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46013
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PREFIX TAG

SUMMARY STATEMENT OF 
DEFICIENCIES...

ID PREFIX 
TAG

PROVIDER'S PLAN OF CORRECTION... (X5) 
COMPLETION 
DATE

R 0000 INITIAL COMMENTS

This visit was for a State 
Residential Licensure Survey. 
This visit included the 
Investigation of Intakes 
IN00464242 and IN00464195.

Intake IN00464242 - State 
Residential Findings related to 
the allegations are cited at 
R0052 and R0090.

Intake IN00464195 - State 
Residential Findings related to 
the allegations are cited at 
R0052.

Survey dates: August 26, 27, 
and 28, 2025 

Facility number: 014080

Residential Census: 101

These State Residential 
Findings are cited in accordance 
with 410 IAC 16.2-5.

Quality review completed 
September 8, 2025.

R 0000 This Plan of Correction is 
submitted under regulations 
applicable to long-term care 
providers. This Plan of 
Correction is not to be 
construed as an admission or 
agreement with the findings and 
conclusions in the Statement of 
Deficiencies. The preparation/ 
submission and/or execution of 
this Plan does not constitute 
agreement by the facility that 
the surveyor’s findings or 
conclusions are accurate, that 
the findings constitute a 
deficiency, or that the scope 
and severity regarding any 
deficiencies are correctly 
applied. Submission of this Plan 
is evidence of compliance.
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R 0052 Residents' Rights - Offense

410 IAC 16.2-5-1.2(v)(1-6)

(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.

B. Review of a 8/18/25 facility 
reported incident indicated the 
facility reported resident to 
resident sexual abuse, which 
occurred on 8/17/25. The report 
indicated Resident C was 
witnessed by staff to have his 
hand under Resident B's shirt, 
touching her breast. Both 
residents had diagnoses of 
dementia and resided on a 
secured dementia unit. The 
"Preventative Measure Taken" 
by the facility were listed as 
"Residents were monitored 
during the shift." No 
approaches/actions/plans to 
prevent future incidents were 
listed.

An 8/25/25, facility reported 
incident indicated the facility 
reported resident to resident 
sexual abuse, which occurred 

R 0052 Resident E received a full 
assessment by the resident’s 
contracted hospice provider’s 
nurse on 8/21/2025. Resident 
received follow-up and 
observation for 7 days after this 
assessment by the community’s 
Wellness Nurses. Resident was 
assessed by Della Busby, 
Psych NP on 8/22/2025. The 
two Care Partners with alleged 
participation in this event had 
employment terminated. The 
two Care Partners with alleged 
participation in this event had 
licensure reported on 8/20/2025 
by the community’s Executive 
Director.

Resident B received a full 
nursing assessment by a 
member of the community’s 
Wellness Nurse team on 
8/17/2025. No injuries were 
noted during this assessment. 
Resident received follow-up 
observation for 72-hours after 
this assessment by the 
community’s Wellness Nurses. 
Resident was assessed by Della 
Busby, Psych NP on 8/22/2025.

Resident D received a full 
nursing assessment by a 
member of the community’s 
Wellness Nurse team on 
8/23/2025. No injuries were 
noted during this assessment. 
Resident was assessed by Della 
Busby, Psych NP on 8/26/2025.

Resident C received follow-up 

10/15/2025
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on 8/23/25. The report indicated 
Resident C was observed 
running his hand up Resident 
D's inner thigh. Both residents 
had diagnoses of dementia and 
resided on a secured dementia 
unit. The "Preventative Measure 
Taken" by the facility were listed 
as "[Resident C's name] 
medication management for 
behaviors by [name] nurse N.P. 
[nurse practitioner]" No 
approaches/actions/plans to 
prevent future incidents were 
listed.

B1. Resident C's clinical record 
was reviewed on 8/26/25 at 
2:23 p.m. Current diagnoses 
included unspecified dementia, 
hypertension and dysphasia. 

An 8/9/25 at 9:35 a.m., 
Progress Note indicated the 
resident tried to touch a female 
staff member's breast and 
stated "I'm a ti**y man."

An 8/9/25 at 1:42 p.m., 
Progress Note indicated the 
resident "made sexually 
inappropriate comments with 
undertones of wanting to touch 
the care partner in inappropriate 
ways."

An 8/14/25 at 9:27 p.m., 
Progress Note indicated the 
resident exhibited "sexually 
inappropriate behavior with CNA 
and reaching for her breast. Not 
easily redirected..."

An 8/17/25, 1:33 p.m., Progress 

observation for 72-hours after 
both alleged incidents. Resident 
was seen by Della Busby, 
Psych NP 8/17/2025 and 
8/30/2025. Psych NP made a 
medication change, and the 
resident’s Service Plan has 
been updated to monitor 
resident when in close proximity 
of others. Psych NP will 
continue to follow resident, and 
adjust medication as needed. 
Resident to voluntarily move out 
of the community on 9/18/2025.

The community’s Director of 
Health and Wellness, or their 
designee, shall complete an 
in-service utilizing the 
community’s Abuse and Neglect 
Reporting guideline with current 
community Team Members no 
later than 10/15/2025. Team 
Members for which in-service 
has not been completed shall 
be removed from the 
community’s work schedule until 
training has been completed 
satisfactorily. An Inservice 
Attendance Log shall be used 
as evidence of completion of 
such training and shall be 
maintained with the 
community’s training files. New 
community Team Members 
shall be oriented to the 
community’s Abuse and Neglect 
Reporting guideline at the time 
of hire.

The community’s Director of 
Health and Wellness, or their 
designee, shall complete an 
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Note indicted Resident C had 
touched a female resident's 
breast (Resident B). The 
residents were separated. He 
was redirected out of the 
common area. He then 
re-entered the common area 
moving to the area where 
female residents were seated. 

An 8/23/24, 7:30 a.m., Progress 
note indicated Resident C 
touched Resident D's inner 
thigh and before staff could get 
there to separate them, he 
touched her breast.

The observation of Resident C 
touching Resident D's breast 
was not included in the facility 
reported incident submitted to 
the Indiana Department of 
Health.

Residents C's clinical record 
lacked a care plan/service plan 
to mitigate the risk of the 
resident touching his female 
peers.

B2. Resident D's clinical record 
was reviewed on 8/26/25 at 
3:19 p.m. Current diagnoses 
include. unspecified dementia, 
bradycardia, and anorexia. The 
resident resided on a secured 
dementia unit. 

The resident had a current 
8/1/25 service plan regarding 
the resident requiring assistance 
from staff in order to maintain 
her safety.

in-service utilizing the 
community’s Preventing, 
Recognizing and Reporting 
Abuse guideline with current 
community Team Members no 
later than 10/15/2025. Team 
Members for which in-service 
has not been completed shall 
be removed from the 
community’s work schedule until 
training has been completed 
satisfactorily. An Inservice 
Attendance Log shall be used 
as evidence of completion of 
such training and shall be 
maintained with the 
community’s training files. New 
community Team Members 
shall be oriented to the 
community’s Preventing, 
Recognizing, and Reporting 
Abuse guideline at the time of 
hire.

The community’s Executive 
Director will deploy “Sexuality 
and Persons with Dementia” 
training within Relias LMS to the 
community’s current Team 
Members for completion no later 
than 10/15/2025. Team 
Members for which in-service 
has not been completed shall 
be removed from the 
community’s work schedule until 
training has been completed 
satisfactorily. New community 
Team Members shall have the 
“Sexuality and Persons with 
Dementia” module be deployed 
within Relias LMS for 
completion at the time of hire.
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The resident had a current 
8/1/25 service plan regarding 
cognitive limitations. 

B3. Resident B's clinical record 
was reviewed on 8/28/25 at 
11:00 a.m. Current diagnoses 
include, vascular dementia, 
hypertension, and anxiety. The 
resident resided on a secured 
dementia unit. 

The resident had a current 
8/13/25 service plan regarding 
the resident requiring assistance 
from staff in order to maintain 
her safety.

The resident had a current 
8/13/25 service plan regarding 
cognitive limitations. 

During confidential employee 
interviews, staff members who 
worked on the dementia unit 
where Resident C resided 
indicated the following:

They were not educated or 
informed of any plan to follow to 
prevent Resident C from 
touching female residents. Staff 
did not oversee to ensure he 
was not seated by female peers.

There was no current plan to 
prevent Resident C from 
touching female residents. Staff 
did not ensure he was not close 
to female peers.

There had been no resident 
specific plan or education to 

The community’s Executive 
Director will deploy “Abuse: 
Preventing, Recognizing and 
Reporting” training within Relias 
LMS to the community’s current 
Team Members for completion 
no later than 10/15/2025. Team 
Members for which in-service 
has not been completed shall 
be removed from the 
community’s work schedule until 
training has been completed 
satisfactorily. New community 
Team Members shall have the 
“Abuse: Preventing, 
Recognizing, and Reporting” 
module be deployed within 
Relias LMS for completion at 
the time of hire.

Memory Care staffing has been 
reviewed and adjusted with 
increased use of lead care 
partner and realigned Resident 
Experience programming.

Memory Care residents not 
immediately involved will be 
assessed by the community’s 
Director of Health and Wellness, 
or their licensed designee, no 
later than 9/25/2025. Residents 
demonstrating abnormal 
behaviors, skin discolorations, 
and any other characteristics 
that could be attributed to 
alleged unwanted physical 
contact shall receive additional 
follow-up with their resident’s 
healthcare provider.

The community’s Director of 
Health and Wellness, or their 
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prevent Resident C from 
touching female residents.

There was no proactive plan or 
training to prevent Resident C 
from touching female residents. 
The resident was "very fresh" 
with female staff

During an interview on 8/27/25 
at 2:45 p.m., the DON indicated 
Resident C did not have a 
service plan regarding the 
prevention of future sexual 
aggression towards female 
peers.

C. During confidential family 
interviews the following 
concerns were expressed:

The Memory Care unit remained 
understaffed. The number of 
staff present on the Memory 
Care Unit was not sufficient to 
care for the residents as they 
deserved.

The families visited on a regular 
basis and found their loved 
ones in wet or soiled briefs 
and/or clothing.

They found their loved one was 
wearing double briefs overnight 
and was soaked through to the 
bedding.

The rooms had soiled and/or 
wet clothing and bedding on the 
floors.

designee, shall review 
notifications and reported 
resident changes daily. The 
community’s Director of Health 
and Wellness, or their designee, 
shall conduct check-ins, and/or 
rounds with the community’s 
Memory Care Team Members 
to monitor, discuss any resident 
care changes and revise plan of 
care as needed for new 
intervention including preventive 
measures,

Residents at risk will be 
discussed during the 
community’s weekly 
Interdisciplinary Team Meetings 
(IDT) for at least four weeks.
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The unit often smelled strongly 
of urine.

The rooms had dirt and debris 
on the floors.

The facility management was 
made aware of the care 
concerns multiple times and 
nothing has been done.

During confidential staff 
interviews the following 
concerns were expressed:

The unit had not been staffed 
appropriately for weeks and 
they were unable to complete 
assigned tasks. They assisted 
each other the best they could.

They were unable to provide 
quality care for residents in a 
timely manner.

Residents were often found in 
extremely wet or soiled briefs or 
clothing. The bedding was 
soaked with urine.

The unit often smelled strongly 
of urine.

The family members had 
expressed concerns to floor 
staff regarding their loves ones 
being in dirty, wet, or soiled 
briefs or clothing. The concerns 
were passed onto the 
management staff multiple 
times.

During an observation, on 
8/26/25 at 11:10 a.m., on the 
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Memory Care Unit, rooms 2, 5, 
10, and 22 smelled strongly of 
urine. The residents were 
seated in small groups in the 
dining room and common room 
areas.

On 8/27/25 at 10:26 a.m., there 
were eight residents 
participating in an activity with 
one staff member present. 
There were seven residents 
seated in front of the large 
television. There were three 
hospice or home health staff 
members visiting residents in 
the common area. The unit 
smelled strongly of urine. 

On 8/27/25 at 11:55 a.m., there 
were 22 residents seated in the 
dining room at the start of lunch 
time. The unit smelled strongly 
of urine.

On 8/28/25 at 11:03 a.m., there 
were 24 residents seated 
around the large television in 
the common area. The unit 
smelled strongly of urine.

During an 8/28/25 at 1:41 p.m., 
interview, the Dementia Unit 
Director indicated the following:

Approximately 26 of the 
dementia unit's 39/40 residents 
were dependent for toileting 
assistance.

Approximately 36 residents 
required cueing or assistance 
for purposeful mobility (getting 
from one location to a specific 
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different location).

Approximately 36 residents on 
the dementia unit required 
assistance for dressing and 
grooming, The four or five 
residents who were fairly 
independent needed follow-up 
or cueing for grooming.

Review of facility reported 
incidents for the prior three 
months indicated the following:

6/30/25 at 12:30 p.m.- A 
resident to resident act of 
aggression on the dementia 
unit,

7/2/25 at 3:01 p.m.- A fall on the 
dementia unit,

7/8/25 at 7:42 p.m.-A resident to 
resident act of aggression on 
the dementia unit,

7/19/25 at 7:01 p.m.- A resident 
to resident act of aggression on 
the dementia unit,

7/30/25 at 12:30 p.m.- A 
resident to resident act of 
aggression on the dementia 
unit,

8/17/25 at 7:30 a.m. - A resident 
to resident act of sexual 
aggression on the dementia 
unit,
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8/21/25 at 3:01 p.m. -A resident 
to resident act of aggression on 
the dementia unit,

8/20/25 at 4:01 p.m.- A staff to 
resident act of physical abuse 
on the dementia unit,

8/23/25 at 7:30 a.m. - A resident 
to resident act of sexual 
aggression on the dementia 
unit.

Review of facility nurse staffing 
documents for three random 
days when incidents occurred 
identified the following staffing 
concerns:

On Wednesday 7/2/25:

7 a.m.-3 p.m. shift - Care 
Partner (CNAs & HHAs)- total 
required 4.0-total assigned 3.5

3 p.m.-11p.m. shift-Care 
Partner- total required 5.0-total 
assigned 3.5-one call in 
following the 3.5 assigned

On Sunday 8/17/25:

11 a.m.-7p.m. shift- Carr 
Partner-total required 2.0 - total 
assigned 0.4

3 p.m-11p.m.-Medication 
Assistant (QMA)-total required 
3.0- Total assigned 2.5

On Wednesday 8/20/25:

3 p.m.-11 p.m. shift-Care 
Partner- total required 5.0 - total 
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assigned 4

During an interview, on 8/27/25 
at 3:18 p.m., the DON indicated 
the facility made every effort to 
replace call-ins. The schedules 
did not accurately reflect who 
worked on which day. The 
corporation established ratios 
for staffing patterns.

A facility policy, revised 
12/10/24, titled, " Abuse and 
Neglect Reporting", provided by 
the Administrator on 8/28/25 at 
9:11 a.m., indicated the 
following: "Experience Senior 
Living (ESL) communities strive 
to provide a safe environment 
for residents, Team Members, 
and guests. ESL shall ensure 
that reporting of suspected 
and/or confirmed abuse and 
neglect is addressed in 
accordance with state 
regulation... Team Members 
shall be educated to recognize 
signs of abuse and neglect at 
the time of hire, annually, and 
as needed..."

An undated facility policy, titled, 
"Resident Rights", provided by 
the Administrator on 8/28/25 at 
9:11 a.m., indicated the 
following: "...4. The right to be 
treated with consideration, 
respect, and recognition of 
dignity and individuality...24. 
The right to be free from any 
physical or chemical restraints 
imposed for purposes of 
discipline or convenience and 
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not required to treat your 
medical symptoms; 25. The 
right to be free from sexual 
abuse, physical abuse, mental 
abuse, corporal punishment, 
neglect, and involuntary 
seclusion; 26. The right to be 
free from verbal abuse..."

This citation relates to Intakes 
IN00464242 and IN00464195.

A. Based on record review, 
observation, and interview, the 
facility failed to protect a 
resident's right to be free from 
physical abuse by staff 
members, when the resident 
was physically held down to a 
bed to perform incontinence 
care, resulting in bruising to 
varied areas of the resident's 
body, fearfulness, and 
tearfulness, for 1 of 8 residents 
reviewed for abuse. (Resident 
E)

B. Based on interview and 
record review, the facility failed 
to protect a resident's right to be 
free from resident to resident 
sexual abuse when the facility 
failed to ensure a resident with a 
history of sexual aggression 
towards staff and fellow female 
residents was provided 
supervision and interventions to 
mitigate behavior expressions 
for 3 of 3 residents reviewed for 
resident to resident abuse 
(Resident C, D and B).

C. Based on observation, 
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interview, and record review, the 
facility failed to ensure 
cognitively impaired residents 
on the Memory Care unit were 
free from neglect. This deficient 
practice had the potential to 
impact 39 of 39 residents who 
resided on the dementia unit.

Findings include:

A. A facility incident report 
provided by the Administrator on 
8/26/25 at 1:13 p.m., indicated 
on 8/21/25, HHA (Home Health 
Aide) 5 and CNA 6 were 
witnessed giving care to 
Resident E without verbalizing 
care and holding the resident's 
arms and legs down. The 
immediate actions taken were a 
head to toe assessment of 
Resident E completed by the 
DON and hospice nurse. The 
resident had bruising to her right 
inner thigh, pubic area, bilateral 
lower arms, on the out side of 
the right hip, and the right 
buttock. The resident's family 
and physician were notified. The 
staff members in question were 
suspended pending 
investigation. Preventative 
measures included requesting a 
consultation from the psychiatric 
nurse practitioner. The 
follow-up, dated 8/22/25, was 
the termination of HHA 5 and 
CNA 6.

Resident E's clinical record was 
reviewed on 8/26/25 at 2:41 
p.m. Diagnoses included 
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unspecified dementia and 
hypertension. 

