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F 0600 Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical
punishment, and neglect by anybody.

Level of Harm - Actual harm
Based on observation, interview and record review, the facility failed to protect the residents' right to

Residents Affected - Few be free from physical abuse by a CNA for 2 of 3 residents reviewed for abuse. (Resident D and F) This
deficient practice resulted in Resident D thinking a staff member was going to kill him, trouble

Note: The nursing home is sleeping after the incident, and signs he was scared after the abuse. Resident F had a history of

disputing this citation. abuse as a child and had two loose teeth in her mouth. The deficient practice was corrected on

2/20/26, prior to the start of the survey, and was therefore past noncompliance.Findings include:1.
During an interview, on 3/3/26 at 2:21 p.m., the Executive Director, Director of Nursing and Regional
Director of Operations were in attendance and indicated Resident D was blind, had became combative
while he was being changed, and CNA 5 put his hands on the resident.The clinical record for Resident
D was reviewed on 3/5/26 at 2:29 p.m. The diagnoses included, but were not limited to, dementia

with mood disturbance, major depressive disorder, legal blindness, and pain.A care plan, dated
1/15/25, indicated Resident D was legally blind, would not experience negative consequences of
vision loss, and would remain physically safe.A care plan, dated 1/15/25, indicated Resident D had
hearing loss, would hear and understand communication, and to obtain the resident's attention prior to
speaking to him.A nursing progress note, dated 2/10/26 at 10:00 p.m., indicated a head-to-toe
assessment was completed. Resident D had a bruise and skin tear measuring 0.5 centimeters (cm) to
his left outer arm. His left eyebrow area appeared to be swollen. He had redness observed near the
right side of his mouth. He complained of a headache and neck pain.A social service progress note,
dated 2/11/26 at 8:17 a.m., indicated Resident D did not sleep well the night before.A facility progress
note, dated 2/11/26 at 8:35 a.m., indicated the Executive Director (ED) had spoken to Resident D's
daughter regarding the resident's interaction with the CNA last night.During an interview, on 3/3/26 at
11:36 a.m., CNA 3 indicated, on 2/10/26, she heard Resident D yelling in a muffled sound. She arrived
at the resident's door at the same time as LPN 4. CNA 3 did not see what CNA 5 was doing to
Resident D. CNA 5 was standing next to the bed. LPN 4 told CNA 5 to go home immediately. CNA 3
and LPN 4 finished Resident D's care after they allowed him to rest for a while. Resident D was
shaking and frightened after the incident. He had a frightened look on his face. Resident D told CNA 3
that man held his hand over my mouth and tried to kill me Resident D complained of pain in his neck
later and had asked for ibuprofen that night and the next day. CNA 5 was suspended, then he was
terminated.During an interview, on 3/3/26 at 2:39 p.m., Resident D when asked about the incident,
indicated some man attacked him and he thought he was going to die.During an interview, on 3/3/26
at 3:01 p.m., LPN 4 indicated she was on her way to another resident's room when she heard Resident
D yelling out in a muffled way, so she went to his room. Without knocking on his door, she walked into
his room and found CNA 5 with his left knee bent onto the bed by the resident's side and both his
hands over the resident's mouth and nose. CNA 5 was telling the resident to Shut the hell up as he
was raising his hands up and down off the resident's nose and mouth. LPN 4 immediately told CNA 5
to leave and go home. She indicated when she walked into Resident D's room and seen CNA 5
standing over the resident with his hands over his nose and mouth he looked like a crazy person.
Resident D had a skin tear on his left arm. Resident D told LPN 4 and CNA 3 That bastard tried to Kill
(continued on next page)
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F 0600 me. Resident D was visibly shaken and frightened. 2. During an interview, on 3/3/26 at 12:36 p.m., the
Regional [NAME] President of Operations indicated the abuse allegation for Resident F was

Level of Harm - Actual harm discovered during the investigation of the abuse allegation for Resident D. CNA 5 had indicated he had
military knowledge and used a tactic move to break Resident F's grip on him when she had a hold of

Residents Affected - Few his wrists. The tactic used was a circular motion with one hand moving in a clockwise motion and one
hand moving in a counterclockwise motion to break Resident F's grip. CNA 5 hit Resident F's left side

