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Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical
punishment, and neglect by anybody.

Based on interview and record review, the facility failed to protect a resident's right to be free from
verbal abuse by a Certified Nursing Assistant (CNA 6) who engaged in a verbal altercation with the
resident that included profane language for 1 of 3 residents reviewed for abuse (Resident C). This
deficient practice was corrected by 2/16/26 prior to the start of the survey and was therefore Past
Noncompliance. Findings include:A Facility Reported Incident (FRI), dated 2/14/26 at 11:01 a.m.,
indicated Resident C and CNA 6 had a verbal altercation. CNA 6 stated the resident had hit her in the
face and called her several names, and in return CNA 6 became upset and called Resident C names.
CNA 6 was initially sent to another part of the building, then suspended pending investigation. The
investigation was completed and CNA 6 subsequently terminated on 2/16/26. Resident C's clinical
record was reviewed on 3/2/26 at 12:45 p.m. Diagnoses on Resident C's profile included hemiplegia
(severe paralysis of one side) and hemiparesis (mild paralysis of one side) following a cerebral
infarction affecting the left non-dominant side, intermittent explosive disorder, post-traumatic stress
disorder (PTSD), and adjustment disorder with mixed anxiety and depressed mood. A quarterly MDS
(Minimum Data Set) assessment, completed on 12/13/25, indicated Resident C was cognitively
intact, and was documented during the assessment period as having both physical and verbal
behaviors towards others. The resident was dependent on staff for transfers for toileting and
shower/bathing. Resident C was wheelchair dependent. A current care plan for Resident C indicated
he had an ADL (activities of daily living) self-care deficit related to decreased mobility secondary to
hemiplegia, and a right above the knee amputation. He was dependent on staff for tub/shower
transfers and bathing/showering. The resident used an electric wheelchair for mobility. A current care
plan for Resident C indicated he had extensive behaviors of attention seeking and making false
statements and accusations towards staff and others. Interventions included staff providing care in
pairs. A current care plan for Resident C indicated he was at risk for falls/injury due to hemiplegia, a
right above the knee amputation, and a history of non-compliance with self-transfers. Interventions
included anticipate and meet the resident's needs, and call light was to be within reach. Resident C's
clinical record lacked documentation on 2/14/26 regarding an altercation with a staff member. A
witness statement from Nurse Supervisor 8, dated 2/14/26, indicated she had been walking towards
A-Wing from the connecting hallway. As she got closer to the unit, she heard yelling and cursing from
CNA 6 and Resident C. CNA 6 ran out of the shower room stating Resident C hit her in the face. Nurse
Supervisor 8 asked CNA 6 to explain to the charge nurse what was going on as she went to check on
the resident. CNA 6 stated she was going home and did not want to give any statements. Nurse
Supervisor 8 indicated she had called the Director of Nursing (DON) after separating the resident and
aide and gave report on what had happened as she saw at the time. This supervisor along with the
charge nurse took patient in confidence, and made sure he had no immediate needs, and asked him
what happened in the shower room. Resident stated that he was cursing at the CNA and that she was
cursing back at him as they were both yelling, and she lunged at him in a threatening manner like a
boxer, saying no one got hit. We asked him if he hit her and he denied touching her. At this time CNA 6
refused to give the supervisor or charge nurse report stating she would e-mail her statement. CNA 6
(continued on next page)