A current "Care Evaluation and 
Service Plan", dated 5/19/25 
indicated the resident was 
cognitively impaired, required 
two-person assistance, and was 
reluctant to accept care. Staff 
needed to provide clear 
explanation of all care activities 
prior to and during each contact.

A review of the facility 
investigation file, provided by 
the Administrator on 8/22/25 at 
2:00 p.m. indicated the 
following:

A 8/19/25 statement from HHA 
8 indicated she was told by HHA 
9, on 8/17/25, of a situation that 
made her feel uncomfortable. 
HHA 9 was working with CNA 6 
and another aide. HHA 9 
indicated the staff members 
asked her to assist them in 
holding down Resident E so her 
brief could be changed. HHA 9 
was uncomfortable with this, but 
complied due to the staff 
members being mean and 
scary.

A 8/20/25, statement from HHA 
9 indicated, on 8/17/25, she 
witnessed HHA 5 and CNA 6 
propel Resident E to her room 
[in a wheelchair]. The resident 
was resistant to care. HHA 5 
and CNA 6 completed a 
two-person transfer to get the 
resident into her bed. HHA 5 
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and CNA 6 held the resident's 
hands and arms down on the 
bed. HHA 9 was asked to hold 
the resident's feet down, which 
she did. Neither HHA 5 nor CNA 
6 spoke with the resident during 
the incident.

A 8/21/25, Hospice Registered 
Nurse (RN) as needed (PRN) 
visit note indicated the hospice 
RN arrived when the facility 
requested a complete head to 
toe assessment. Resident E 
was slightly combative during 
undressing, despite explanation 
throughout the visit. The 
hospice RN noted various 
scattered bruising on the back 
of both arms, forearms, elbows, 
and wrist areas in various 
stages of healing. A circular 
red/purple bruise was 
centralized on the anterior pubic 
area. A very large black and 
purple bruise was noted to the 
right inner thigh. The resident's 
inner and outer thighs had 
scattered bruising of varying 
sizes and stages of healing. The 
resident had a yellow/brown 
bruise to the back of her knee. 
The resident had various sized 
bruises to her shins and calves. 
The bruising to the right inner 
thigh was painful to touch and 
with movement.

A 8/21/25, statement from CNA 
11 indicated she saw the 
bruises to Resident E's arms, 
elbows, thighs, shins, and pubis 
while providing care with QMA 
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12. CNA 11 asked Resident E if 
people were hitting her and the 
resident answered "yes" and 
began to cry. The DON was 
notified immediately. CNA 11 
stayed with the resident until the 
DON arrived.

A 8/21/25, statement from QMA 
12 indicated she was asked to 
assist CNA 11 in providing care 
for Resident E. During the care, 
QMA 12 and CNA 11 noticed 
palm sized bruise to the pubic 
area. CNA 11 pointed out 
additional bruises to the 
residents hands, arms, and 
legs. There was a giant bruise 
on Resident E's right thigh 
which looked consistent with a 
fist and knuckles. QMA 12 
asked Resident E if people hit 
her. The resident flinched and 
her eyes started to water. QMA 
12 asked CNA 11 if anyone had 
reported bruising on Resident E, 
and since neither of them were 
sure, they contacted the DON 
immediately.

A 8/21/25, statement from the 
Dementia Care Director 
indicated she was asked to take 
photos of the bruising found on 
Resident E. She asked the 
resident if she knew where the 
bruises came from and the 
resident responded, " you all 
know". The Dementia Care 
Director asked if it was a staff 
member and the resident 
nodded her head. Resident E 
was anxious during peri-care 
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and changing.

A 8/21/25, phone interview 
conducted by the Administrator 
and the DON, HHA 5 denied 
inappropriate interactions with 
residents or while providing 
care. HHA 5 indicated Resident 
E was resistant to care and staff 
needed to hold her hands to 
prevent getting hit or scratched. 
HHA 5 denied asking other staff 
members to assist holding 
Resident E down.

A 8/21/25, phone interview 
conducted by the Administrator 
and the DON, CNA 6 denied 
inappropriate interactions with 
residents or while providing 
care. CNA 6 indicated Resident 
E was resistant to care and staff 
needed to hold her arms back to 
prevent being hit or scratched. 
The resident was known to dig 
or scratch at herself under her 
brief. When staff completed 
peri-care for Resident E, 
someone needed to hold her 
legs open as she attempted to 
keep them closed. CNA 6 
indicated she talked through 
care with Resident E to gain her 
cooperation. CNA 6 indicated 
she was not aware of any 
instances of abuse.

A 8/21/25, "Progress Note", 
indicated QMA 12 was assisting 
with resident care when a palm 
sized bruise was found on 
Resident E's pubic area. The 
resident had bruising to her 



  PRINTED: 01/01/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 9U3I11 Facility ID: 014080 Continuation Sheet Page 

hands, arms, legs, and down 
her feet. There was a giant 
bruise on the residents right 
thigh/hip area. The DON, 
Administrator, and Dementia 
Care Director where notified 
immediately.

A 8/21/25, "Progress Note", 
indicated the DON was called to 
Resident E's room due to 
abnormal bruising. She 
completed a head to toe 
assessment and noted bruises 
to the inner thigh, pubic area, 
right outer hip, and both lower 
arms. The hospice RN was 
contacted and asked to 
complete an additional head to 
toe assessment. Resident E's 
family was notified and an 
investigation was started.

During an interview, on 8/26/25 
at 11:15 a.m., the Dementia 
Care Director indicated she was 
made aware of the bruising on 
Resident E on 8/21/25. She was 
advised that a staff member 
witnessed two other staff 
members holding the resident 
down during care. There were 
bruising found to Resident E's 
wrists, arms, legs, and pubic 
area. She was instructed to take 
photos of the bruises the next 
day. Resident E was known to 
be resistant to care and staff 
were instructed to provide any 
care in pairs or groups and to 
talk with the resident throughout 
the care.
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During an observation, on 
8/27/25 at 12:57 p.m., Resident 
E was propelled by CNA 14, in 
her wheelchair from the dining 
room to the spa room. Resident 
E had a bout of emesis (vomit) 
and required cleaning up. QMA 
13 and the Dementia Care 
Director accompanied CNA 14 
into the spa room. QMA 13 
spoke with Resident E as CNA 
14 and the Dementia Care 
Director assisted her in 
removing her shirt. There were 
three yellow and green 
dime-sized bruises to her left 
forearm. There were two green 
dime-sized bruises to her right 
hand. Resident E was resistant 
to disrobing and care. The 
Dementia Care Director allowed 
Resident E to hold her hands as 
QMA 13 and CNA 14 removed 
her pants and transferred her 
into the bath tub. The resident 
had a green silver dollar-sized 
bruise to her left buttock and 
scattered quarter-sized green 
and yellow bruising to the 
outside of both her left and right 
thighs. The bruising varied in 
color. There was a purple/red 
bruises to the inside of Resident 
E's right thigh, roughly the size 
of a tennis ball. There were no 
visible bruises to the pubic area. 
The Dementia Care Director 
indicated there was a bruise to 
her pubic area several days 
ago.

During an interview, on 8/28/25 
at 11:23 a.m. CNA 11 indicated 
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she was working the Memory 
Care unit on 8/21/25. She asked 
QMA 12 to assist her with 
providing care to Resident E. 
Resident E was resistant to care 
and required care to be given by 
two staff members. They 
noticed multiple bruises of 
different sizes to Resident E's 
arms, legs, and pubis. The 
bruise to the resident's pubis 
was red and purple and one on 
her inner right thing was the 
largest and darkest. They 
attempted to ask Resident E if 
someone had hurt her and she 
answered "yes" and began to 
cry. They notified the DON 
immediately. Anytime a staff 
member saw signs of abuse 
they needed to report the 
findings immediately. If a staff 
member witnessed abuse, they 
needed to ensure the resident's 
safety and report the abuse 
immediately.

On 8/28/25 at 11:29 a.m., QMA 
12 indicated she was asked by 
CNA 11 to assist in providing 
care to Resident E. This 
resident was skittish and 
resistant to care, required more 
than one staff member to be 
present, and needed verbal 
cueing. They noticed the 
resident had multiple bruises, 
some to her right thigh and groin 
area. The bruise to her groin 
was large, oblong, and shaped 
like a fist. She had never seen 
bruising like this before on 
Resident E. They immediately 
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reported the bruising to the 
DON. If a staff member heard of 
or saw abusive behavior, they 
needed to report this the 
management staff immediately. 
If she saw abusive behavior, 
she would educate the staff 
member, ensure the resident's 
safety, and report the incident to 
management immediately. She 
had not witnessed any abuse.

During a telephone interview, on 
8/28/25 at 1:30 p.m. with HHA 8 
indicated she was told by HHA 9 
about a situation that occurred 
on 8/17/25. HHA 9 had seen 
two staff members hold 
Resident E down on the bed 
during resident care. HHA 9 
identified the two staff members 
as HHA 5 and CNA 6. HHA 9 
was a new employee and was 
scared to speak up since these 
co-workers were mean. HHA 8 
recalled an incident on 8/13/25, 
where she overheard CNA 6 
make verbally abusive 
comments about residents. CNA 
6 and HHA 5 were terrible to 
work with. She reported this 
information to the management 
staff on her next scheduled work 
day which was 8/19/25.

A review of HHA 5's employee 
file, on 8/28/25 at 1:15 p.m. 
indicated no violations of the 
facility policies and procedures. 
The employee background 
check indicated no criminal 
record found.
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A 8/28/25 transcript of 
completed courses indicated 
HHA 5 completed the following 
training in June or July 2025: 
"Dementia Care: Normal Aging 
vs. Alzheimer's Dementia", 
"Knowing the Rights of 
Residents", "Alzheimer's 
Disease and Related Disorders: 
The Disease Process", 
"Dementia Care: Alzheimer's 
and Nutritional Considerations", 
"Alzheimer's Disease and 
Related Disorders: Behaviors", 
"Alzheimer's Disease and 
Related Disorders: ADL's", 
Dementia Care: Managing 
Challenging Behaviors", and 
"Resident Rights in Assisted 
Living".

A review of CNA 6's employee 
file, on 8/28/25 at 1:15 p.m. 
indicated no violations of the 
facility policies and procedures. 
The employee background 
check indicated no criminal 
record found.

A 8/28/25, transcript of 
completed courses indicated 
HHA 5 completed the following 
training in May 2025: "Dementia 
Care: Normal Aging vs. 
Alzheimer's Dementia", 
"Knowing the Rights of 
Residents", "Alzheimer's 
Disease and Related Disorders: 
The Disease Process", 
"Dementia Care: Alzheimer's 
and Nutritional Considerations", 
"Alzheimer's Disease and 
Related Disorders: Behaviors", 
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"Alzheimer's Disease and 
Related Disorders: ADL's", 
Dementia Care: Managing 
Challenging Behaviors", and 
"Resident Rights in Assisted 
Living".

During an interview, on 8/28/25 
at 1:35 p.m., with the DON 
indicated she was made aware 
of Resident E's bruises when 
CNA 11 and QMA 12 reported 
them. They had been providing 
resident care and found the 
bruising. The DON completed a 
head to toe assessment and 
found bruising to her bilateral 
lower arms, outer thighs, right 
inner thigh, and pubic area. She 
documented this in the 
resident's clinical record. She 
contacted the resident's hospice 
provider to request an RN come 
assess the resident.

During an interview, on 8/28/25 
at 2:27 p.m., the Administrator 
indicated she was made aware 
of Resident E's bruising on 
8/21/25 when CNA 11 and QMA 
12 reported finding them during 
resident care. During the course 
of the investigation it was 
discovered that HHA 9 had seen 
two staff members holding 
Resident E down. HHA 9 saw 
the incident on 8/17/25 and 
spoke with HHA 8. HHA 9 was a 
new employee and concerned 
about reprisal from her 
co-workers on the Memory Care 
unit. HHA 8 had heard CNA 6 
speak inappropriately on 
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8/13/25. The Administrator had 
previously been advised that 
CNA 6 had spoken 
inappropriately to other staff 
members, but was not able to 
recall the specific date. The 
Administrator indicated the 
expectation for staff was to 
report any instances of possible 
abuse immediately. 

B. Review of a 8/18/25 facility 
reported incident indicated the 
facility reported resident to 
resident sexual abuse, which 
occurred on 8/17/25. The report 
indicated Resident C was 
witnessed by staff to have his 
hand under Resident B's shirt, 
touching her breast. Both 
residents had diagnoses of 
dementia and resided on a 
secured dementia unit. The 
"Preventative Measure Taken" 
by the facility were listed as 
"Residents were monitored 
during the shift." No 
approaches/actions/plans to 
prevent future incidents were 
listed.

An 8/25/25, facility reported 
incident indicated the facility 
reported resident to resident 
sexual abuse, which occurred 
on 8/23/25. The report indicated 
Resident C was observed 
running his hand up Resident 
D's inner thigh. Both residents 
had diagnoses of dementia and 
resided on a secured dementia 
unit. The "Preventative Measure 
Taken" by the facility were listed 
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as "[Resident C's name] 
medication management for 
behaviors by [name] nurse N.P. 
[nurse practitioner]" No 
approaches/actions/plans to 
prevent future incidents were 
listed.

B1. Resident C's clinical record 
was reviewed on 8/26/25 at 
2:23 p.m. Current diagnoses 
included unspecified dementia, 
hypertension and dysphasia. 

An 8/9/25 at 9:35 a.m., 
Progress Note indicated the 
resident tried to touch a female 
staff member's breast and 
stated "I'm a ti**y man."

An 8/9/25 at 1:42 p.m., 
Progress Note indicated the 
resident "made sexually 
inappropriate comments with 
undertones of wanting to touch 
the care partner in inappropriate 
ways."

An 8/14/25 at 9:27 p.m., 
Progress Note indicated the 
resident exhibited "sexually 
inappropriate behavior with CNA 
and reaching for her breast. Not 
easily redirected..."

An 8/17/25, 1:33 p.m., Progress 
Note indicted Resident C had 
touched a female resident's 
breast (Resident B). The 
residents were separated. He 
was redirected out of the 
common area. He then 
re-entered the common area 
moving to the area where 
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female residents were seated. 

An 8/23/24, 7:30 a.m., Progress 
note indicated Resident C 
touched Resident D's inner 
thigh and before staff could get 
there to separate them, he 
touched her breast.

The observation of Resident C 
touching Resident D's breast 
was not included in the facility 
reported incident submitted to 
the Indiana Department of 
Health.

Residents C's clinical record 
lacked a care plan/service plan 
to mitigate the risk of the 
resident touching his female 
peers.

B2. Resident D's clinical record 
was reviewed on 8/26/25 at 
3:19 p.m. Current diagnoses 
include. unspecified dementia, 
bradycardia, and anorexia. The 
resident resided on a secured 
dementia unit. 

The resident had a current 
8/1/25 service plan regarding 
the resident requiring assistance 
from staff in order to maintain 
her safety.

The resident had a current 
8/1/25 service plan regarding 
cognitive limitations. 

B3. Resident B's clinical record 
was reviewed on 8/28/25 at 
11:00 a.m. Current diagnoses 
include, vascular dementia, 
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hypertension, and anxiety. The 
resident resided on a secured 
dementia unit. 

The resident had a current 
8/13/25 service plan regarding 
the resident requiring assistance 
from staff in order to maintain 
her safety.

The resident had a current 
8/13/25 service plan regarding 
cognitive limitations. 

During confidential employee 
interviews, staff members who 
worked on the dementia unit 
where Resident C resided 
indicated the following:

They were not educated or 
informed of any plan to follow to 
prevent Resident C from 
touching female residents. Staff 
did not oversee to ensure he 
was not seated by female peers.

There was no current plan to 
prevent Resident C from 
touching female residents. Staff 
did not ensure he was not close 
to female peers.

There had been no resident 
specific plan or education to 
prevent Resident C from 
touching female residents.
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There was no proactive plan or 
training to prevent Resident C 
from touching female residents. 
The resident was "very fresh" 
with female staff

During an interview on 8/27/25 
at 2:45 p.m., the DON indicated 
Resident C did not have a 
service plan regarding the 
prevention of future sexual 
aggression towards female 
peers.

C. During confidential family 
interviews the following 
concerns were expressed:

The Memory Care unit remained 
understaffed. The number of 
staff present on the Memory 
Care Unit was not sufficient to 
care for the residents as they 
deserved.

The families visited on a regular 
basis and found their loved 
ones in wet or soiled briefs 
and/or clothing.

They found their loved one was 
wearing double briefs overnight 
and was soaked through to the 
bedding.

The rooms had soiled and/or 
wet clothing and bedding on the 
floors.

The unit often smelled strongly 
of urine.
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The rooms had dirt and debris 
on the floors.

The facility management was 
made aware of the care 
concerns multiple times and 
nothing has been done.

During confidential staff 
interviews the following 
concerns were expressed:

The unit had not been staffed 
appropriately for weeks and 
they were unable to complete 
assigned tasks. They assisted 
each other the best they could.

They were unable to provide 
quality care for residents in a 
timely manner.

Residents were often found in 
extremely wet or soiled briefs or 
clothing. The bedding was 
soaked with urine.

The unit often smelled strongly 
of urine.

The family members had 
expressed concerns to floor 
staff regarding their loves ones 
being in dirty, wet, or soiled 
briefs or clothing. The concerns 
were passed onto the 
management staff multiple 
times.

During an observation, on 
8/26/25 at 11:10 a.m., on the 
Memory Care Unit, rooms 2, 5, 
10, and 22 smelled strongly of 
urine. The residents were 
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seated in small groups in the 
dining room and common room 
areas.

On 8/27/25 at 10:26 a.m., there 
were eight residents 
participating in an activity with 
one staff member present. 
There were seven residents 
seated in front of the large 
television. There were three 
hospice or home health staff 
members visiting residents in 
the common area. The unit 
smelled strongly of urine. 