Note: The nursing home is of her chin during this move. The facility was not aware of this incident until the other abuse was

disputing this citation. investigated. The clinical record for Resident F was reviewed on 3/5/26 at 3:06 p.m. The diagnoses

included, but were not limited to, dementia, psychotic disorder with delusions, psychotic disorder with
hallucinations, generalized anxiety disorder, osteoarthritis, and major depressive disorder.A care plan,
dated 1/16/24, indicated Resident F had experienced trauma and was a survivor of abuse. She was at
risk for experiencing re-traumatization, feeling unsafe, untrusting, and/or distressed. An associated
trauma trigger was the sight of a male resident. The interventions included, but were not limited to,
ensure the resident had a sense of emotional and physical safety (provide female caregivers during
personal care when possible and explain the care before and during the care related to a history of
trauma). The trauma symptoms identified were intrusive thoughts, feeling upset, and anger and
irritability. At the time of the incident with CNA 5, Resident F was being provided personal care by a
male caregiver. Her care plan indicated to provide female caregivers when possible. There was no
actual date determined for the abuse of Resident F. CNA 5's timecard indicated he had worked on
12/24/25, 12/26/25, 12/30/25 and 12/31/25 on the evening shift. The bruise on Resident F's chin

and bilateral cheeks was discovered on 1/1/26. A social service progress note, dated 12/30/25 at
2:06 p.m., indicated the nurse notified social services about the resident's loose teeth. A nursing
progress note, dated 12/30/25 at 2:06 p.m., indicated Resident F was observed to have three
loose/wiggling front teeth on the left side.A nursing progress note, dated 1/1/26 at 1:22 p.m.,

indicated the nurse was notified a bruise was observed on Resident F when removing the resident's
clothing protector after lunch. The nurse assessed and noted a bruise under Resident F's chin and her
bilateral cheeks with various stages of healing. A facility document, titled Event Report, dated 1/1/26
at 1:16 p.m., indicated Resident F had bruising in various stages under her chin and bilateral cheeks
observed on 1/1/26. The wound was not from a fall. The area measured 10 cm (centimeters) by 2 cm
for the chin and 1 cm by 1 cm to each of her cheeks. All the bruises were in various stages of healing.
A nursing progress note, dated 1/1/26 at 9:39 p.m., indicated the bruised areas to the resident's
bilateral cheeks and under her chin remained. There were also bruises noted to her bilateral anterior
hands with various stages of healing.A nursing progress note, dated 1/2/26 at 7:34 p.m., indicated the
bruising remained under Resident F's chin which was yellow and dark purple in color.A nursing
progress note, dated 1/3/26 at 5:21 a.m., indicated the bruising remained under Resident F's chin and
bilateral cheeks. The bruising was mostly yellow in color with localized dark purple areas. A nursing
progress note, dated 1/4/26 at 12:20 a.m., indicated the bruising to the resident's chin continued to
resolve.A nursing progress note, dated 1/4/26 at 10:55 a.m., indicated the bruising remained under the
chin and was yellow and deep purple in color. A nursing progress note, dated 1/6/26 at 10:31 a.m.,
indicated the bruising to the resident's chin continued to resolve in various stages of colors. A
progress note, dated 1/7/26 at 12:10 p.m., indicated Resident F was observed crying inconsolably in
the main dining room prior to lunch service. Therapeutic communication was attempted but was not
effective. She seemed to be reliving past traumas of her family's deaths. She had severe cognitive
impairment. The root cause of the crying was thought to be overstimulation in the dining room. A
nursing progress note, dated 1/9/26 at 12:59 p.m., indicated the resident had bruising under her neck
and to her left hand which was resolving.Resident F had a consult with the dentist, on 1/9/26, for a
limited oral evaluation for loose teeth. The exam indicated she had lost a bridge between teeth 9
through 11. The teeth have mobility in them. A referral was made to the oral surgeon to have those
teeth extracted. A typed facility statement indicated, on 1/1/26, LPN 18 was informed when a CNA
(continued on next page)
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F 0600 removed Resident F's clothing protector after eating, the resident indicated Ouch, my neck hurts.
Upon assessing the resident's neck, LPN 18 observed bruising around Resident F's neck and a small
Level of Harm - Actual harm bruise to her bilateral cheek/jaw line area. The bruises were already in the healing processes at the
time of the assessment. The Executive Director and Assistant Director of Nursing were notified
Residents Affected - Few regarding the bruising.A handwritten facility statement, dated 2/13/26, indicated CNA 19 was
informed LPN 4 and RN 17 knew about the bruising to Resident F's chin and bilateral cheeks prior to
Note: The nursing home is 1/1/26. Her teeth were discovered to be loose on 12/30/25. Another staff member indicated CNA 5
disputing this citation. was responsible for Resident F's teeth being missing. The resident did something to CNA 5 and he

