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University Nursing Center 1564 S University Blvd
Upland, IN 46989

F 0600

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

Based on observation, interview, and record review, the facility failed to protect the resident's right to be free 
from sexual abuse by another resident for 1 of ­­3 residents reviewed for abuse. (Residents B and C) Staff 
did not develop and implement immediate interventions to mitigate risk for recurrence when a cognitively 
impaired male resident was observed touching a cognitively impaired female resident's buttock. This failure 
resulted in the residents being observed within two hours following the event on the male resident's bed, with 
the male resident's hand in the female resident's genital area while she was unclothed from the waist down. 
Using the reasonable person concept, due to the female resident's impaired cognition and based on 
interview with the female resident's representative, the female resident would have been distressed and 
experienced severe psychosocial harm, dehumanization, and humiliation as a result of the sexual abuse by 
the male resident. The immediate jeopardy began on 10/3/25 when the facility failed to protect the resident's 
right to be free from sexual abuse by another resident. The Regional [NAME] President of Operations, 
Corporate Nurse Consultant, DON, Senior Regional Director of Clinical Services, and Regional Social 
Wellness were notified of the immediate jeopardy on 10/10/25 at 10:15 a.m. The immediate jeopardy was 
removed on 10/10/25 at 4:55 p.m., and the deficient practice was corrected on 10/7/25, prior to the start of 
the survey, and was therefore past noncompliance. Findings include:During an observation on 10/8/25 at 
10:30 a.m., Resident B was in the memory care dining room ambulating independently while she held a doll. 
At 10:44 a.m., Resident B approached a male resident in the common area by the dining room and 
attempted to hand the baby doll to the male resident. Resident B's clinical record was reviewed on 10/8/25 at 
1:28 p.m. Diagnoses included Alzheimer's disease with late onset, restlessness and agitation, depression, 
insomnia, and unspecified dementia in other diseases classified elsewhere with other behavioral 
disturbances. The resident resided on the secured dementia care unit. A 7/30/25, admission, Minimum Data 
Set (MDS) assessment indicated Resident B was severely cognitively impaired. Behaviors included 
disorganized thinking. Resident B required supervision from staff for eating, maximal assistance from staff for 
upper and lower body dressing, and was dependent on staff assistance for personal hygiene, toileting, and 
bathing. She walked independently. A current, 8/20/25, care plan indicated the resident had behavioral 
symptoms of attempting to enter other residents' rooms and became aggressive with staff during redirection 
and wandered up and down the hall. Interventions included the following: redirect Resident B when 
wandering into others' rooms (8/20/25), re-approach with preferred staff member (9/15/25), and provide 
Resident B with a baby doll to hold (9/15/25). Review of progress notes indicated the following: On 8/18/25 at 
10:43 a.m., Resident B entered other residents' rooms often and got agitated when the other residents told 
her to get out. On 8/26/25 at 11:14 a.m., Resident B intrusively wandered into another resident's room. On 
8/30/25 at 9:49 a.m., Resident B remained out of other residents' rooms when she was redirected. A 9/2/25 
provider note indicated staff reported episodes of Resident B's intrusive wandering. On 9/15/25 at 9:26 a.m., 
Resident B wandered into other residents' rooms. Interventions were somewhat effective for very short 
periods of time. On 10/3/25 at 10:38 p.m., Resident B wandered into another resident's room two times. 
Resident B was found together with another resident, separated, and redirected to the television area. Staff 
would observe and keep separated by redirection and frequent observation. A late entry event note for 
10/3/25, dated 10/6/25 at 8:50 p.m., indicated there was inappropriate contact between two residents. At 
6:15 p.m., the CNA reported Resident B was lying in a male resident's bed and the male resident was 
rubbing Resident B's buttocks. The CNA separated and redirected both residents. At 8:03 p.m., the CNA 
reported she found Resident B in the same male resident's bed. Resident B's pajama bottoms were down, 
and the male resident had his fingers in her genitalia. The CNA separated and redirected the residents. The 
physician and family were not notified of the behavior. Resident B was moved to another room, further away 
from the male resident's room, and was placed on 15-minute checks. The event was marked invalid on 
10/6/25 at 10:34 p.m. An interdisciplinary team (IDT) note, dated 10/7/25 at 2:44 p.m., indicated during the 
first occurrence on 10/3/25, Resident B had intrusively wandered into Resident C's room. A CNA noted 
Resident B in Resident C's room and brought Resident B out to the television room for activities. At 8:03 p.m.