On 8/27/25 at 11:55 a.m., there 
were 22 residents seated in the 
dining room at the start of lunch 
time. The unit smelled strongly 
of urine.

On 8/28/25 at 11:03 a.m., there 
were 24 residents seated 
around the large television in 
the common area. The unit 
smelled strongly of urine.

During an 8/28/25 at 1:41 p.m., 
interview, the Dementia Unit 
Director indicated the following:

Approximately 26 of the 
dementia unit's 39/40 residents 
were dependent for toileting 
assistance.

Approximately 36 residents 
required cueing or assistance 
for purposeful mobility (getting 
from one location to a specific 
different location).

Approximately 36 residents on 
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the dementia unit required 
assistance for dressing and 
grooming, The four or five 
residents who were fairly 
independent needed follow-up 
or cueing for grooming.

Review of facility reported 
incidents for the prior three 
months indicated the following:

6/30/25 at 12:30 p.m.- A 
resident to resident act of 
aggression on the dementia 
unit,

7/2/25 at 3:01 p.m.- A fall on the 
dementia unit,

7/8/25 at 7:42 p.m.-A resident to 
resident act of aggression on 
the dementia unit,

7/19/25 at 7:01 p.m.- A resident 
to resident act of aggression on 
the dementia unit,

7/30/25 at 12:30 p.m.- A 
resident to resident act of 
aggression on the dementia 
unit,

8/17/25 at 7:30 a.m. - A resident 
to resident act of sexual 
aggression on the dementia 
unit,

8/21/25 at 3:01 p.m. -A resident 
to resident act of aggression on 
the dementia unit,

8/20/25 at 4:01 p.m.- A staff to 
resident act of physical abuse 
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on the dementia unit,

8/23/25 at 7:30 a.m. - A resident 
to resident act of sexual 
aggression on the dementia 
unit.

Review of facility nurse staffing 
documents for three random 
days when incidents occurred 
identified the following staffing 
concerns:

On Wednesday 7/2/25:

7 a.m.-3 p.m. shift - Care 
Partner (CNAs & HHAs)- total 
required 4.0-total assigned 3.5

3 p.m.-11p.m. shift-Care 
Partner- total required 5.0-total 
assigned 3.5-one call in 
following the 3.5 assigned

On Sunday 8/17/25:

11 a.m.-7p.m. shift- Carr 
Partner-total required 2.0 - total 
assigned 0.4

3 p.m-11p.m.-Medication 
Assistant (QMA)-total required 
3.0- Total assigned 2.5

On Wednesday 8/20/25:

3 p.m.-11 p.m. shift-Care 
Partner- total required 5.0 - total 
assigned 4

During an interview, on 8/27/25 
at 3:18 p.m., the DON indicated 
the facility made every effort to 
replace call-ins. The schedules 
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did not accurately reflect who 
worked on which day. The 
corporation established ratios 
for staffing patterns.

A facility policy, revised 
12/10/24, titled, " Abuse and 
Neglect Reporting", provided by 
the Administrator on 8/28/25 at 
9:11 a.m., indicated the 
following: "Experience Senior 
Living (ESL) communities strive 
to provide a safe environment 
for residents, Team Members, 
and guests. ESL shall ensure 
that reporting of suspected 
and/or confirmed abuse and 
neglect is addressed in 
accordance with state 
regulation... Team Members 
shall be educated to recognize 
signs of abuse and neglect at 
the time of hire, annually, and 
as needed..."

An undated facility policy, titled, 
"Resident Rights", provided by 
the Administrator on 8/28/25 at 
9:11 a.m., indicated the 
following: "...4. The right to be 
treated with consideration, 
respect, and recognition of 
dignity and individuality...24. 
The right to be free from any 
physical or chemical restraints 
imposed for purposes of 
discipline or convenience and 
not required to treat your 
medical symptoms; 25. The 
right to be free from sexual 
abuse, physical abuse, mental 
abuse, corporal punishment, 
neglect, and involuntary 



  PRINTED: 01/01/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 9U3I11 Facility ID: 014080 Continuation Sheet Page 

seclusion; 26. The right to be 
free from verbal abuse..."

This citation relates to Intakes 
IN00464242 and IN00464195.

A. Based on record review, 
observation, and interview, the 
facility failed to protect a 
resident's right to be free from 
physical abuse by staff 
members, when the resident 
was physically held down to a 
bed to perform incontinence 
care, resulting in bruising to 
varied areas of the resident's 
body, fearfulness, and 
tearfulness, for 1 of 8 residents 
reviewed for abuse. (Resident 
E)

B. Based on interview and 
record review, the facility failed 
to protect a resident's right to be 
free from resident to resident 
sexual abuse when the facility 
failed to ensure a resident with a 
history of sexual aggression 
towards staff and fellow female 
residents was provided 
supervision and interventions to 
mitigate behavior expressions 
for 3 of 3 residents reviewed for 
resident to resident abuse 
(Resident C, D and B).

C. Based on observation, 
interview, and record review, the 
facility failed to ensure 
cognitively impaired residents 
on the Memory Care unit were 
free from neglect. This deficient 
practice had the potential to 
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impact 39 of 39 residents who 
resided on the dementia unit.

Findings include:

A. A facility incident report 
provided by the Administrator on 
8/26/25 at 1:13 p.m., indicated 
on 8/21/25, HHA (Home Health 
Aide) 5 and CNA 6 were 
witnessed giving care to 
Resident E without verbalizing 
care and holding the resident's 
arms and legs down. The 
immediate actions taken were a 
head to toe assessment of 
Resident E completed by the 
DON and hospice nurse. The 
resident had bruising to her right 
inner thigh, pubic area, bilateral 
lower arms, on the out side of 
the right hip, and the right 
buttock. The resident's family 
and physician were notified. The 
staff members in question were 
suspended pending 
investigation. Preventative 
measures included requesting a 
consultation from the psychiatric 
nurse practitioner. The 
follow-up, dated 8/22/25, was 
the termination of HHA 5 and 
CNA 6.

Resident E's clinical record was 
reviewed on 8/26/25 at 2:41 
p.m. Diagnoses included 
unspecified dementia and 
hypertension. 

A current "Care Evaluation and 
Service Plan", dated 5/19/25 
indicated the resident was 
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cognitively impaired, required 
two-person assistance, and was 
reluctant to accept care. Staff 
needed to provide clear 
explanation of all care activities 
prior to and during each contact.

A review of the facility 
investigation file, provided by 
the Administrator on 8/22/25 at 
2:00 p.m. indicated the 
following:

A 8/19/25 statement from HHA 
8 indicated she was told by HHA 
9, on 8/17/25, of a situation that 
made her feel uncomfortable. 
HHA 9 was working with CNA 6 
and another aide. HHA 9 
indicated the staff members 
asked her to assist them in 
holding down Resident E so her 
brief could be changed. HHA 9 
was uncomfortable with this, but 
complied due to the staff 
members being mean and 
scary.

A 8/20/25, statement from HHA 
9 indicated, on 8/17/25, she 
witnessed HHA 5 and CNA 6 
propel Resident E to her room 
[in a wheelchair]. The resident 
was resistant to care. HHA 5 
and CNA 6 completed a 
two-person transfer to get the 
resident into her bed. HHA 5 
and CNA 6 held the resident's 
hands and arms down on the 
bed. HHA 9 was asked to hold 
the resident's feet down, which 
she did. Neither HHA 5 nor CNA 
6 spoke with the resident during 
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the incident.

A 8/21/25, Hospice Registered 
Nurse (RN) as needed (PRN) 
visit note indicated the hospice 
RN arrived when the facility 
requested a complete head to 
toe assessment. Resident E 
was slightly combative during 
undressing, despite explanation 
throughout the visit. The 
hospice RN noted various 
scattered bruising on the back 
of both arms, forearms, elbows, 
and wrist areas in various 
stages of healing. A circular 
red/purple bruise was 
centralized on the anterior pubic 
area. A very large black and 
purple bruise was noted to the 
right inner thigh. The resident's 
inner and outer thighs had 
scattered bruising of varying 
sizes and stages of healing. The 
resident had a yellow/brown 
bruise to the back of her knee. 
The resident had various sized 
bruises to her shins and calves. 
The bruising to the right inner 
thigh was painful to touch and 
with movement.

A 8/21/25, statement from CNA 
11 indicated she saw the 
bruises to Resident E's arms, 
elbows, thighs, shins, and pubis 
while providing care with QMA 
12. CNA 11 asked Resident E if 
people were hitting her and the 
resident answered "yes" and 
began to cry. The DON was 
notified immediately. CNA 11 
stayed with the resident until the 
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DON arrived.

A 8/21/25, statement from QMA 
12 indicated she was asked to 
assist CNA 11 in providing care 
for Resident E. During the care, 
QMA 12 and CNA 11 noticed 
palm sized bruise to the pubic 
area. CNA 11 pointed out 
additional bruises to the 
residents hands, arms, and 
legs. There was a giant bruise 
on Resident E's right thigh 
which looked consistent with a 
fist and knuckles. QMA 12 
asked Resident E if people hit 
her. The resident flinched and 
her eyes started to water. QMA 
12 asked CNA 11 if anyone had 
reported bruising on Resident E, 
and since neither of them were 
sure, they contacted the DON 
immediately.

A 8/21/25, statement from the 
Dementia Care Director 
indicated she was asked to take 
photos of the bruising found on 
Resident E. She asked the 
resident if she knew where the 
bruises came from and the 
resident responded, " you all 
know". The Dementia Care 
Director asked if it was a staff 
member and the resident 
nodded her head. Resident E 
was anxious during peri-care 
and changing.

A 8/21/25, phone interview 
conducted by the Administrator 
and the DON, HHA 5 denied 
inappropriate interactions with 



  PRINTED: 01/01/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 9U3I11 Facility ID: 014080 Continuation Sheet Page 

residents or while providing 
care. HHA 5 indicated Resident 
E was resistant to care and staff 
needed to hold her hands to 
prevent getting hit or scratched. 
HHA 5 denied asking other staff 
members to assist holding 
Resident E down.

A 8/21/25, phone interview 
conducted by the Administrator 
and the DON, CNA 6 denied 
inappropriate interactions with 
residents or while providing 
care. CNA 6 indicated Resident 
E was resistant to care and staff 
needed to hold her arms back to 
prevent being hit or scratched. 
The resident was known to dig 
or scratch at herself under her 
brief. When staff completed 
peri-care for Resident E, 
someone needed to hold her 
legs open as she attempted to 
keep them closed. CNA 6 
indicated she talked through 
care with Resident E to gain her 
cooperation. CNA 6 indicated 
she was not aware of any 
instances of abuse.

A 8/21/25, "Progress Note", 
indicated QMA 12 was assisting 
with resident care when a palm 
sized bruise was found on 
Resident E's pubic area. The 
resident had bruising to her 
hands, arms, legs, and down 
her feet. There was a giant 
bruise on the residents right 
thigh/hip area. The DON, 
Administrator, and Dementia 
Care Director where notified 



  PRINTED: 01/01/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 9U3I11 Facility ID: 014080 Continuation Sheet Page 

immediately.

A 8/21/25, "Progress Note", 
indicated the DON was called to 
Resident E's room due to 
abnormal bruising. She 
completed a head to toe 
assessment and noted bruises 
to the inner thigh, pubic area, 
right outer hip, and both lower 
arms. The hospice RN was 
contacted and asked to 
complete an additional head to 
toe assessment. Resident E's 
family was notified and an 
investigation was started.

During an interview, on 8/26/25 
at 11:15 a.m., the Dementia 
Care Director indicated she was 
made aware of the bruising on 
Resident E on 8/21/25. She was 
advised that a staff member 
witnessed two other staff 
members holding the resident 
down during care. There were 
bruising found to Resident E's 
wrists, arms, legs, and pubic 
area. She was instructed to take 
photos of the bruises the next 
day. Resident E was known to 
be resistant to care and staff 
were instructed to provide any 
care in pairs or groups and to 
talk with the resident throughout 
the care.

During an observation, on 
8/27/25 at 12:57 p.m., Resident 
E was propelled by CNA 14, in 
her wheelchair from the dining 
room to the spa room. Resident 
E had a bout of emesis (vomit) 
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and required cleaning up. QMA 
13 and the Dementia Care 
Director accompanied CNA 14 
into the spa room. QMA 13 
spoke with Resident E as CNA 
14 and the Dementia Care 
Director assisted her in 
removing her shirt. There were 
three yellow and green 
dime-sized bruises to her left 
forearm. There were two green 
dime-sized bruises to her right 
hand. Resident E was resistant 
to disrobing and care. The 
Dementia Care Director allowed 
Resident E to hold her hands as 
QMA 13 and CNA 14 removed 
her pants and transferred her 
into the bath tub. The resident 
had a green silver dollar-sized 
bruise to her left buttock and 
scattered quarter-sized green 
and yellow bruising to the 
outside of both her left and right 
thighs. The bruising varied in 
color. There was a purple/red 
bruises to the inside of Resident 
E's right thigh, roughly the size 
of a tennis ball. There were no 
visible bruises to the pubic area. 
The Dementia Care Director 
indicated there was a bruise to 
her pubic area several days 
ago.

During an interview, on 8/28/25 
at 11:23 a.m. CNA 11 indicated 
she was working the Memory 
Care unit on 8/21/25. She asked 
QMA 12 to assist her with 
providing care to Resident E. 
Resident E was resistant to care 
and required care to be given by 
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two staff members. They 
noticed multiple bruises of 
different sizes to Resident E's 
arms, legs, and pubis. The 
bruise to the resident's pubis 
was red and purple and one on 
her inner right thing was the 
largest and darkest. They 
attempted to ask Resident E if 
someone had hurt her and she 
answered "yes" and began to 
cry. They notified the DON 
immediately. Anytime a staff 
member saw signs of abuse 
they needed to report the 
findings immediately. If a staff 
member witnessed abuse, they 
needed to ensure the resident's 
safety and report the abuse 
immediately.

On 8/28/25 at 11:29 a.m., QMA 
12 indicated she was asked by 
CNA 11 to assist in providing 
care to Resident E. This 
resident was skittish and 
resistant to care, required more 
than one staff member to be 
present, and needed verbal 
cueing. They noticed the 
resident had multiple bruises, 
some to her right thigh and groin 
area. The bruise to her groin 
was large, oblong, and shaped 
like a fist. She had never seen 
bruising like this before on 
Resident E. They immediately 
reported the bruising to the 
DON. If a staff member heard of 
or saw abusive behavior, they 
needed to report this the 
management staff immediately. 
If she saw abusive behavior, 
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she would educate the staff 
member, ensure the resident's 
safety, and report the incident to 
management immediately. She 
had not witnessed any abuse.

During a telephone interview, on 
8/28/25 at 1:30 p.m. with HHA 8 
indicated she was told by HHA 9 
about a situation that occurred 
on 8/17/25. HHA 9 had seen 
two staff members hold 
Resident E down on the bed 
during resident care. HHA 9 
identified the two staff members 
as HHA 5 and CNA 6. HHA 9 
was a new employee and was 
scared to speak up since these 
co-workers were mean. HHA 8 
recalled an incident on 8/13/25, 
where she overheard CNA 6 
make verbally abusive 
comments about residents. CNA 
6 and HHA 5 were terrible to 
work with. She reported this 
information to the management 
staff on her next scheduled work 
day which was 8/19/25.

A review of HHA 5's employee 
file, on 8/28/25 at 1:15 p.m. 
indicated no violations of the 
facility policies and procedures. 
The employee background 
check indicated no criminal 
record found.

A 8/28/25 transcript of 
completed courses indicated 
HHA 5 completed the following 
training in June or July 2025: 
"Dementia Care: Normal Aging 
vs. Alzheimer's Dementia", 
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"Knowing the Rights of 
Residents", "Alzheimer's 
Disease and Related Disorders: 
The Disease Process", 
"Dementia Care: Alzheimer's 
and Nutritional Considerations", 
"Alzheimer's Disease and 
Related Disorders: Behaviors", 
"Alzheimer's Disease and 
Related Disorders: ADL's", 
Dementia Care: Managing 
Challenging Behaviors", and 
"Resident Rights in Assisted 
Living".

A review of CNA 6's employee 
file, on 8/28/25 at 1:15 p.m. 
indicated no violations of the 
facility policies and procedures. 
The employee background 
check indicated no criminal 
record found.
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A 8/28/25, transcript of 
completed courses indicated 
HHA 5 completed the following 
training in May 2025: "Dementia 
Care: Normal Aging vs. 
Alzheimer's Dementia", 
"Knowing the Rights of 
Residents", "Alzheimer's 
Disease and Related Disorders: 
The Disease Process", 
"Dementia Care: Alzheimer's 
and Nutritional Considerations", 
"Alzheimer's Disease and 
Related Disorders: Behaviors", 
"Alzheimer's Disease and 
Related Disorders: ADL's", 
Dementia Care: Managing 
Challenging Behaviors", and 
"Resident Rights in Assisted 
Living".

During an interview, on 8/28/25 
at 1:35 p.m., with the DON 
indicated she was made aware 
of Resident E's bruises when 
CNA 11 and QMA 12 reported 
them. They had been providing 
resident care and found the 
bruising. The DON completed a 
head to toe assessment and 
found bruising to her bilateral 
lower arms, outer thighs, right 
inner thigh, and pubic area. She 
documented this in the 
resident's clinical record. She 
contacted the resident's hospice 
provider to request an RN come 
assess the resident.