155077 3

06/05/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

155077 03/04/2026

Envive of Indianapolis 45 Beachway Dr
Indianapolis, IN 46224

F 0600

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

was relieved of her assignment and sent home for the safety of the residents pending further
investigation. A witness statement from Registered Nurse (RN) 9, dated 2/14/26, indicated she had
heard both Resident C and CNA 6 cursing each other out from the hallway. The voices were coming
out of the A-hall shower room. The writer tried to understand what triggered the noise, but the only
thing she could hear at that time was the two cursing each other back and forth. A nurse witness
statement (signature illegible), dated 2/14/26, indicated the nurse had been coming from B-hall and
heard CNA 6 yelling and cursing along with Resident C. CNA 6 then ran out of the shower room saying
Resident C had hit her in the face. CNA 6 would not calm down enough to explain what happened in
detail and refused to write a statement when asked. Review of CNA 6's staff file, indicated she was
hired on 1/30/25, and had signed as having received education on abuse, resident rights, and
dementia training. An Employee Termination Form, dated 2/16/26, indicated CNA 6 had been
suspended on 2/14/26 at 11:30 a.m., and then involuntarily terminated for verbal abuse, after positive
conclusion to an investigation on 2/14/26. A FRI follow-up, dated 2/20/26, indicated the investigation
was completed and substantiated.CNA 5 and CNA 6 had been providing a shower to Resident C. When
the shower was completed, CNA 5 went to get a male staff member to assist with the transfer of the
resident. While CNA 5 was gone, CNA 6 stepped out of the shower room and stood by the door.
Resident C, who was care planned for care in pairs, became upset and began banging and yelling.
When CNA 6 and other staff members responded to the noise, Resident C started cussing and
allegedly called CNA 6 the N word. CNA 6 was sent away from the area, then instructed to clock out
by the weekend supervisor. CNA 6's employment with the company was subsequently terminated.
During an interview on 3/2/26 at 2:01 p.m., the DON indicated on the morning of Saturday 2/14/26,
female CNA 5 and male CNA 10 had lifted Resident C in the shower room, as it took 2 persons to
safely transfer him. CNA 10 then left and CNA 5 proceeded to give the resident his shower. When the
shower was finished, CNA 5 left the shower room to get assistance to again lift the resident. At some
point, Resident C started banging on things, and CNA 6, who had been standing outside of the shower
room to provide oversight and privacy, entered the shower room, and Resident C and CNA 6 got into a
verbal confrontation. Staff nurses 9 and 12 overheard the resident and aide cursing each other but did
not witness any physical altercation. The DON indicated after that the calls and messages between
her and staff happened quickly and some simultaneously. Around 11:05 a.m., before the nurses could
call her, CNA 6 called her to report Resident C had hit her. The DON instructed CNA 6 to get off the
hallway and to provide a written statement. The DON then spoke to the weekend supervisor, who had
been attempting to contact her, and was told there was more to the story. After hearing there had
been a verbal altercation to include the use of profane language from both the resident and aide, the
DON gave instructions for CNA 6 to be clocked out and sent home, and the aide was suspended after
she left the facility. The weekend supervisor started gathering statements from the staff who had
overheard the altercation. At 11:22 a.m., CNA 6 texted the DON asking if she was fired. The DON
responded by again requesting a written statement, the aide responded, yes ma'am, but never
provided a statement. The DON notified the Executive Director (ED) and all necessary parties of the
incident. Abuse education to staff was initiated by Weekend Supervisor 8 on 2/14/26. On Monday,
2/16/26, the DON called CNA 6 and terminated her employment. During an interview on 3/3/26 at
11:55 a.m., CNA 5 indicated one weekend Resident C had been complaining about not getting showers
and she told him she would give him one. CNA 5 had left the shower room while the resident washed
himself and to get the male CNA 10 to help lift the resident into his chair. When coming back down the
hall, CNA 5 heard a lot of screaming, and Resident C repeated yelling for CNA 6 to get out. There had
not been anyone in the shower room with Resident C, and when CNA 5 heard him yelling, she thought
he had fallen and she began to run. When she rounded the hall, she saw CNA 6 at the door threshold
and heard her say, OMG I thought you fell. Resident C began yelling at CNA 6, asking why she did not
get in there and put him in his chair. Why don't you get your fat black African ass over here and put