moved his arms somehow and her teeth fell out. Supposedly management knew about the missing
teeth. A handwritten facility statement, dated 2/13/26, indicated LPN 4 and CNA 3 entered Resident
F's room, and CNA 5 came running up to them and asked what they were doing. LPN 4 told CNA 5 they
were looking at the resident's bruise. CNA 5 indicated he had to Declaw the cat. LPN 4 asked CNA 5
what that meant and he indicated he had to clip the resident's nails. A handwritten facility statement,
undated, indicated CNA 5 told CNA 3 he may have had something to do with the bruising on Resident
F. He demonstrated a hand motion. She took him to the ADON at that time and made her aware of the
situation. During an interview, on 3/3/26 at 11:36 a.m., CNA 3 indicated CNA 5 was putting Resident F
to bed, she scratched him, and he cut her fingernails. CNA 5 had indicated he had struggled to get her
personal care done and place her in bed. Resident F was then found to have bruising on the bilateral
sides of her chin. The bruise was greenish purplish in color and was a solid line. CNA 5 told CNA 3 he
had to hold his arms crossed in front of his chest (a tactic he learned in the forces) and might have hit
her in the chin with his elbow to avoid getting hit. During the facility investigation of abuse, staff
members were asked abuse questions regarding CNA 5 and these statements included, but were not
limited to, the following:On 2/11/26, CNA 3 indicated CNA 5 had been stressed at times and needed to
take a break.On 2/11/26, CNA 19 indicated CNA 5 had indicated he was stressed and needed a
break.On 2/11/26, CNA 20 indicated CNA 5 showed signs of burn-out.On 2/12/26, CNA 21 indicated
CNA 5 was stressed and frustrated one time when she worked with him.On 2/12/26, CNA 22 indicated
CNA 5 was observed performing unsafe and rushed transfers.On 2/13/26, CNA 23 indicated she
observed CNA 5 frustrated with his workload and he was fatigued.On 2/12/26, CNA 24 indicated CNA
5 was always frustrated. She had observed unusual bruises on a resident's face and teeth and she
had reported them.On 2/11/26, CNA 25 indicated some of the residents did not want CNA 5 to take
care of them because they were scared of him. He would be a little stressed out sometimes when
someone asked him something.A facility document, titted Employee Communication Form, dated
2/17/26, indicated CNA 5 was terminated for gross carelessness or gross negligence or inattention to
duty, including acts, omissions or substandard quality or quantity of work, which result in potential or
actual loss to the Company or harm to residents, co-workers, guests or yourself. The

policy/procedure he violated was carelessness. The details of the policy violation were that CNA 5
made physical contact with two residents while providing care for them. One incident occurred, on
12/25/25, with Resident F and the other incident occurred, on 2/10/26, with Resident D. A current
facility policy, titled Abuse Prohibition, Reporting, and investigation, provided by the Executive

Director indicated .will not permit residents to be subjected to abuse by anyone, including
employees.Examples of Abuse: Willful, used in the definition of abuse, means the individual must have
acted deliberately, not that the individual intended to inflict injury or harm. Abuse.Physical Abuse-A
willful act against a resident by another resident, staff member, or other individual(s). Examples may
include but not be limited to hitting, slapping, punching, and choking.Mental Abuse-Verbal or nonverbal
infliction of anguish, pain or distress that results in psychological or emotional suffering. This

includes any episode of staff to resident.if it appears to be willfully directed to specific resident.
Examples of mental abuse include but are not limited to.Yelling or hovering over a resident, with the
intent to intimidate.This deficient practice was corrected by 2/20/26 after the facility implemented a
systemic plan that included the following actions: Skin sweeps were completed on cognitively
(continued on next page)
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F 0600 impaired residents, alert and oriented residents were interviewed, and nursing staff were interviewed
regarding CNA 5. Education on abuse, signs of burnout, stress, behaviors and the response to

Level of Harm - Actual harm behaviors was completed with the staff. The management team performed abuse audits to ensure
staff were educated on abuse during orientation and continuously thereafter. CNA 5 was

Residents Affected - Few terminated.This citation relates to Intake 2740744 and 2789352.410 IAC (Indiana Administrative Code)

16.2-3.1-27(a)(1)
Note: The nursing home is
disputing this citation.
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