During an interview, on 8/28/25 
at 2:27 p.m., the Administrator 
indicated she was made aware 
of Resident E's bruising on 
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8/21/25 when CNA 11 and QMA 
12 reported finding them during 
resident care. During the course 
of the investigation it was 
discovered that HHA 9 had seen 
two staff members holding 
Resident E down. HHA 9 saw 
the incident on 8/17/25 and 
spoke with HHA 8. HHA 9 was a 
new employee and concerned 
about reprisal from her 
co-workers on the Memory Care 
unit. HHA 8 had heard CNA 6 
speak inappropriately on 
8/13/25. The Administrator had 
previously been advised that 
CNA 6 had spoken 
inappropriately to other staff 
members, but was not able to 
recall the specific date. The 
Administrator indicated the 
expectation for staff was to 
report any instances of possible 
abuse immediately. 

B. Review of a 8/18/25 facility 
reported incident indicated the 
facility reported resident to 
resident sexual abuse, which 
occurred on 8/17/25. The report 
indicated Resident C was 
witnessed by staff to have his 
hand under Resident B's shirt, 
touching her breast. Both 
residents had diagnoses of 
dementia and resided on a 
secured dementia unit. The 
"Preventative Measure Taken" 
by the facility were listed as 
"Residents were monitored 
during the shift." No 
approaches/actions/plans to 
prevent future incidents were 
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listed.

An 8/25/25, facility reported 
incident indicated the facility 
reported resident to resident 
sexual abuse, which occurred 
on 8/23/25. The report indicated 
Resident C was observed 
running his hand up Resident 
D's inner thigh. Both residents 
had diagnoses of dementia and 
resided on a secured dementia 
unit. The "Preventative Measure 
Taken" by the facility were listed 
as "[Resident C's name] 
medication management for 
behaviors by [name] nurse N.P. 
[nurse practitioner]" No 
approaches/actions/plans to 
prevent future incidents were 
listed.

B1. Resident C's clinical record 
was reviewed on 8/26/25 at 
2:23 p.m. Current diagnoses 
included unspecified dementia, 
hypertension and dysphasia. 

An 8/9/25 at 9:35 a.m., 
Progress Note indicated the 
resident tried to touch a female 
staff member's breast and 
stated "I'm a ti**y man."

An 8/9/25 at 1:42 p.m., 
Progress Note indicated the 
resident "made sexually 
inappropriate comments with 
undertones of wanting to touch 
the care partner in inappropriate 
ways."

An 8/14/25 at 9:27 p.m., 
Progress Note indicated the 
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resident exhibited "sexually 
inappropriate behavior with CNA 
and reaching for her breast. Not 
easily redirected..."

An 8/17/25, 1:33 p.m., Progress 
Note indicted Resident C had 
touched a female resident's 
breast (Resident B). The 
residents were separated. He 
was redirected out of the 
common area. He then 
re-entered the common area 
moving to the area where 
female residents were seated. 

An 8/23/24, 7:30 a.m., Progress 
note indicated Resident C 
touched Resident D's inner 
thigh and before staff could get 
there to separate them, he 
touched her breast.

The observation of Resident C 
touching Resident D's breast 
was not included in the facility 
reported incident submitted to 
the Indiana Department of 
Health.

Residents C's clinical record 
lacked a care plan/service plan 
to mitigate the risk of the 
resident touching his female 
peers.

B2. Resident D's clinical record 
was reviewed on 8/26/25 at 
3:19 p.m. Current diagnoses 
include. unspecified dementia, 
bradycardia, and anorexia. The 
resident resided on a secured 
dementia unit. 
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The resident had a current 
8/1/25 service plan regarding 
the resident requiring assistance 
from staff in order to maintain 
her safety.

The resident had a current 
8/1/25 service plan regarding 
cognitive limitations. 

B3. Resident B's clinical record 
was reviewed on 8/28/25 at 
11:00 a.m. Current diagnoses 
include, vascular dementia, 
hypertension, and anxiety. The 
resident resided on a secured 
dementia unit. 

The resident had a current 
8/13/25 service plan regarding 
the resident requiring assistance 
from staff in order to maintain 
her safety.

The resident had a current 
8/13/25 service plan regarding 
cognitive limitations. 

During confidential employee 
interviews, staff members who 
worked on the dementia unit 
where Resident C resided 
indicated the following:

They were not educated or 
informed of any plan to follow to 
prevent Resident C from 
touching female residents. Staff 
did not oversee to ensure he 
was not seated by female peers.

There was no current plan to 
prevent Resident C from 
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touching female residents. Staff 
did not ensure he was not close 
to female peers.

There had been no resident 
specific plan or education to 
prevent Resident C from 
touching female residents.

There was no proactive plan or 
training to prevent Resident C 
from touching female residents. 
The resident was "very fresh" 
with female staff

During an interview on 8/27/25 
at 2:45 p.m., the DON indicated 
Resident C did not have a 
service plan regarding the 
prevention of future sexual 
aggression towards female 
peers.

C. During confidential family 
interviews the following 
concerns were expressed:

The Memory Care unit remained 
understaffed. The number of 
staff present on the Memory 
Care Unit was not sufficient to 
care for the residents as they 
deserved.

The families visited on a regular 
basis and found their loved 
ones in wet or soiled briefs 
and/or clothing.

They found their loved one was 
wearing double briefs overnight 
and was soaked through to the 
bedding.
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The rooms had soiled and/or 
wet clothing and bedding on the 
floors.

The unit often smelled strongly 
of urine.

The rooms had dirt and debris 
on the floors.

The facility management was 
made aware of the care 
concerns multiple times and 
nothing has been done.

During confidential staff 
interviews the following 
concerns were expressed:

The unit had not been staffed 
appropriately for weeks and 
they were unable to complete 
assigned tasks. They assisted 
each other the best they could.

They were unable to provide 
quality care for residents in a 
timely manner.

Residents were often found in 
extremely wet or soiled briefs or 
clothing. The bedding was 
soaked with urine.

The unit often smelled strongly 
of urine.

The family members had 
expressed concerns to floor 
staff regarding their loves ones 
being in dirty, wet, or soiled 
briefs or clothing. The concerns 
were passed onto the 
management staff multiple 
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times.

During an observation, on 
8/26/25 at 11:10 a.m., on the 
Memory Care Unit, rooms 2, 5, 
10, and 22 smelled strongly of 
urine. The residents were 
seated in small groups in the 
dining room and common room 
areas.

On 8/27/25 at 10:26 a.m., there 
were eight residents 
participating in an activity with 
one staff member present. 
There were seven residents 
seated in front of the large 
television. There were three 
hospice or home health staff 
members visiting residents in 
the common area. The unit 
smelled strongly of urine. 

On 8/27/25 at 11:55 a.m., there 
were 22 residents seated in the 
dining room at the start of lunch 
time. The unit smelled strongly 
of urine.

On 8/28/25 at 11:03 a.m., there 
were 24 residents seated 
around the large television in 
the common area. The unit 
smelled strongly of urine.

During an 8/28/25 at 1:41 p.m., 
interview, the Dementia Unit 
Director indicated the following:

Approximately 26 of the 
dementia unit's 39/40 residents 
were dependent for toileting 
assistance.
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Approximately 36 residents 
required cueing or assistance 
for purposeful mobility (getting 
from one location to a specific 
different location).

Approximately 36 residents on 
the dementia unit required 
assistance for dressing and 
grooming, The four or five 
residents who were fairly 
independent needed follow-up 
or cueing for grooming.

Review of facility reported 
incidents for the prior three 
months indicated the following:

6/30/25 at 12:30 p.m.- A 
resident to resident act of 
aggression on the dementia 
unit,

7/2/25 at 3:01 p.m.- A fall on the 
dementia unit,

7/8/25 at 7:42 p.m.-A resident to 
resident act of aggression on 
the dementia unit,

7/19/25 at 7:01 p.m.- A resident 
to resident act of aggression on 
the dementia unit,

7/30/25 at 12:30 p.m.- A 
resident to resident act of 
aggression on the dementia 
unit,
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8/17/25 at 7:30 a.m. - A resident 
to resident act of sexual 
aggression on the dementia 
unit,

8/21/25 at 3:01 p.m. -A resident 
to resident act of aggression on 
the dementia unit,

8/20/25 at 4:01 p.m.- A staff to 
resident act of physical abuse 
on the dementia unit,

8/23/25 at 7:30 a.m. - A resident 
to resident act of sexual 
aggression on the dementia 
unit.

Review of facility nurse staffing 
documents for three random 
days when incidents occurred 
identified the following staffing 
concerns:

On Wednesday 7/2/25:

7 a.m.-3 p.m. shift - Care 
Partner (CNAs & HHAs)- total 
required 4.0-total assigned 3.5

3 p.m.-11p.m. shift-Care 
Partner- total required 5.0-total 
assigned 3.5-one call in 
following the 3.5 assigned

On Sunday 8/17/25:

11 a.m.-7p.m. shift- Carr 
Partner-total required 2.0 - total 
assigned 0.4
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3 p.m-11p.m.-Medication 
Assistant (QMA)-total required 
3.0- Total assigned 2.5

On Wednesday 8/20/25:

3 p.m.-11 p.m. shift-Care 
Partner- total required 5.0 - total 
assigned 4

During an interview, on 8/27/25 
at 3:18 p.m., the DON indicated 
the facility made every effort to 
replace call-ins. The schedules 
did not accurately reflect who 
worked on which day. The 
corporation established ratios 
for staffing patterns.

A facility policy, revised 
12/10/24, titled, " Abuse and 
Neglect Reporting", provided by 
the Administrator on 8/28/25 at 
9:11 a.m., indicated the 
following: "Experience Senior 
Living (ESL) communities strive 
to provide a safe environment 
for residents, Team Members, 
and guests. ESL shall ensure 
that reporting of suspected 
and/or confirmed abuse and 
neglect is addressed in 
accordance with state 
regulation... Team Members 
shall be educated to recognize 
signs of abuse and neglect at 
the time of hire, annually, and 
as needed..."

An undated facility policy, titled, 
"Resident Rights", provided by 
the Administrator on 8/28/25 at 
9:11 a.m., indicated the 
following: "...4. The right to be 
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treated with consideration, 
respect, and recognition of 
dignity and individuality...24. 
The right to be free from any 
physical or chemical restraints 
imposed for purposes of 
discipline or convenience and 
not required to treat your 
medical symptoms; 25. The 
right to be free from sexual 
abuse, physical abuse, mental 
abuse, corporal punishment, 
neglect, and involuntary 
seclusion; 26. The right to be 
free from verbal abuse..."

This citation relates to Intakes 
IN00464242 and IN00464195.

A. Based on record review, 
observation, and interview, the 
facility failed to protect a 
resident's right to be free from 
physical abuse by staff 
members, when the resident 
was physically held down to a 
bed to perform incontinence 
care, resulting in bruising to 
varied areas of the resident's 
body, fearfulness, and 
tearfulness, for 1 of 8 residents 
reviewed for abuse. (Resident 
E)

B. Based on interview and 
record review, the facility failed 
to protect a resident's right to be 
free from resident to resident 
sexual abuse when the facility 
failed to ensure a resident with a 
history of sexual aggression 
towards staff and fellow female 
residents was provided 
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supervision and interventions to 
mitigate behavior expressions 
for 3 of 3 residents reviewed for 
resident to resident abuse 
(Resident C, D and B).

C. Based on observation, 
interview, and record review, the 
facility failed to ensure 
cognitively impaired residents 
on the Memory Care unit were 
free from neglect. This deficient 
practice had the potential to 
impact 39 of 39 residents who 
resided on the dementia unit.

Findings include:

A. A facility incident report 
provided by the Administrator on 
8/26/25 at 1:13 p.m., indicated 
on 8/21/25, HHA (Home Health 
Aide) 5 and CNA 6 were 
witnessed giving care to 
Resident E without verbalizing 
care and holding the resident's 
arms and legs down. The 
immediate actions taken were a 
head to toe assessment of 
Resident E completed by the 
DON and hospice nurse. The 
resident had bruising to her right 
inner thigh, pubic area, bilateral 
lower arms, on the out side of 
the right hip, and the right 
buttock. The resident's family 
and physician were notified. The 
staff members in question were 
suspended pending 
investigation. Preventative 
measures included requesting a 
consultation from the psychiatric 
nurse practitioner. The 
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follow-up, dated 8/22/25, was 
the termination of HHA 5 and 
CNA 6.

Resident E's clinical record was 
reviewed on 8/26/25 at 2:41 
p.m. Diagnoses included 
unspecified dementia and 
hypertension. 

A current "Care Evaluation and 
Service Plan", dated 5/19/25 
indicated the resident was 
cognitively impaired, required 
two-person assistance, and was 
reluctant to accept care. Staff 
needed to provide clear 
explanation of all care activities 
prior to and during each contact.

A review of the facility 
investigation file, provided by 
the Administrator on 8/22/25 at 
2:00 p.m. indicated the 
following:

A 8/19/25 statement from HHA 
8 indicated she was told by HHA 
9, on 8/17/25, of a situation that 
made her feel uncomfortable. 
HHA 9 was working with CNA 6 
and another aide. HHA 9 
indicated the staff members 
asked her to assist them in 
holding down Resident E so her 
brief could be changed. HHA 9 
was uncomfortable with this, but 
complied due to the staff 
members being mean and 
scary.

A 8/20/25, statement from HHA 
9 indicated, on 8/17/25, she 
witnessed HHA 5 and CNA 6 
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propel Resident E to her room 
[in a wheelchair]. The resident 
was resistant to care. HHA 5 
and CNA 6 completed a 
two-person transfer to get the 
resident into her bed. HHA 5 
and CNA 6 held the resident's 
hands and arms down on the 
bed. HHA 9 was asked to hold 
the resident's feet down, which 
she did. Neither HHA 5 nor CNA 
6 spoke with the resident during 
the incident.
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A 8/21/25, Hospice Registered 
Nurse (RN) as needed (PRN) 
visit note indicated the hospice 
RN arrived when the facility 
requested a complete head to 
toe assessment. Resident E 
was slightly combative during 
undressing, despite explanation 
throughout the visit. The 
hospice RN noted various 
scattered bruising on the back 
of both arms, forearms, elbows, 
and wrist areas in various 
stages of healing. A circular 
red/purple bruise was 
centralized on the anterior pubic 
area. A very large black and 
purple bruise was noted to the 
right inner thigh. The resident's 
inner and outer thighs had 
scattered bruising of varying 
sizes and stages of healing. The 
resident had a yellow/brown 
bruise to the back of her knee. 
The resident had various sized 
bruises to her shins and calves. 
The bruising to the right inner 
thigh was painful to touch and 
with movement.

A 8/21/25, statement from CNA 
11 indicated she saw the 
bruises to Resident E's arms, 
elbows, thighs, shins, and pubis 
while providing care with QMA 
12. CNA 11 asked Resident E if 
people were hitting her and the 
resident answered "yes" and 
began to cry. The DON was 
notified immediately. CNA 11 
stayed with the resident until the 
DON arrived.
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A 8/21/25, statement from QMA 
12 indicated she was asked to 
assist CNA 11 in providing care 
for Resident E. During the care, 
QMA 12 and CNA 11 noticed 
palm sized bruise to the pubic 
area. CNA 11 pointed out 
additional bruises to the 
residents hands, arms, and 
legs. There was a giant bruise 
on Resident E's right thigh 
which looked consistent with a 
fist and knuckles. QMA 12 
asked Resident E if people hit 
her. The resident flinched and 
her eyes started to water. QMA 
12 asked CNA 11 if anyone had 
reported bruising on Resident E, 
and since neither of them were 
sure, they contacted the DON 
immediately.

A 8/21/25, statement from the 
Dementia Care Director 
indicated she was asked to take 
photos of the bruising found on 
Resident E. She asked the 
resident if she knew where the 
bruises came from and the 
resident responded, " you all 
know". The Dementia Care 
Director asked if it was a staff 
member and the resident 
nodded her head. Resident E 
was anxious during peri-care 
and changing.

A 8/21/25, phone interview 
conducted by the Administrator 
and the DON, HHA 5 denied 
inappropriate interactions with 
residents or while providing 
care. HHA 5 indicated Resident 
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E was resistant to care and staff 
needed to hold her hands to 
prevent getting hit or scratched. 
HHA 5 denied asking other staff 
members to assist holding 
Resident E down.

A 8/21/25, phone interview 
conducted by the Administrator 
and the DON, CNA 6 denied 
inappropriate interactions with 
residents or while providing 
care. CNA 6 indicated Resident 
E was resistant to care and staff 
needed to hold her arms back to 
prevent being hit or scratched. 
The resident was known to dig 
or scratch at herself under her 
brief. When staff completed 
peri-care for Resident E, 
someone needed to hold her 
legs open as she attempted to 
keep them closed. CNA 6 
indicated she talked through 
care with Resident E to gain her 
cooperation. CNA 6 indicated 
she was not aware of any 
instances of abuse.

A 8/21/25, "Progress Note", 
indicated QMA 12 was assisting 
with resident care when a palm 
sized bruise was found on 
Resident E's pubic area. The 
resident had bruising to her 
hands, arms, legs, and down 
her feet. There was a giant 
bruise on the residents right 
thigh/hip area. The DON, 
Administrator, and Dementia 
Care Director where notified 
immediately.
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A 8/21/25, "Progress Note", 
indicated the DON was called to 
Resident E's room due to 
abnormal bruising. She 
completed a head to toe 
assessment and noted bruises 
to the inner thigh, pubic area, 
right outer hip, and both lower 
arms. The hospice RN was 
contacted and asked to 
complete an additional head to 
toe assessment. Resident E's 
family was notified and an 
investigation was started.

During an interview, on 8/26/25 
at 11:15 a.m., the Dementia 
Care Director indicated she was 
made aware of the bruising on 
Resident E on 8/21/25. She was 
advised that a staff member 
witnessed two other staff 
members holding the resident 
down during care. There were 
bruising found to Resident E's 
wrists, arms, legs, and pubic 
area. She was instructed to take 
photos of the bruises the next 
day. Resident E was known to 
be resistant to care and staff 
were instructed to provide any 
care in pairs or groups and to 
talk with the resident throughout 
the care.