, Resident B intrusively wandered into Resident C's room and was assisted out of Resident C's room by the 
CNA, taken to the nurse's station, and then assisted to bed. Resident B's room was directly across from 
Resident C's room. The preventive intervention included a stop sign placed to Resident C's room and a 
picture of a baby doll placed to Resident B's door to encourage room placement. An IDT note, dated 10/9/25 
at 8:21 a.m., indicated on 10/8/25 at 9:00 p.m., Resident B was noted to have intrusively wandered into 
another resident's room and was found asleep in the other resident's bed. Resident C's clinical record was 
reviewed on 10/8/25 at 11:42 a.m. Current diagnoses included unspecified other sexual disorder, dementia, 
and insomnia. The resident resided on the secured dementia care unit. A quarterly MDS assessment, dated 
9/3/25, indicated Resident C had moderately impaired cognition and no behaviors were exhibited. He had full 
range of motion to his upper and lower extremities. Resident C needed partial/moderate assistance from 
staff for toileting, bathing, dressing, donning and doffing footwear, personal hygiene, and for sit to stand 
mobility. He needed supervision or touching staff assistance with left and right rolling and walking 50 feet 
with two turns. Resident C ambulated with a walker. A current care plan, dated 3/4/25, indicated Resident C 
experienced sexual behaviors towards female staff members. He expressed sexual desires or touched staff 
members inappropriately. Interventions included the following: If Resident C expressed sexual desires, 
remind him he had a wife and that it was inappropriate. Guide the conversation to focus on something else 
such as fishing, rabbit hunting, or the weather (3/4/25) if Resident C tried to touch staff inappropriately, 
redirect and try talking about something of interest to him (3/4/25), and allow Resident C time to cool off and 
provide a calm, unhurried, and supportive approach (3/4/25). A current care plan, dated 4/28/25, 
reviewed/revised on 9/30/25, indicated Resident C touched female staff members between the legs, on their 
breasts, smacked their buttocks, and gestured for staff to pull their shirts up while providing him care. 
Resident C requested staff to take a shower with him and had a diagnosis of sexual disorder. Interventions 
included the following: educate Resident C on appropriate actions to take (9/30/25), provide verbal 
redirection (9/15/25), provide Resident C with a male caregiver when available (6/10/25), give Resident C 
personal space and re-approach Resident C at a later time. (5/5/25), reapproach with different staff member, 
make conversation about interest such as fishing, mushroom hunting, or sports (4/28/25). Prior notes 
indicating Resident C had demonstrated inappropriate sexual behavior included the following: A behavior 
note, dated 4/27/25 at 4:45 p.m., indicated on 4/27/25 at 4:30 p.m., Resident C touched a staff member's 
breast, smacked their buttocks, and gestured for staff members to lift up their shirts. An IDT note, dated 
5/5/25 at 4:23 p.m., indicated on 5/4/25 at 4:14 p.m., Resident C slapped a female staff members buttocks 
and attempted to grab her private area. A behavior note, dated 5/10/25 at 3:19 p.m., recorded as a late entry 
on 5/11/25 at 6:24 p.m., indicated Resident C made sexual comments to the staff and asked staff to grab 
their breasts and buttocks. Several staff reported they were uncomfortable providing care to Resident C. A 
provider progress note, dated 5/12/25 at 6:30 a.m., recorded as a late entry on 5/15/25 at 6:30 a.m., 
indicated Resident C had recently had an increase in behaviors, and demonstrated inappropriate sexual 
gestures towards staff. An IDT note, dated 5/12/25 at 10:10 a.m., indicated on 5/11/25 at 1:30 p.m., Resident 
C made sexual comments towards staff and asked staff to have sex with him and to take a shower with him. 