me in my chair. When CNA 5 told the resident that CNA 10 was on his way because he could lift him,
(continued on next page)
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the resident pointed at CNA 6 and stated, Her fat black ass can do it. Resident C then turned the
shower head back on and sprayed CNA 6. After Resident C had been lifted back into his chair, he
moved down the hall in his power chair to the nurse's station where CNA 6 was and began to berate
her by repeating similar insults to her. CNA 6 did not respond to the resident, and CNA 10 got him to
move on. CNA 5 indicated she did not hear CNA 6 engage with the resident at all. During an interview
on 3/3/26 at 1:49 p.m., RN 9 indicated she was there the day Resident C and CNA 6 got into it. She
had been in the middle of the hallway and heard loud voices coming from the shower room. She heard
both cussing each other out but could not remember what was said. CNA 6 went away from the
shower room and sat at nurse's station, and a few minutes later, Resident C went to the station on
his power chair. They began to yell at each other again, and were both using bad words, going back
and forth. CNA 10 was able to talk the resident into moving on down the hall. During an interview on
3/4/26 at 11:20 a.m., the DON indicated the subject of resident abuse, what it was and to who it
needed to be reported to, was always discussed during monthly staff meetings. The DON indicated
she and other supervisors, including the weekend supervisor, tried to interact with the floor staff
frequently, monitor them for signs of burnout, and would encourage them to take a short break when
needed. In her opinion, staff were communicative and watched out for each other. The DON indicated
she knew there were monthly resident council meetings scheduled, but did not know if the Social
Service Director discussed abuse with the residents or not. She did know that residents had been
educated on using the grievance process for concerns. Nursing concerns were placed on Quality
Assurance and Performance Improvement (QAPI) plans, and as of January 2026, QAPI meetings would
be scheduled quarterly. Abuse had not been a topic at the January 2026 QAPI meeting as there had
not been a pattern of concerns at that time. During an interview on 3/4/26 at 11:32 a.m., the SSD
indicated she did not routinely plan or participate in Resident Council Meetings, that was usually the
responsibility of the Activity Director. But, on 2/23/26, the SSD facilitated the February meeting, and
the agenda included how the resident could submit a grievance, where to find the contact phone
number for the local Ombudsman, and where to locate the State Annual Survey binder. The discussion
included what could be considered abuse, how and who to report to, i.e. to the nurse who reported it
to the ED immediately, and then what the follow-up investigation would include. During an interview
on 3/3/26 at 3:28 p.m., Resident C indicated on 2/14/26 he had been in the shower room by himself,
washing his body where he could reach. His bottom slipped into the hole of the shower chair, and it
was a little uncomfortable. He started banging on the wall with the shower wand and yelling to get
some help. CNA 5 came in and they got into little argument, but it was nothing big. CNA 6 then came
into the room and started yelling at him, cursing and calling him names, although he could not
remember what was said specifically. He was yelling back at her and then told her to get the f--- out
of here. CNA 6 stood outside the door, and when he said something to her, she came back into the
shower room, and he thought she was going to hit him. CNA 6 continued to yell and approached him,
and he was yelling back at her, although he could not recall what he was yelling. Nurse 12 came into
the room and told everyone to calm down. CNA 6 left the room, and he finished getting dressed and
went to his room. When he passed the nurse's station, CNA 6 was there and began to yell at him
again. He did yell back until CNA 10 helped to push him to his room. On 3/2/26 at 2:32 p.m., the ED
provided an Abuse and Neglect clinical protocol, dated 8/2024, and indicated the protocol was the one
currently being used by the facility. The protocol indicated, instances of abuse of all residents,
irrespective of any mental or physical condition, cause physical harm, pain or mental anguish. It
includes verbal abuse. This deficient practice was corrected by 2/16/26 prior to the start of the
survey and was therefore Past Noncompliance. The facility reviewed their current practices and had a
plan in place for resident and staff education regarding policy and procedures for monitoring,
reporting, and documenting abuse, and would have ongoing monitoring by Quality Assurance and
Performance Improvement (QAPI). This citation relates to Intake 2744070. 410 IAC (Indiana
Administrative Code) 16.2-3.1-27(b)
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