During an observation, on 
8/27/25 at 12:57 p.m., Resident 
E was propelled by CNA 14, in 
her wheelchair from the dining 
room to the spa room. Resident 
E had a bout of emesis (vomit) 
and required cleaning up. QMA 
13 and the Dementia Care 
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Director accompanied CNA 14 
into the spa room. QMA 13 
spoke with Resident E as CNA 
14 and the Dementia Care 
Director assisted her in 
removing her shirt. There were 
three yellow and green 
dime-sized bruises to her left 
forearm. There were two green 
dime-sized bruises to her right 
hand. Resident E was resistant 
to disrobing and care. The 
Dementia Care Director allowed 
Resident E to hold her hands as 
QMA 13 and CNA 14 removed 
her pants and transferred her 
into the bath tub. The resident 
had a green silver dollar-sized 
bruise to her left buttock and 
scattered quarter-sized green 
and yellow bruising to the 
outside of both her left and right 
thighs. The bruising varied in 
color. There was a purple/red 
bruises to the inside of Resident 
E's right thigh, roughly the size 
of a tennis ball. There were no 
visible bruises to the pubic area. 
The Dementia Care Director 
indicated there was a bruise to 
her pubic area several days 
ago.

During an interview, on 8/28/25 
at 11:23 a.m. CNA 11 indicated 
she was working the Memory 
Care unit on 8/21/25. She asked 
QMA 12 to assist her with 
providing care to Resident E. 
Resident E was resistant to care 
and required care to be given by 
two staff members. They 
noticed multiple bruises of 
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different sizes to Resident E's 
arms, legs, and pubis. The 
bruise to the resident's pubis 
was red and purple and one on 
her inner right thing was the 
largest and darkest. They 
attempted to ask Resident E if 
someone had hurt her and she 
answered "yes" and began to 
cry. They notified the DON 
immediately. Anytime a staff 
member saw signs of abuse 
they needed to report the 
findings immediately. If a staff 
member witnessed abuse, they 
needed to ensure the resident's 
safety and report the abuse 
immediately.

On 8/28/25 at 11:29 a.m., QMA 
12 indicated she was asked by 
CNA 11 to assist in providing 
care to Resident E. This 
resident was skittish and 
resistant to care, required more 
than one staff member to be 
present, and needed verbal 
cueing. They noticed the 
resident had multiple bruises, 
some to her right thigh and groin 
area. The bruise to her groin 
was large, oblong, and shaped 
like a fist. She had never seen 
bruising like this before on 
Resident E. They immediately 
reported the bruising to the 
DON. If a staff member heard of 
or saw abusive behavior, they 
needed to report this the 
management staff immediately. 
If she saw abusive behavior, 
she would educate the staff 
member, ensure the resident's 
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safety, and report the incident to 
management immediately. She 
had not witnessed any abuse.

During a telephone interview, on 
8/28/25 at 1:30 p.m. with HHA 8 
indicated she was told by HHA 9 
about a situation that occurred 
on 8/17/25. HHA 9 had seen 
two staff members hold 
Resident E down on the bed 
during resident care. HHA 9 
identified the two staff members 
as HHA 5 and CNA 6. HHA 9 
was a new employee and was 
scared to speak up since these 
co-workers were mean. HHA 8 
recalled an incident on 8/13/25, 
where she overheard CNA 6 
make verbally abusive 
comments about residents. CNA 
6 and HHA 5 were terrible to 
work with. She reported this 
information to the management 
staff on her next scheduled work 
day which was 8/19/25.

A review of HHA 5's employee 
file, on 8/28/25 at 1:15 p.m. 
indicated no violations of the 
facility policies and procedures. 
The employee background 
check indicated no criminal 
record found.

A 8/28/25 transcript of 
completed courses indicated 
HHA 5 completed the following 
training in June or July 2025: 
"Dementia Care: Normal Aging 
vs. Alzheimer's Dementia", 
"Knowing the Rights of 
Residents", "Alzheimer's 
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Disease and Related Disorders: 
The Disease Process", 
"Dementia Care: Alzheimer's 
and Nutritional Considerations", 
"Alzheimer's Disease and 
Related Disorders: Behaviors", 
"Alzheimer's Disease and 
Related Disorders: ADL's", 
Dementia Care: Managing 
Challenging Behaviors", and 
"Resident Rights in Assisted 
Living".

A review of CNA 6's employee 
file, on 8/28/25 at 1:15 p.m. 
indicated no violations of the 
facility policies and procedures. 
The employee background 
check indicated no criminal 
record found.

A 8/28/25, transcript of 
completed courses indicated 
HHA 5 completed the following 
training in May 2025: "Dementia 
Care: Normal Aging vs. 
Alzheimer's Dementia", 
"Knowing the Rights of 
Residents", "Alzheimer's 
Disease and Related Disorders: 
The Disease Process", 
"Dementia Care: Alzheimer's 
and Nutritional Considerations", 
"Alzheimer's Disease and 
Related Disorders: Behaviors", 
"Alzheimer's Disease and 
Related Disorders: ADL's", 
Dementia Care: Managing 
Challenging Behaviors", and 
"Resident Rights in Assisted 
Living".

During an interview, on 8/28/25 
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at 1:35 p.m., with the DON 
indicated she was made aware 
of Resident E's bruises when 
CNA 11 and QMA 12 reported 
them. They had been providing 
resident care and found the 
bruising. The DON completed a 
head to toe assessment and 
found bruising to her bilateral 
lower arms, outer thighs, right 
inner thigh, and pubic area. She 
documented this in the 
resident's clinical record. She 
contacted the resident's hospice 
provider to request an RN come 
assess the resident.

During an interview, on 8/28/25 
at 2:27 p.m., the Administrator 
indicated she was made aware 
of Resident E's bruising on 
8/21/25 when CNA 11 and QMA 
12 reported finding them during 
resident care. During the course 
of the investigation it was 
discovered that HHA 9 had seen 
two staff members holding 
Resident E down. HHA 9 saw 
the incident on 8/17/25 and 
spoke with HHA 8. HHA 9 was a 
new employee and concerned 
about reprisal from her 
co-workers on the Memory Care 
unit. HHA 8 had heard CNA 6 
speak inappropriately on 
8/13/25. The Administrator had 
previously been advised that 
CNA 6 had spoken 
inappropriately to other staff 
members, but was not able to 
recall the specific date. The 
Administrator indicated the 
expectation for staff was to 
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report any instances of possible 
abuse immediately. 

B. Review of a 8/18/25 facility 
reported incident indicated the 
facility reported resident to 
resident sexual abuse, which 
occurred on 8/17/25. The report 
indicated Resident C was 
witnessed by staff to have his 
hand under Resident B's shirt, 
touching her breast. Both 
residents had diagnoses of 
dementia and resided on a 
secured dementia unit. The 
"Preventative Measure Taken" 
by the facility were listed as 
"Residents were monitored 
during the shift." No 
approaches/actions/plans to 
prevent future incidents were 
listed.

An 8/25/25, facility reported 
incident indicated the facility 
reported resident to resident 
sexual abuse, which occurred 
on 8/23/25. The report indicated 
Resident C was observed 
running his hand up Resident 
D's inner thigh. Both residents 
had diagnoses of dementia and 
resided on a secured dementia 
unit. The "Preventative Measure 
Taken" by the facility were listed 
as "[Resident C's name] 
medication management for 
behaviors by [name] nurse N.P. 
[nurse practitioner]" No 
approaches/actions/plans to 
prevent future incidents were 
listed.
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B1. Resident C's clinical record 
was reviewed on 8/26/25 at 
2:23 p.m. Current diagnoses 
included unspecified dementia, 
hypertension and dysphasia. 

An 8/9/25 at 9:35 a.m., 
Progress Note indicated the 
resident tried to touch a female 
staff member's breast and 
stated "I'm a ti**y man."

An 8/9/25 at 1:42 p.m., 
Progress Note indicated the 
resident "made sexually 
inappropriate comments with 
undertones of wanting to touch 
the care partner in inappropriate 
ways."

An 8/14/25 at 9:27 p.m., 
Progress Note indicated the 
resident exhibited "sexually 
inappropriate behavior with CNA 
and reaching for her breast. Not 
easily redirected..."

An 8/17/25, 1:33 p.m., Progress 
Note indicted Resident C had 
touched a female resident's 
breast (Resident B). The 
residents were separated. He 
was redirected out of the 
common area. He then 
re-entered the common area 
moving to the area where 
female residents were seated. 
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An 8/23/24, 7:30 a.m., Progress 
note indicated Resident C 
touched Resident D's inner 
thigh and before staff could get 
there to separate them, he 
touched her breast.

The observation of Resident C 
touching Resident D's breast 
was not included in the facility 
reported incident submitted to 
the Indiana Department of 
Health.

Residents C's clinical record 
lacked a care plan/service plan 
to mitigate the risk of the 
resident touching his female 
peers.

B2. Resident D's clinical record 
was reviewed on 8/26/25 at 
3:19 p.m. Current diagnoses 
include. unspecified dementia, 
bradycardia, and anorexia. The 
resident resided on a secured 
dementia unit. 

The resident had a current 
8/1/25 service plan regarding 
the resident requiring assistance 
from staff in order to maintain 
her safety.

The resident had a current 
8/1/25 service plan regarding 
cognitive limitations. 

B3. Resident B's clinical record 
was reviewed on 8/28/25 at 
11:00 a.m. Current diagnoses 
include, vascular dementia, 
hypertension, and anxiety. The 
resident resided on a secured 



  PRINTED: 01/01/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 9U3I11 Facility ID: 014080 Continuation Sheet Page 

dementia unit. 

The resident had a current 
8/13/25 service plan regarding 
the resident requiring assistance 
from staff in order to maintain 
her safety.

The resident had a current 
8/13/25 service plan regarding 
cognitive limitations. 

During confidential employee 
interviews, staff members who 
worked on the dementia unit 
where Resident C resided 
indicated the following:

They were not educated or 
informed of any plan to follow to 
prevent Resident C from 
touching female residents. Staff 
did not oversee to ensure he 
was not seated by female peers.

There was no current plan to 
prevent Resident C from 
touching female residents. Staff 
did not ensure he was not close 
to female peers.

There had been no resident 
specific plan or education to 
prevent Resident C from 
touching female residents.

There was no proactive plan or 
training to prevent Resident C 
from touching female residents. 
The resident was "very fresh" 
with female staff

During an interview on 8/27/25 
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at 2:45 p.m., the DON indicated 
Resident C did not have a 
service plan regarding the 
prevention of future sexual 
aggression towards female 
peers.

C. During confidential family 
interviews the following 
concerns were expressed:

The Memory Care unit remained 
understaffed. The number of 
staff present on the Memory 
Care Unit was not sufficient to 
care for the residents as they 
deserved.

The families visited on a regular 
basis and found their loved 
ones in wet or soiled briefs 
and/or clothing.

They found their loved one was 
wearing double briefs overnight 
and was soaked through to the 
bedding.

The rooms had soiled and/or 
wet clothing and bedding on the 
floors.

The unit often smelled strongly 
of urine.

The rooms had dirt and debris 
on the floors.

The facility management was 
made aware of the care 
concerns multiple times and 
nothing has been done.

During confidential staff 
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interviews the following 
concerns were expressed:

The unit had not been staffed 
appropriately for weeks and 
they were unable to complete 
assigned tasks. They assisted 
each other the best they could.

They were unable to provide 
quality care for residents in a 
timely manner.

Residents were often found in 
extremely wet or soiled briefs or 
clothing. The bedding was 
soaked with urine.

The unit often smelled strongly 
of urine.

The family members had 
expressed concerns to floor 
staff regarding their loves ones 
being in dirty, wet, or soiled 
briefs or clothing. The concerns 
were passed onto the 
management staff multiple 
times.

During an observation, on 
8/26/25 at 11:10 a.m., on the 
Memory Care Unit, rooms 2, 5, 
10, and 22 smelled strongly of 
urine. The residents were 
seated in small groups in the 
dining room and common room 
areas.

On 8/27/25 at 10:26 a.m., there 
were eight residents 
participating in an activity with 
one staff member present. 
There were seven residents 
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seated in front of the large 
television. There were three 
hospice or home health staff 
members visiting residents in 
the common area. The unit 
smelled strongly of urine. 

On 8/27/25 at 11:55 a.m., there 
were 22 residents seated in the 
dining room at the start of lunch 
time. The unit smelled strongly 
of urine.

On 8/28/25 at 11:03 a.m., there 
were 24 residents seated 
around the large television in 
the common area. The unit 
smelled strongly of urine.

During an 8/28/25 at 1:41 p.m., 
interview, the Dementia Unit 
Director indicated the following:

Approximately 26 of the 
dementia unit's 39/40 residents 
were dependent for toileting 
assistance.

Approximately 36 residents 
required cueing or assistance 
for purposeful mobility (getting 
from one location to a specific 
different location).

Approximately 36 residents on 
the dementia unit required 
assistance for dressing and 
grooming, The four or five 
residents who were fairly 
independent needed follow-up 
or cueing for grooming.

Review of facility reported 
incidents for the prior three 
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months indicated the following:

6/30/25 at 12:30 p.m.- A 
resident to resident act of 
aggression on the dementia 
unit,

7/2/25 at 3:01 p.m.- A fall on the 
dementia unit,

7/8/25 at 7:42 p.m.-A resident to 
resident act of aggression on 
the dementia unit,

7/19/25 at 7:01 p.m.- A resident 
to resident act of aggression on 
the dementia unit,

7/30/25 at 12:30 p.m.- A 
resident to resident act of 
aggression on the dementia 
unit,

8/17/25 at 7:30 a.m. - A resident 
to resident act of sexual 
aggression on the dementia 
unit,

8/21/25 at 3:01 p.m. -A resident 
to resident act of aggression on 
the dementia unit,

8/20/25 at 4:01 p.m.- A staff to 
resident act of physical abuse 
on the dementia unit,

8/23/25 at 7:30 a.m. - A resident 
to resident act of sexual 
aggression on the dementia 
unit.

Review of facility nurse staffing 
documents for three random 
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days when incidents occurred 
identified the following staffing 
concerns:

On Wednesday 7/2/25:

7 a.m.-3 p.m. shift - Care 
Partner (CNAs & HHAs)- total 
required 4.0-total assigned 3.5

3 p.m.-11p.m. shift-Care 
Partner- total required 5.0-total 
assigned 3.5-one call in 
following the 3.5 assigned

On Sunday 8/17/25:

11 a.m.-7p.m. shift- Carr 
Partner-total required 2.0 - total 
assigned 0.4

3 p.m-11p.m.-Medication 
Assistant (QMA)-total required 
3.0- Total assigned 2.5

On Wednesday 8/20/25:

3 p.m.-11 p.m. shift-Care 
Partner- total required 5.0 - total 
assigned 4

During an interview, on 8/27/25 
at 3:18 p.m., the DON indicated 
the facility made every effort to 
replace call-ins. The schedules 
did not accurately reflect who 
worked on which day. The 
corporation established ratios 
for staffing patterns.

A facility policy, revised 
12/10/24, titled, " Abuse and 
Neglect Reporting", provided by 
the Administrator on 8/28/25 at 
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9:11 a.m., indicated the 
following: "Experience Senior 
Living (ESL) communities strive 
to provide a safe environment 
for residents, Team Members, 
and guests. ESL shall ensure 
that reporting of suspected 
and/or confirmed abuse and 
neglect is addressed in 
accordance with state 
regulation... Team Members 
shall be educated to recognize 
signs of abuse and neglect at 
the time of hire, annually, and 
as needed..."

An undated facility policy, titled, 
"Resident Rights", provided by 
the Administrator on 8/28/25 at 
9:11 a.m., indicated the 
following: "...4. The right to be 
treated with consideration, 
respect, and recognition of 
dignity and individuality...24. 
The right to be free from any 
physical or chemical restraints 
imposed for purposes of 
discipline or convenience and 
not required to treat your 
medical symptoms; 25. The 
right to be free from sexual 
abuse, physical abuse, mental 
abuse, corporal punishment, 
neglect, and involuntary 
seclusion; 26. The right to be 
free from verbal abuse..."

This citation relates to Intakes 
IN00464242 and IN00464195.

A. Based on record review, 
observation, and interview, the 
facility failed to protect a 
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resident's right to be free from 
physical abuse by staff 
members, when the resident 
was physically held down to a 
bed to perform incontinence 
care, resulting in bruising to 
varied areas of the resident's 
body, fearfulness, and 
tearfulness, for 1 of 8 residents 
reviewed for abuse. (Resident 
E)

B. Based on interview and 
record review, the facility failed 
to protect a resident's right to be 
free from resident to resident 
sexual abuse when the facility 
failed to ensure a resident with a 
history of sexual aggression 
towards staff and fellow female 
residents was provided 
supervision and interventions to 
mitigate behavior expressions 
for 3 of 3 residents reviewed for 
resident to resident abuse 
(Resident C, D and B).

C. Based on observation, 
interview, and record review, the 
facility failed to ensure 
cognitively impaired residents 
on the Memory Care unit were 
free from neglect. This deficient 
practice had the potential to 
impact 39 of 39 residents who 
resided on the dementia unit.

Findings include:

A. A facility incident report 
provided by the Administrator on 
8/26/25 at 1:13 p.m., indicated 
on 8/21/25, HHA (Home Health 
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Aide) 5 and CNA 6 were 
witnessed giving care to 
Resident E without verbalizing 
care and holding the resident's 
arms and legs down. The 
immediate actions taken were a 
head to toe assessment of 
Resident E completed by the 
DON and hospice nurse. The 
resident had bruising to her right 
inner thigh, pubic area, bilateral 
lower arms, on the out side of 
the right hip, and the right 
buttock. The resident's family 
and physician were notified. The 
staff members in question were 
suspended pending 
investigation. Preventative 
measures included requesting a 
consultation from the psychiatric 
nurse practitioner. The 
follow-up, dated 8/22/25, was 
the termination of HHA 5 and 
CNA 6.

