and 

thorough investigation of alleged 

misappropriation.  He followed the facility policy 

regarding the investigation of alleged 

misappropriation. 

A current facility policy, revised 6/4/19, titled 

"Abuse, Neglect, and Misappropriation 

Prohibition and Prevention Policy," provided by 

the Administrator on 9/9/24 at 10:55 a.m., indicated 

the following:  "...POLICY STATEMENT... It is the 

policy... to provide each resident with an 

environment that is free from verbal, sexual, 
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physical, and mental abuse, corporal punishment, 

involuntary seclusion and misappropriation of 

their property... No person under employment... 

shall knowingly: ...d.  Withhold information from 

law enforcement or other investigative agencies... 

III. 1. Preventing resident abuse is a primary 

concerns for this Community.  It is our goal to 

achieve and maintain an abuse free environment.  

2.  Our abuse prevention/intervention program 

includes, but is not limited to, the following: ... s.  

Thoroughly investigating each allegation 

regardless of source or credibility of information... 

V.  ABUSE INVESTIGATIONS...1.  Should an 

incident or suspected incident of... 

misappropriation of resident property be reported, 

the Administrator or designee... will appoint a 

member of management to investigate the alleged 

incident while retaining ultimate responsibility for 

ensuring a timely and thorough investigation...3.  

The individual conducting the investigation will, 

at minimum: ...c. Interview the person(s) reporting 

the incident; d. Interview any witnesses or 

potential witnesses to the incident including staff, 

residents and visitors; e. Interview the resident 

(as medically appropriate); ...g.  Interview staff (on 

all shifts) who have had contact with the resident 

before, during, and immediately after the period of 

the alleged incident;...i.  Interview the resident's... 

family members, and visitors; ...l.  Review all 

events leading up to the alleged incident and 

create a timeline...  6.  The following guidelines will 

be used when conducting interviews: ...c.  The 

interview will be documented and, as appropriate, 

followed up with a written statement from the 

individual interviewed... 9. ... The known facts of 

each situation will be considered objectively in 

making decisions that best protect the residents 

and ensure ongoing Community operations... 12. 

The results of the investigation will be recorded 

and kept in a file for review...."  
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This citation relates to Complaints IN00440157.

3.1-28(d)
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