Resident E's clinical record was 
reviewed on 8/26/25 at 2:41 
p.m. Diagnoses included 
unspecified dementia and 
hypertension. 

A current "Care Evaluation and 
Service Plan", dated 5/19/25 
indicated the resident was 
cognitively impaired, required 
two-person assistance, and was 
reluctant to accept care. Staff 
needed to provide clear 
explanation of all care activities 
prior to and during each contact.

A review of the facility 
investigation file, provided by 
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the Administrator on 8/22/25 at 
2:00 p.m. indicated the 
following:

A 8/19/25 statement from HHA 
8 indicated she was told by HHA 
9, on 8/17/25, of a situation that 
made her feel uncomfortable. 
HHA 9 was working with CNA 6 
and another aide. HHA 9 
indicated the staff members 
asked her to assist them in 
holding down Resident E so her 
brief could be changed. HHA 9 
was uncomfortable with this, but 
complied due to the staff 
members being mean and 
scary.

A 8/20/25, statement from HHA 
9 indicated, on 8/17/25, she 
witnessed HHA 5 and CNA 6 
propel Resident E to her room 
[in a wheelchair]. The resident 
was resistant to care. HHA 5 
and CNA 6 completed a 
two-person transfer to get the 
resident into her bed. HHA 5 
and CNA 6 held the resident's 
hands and arms down on the 
bed. HHA 9 was asked to hold 
the resident's feet down, which 
she did. Neither HHA 5 nor CNA 
6 spoke with the resident during 
the incident.

A 8/21/25, Hospice Registered 
Nurse (RN) as needed (PRN) 
visit note indicated the hospice 
RN arrived when the facility 
requested a complete head to 
toe assessment. Resident E 
was slightly combative during 
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undressing, despite explanation 
throughout the visit. The 
hospice RN noted various 
scattered bruising on the back 
of both arms, forearms, elbows, 
and wrist areas in various 
stages of healing. A circular 
red/purple bruise was 
centralized on the anterior pubic 
area. A very large black and 
purple bruise was noted to the 
right inner thigh. The resident's 
inner and outer thighs had 
scattered bruising of varying 
sizes and stages of healing. The 
resident had a yellow/brown 
bruise to the back of her knee. 
The resident had various sized 
bruises to her shins and calves. 
The bruising to the right inner 
thigh was painful to touch and 
with movement.

A 8/21/25, statement from CNA 
11 indicated she saw the 
bruises to Resident E's arms, 
elbows, thighs, shins, and pubis 
while providing care with QMA 
12. CNA 11 asked Resident E if 
people were hitting her and the 
resident answered "yes" and 
began to cry. The DON was 
notified immediately. CNA 11 
stayed with the resident until the 
DON arrived.

A 8/21/25, statement from QMA 
12 indicated she was asked to 
assist CNA 11 in providing care 
for Resident E. During the care, 
QMA 12 and CNA 11 noticed 
palm sized bruise to the pubic 
area. CNA 11 pointed out 
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additional bruises to the 
residents hands, arms, and 
legs. There was a giant bruise 
on Resident E's right thigh 
which looked consistent with a 
fist and knuckles. QMA 12 
asked Resident E if people hit 
her. The resident flinched and 
her eyes started to water. QMA 
12 asked CNA 11 if anyone had 
reported bruising on Resident E, 
and since neither of them were 
sure, they contacted the DON 
immediately.

A 8/21/25, statement from the 
Dementia Care Director 
indicated she was asked to take 
photos of the bruising found on 
Resident E. She asked the 
resident if she knew where the 
bruises came from and the 
resident responded, " you all 
know". The Dementia Care 
Director asked if it was a staff 
member and the resident 
nodded her head. Resident E 
was anxious during peri-care 
and changing.

A 8/21/25, phone interview 
conducted by the Administrator 
and the DON, HHA 5 denied 
inappropriate interactions with 
residents or while providing 
care. HHA 5 indicated Resident 
E was resistant to care and staff 
needed to hold her hands to 
prevent getting hit or scratched. 
HHA 5 denied asking other staff 
members to assist holding 
Resident E down.
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A 8/21/25, phone interview 
conducted by the Administrator 
and the DON, CNA 6 denied 
inappropriate interactions with 
residents or while providing 
care. CNA 6 indicated Resident 
E was resistant to care and staff 
needed to hold her arms back to 
prevent being hit or scratched. 
The resident was known to dig 
or scratch at herself under her 
brief. When staff completed 
peri-care for Resident E, 
someone needed to hold her 
legs open as she attempted to 
keep them closed. CNA 6 
indicated she talked through 
care with Resident E to gain her 
cooperation. CNA 6 indicated 
she was not aware of any 
instances of abuse.

A 8/21/25, "Progress Note", 
indicated QMA 12 was assisting 
with resident care when a palm 
sized bruise was found on 
Resident E's pubic area. The 
resident had bruising to her 
hands, arms, legs, and down 
her feet. There was a giant 
bruise on the residents right 
thigh/hip area. The DON, 
Administrator, and Dementia 
Care Director where notified 
immediately.

A 8/21/25, "Progress Note", 
indicated the DON was called to 
Resident E's room due to 
abnormal bruising. She 
completed a head to toe 
assessment and noted bruises 
to the inner thigh, pubic area, 
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right outer hip, and both lower 
arms. The hospice RN was 
contacted and asked to 
complete an additional head to 
toe assessment. Resident E's 
family was notified and an 
investigation was started.

During an interview, on 8/26/25 
at 11:15 a.m., the Dementia 
Care Director indicated she was 
made aware of the bruising on 
Resident E on 8/21/25. She was 
advised that a staff member 
witnessed two other staff 
members holding the resident 
down during care. There were 
bruising found to Resident E's 
wrists, arms, legs, and pubic 
area. She was instructed to take 
photos of the bruises the next 
day. Resident E was known to 
be resistant to care and staff 
were instructed to provide any 
care in pairs or groups and to 
talk with the resident throughout 
the care.

During an observation, on 
8/27/25 at 12:57 p.m., Resident 
E was propelled by CNA 14, in 
her wheelchair from the dining 
room to the spa room. Resident 
E had a bout of emesis (vomit) 
and required cleaning up. QMA 
13 and the Dementia Care 
Director accompanied CNA 14 
into the spa room. QMA 13 
spoke with Resident E as CNA 
14 and the Dementia Care 
Director assisted her in 
removing her shirt. There were 
three yellow and green 
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dime-sized bruises to her left 
forearm. There were two green 
dime-sized bruises to her right 
hand. Resident E was resistant 
to disrobing and care. The 
Dementia Care Director allowed 
Resident E to hold her hands as 
QMA 13 and CNA 14 removed 
her pants and transferred her 
into the bath tub. The resident 
had a green silver dollar-sized 
bruise to her left buttock and 
scattered quarter-sized green 
and yellow bruising to the 
outside of both her left and right 
thighs. The bruising varied in 
color. There was a purple/red 
bruises to the inside of Resident 
E's right thigh, roughly the size 
of a tennis ball. There were no 
visible bruises to the pubic area. 
The Dementia Care Director 
indicated there was a bruise to 
her pubic area several days 
ago.

During an interview, on 8/28/25 
at 11:23 a.m. CNA 11 indicated 
she was working the Memory 
Care unit on 8/21/25. She asked 
QMA 12 to assist her with 
providing care to Resident E. 
Resident E was resistant to care 
and required care to be given by 
two staff members. They 
noticed multiple bruises of 
different sizes to Resident E's 
arms, legs, and pubis. The 
bruise to the resident's pubis 
was red and purple and one on 
her inner right thing was the 
largest and darkest. They 
attempted to ask Resident E if 
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someone had hurt her and she 
answered "yes" and began to 
cry. They notified the DON 
immediately. Anytime a staff 
member saw signs of abuse 
they needed to report the 
findings immediately. If a staff 
member witnessed abuse, they 
needed to ensure the resident's 
safety and report the abuse 
immediately.

On 8/28/25 at 11:29 a.m., QMA 
12 indicated she was asked by 
CNA 11 to assist in providing 
care to Resident E. This 
resident was skittish and 
resistant to care, required more 
than one staff member to be 
present, and needed verbal 
cueing. They noticed the 
resident had multiple bruises, 
some to her right thigh and groin 
area. The bruise to her groin 
was large, oblong, and shaped 
like a fist. She had never seen 
bruising like this before on 
Resident E. They immediately 
reported the bruising to the 
DON. If a staff member heard of 
or saw abusive behavior, they 
needed to report this the 
management staff immediately. 
If she saw abusive behavior, 
she would educate the staff 
member, ensure the resident's 
safety, and report the incident to 
management immediately. She 
had not witnessed any abuse.

During a telephone interview, on 
8/28/25 at 1:30 p.m. with HHA 8 
indicated she was told by HHA 9 
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about a situation that occurred 
on 8/17/25. HHA 9 had seen 
two staff members hold 
Resident E down on the bed 
during resident care. HHA 9 
identified the two staff members 
as HHA 5 and CNA 6. HHA 9 
was a new employee and was 
scared to speak up since these 
co-workers were mean. HHA 8 
recalled an incident on 8/13/25, 
where she overheard CNA 6 
make verbally abusive 
comments about residents. CNA 
6 and HHA 5 were terrible to 
work with. She reported this 
information to the management 
staff on her next scheduled work 
day which was 8/19/25.

A review of HHA 5's employee 
file, on 8/28/25 at 1:15 p.m. 
indicated no violations of the 
facility policies and procedures. 
The employee background 
check indicated no criminal 
record found.

A 8/28/25 transcript of 
completed courses indicated 
HHA 5 completed the following 
training in June or July 2025: 
"Dementia Care: Normal Aging 
vs. Alzheimer's Dementia", 
"Knowing the Rights of 
Residents", "Alzheimer's 
Disease and Related Disorders: 
The Disease Process", 
"Dementia Care: Alzheimer's 
and Nutritional Considerations", 
"Alzheimer's Disease and 
Related Disorders: Behaviors", 
"Alzheimer's Disease and 
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Related Disorders: ADL's", 
Dementia Care: Managing 
Challenging Behaviors", and 
"Resident Rights in Assisted 
Living".

A review of CNA 6's employee 
file, on 8/28/25 at 1:15 p.m. 
indicated no violations of the 
facility policies and procedures. 
The employee background 
check indicated no criminal 
record found.

A 8/28/25, transcript of 
completed courses indicated 
HHA 5 completed the following 
training in May 2025: "Dementia 
Care: Normal Aging vs. 
Alzheimer's Dementia", 
"Knowing the Rights of 
Residents", "Alzheimer's 
Disease and Related Disorders: 
The Disease Process", 
"Dementia Care: Alzheimer's 
and Nutritional Considerations", 
"Alzheimer's Disease and 
Related Disorders: Behaviors", 
"Alzheimer's Disease and 
Related Disorders: ADL's", 
Dementia Care: Managing 
Challenging Behaviors", and 
"Resident Rights in Assisted 
Living".

During an interview, on 8/28/25 
at 1:35 p.m., with the DON 
indicated she was made aware 
of Resident E's bruises when 
CNA 11 and QMA 12 reported 
them. They had been providing 
resident care and found the 
bruising. The DON completed a 
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head to toe assessment and 
found bruising to her bilateral 
lower arms, outer thighs, right 
inner thigh, and pubic area. She 
documented this in the 
resident's clinical record. She 
contacted the resident's hospice 
provider to request an RN come 
assess the resident.

During an interview, on 8/28/25 
at 2:27 p.m., the Administrator 
indicated she was made aware 
of Resident E's bruising on 
8/21/25 when CNA 11 and QMA 
12 reported finding them during 
resident care. During the course 
of the investigation it was 
discovered that HHA 9 had seen 
two staff members holding 
Resident E down. HHA 9 saw 
the incident on 8/17/25 and 
spoke with HHA 8. HHA 9 was a 
new employee and concerned 
about reprisal from her 
co-workers on the Memory Care 
unit. HHA 8 had heard CNA 6 
speak inappropriately on 
8/13/25. The Administrator had 
previously been advised that 
CNA 6 had spoken 
inappropriately to other staff 
members, but was not able to 
recall the specific date. The 
Administrator indicated the 
expectation for staff was to 
report any instances of possible 
abuse immediately. 

R 0090 Administration and Management - 
Deficiency

R 0090 The community’s Director of 
Health and Wellness, or their 
designee, shall complete an 

10/15/2025
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410 IAC 16.2-5-1.3(g)(1-6)

(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.

in-service utilizing the 
community’s Abuse and Neglect 
Reporting guideline with current 
community Team Members no 
later than 10/15/2025. 
Additionally, this in-service shall 
include focus on the role of 
being a mandated reporter and 
timeliness of reporting. Team 
Members for which in-service 
has not been completed shall 
be removed from the 
community’s work schedule until 
training has been completed 
satisfactorily. An Inservice 
Attendance Log shall be used 
as evidence of completion of 
such training, and shall be 
maintained with the 
community’s training files. New 
community Team Members 
shall be oriented to the 
community’s Abuse and Neglect 
Reporting guideline at the time 
of hire. Additionally, training for 
new community Team Members 
shall include focus on the role of 
being a mandated reporter and 
timeliness of reporting.

The community’s Executive 
Director will deploy “Abuse: 
Preventing, Recognizing and 
Reporting” training within Relias 
LMS to the community’s current 
Team Members for completion 
no later than 10/15/2025. Team 
Members for which in-service 
has not been completed shall 
be removed from the 
community’s work schedule until 
training has been completed 
satisfactorily. New community 
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(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 
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 facility staff failed to 
report an allegation of resident 
abuse in a timely manner to 
facility administration for 1 of 8 
residents reviewed for 
allegations of abuse. (Resident 
E)

Finding includes:

A facility incident report 
provided by the Administrator on 
8/26/25 at 1:13 p.m., indicated 
the following:

Team Members shall have the 
“Abuse: Preventing, 
Recognizing, and Reporting” 
module be deployed within 
Relias LMS for completion at 
the time of hire.

The community’s Director of 
Health and Wellness, or their 
designee, shall complete an 
in-service utilizing the 
community’s Resident Rights 
guideline with current 
community Team Members no 
later than 10/15/2025. Team 
Members for which in-service 
has not been completed shall 
be removed from the 
community’s work schedule until 
training has been completed 
satisfactorily. An Inservice 
Attendance Log shall be used 
as evidence of completion of 
such training, and shall be 
maintained with the 
community’s training files. New 
community Team Members 
shall be oriented to the 
community’s Abuse and Neglect 
Reporting guideline at the time 
of hire.

The community’s Executive 
Director, or their designee, shall 
complete interviews with at least 
three new community Team 
Members who had started within 
the past 30 days to observe 
presence of satisfactory 
answers regarding reporting of 
allegations of abuse. This 
employee interviews shall 
continue for at least six months. 
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a. The actual or identified date 
and time of the incident was 
8/20/25 at 4:01 p.m.

b. The brief description of the 
event was added on 8/21/25, 
HHA 5 and CNA 6 were 
witnessed giving care to 
Resident E without verbalizing 
care and holding the resident's 
arms and legs down.

c. The immediate actions taken 
were a head to toe assessment 
of Resident E completed by the 
DON and hospice nurse. The 
resident had bruising to her right 
inner thigh, pubic area, bilateral 
lower arms, on the outside of 
the right hip, and the right 
buttock.

Resident E's clinical record was 
reviewed on 8/26/25 at 2:41 
p.m. Diagnoses included 
unspecified dementia and 
hypertension. 

A current "Care Evaluation and 
Service Plan", dated 5/19/25 
indicated the resident was 
cognitively impaired, required 
two-person assistance, and was 
reluctant to accept care. Staff 
needed to provide clear 
explanation of all care activities 
prior to and during each contact.

A review of the facility 
investigation file, provided by 
the Administrator on 8/22/25 at 
2:00 p.m. indicated the 
following:

In the event that 
non-compliance is observed 
within any of the last three of 
those six months, the interviews 
shall continue for at least three 
more months and employees 
will be re-educated.
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A 8/19/25 statement from HHA 
8 indicated she had heard CNA 
6 call the residents names and 
be 'mean'. HHA 8 thought CNA 
6 was rough with care.

A 8/19/25 statement from HHA 
8 indicated she was told by HHA 
9 on 8/17/25 of a situation that 
made her feel uncomfortable. 
HHA 9 was working with CNA 6 
and another aide. HHA 9 
indicated those staff members 
asked her to assist them in 
holding down Resident E so her 
brief could be changed. HHA 9 
was uncomfortable with this, but 
complied due to the staff 
members being mean and 
scary.

A 8/20/25 statement from HHA 
9 indicated, on 8/17/25, she 
witnessed HHA 5 and CNA 6 
propel Resident E to her room 
[in a wheelchair]. The resident 
was resistant to care. HHA 5 
and CNA 6 completed a 
two-person transfer to get the 
resident into her bed. HHA 5 
and CNA 6 held the resident's 
hands and arms down on the 
bed. HHA 9 was asked to hold 
the resident's feet down, which 
she did. Neither HHA 5 nor CNA 
6 spoke with the resident during 
the incident.

During an interview, on 8/26/25 
at 11:15 a.m., the Dementia 
Care Director indicated she was 
made aware of the bruising on 
Resident E on 8/21/25. She was 
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advised a staff member 
witnessed two other staff 
members holding the resident 
down during care. There was 
bruising found to Resident E's 
wrists, arms, legs, and pubic 
area. She was instructed to take 
photos of the bruises the next 
day. Resident E was known to 
be resistant to care and staff 
were instructed to provide any 
care in pairs or groups and to 
talk with the resident throughout 
the care.
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During an interview, on 8/28/25 
at 11:23 a.m. CNA 11 indicated 
she was working the Memory 
Care unit on 8/21/25. She asked 
QMA 12 to assist her with 
providing care to Resident E. 
Resident E was resistant to care 
and required care to be given by 
two staff members. They 
noticed multiple bruises of 
different sizes to Resident E's 
arms, legs, and pubis. The 
bruise to the resident's pubis 
was red and purple and the one 
on her inner right thigh was the 
largest and darkest. They 
attempted to ask Resident E if 
someone had hurt her and she 
answered "yes" and began to 
cry. They notified the DON 
immediately. Anytime a staff 
member saw signs of abuse 
they needed to report the 
findings immediately. If a staff 
member witnessed abuse, they 
needed to ensure the resident's 
safety and report the abuse 
immediately.

On 8/28/25 at 11:29 a.m., QMA 
12 indicated she was asked by 
CNA 11 to assist in providing 
care to Resident E. This 
resident was skittish and 
resistant to care, required more 
than one staff member to be 
present, and needed verbal 
cueing. They noticed the 
resident had multiple bruises, 
some to her right thigh and groin 
area. The bruise to her groin 
was large, oblong, and shaped 
like a fist. She had never seen 
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bruising like this before on 
Resident E. They immediately 
reported the bruising to the 
DON. If a staff member heard of 
or saw abusive behavior, they 
needed to report this to 
management staff immediately. 
If she saw abusive behavior, 
she would educate the staff 
member, ensure the resident's 
safety, and report the incident to 
management immediately. She 
had not witnessed any abuse.

During a telephone interview, on 
8/28/25 at 1:30 p.m. with HHA 8 
indicated she was told by HHA 9 
about a situation that occurred 
on 8/17/25. HHA 9 had seen 
two staff members hold 
Resident E down on the bed 
during resident care. HHA 9 
identified the two staff members 
as HHA 5 and CNA 6. HHA 9 
was a new employee and was 
scared to speak up since these 
co-workers were mean. HHA 8 
recalled an incident on 8/13/25, 
where she overheard CNA 6 
make verbally abusive 
comments about residents. CNA 
6 and HHA 5 were terrible to 
work with. She reported this 
information to the management 
staff on her next scheduled work 
day which was 8/19/25.

During an interview, on 8/28/25 
at 1:35 p.m., with the DON 
indicated she was made aware 
of Resident E's bruises when 
CNA 11 and QMA 12 reported 
them. They had been providing 
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resident care and found the 
bruising. The DON completed a 
head to toe assessment and 
found bruising to her bilateral 
lower arms, outer thighs, right 
inner thigh, and pubic area. She 
documented this in the 
resident's clinical record. She 
contacted the resident's hospice 
provider to request an RN come 
assess the resident.

On 8/28/25 at 2:27 p.m., the 
Administrator indicated she was 
made aware of Resident E's 
bruising on 8/21/25 when CNA 
11 and QMA 12 reported finding 
them during resident care. 
During the course of the 
investigation it was discovered 
that HHA 9 had seen two staff 
members holding Resident E 
down. HHA 9 saw the incident 
on 8/17/25 and spoke with HHA 
8. HHA 9 was a new employee 
and concerned about reprisal 
from her co-workers on the 
Memory Care unit. HHA 8 had 
heard CNA 6 speak 
inappropriately on 8/13/25. The 
Administrator had previously 
been advised that CNA 6 had 
spoken inappropriately to other 
staff members, but was not able 
to recall the specific date. The 
Administrator indicated the 
expectation for staff was to 
report any instances of possible 
abuse immediately.

A facility policy, revised 
12/10/24, titled, " Abuse and 
Neglect Reporting", provided by 
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the Administrator on 8/28/25 at 
9:11 a.m., indicated the 
following: "Experience Senior 
Living (ESL) communities strive 
to provide a safe environment 
for residents, Team Members, 
and guests. ESL shall ensure 
that reporting of suspected 
and/or confirmed abuse and 
neglect is addressed in 
accordance with state 
regulation... Team Members 
shall be educated to recognize 
signs of abuse and neglect at 
the time of hire, annually, and 
as needed. Team Members who 
suspect acts that could be 
considered abusive, neglectful, 
or exploitative shall report 
suspicions to a community 
Department Director..."

An undated facility policy, titled, 
"Resident Rights", provided by 
the Administrator on 8/28/25 at 
9:11 a.m., indicated the 
following: "...4. The right to be 
treated with consideration, 
respect, and recognition of 
dignity and individuality...24. 
The right to be free from any 
physical or chemical restraints 
imposed for purposes of 
discipline or convenience and 
not required to treat your 
medical symptoms; 25. The 
right to be free from sexual 
abuse, physical abuse, mental 
abuse, corporal punishment, 
neglect, and involuntary 
seclusion; 26. The right to be 
free from verbal abuse..."
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A facility policy, revised 9/25/24, 
titled, " Incident Reporting", 
provided on 8/27/25 at 12:43 
p.m., indicated the following: 
"Experience Senior Living (ESL) 
communities shall strive to 
provide a safe environment for 
residents, Team Members, and 
guests. ESL communities utilize 
an internal incident reporting 
system to accurately document 
and report events in an attempt 
to provided early interventions 
and appropriate claims 
reporting, as 
applicable...Incident reporting 
process training shall occur for 
care Team Members at the time 
of hire, and as needed..."

This citation relates to Intake 
IN00464242.

Based on interview and record 
review, the facility staff failed to 
report an allegation of resident 
abuse in a timely manner to 
facility administration for 1 of 8 
residents reviewed for 
allegations of abuse. (Resident 
E)

Finding includes:

A facility incident report 
provided by the Administrator on 
8/26/25 at 1:13 p.m., indicated 
the following:

a. The actual or identified date 
and time of the incident was 
8/20/25 at 4:01 p.m.

b. The brief description of the 
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event was added on 8/21/25, 
HHA 5 and CNA 6 were 
witnessed giving care to 
Resident E without verbalizing 
care and holding the resident's 
arms and legs down.

c. The immediate actions taken 
were a head to toe assessment 
of Resident E completed by the 
DON and hospice nurse. The 
resident had bruising to her right 
inner thigh, pubic area, bilateral 
lower arms, on the outside of 
the right hip, and the right 
buttock.

Resident E's clinical record was 
reviewed on 8/26/25 at 2:41 
p.m. Diagnoses included 
unspecified dementia and 
hypertension. 

A current "Care Evaluation and 
Service Plan", dated 5/19/25 
indicated the resident was 
cognitively impaired, required 
two-person assistance, and was 
reluctant to accept care. Staff 
needed to provide clear 
explanation of all care activities 
prior to and during each contact.

A review of the facility 
investigation file, provided by 
the Administrator on 8/22/25 at 
2:00 p.m. indicated the 
following:
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A 8/19/25 statement from HHA 
8 indicated she had heard CNA 
6 call the residents names and 
be 'mean'. HHA 8 thought CNA 
6 was rough with care.

A 8/19/25 statement from HHA 
8 indicated she was told by HHA 
9 on 8/17/25 of a situation that 
made her feel uncomfortable. 
HHA 9 was working with CNA 6 
and another aide. HHA 9 
indicated those staff members 
asked her to assist them in 
holding down Resident E so her 
brief could be changed. HHA 9 
was uncomfortable with this, but 
complied due to the staff 
members being mean and 
scary.

A 8/20/25 statement from HHA 
9 indicated, on 8/17/25, she 
witnessed HHA 5 and CNA 6 
propel Resident E to her room 
[in a wheelchair]. The resident 
was resistant to care. HHA 5 
and CNA 6 completed a 
two-person transfer to get the 
resident into her bed. HHA 5 
and CNA 6 held the resident's 
hands and arms down on the 
bed. HHA 9 was asked to hold 
the resident's feet down, which 
she did. Neither HHA 5 nor CNA 
6 spoke with the resident during 
the incident.

During an interview, on 8/26/25 
at 11:15 a.m., the Dementia 
Care Director indicated she was 
made aware of the bruising on 
Resident E on 8/21/25. She was 
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advised a staff member 
witnessed two other staff 
members holding the resident 
down during care. There was 
bruising found to Resident E's 
wrists, arms, legs, and pubic 
area. She was instructed to take 
photos of the bruises the next 
day. Resident E was known to 
be resistant to care and staff 
were instructed to provide any 
care in pairs or groups and to 
talk with the resident throughout 
the care.
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During an interview, on 8/28/25 
at 11:23 a.m. CNA 11 indicated 
she was working the Memory 
Care unit on 8/21/25. She asked 
QMA 12 to assist her with 
providing care to Resident E. 
Resident E was resistant to care 
and required care to be given by 
two staff members. They 
noticed multiple bruises of 
different sizes to Resident E's 
arms, legs, and pubis. The 
bruise to the resident's pubis 
was red and purple and the one 
on her inner right thigh was the 
largest and darkest. They 
attempted to ask Resident E if 
someone had hurt her and she 
answered "yes" and began to 
cry. They notified the DON 
immediately. Anytime a staff 
member saw signs of abuse 
they needed to report the 
findings immediately. If a staff 
member witnessed abuse, they 
needed to ensure the resident's 
safety and report the abuse 
immediately.

On 8/28/25 at 11:29 a.m., QMA 
12 indicated she was asked by 
CNA 11 to assist in providing 
care to Resident E. This 
resident was skittish and 
resistant to care, required more 
than one staff member to be 
present, and needed verbal 
cueing. They noticed the 
resident had multiple bruises, 
some to her right thigh and groin 
area. The bruise to her groin 
was large, oblong, and shaped 
like a fist. She had never seen 
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bruising like this before on 
Resident E. They immediately 
reported the bruising to the 
DON. If a staff member heard of 
or saw abusive behavior, they 
needed to report this to 
management staff immediately. 
If she saw abusive behavior, 
she would educate the staff 
member, ensure the resident's 
safety, and report the incident to 
management immediately. She 
had not witnessed any abuse.

During a telephone interview, on 
8/28/25 at 1:30 p.m. with HHA 8 
indicated she was told by HHA 9 
about a situation that occurred 
on 8/17/25. HHA 9 had seen 
two staff members hold 
Resident E down on the bed 
during resident care. HHA 9 
identified the two staff members 
as HHA 5 and CNA 6. HHA 9 
was a new employee and was 
scared to speak up since these 
co-workers were mean. HHA 8 
recalled an incident on 8/13/25, 
where she overheard CNA 6 
make verbally abusive 
comments about residents. CNA 
6 and HHA 5 were terrible to 
work with. She reported this 
information to the management 
staff on her next scheduled work 
day which was 8/19/25.

During an interview, on 8/28/25 
at 1:35 p.m., with the DON 
indicated she was made aware 
of Resident E's bruises when 
CNA 11 and QMA 12 reported 
them. They had been providing 
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resident care and found the 
bruising. The DON completed a 
head to toe assessment and 
found bruising to her bilateral 
lower arms, outer thighs, right 
inner thigh, and pubic area. She 
documented this in the 
resident's clinical record. She 
contacted the resident's hospice 
provider to request an RN come 
assess the resident.

On 8/28/25 at 2:27 p.m., the 
Administrator indicated she was 
made aware of Resident E's 
bruising on 8/21/25 when CNA 
11 and QMA 12 reported finding 
them during resident care. 
During the course of the 
investigation it was discovered 
that HHA 9 had seen two staff 
members holding Resident E 
down. HHA 9 saw the incident 
on 8/17/25 and spoke with HHA 
8. HHA 9 was a new employee 
and concerned about reprisal 
from her co-workers on the 
Memory Care unit. HHA 8 had 
heard CNA 6 speak 
inappropriately on 8/13/25. The 
Administrator had previously 
been advised that CNA 6 had 
spoken inappropriately to other 
staff members, but was not able 
to recall the specific date. The 
Administrator indicated the 
expectation for staff was to 
report any instances of possible 
abuse immediately.

A facility policy, revised 
12/10/24, titled, " Abuse and 
Neglect Reporting", provided by 
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the Administrator on 8/28/25 at 
9:11 a.m., indicated the 
following: "Experience Senior 
Living (ESL) communities strive 
to provide a safe environment 
for residents, Team Members, 
and guests. ESL shall ensure 
that reporting of suspected 
and/or confirmed abuse and 
neglect is addressed in 
accordance with state 
regulation... Team Members 
shall be educated to recognize 
signs of abuse and neglect at 
the time of hire, annually, and 
as needed. Team Members who 
suspect acts that could be 
considered abusive, neglectful, 
or exploitative shall report 
suspicions to a community 
Department Director..."

An undated facility policy, titled, 
"Resident Rights", provided by 
the Administrator on 8/28/25 at 
9:11 a.m., indicated the 
following: "...4. The right to be 
treated with consideration, 
respect, and recognition of 
dignity and individuality...24. 
The right to be free from any 
physical or chemical restraints 
imposed for purposes of 
discipline or convenience and 
not required to treat your 
medical symptoms; 25. The 
right to be free from sexual 
abuse, physical abuse, mental 
abuse, corporal punishment, 
neglect, and involuntary 
seclusion; 26. The right to be 
free from verbal abuse..."
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A facility policy, revised 9/25/24, 
titled, " Incident Reporting", 
provided on 8/27/25 at 12:43 
p.m., indicated the following: 
"Experience Senior Living (ESL) 
communities shall strive to 
provide a safe environment for 
residents, Team Members, and 
guests. ESL communities utilize 
an internal incident reporting 
system to accurately document 
and report events in an attempt 
to provided early interventions 
and appropriate claims 
reporting, as 
applicable...Incident reporting 
process training shall occur for 
care Team Members at the time 
of hire, and as needed..."

This citation relates to Intake 
IN00464242.

R 0121 Personnel - Noncompliance

410 IAC 16.2-5-1.4(f)(1-4)

(f) A health screen shall be 
required for each employee of a 
facility prior to resident contact. 
The screen shall include a 
tuberculin skin test, using the 
Mantoux method (5 TU, PPD), 
unless a previously positive 
reaction can be documented. The 
result shall be recorded in 
millimeters of induration with the 
date given, date read, and by 
whom administered. The facility 
must assure the following:

(1) At the time of employment, or 
within one (1) month prior to 
employment, and at least annually 

R 0121 The community’s current Team 
Members that were identified to 
be non-compliant with TB 
testing requirements during 
survey have an order to 
complete appropriate TB testing 
at the community’s local Well 
Now clinic. The community’s 
current Team Members have 
received instruction that TB 
tests shall be placed no later 
than 9/24/2025. Results shall be 
maintained within the 
community’s personnel files. 
Team Members who do not 
complete their required TB 
testing timely shall be removed 
from the community’s work 
schedule until satisfactory 

10/15/2025
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thereafter, employees and nonpaid 
personnel of facilities shall be 
screened for tuberculosis. The first 
tuberculin skin test must be read 
prior to the employee starting work. 
For health care workers who have 
not had a documented negative 
tuberculin skin test result during 
the preceding twelve (12) months, 
the baseline tuberculin skin testing 
should employ the two-step 
method. If the first step is negative, 
a second test should be performed 
one (1) to three (3) weeks after the 
first step. The frequency of repeat 
testing will depend on the risk of 
infection with tuberculosis.

(2) All employees who have a 
positive reaction to the skin test 
shall be required to have a chest 
x-ray and other physical and 
laboratory examinations in order to 
complete a diagnosis.

(3) The facility shall maintain a 
health record of each employee 
that includes reports of all 
employment-related health 
screenings.

(4) An employee with symptoms or 
signs of active disease, (symptoms 
suggestive of active tuberculosis, 
including, but not limited to, cough, 
fever, night sweats, and weight 
loss) shall not be permitted to work 
until tuberculosis is ruled out.

completion.

The community’s Executive 
Director, or their designee, shall 
ensure a file audit is completed 
for current community Team 
Members to identify Team 
Members who have been 
employed for at least a year and 
have not had an annual TB test 
completed within the past 12 
months. This audit shall be 
completed by 10/15/2025. 
Identified Team Members shall 
complete a symptom 
questionnaire with the 
community’s Director of Health 
and Wellness, or their licensed 
designee. Results shall be 
maintained within the 
community’s personnel files. 
Team Members who do not 
complete their required TB 
testing timely shall be removed 
from the community’s work 
schedule until satisfactory 
completion.

The community’s Executive 
Director, or their designee, shall 
ensure a file audit is completed 
for current community Team 
Members to identify Team 
Members who have been 
employed for less than a year 
and have not completed the 
two-step PPD. This audit shall 
be completed by 10/15/2025. 
Identified Team Members shall 
be provided with an order to 
complete either a one- or two- 
step PPD, dependent on 
completed TB testing observed 
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Based on interview and record 
review, the facility failed to 
perform 2-step tuberculosis (TB) 
testing prior to employment for 2 
of 4 newly hired employees 
reviewed for TB testing. (LPN 3 
and Server 4)

Finding includes:

A review of current employee 
records was completed on 
8/27/25 at 12:55 p.m. 

LPN 3's personnel file lacked a 
2-step TB test. She was hired 
on 10/29/24.

Server 4's personnel file lacked 
a 2-step TB test. She was hired 
on 10/29/24.

Review of schedules indicated 
LPN 3 and Server 4 have been 
working at the facility on a 
regular basis since their hire 
dates.

During an interview, on 8/28/25 
at 1:35 p.m., the DON indicated 
new hire employee were to be 
given the 2-step TB testing and 
the testing was documented in 
the employee records. The 
facility also utilized the TB 
screening assessment.

An undated facility policy, titled, 
"Employee Files", provided by 
the Administrator on 8/28/25 at 
1:32 p.m., indicated the 
following: "All communities 
require...TB..."

within their personnel file. TB 
testing shall be completed at the 
community’s local Well Now 
clinic. Team Members requiring 
completion of a one- or two- 
step PPD, dependent on 
completed TB testing observed 
within their personnel file, shall 
have TB tests placed within 
three business days of receiving 
the order. Results shall be 
maintained within the 
community’s personnel files. 
Team Members who do not 
complete their required TB 
testing timely shall be removed 
from the community’s work 
schedule until satisfactory 
completion.

The community shall utilize the 
local Well Now clinic for a new 
Team Member’s initial two-step 
PPD screening. The 
community’s Director of Health 
and Wellness, or their designee, 
shall verify appropriate 
completion of two-step PPD 
screening prior to allowing the 
new Team Member to be hired. 
Documentation of completed 
two-step PPD screening shall 
be maintained in the Team 
Member’s personnel file.
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Based on interview and record 
review, the facility failed to 
perform 2-step tuberculosis (TB) 
testing prior to employment for 2 
of 4 newly hired employees 
reviewed for TB testing. (LPN 3 
and Server 4)

Finding includes:

A review of current employee 
records was completed on 
8/27/25 at 12:55 p.m. 

LPN 3's personnel file lacked a 
2-step TB test. She was hired 
on 10/29/24.

Server 4's personnel file lacked 
a 2-step TB test. She was hired 
on 10/29/24.

Review of schedules indicated 
LPN 3 and Server 4 have been 
working at the facility on a 
regular basis since their hire 
dates.

During an interview, on 8/28/25 
at 1:35 p.m., the DON indicated 
new hire employee were to be 
given the 2-step TB testing and 
the testing was documented in 
the employee records. The 
facility also utilized the TB 
screening assessment.

An undated facility policy, titled, 
"Employee Files", provided by 
the Administrator on 8/28/25 at 
1:32 p.m., indicated the 
following: "All communities 
require...TB..."

The community’s Executive 
Director, or their designee, shall 
ensure annual PPD clearance is 
completed for Team Members. 
Documentation of completed 
PPD screening shall be 
maintained in the Team 
Member’s personnel file.

The community’s Executive 
Director, or their designee, shall 
conduct a random audit of 
appropriate TB completion for at 
least three current community 
Team Member personnel files at 
least once monthly for three 
months, to begin October, 2025. 
Team Members who are found 
to be non-compliant with TB 
testing requirements shall have 
TB tests placed within three 
business days

of receiving the order. Results 
shall be maintained within the 
community’s personnel files. 
Team Members who do not 
complete their required TB 
testing timely shall be removed 
from the community’s work 
schedule until satisfactory 
completion.
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R 0273 Food and Nutritional Services - 
Deficiency

410 IAC 16.2-5-5.1(f)

(f) All food preparation and serving 
areas (excluding areas in residents 
' units) are maintained in 
accordance with state and local 
sanitation and safe food handling 
standards, including 410 IAC 7-24.

Based on observation, interview 
and record review, the facility 
failed to ensure food was stored 
and served under safe sanitary 
conditions. This deficient 
practice had the potential to 
impact 101 of 101 residents who 
received meals from the facility 
kitchen.

Findings include:

During a lunch meal service 
observation on 8/26/25 at 11:29 
a.m. through 11:50 a.m., both 
Cook 16 and Cook 17 served 
food wearing single-use gloves. 
They did not use serving 
utensils. They touched grilled 
sandwiches, onion rings, the 
handles of a scoop, meal 
tickets, and the fryer handle 
when serving meal trays, 
resulting in contamination of 
their gloves. With their soiled 
gloved hands, they served 15 
meal trays and placed them on 
a cart for distribution.

During a kitchen sanitation tour 
on 8/27/25 at 8:55 a.m., bowls 

R 0273 The community’s Executive 
Chef, or their designee, shall 
complete an in-service utilizing 
the community’s Storage of 
Food Items guideline with 
current community Culinary 
Experience Team Members no 
later than 10/15/2025. Team 
Members for which in-service 
has not been completed shall 
be removed from the 
community’s work schedule until 
training has been completed 
satisfactorily. An Inservice 
Attendance Log shall be used 
as evidence of completion of 
such training, and shall be 
maintained with the 
community’s training files. New 
community Culinary Experience 
Team Members shall be 
oriented to the community’s 
Storage of Food Items guideline 
within 30 days of hire.

The community’s Executive 
Chef, or their designee, shall 
complete an in-service utilizing 
the community’s Glove Use for 
Food Handlers guideline with 
current community Culinary 
Experience Team Members no 
later than 10/15/2025. Team 
Members for which in-service 
has not been completed shall 
be removed from the 
community’s work schedule until 
training has been completed 
satisfactorily. An Inservice 
Attendance Log shall be used 
as evidence of completion of 
such training, and shall be 

10/15/2025
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of prepared foods were stored 
uncovered and unlabeled in the 
reach-in refrigerator. These 
items included five bowls of 
apple sauce, six bowls of tossed 
salad, and 13 bowls of cut fresh 
melon(s). During an interview at 
the time of the observation, the 
Dietary Manager indicated the 
food in the refrigerator should 
be covered and labeled.

During a dish washer 
observation on 8/28/25 at 10:00 
a.m., the rinse water did not 
reach 180 degrees Fahrenheit 
after two cycles. During an 
interview at the time of the 
observation, Dietary Aide 18 
indicated that by lunch time, the 
dishwasher should reach 180 
degrees.

Review of the "High 
Temperature Dish Machine Log" 
indicated the required wash 
temperature was 150 degrees 
Fahrenheit (F) and the required 
rinse temperature was 180 
degrees F. The August 3, 2025 
to August 27, 2025 log included 
the following recorded days 
when rinse water temperature 
did not reach 180 F as follows:

8/3/25- breakfast- rinse 165 F

8/4/25- breakfast- rinse 168 F

8/4/25 - dinner- rinse 177 F

8/5/25- breakfast- rinse 163 F

maintained with the 
community’s training files. New 
community Culinary Experience 
Team Members shall be 
oriented to the community’s 
Glove Use for Food Handlers 
guideline within 30 days of hire.

The community’s Executive 
Chef, or their designee, shall 
complete an in-service utilizing 
the community’s dish machine 
manufacturer guidelines, 
including recommended 
operating temperatures, with 
current community Culinary 
Experience Team Members no 
later than 10/15/2025. Team 
Members for which in-service 
has not been completed shall 
be removed from the 
community’s work schedule until 
training has been completed 
satisfactorily. An Inservice 
Attendance Log shall be used 
as evidence of completion of 
such training, and shall be 
maintained with the 
community’s training files. New 
community Culinary Experience 
Team Members shall be 
oriented to the community’s dish 
machine manufacturer guideline 
within 30 days of hire.

The community’s Executive 
Director, or their designee, shall 
complete a file audit of at least 
three new community Team 
Members who had started within 
the past 30 days to observe 
presence of satisfactory food 
handlers and dish machine 
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8/5/25-lunch- rinse 162 F

8/5/25- dinner- rinse 177 F

8/6/25- breakfast - rinse 176 F

8/8/25- dinner- rinse 177 F

8/10/25- breakfast- rinse 176 F

8/11/25- breakfast-rinse 172 F

8/11/25- dinner- rinse 166 F

8/12/25- breakfast- rinse 176 F

8/15/25- lunch- rinse 165 F

8/15/25- dinner- rinse 176 F

8/16/25- lunch- rinse 169 F

8/17/25- breakfast- rinse 169 F

8/17/25- lunch - rinse 172 F

8/19/25- dinner- rinse 175 F

8/20/25- dinner- rinse 175 F

8/21/25 - dinner- rinse 175 F

8/25/25- dinner - rinse 175 F

8/27/25-breakfast-rinse 176 F

A current, 11/24/23, facility 
policy titled, " Storage of Food 
Items", provided by the Dietary 
Manager on 8/27/25 at 10:00 
a.m., indicated "...Upon 
completion of cooking or 
preparation of food items not 
intended for immediate serving, 
these items shall be ...covered, 

operating temperatures check 
documentation. This file audit 
shall continue for at least six 
months. In the event that 
non-compliance is observed 
within any of the last three of 
those six months, this file audit 
shall continue for at least three 
more months.
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labeled, and dated..."

A current, 7/2/24, facility policy 
titled, " Glove Use for 
Foodhandlers", provided by the 
Dietary Manager on 8/27/25 at 
10:00 a.m., indicated 
"...Single-use gloves or barriers, 
such as deli tissue, spatulas, 
tongs, or dispensing equipment 
shall be used in handling of 
ready-to-eat food items...."

An undated and untitled facility 
policy document regarding 
dishwasher temperatures, 
provided by the Administrator on 
8/28/25 at 10:35 a.m., indicated 
"...Dishwasher- sanitizing mood- 
recommended rinse 180 
degrees F...."

Based on observation, interview 
and record review, the facility 
failed to ensure food was stored 
and served under safe sanitary 
conditions. This deficient 
practice had the potential to 
impact 101 of 101 residents who 
received meals from the facility 
kitchen.

Findings include:

During a lunch meal service 
observation on 8/26/25 at 11:29 
a.m. through 11:50 a.m., both 
Cook 16 and Cook 17 served 
food wearing single-use gloves. 
They did not use serving 
utensils. They touched grilled 
sandwiches, onion rings, the 
handles of a scoop, meal 
tickets, and the fryer handle 
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when serving meal trays, 
resulting in contamination of 
their gloves. With their soiled 
gloved hands, they served 15 
meal trays and placed them on 
a cart for distribution.

During a kitchen sanitation tour 
on 8/27/25 at 8:55 a.m., bowls 
of prepared foods were stored 
uncovered and unlabeled in the 
reach-in refrigerator. These 
items included five bowls of 
apple sauce, six bowls of tossed 
salad, and 13 bowls of cut fresh 
melon(s). During an interview at 
the time of the observation, the 
Dietary Manager indicated the 
food in the refrigerator should 
be covered and labeled.

During a dish washer 
observation on 8/28/25 at 10:00 
a.m., the rinse water did not 
reach 180 degrees Fahrenheit 
after two cycles. During an 
interview at the time of the 
observation, Dietary Aide 18 
indicated that by lunch time, the 
dishwasher should reach 180 
degrees.
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Review of the "High 
Temperature Dish Machine Log" 
indicated the required wash 
temperature was 150 degrees 
Fahrenheit (F) and the required 
rinse temperature was 180 
degrees F. The August 3, 2025 
to August 27, 2025 log included 
the following recorded days 
when rinse water temperature 
did not reach 180 F as follows:

8/3/25- breakfast- rinse 165 F

8/4/25- breakfast- rinse 168 F

8/4/25 - dinner- rinse 177 F

8/5/25- breakfast- rinse 163 F

8/5/25-lunch- rinse 162 F

8/5/25- dinner- rinse 177 F

8/6/25- breakfast - rinse 176 F

8/8/25- dinner- rinse 177 F

8/10/25- breakfast- rinse 176 F

8/11/25- breakfast-rinse 172 F

8/11/25- dinner- rinse 166 F

8/12/25- breakfast- rinse 176 F

8/15/25- lunch- rinse 165 F

8/15/25- dinner- rinse 176 F

8/16/25- lunch- rinse 169 F

8/17/25- breakfast- rinse 169 F
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8/17/25- lunch - rinse 172 F

8/19/25- dinner- rinse 175 F

8/20/25- dinner- rinse 175 F

8/21/25 - dinner- rinse 175 F

8/25/25- dinner - rinse 175 F

8/27/25-breakfast-rinse 176 F

A current, 11/24/23, facility 
policy titled, " Storage of Food 
Items", provided by the Dietary 
Manager on 8/27/25 at 10:00 
a.m., indicated "...Upon 
completion of cooking or 
preparation of food items not 
intended for immediate serving, 
these items shall be ...covered, 
labeled, and dated..."

A current, 7/2/24, facility policy 
titled, " Glove Use for 
Foodhandlers", provided by the 
Dietary Manager on 8/27/25 at 
10:00 a.m., indicated 
"...Single-use gloves or barriers, 
such as deli tissue, spatulas, 
tongs, or dispensing equipment 
shall be used in handling of 
ready-to-eat food items...."

An undated and untitled facility 
policy document regarding 
dishwasher temperatures, 
provided by the Administrator on 
8/28/25 at 10:35 a.m., indicated 
"...Dishwasher- sanitizing mood- 
recommended rinse 180 
degrees F...."
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R 0299 Pharmaceutical Services - 
Noncompliance

410 IAC 16.2-5-6(c)(3)

(3) The medication review, 
recommendations, and notification 
of the physician, if necessary, shall 
be documented in accordance with 
the facility ' s policy.

Based on interview and record 
review, the facility failed to 
ensure pharmacy 
recommendations were 
communicated to the resident's 
physician for review for 1 of 6 
residents reviewed for 
pharmacy services. (Resident 
D)

Findings include: 

Resident D's clinical record was 
reviewed on 8/26/25 at 3:19 
p.m. Current diagnoses included 
unspecified dementia, 
bradycardia, and anorexia. 

A 7/16/25 "Consultant 
Pharmacy Recommendation" 
indicated "Anti-psychotic DX 
[diagnosis] needed: Risperidone 
0.5 mg [an anti-psychotic 
medication] by mouth twice daily 
for antipsychtic." The form 
contained a section for 
"Physician/Prescriber 
Response" with an area for a 
response. The response area 
was blank. 

The clinical record lacked 
documentation that this 

R 0299 Recommendations from the July 
16, 2025, pharmacy audit have 
been presented to related 
provider(s) for consideration and 
signature indicating notification. 
Responses or changes of 
orders received by providers 
shall be reviewed by the 
community’s Director of Health 
and Wellness, or their designee, 
and updated within the 
resident’s electronic medical 
record. With regard to the July 
16, 2025 pharmacy audit, one 
resident was identified to have 
not had recommendations 
provided by the pharmacist 
reviewed and/or updated by the 
resident’s healthcare provider. 
On August 28, 2025, the 
resident’s healthcare provider 
reviewed the record and 
recommendations and did not 
make any updates to the 
resident’s medications.

The community’s Director of 
Health and Wellness, or their 
designee, shall complete an 
in-service utilizing the 
community’s Pharmacy Review 
guideline with the community’s 
current Wellness Nurses no 
later than 10/15/2025. Team 
Members for which in-service 
has not been completed shall 
be removed from the 
community’s work schedule until 
training has been completed 
satisfactorily. An Inservice 
Attendance Log shall be used 
as evidence of completion of 
such training, and shall be 

10/15/2025
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pharmacy recommendation had 
been communicated to the 
physician or that they had 
responded.

During an interview on 8/28/25 
at 10:56 a.m., the Director of 
Nursing indicated the facility did 
not have record that the 
pharmacy recommendation had 
been communicated with the 
resident's physician.

A current, 8/31/23, facility policy 
titled, "Pharmacy Relations", 
which was provided by the DON 
on 8/28/25 at 1:32 p.m., 
indicated "...Provide 
consultation services on aspects 
of pharmacy services in the 
community including, but not 
limited to: ...Communication of 
information to prescribers and 
community leadership about 
potential or actual problems 
related to any aspect of 
medication and medication 
irregularities...."

Based on interview and record 
review, the facility failed to 
ensure pharmacy 
recommendations were 
communicated to the resident's 
physician for review for 1 of 6 
residents reviewed for 
pharmacy services. (Resident 
D)

Findings include: 

Resident D's clinical record was 
reviewed on 8/26/25 at 3:19 
p.m. Current diagnoses included 

maintained with the 
community’s training files. New 
community Wellness Nurse 
Team Members shall be 
oriented to the community’s dish 
machine manufacturer guideline 
within 30 days of hire.

Pharmacy audits will be shared 
with the primary physicians and 
follow up by the community’s 
Director of Health and Wellness, 
or their designee, within 7 
business days of receipt of audit 
results. The community’s 
Director of Health and Wellness, 
or their designee, shall continue 
to follow-up with respective 
provider(s) each 7 business 
days, or until confirmation of 
consideration has been 
received.

During the community’s 
regularly occurring IDT 
meetings, the community’s 
Director of Health and Wellness, 
or their designee, shall present 
results of any non-compliance 
with respect to pharmacy audits 
for 3 months, if 100% 
compliance is achieved within 
this time, audits will be 
discontinued. If continued 
non-compliance is observed, the 
community shall continue to 
present results of any 
non-compliance with respect to 
pharmacy audits for 3 months, if 
100% compliance is observed 
within this time, audits will be 
discontinued.
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unspecified dementia, 
bradycardia, and anorexia. 

A 7/16/25 "Consultant 
Pharmacy Recommendation" 
indicated "Anti-psychotic DX 
[diagnosis] needed: Risperidone 
0.5 mg [an anti-psychotic 
medication] by mouth twice daily 
for antipsychtic." The form 
contained a section for 
"Physician/Prescriber 
Response" with an area for a 
response. The response area 
was blank. 

The clinical record lacked 
documentation that this 
pharmacy recommendation had 
been communicated to the 
physician or that they had 
responded.

During an interview on 8/28/25 
at 10:56 a.m., the Director of 
Nursing indicated the facility did 
not have record that the 
pharmacy recommendation had 
been communicated with the 
resident's physician.

A current, 8/31/23, facility policy 
titled, "Pharmacy Relations", 
which was provided by the DON 
on 8/28/25 at 1:32 p.m., 
indicated "...Provide 
consultation services on aspects 
of pharmacy services in the 
community including, but not 
limited to: ...Communication of 
information to prescribers and 
community leadership about 
potential or actual problems 

The community’s Director of 
Health and Wellness, or their 
designee, shall be re-educated 
on the community’s Pharmacy 
Review guideline by the 
community’s Executive Director 
no later than 10/15/2025. An 
Inservice Attendance Log shall 
be used as evidence of 
completion of such training, and 
shall be maintained with the 
community’s training files.
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related to any aspect of 
medication and medication 
irregularities...."

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from 
correcting provided it is determined that other safeguards provide sufficient protection to the patients. (See 
instructions.)
LABORATORY DIRECTOR'S OR 
PROVIDER/SUPPLIER REPRESENTATIVE'S 
SIGNATURELorena Glover

TITLEExecutive Director (X6) DATE09/19/2025