Resident C grabbed his penis and asked staff if they liked it. A progress note, dated 6/9/25 at 10: 45 a.m., 
indicated Resident C touched/grabbed staff inappropriately. Staff instructed Resident C to keep his hands to 
himself. Resident C continued to touch staff inappropriately. An IDT note, dated 6/10/25 at 2:36 p.m., 
indicated on 6/9/25 at 10:45 a.m., Resident C grabbed staff inappropriately during care and had 
demonstrated sexual behaviors towards staff on and off since his admission. A behavior note, dated 9/14/25 
at 12:30 p.m., indicated on 9/14/25 at 7:26 a.m., Resident C grabbed a staff member's breast. A provider 
progress note, dated 9/16/25 at 6:16 a.m. and recorded as a late entry on 9/19/25 at 6: 16 a.m., indicated 
Resident C was seen related to dementia with behavioral disturbances, inappropriate sexual behaviors, and 
insomnia. An IDT note, dated 9/30/25 at 7:50 a.m., indicated on 9/29/25 at 9:57 a.m., Resident C touched a 
female staff member between her legs. A progress note, dated 10/3/25 at 10:44 p.m., indicated that another 
resident wandered into Resident C's room two times during the evening. The two residents were found 
together, separated, and redirected. A behavior note, dated 10/4/25 at 8:54 p.m., indicated on 10/4/25 at 
8:45 p.m., Resident C entered the lounge area wearing only a shirt. He was not wearing pants or an 
incontinence brief. He was being continually monitored. A progress note, dated 10/4/25 at 8:56 p.m., 
indicated Resident C had a head-to-toe assessment completed, one-on-one observations were being 
completed, and a doorway stop sign was in place. A progress note, dated 10/5/25 at 10:28 a.m., indicated 
Resident C was transferred to an inpatient geriatric psychiatric care facility. A new/worsening/high risk 
behavior communication event, dated 10/6/25 at 10:31 p.m., indicated on 10/3/25 at 8:03 p.m., a staff 
member found another resident on Resident 's bed. Resident C was found with his hand on the other 
resident's private area. An Interdisciplinary Team (IDT) note, dated 10/7/25 at 4:15 p.m., indicated on 
10/3/25 at 8:03 p.m., another resident entered Resident C's room and Resident C was found to have had his 
hand near the other resident's private area. Root cause of the behavioral expression was Resident C's 
dementia process had progressed, and his sexual inappropriateness had increased. During a review of the 
facility video surveillance on 10/8/25 at 4:46 p.m., the Regional [NAME] President of Operations indicated the 
time stamp on the camera was approximately 30 minutes off from the actual time. Both the Regional [NAME] 
President of Operations and the Corporate Nurse Consultant confirmed the residents' identities and the staff 
members throughout the video surveillance observation. On 10/3/25 at 6:38 p.m. Resident B, fully clothed, 
exited her room, walked across the hallway, and entered Resident C's room. No staff were observed in the 
area. Resident B remained in Resident C's room until 6:46 p.m. CNA 3 came down the hallway. CNA 3 
entered the room and redirected Resident B down the hallway to the other end of the unit. Resident C was 
not observed on the video. On 10/3/25 at 8:22 p.m., Resident B, who was fully clothed, entered Resident C's 
room. Resident B remained in Resident C's room until 8:36 p.m. Resident C's door remained open. At 8:36 p.
m., CNA 3 walked down the unit hallway towards Resident B's room and looked towards Resident C's room. 
CNA 3 rushed into Resident C's room. CNA 3 accompanied Resident B out of Resident C's room. Resident 
B's pants were observed to be twisted as they walked toward the nurse's station. Resident C was not 
observed on the video. CNA 3 spoke with the nurse and then assisted Resident B towards her room. 
Resident B and CNA 3 entered Resident B's room at 8:37 p.m. CNA 3 closed the door behind her. CNA 3 
remained in Resident B's room until 8:46 p.m. CNA 3 exited Resident B's room with a clear trash bag of 
items in her hand. CNA 3 looked in Resident C's room then went on down the hallway to dispose of the trash 
bag. Resident B and Resident C's rooms were both located at the end of the unit hallway, farthest from the 
nurse's station. Confidential interviews were completed during the survey. During a confidential interview, it 
was indicated that on 10/3/25 at approximately 6:30 p.m., Resident B, wandered into Resident C's, room. 
Resident C was observed rubbing Resident B's buttocks over her clothing. Both residents were fully dressed. 
Resident B and Resident C were separated. Resident B was taken to the lounge area and Resident C 
remained in room. The CNA reported the incident to the nurse. No other notifications were made. On 10/3/25 
at approximately 8:15 p.m., Resident B was again in Resident C's room. Resident B was in supine position 
on Resident C's bed with her legs bent at the knee and her feet flat on the floor. Resident B's pants and brief 
were pulled down to her mid-thigh. Resident C had his fingers inside Resident B's vaginal area. Resident C 
did not have a shirt on, and his lower half was covered with a blanket. It was uncertain if Resident C was 
wearing clothing under the blanket. Resident B was escorted out of Resident C's room and taken to the 
nurse's station. Resident C was left in his room. Resident B was then taken to her room, assisted with 
toileting, and assisted to bed. The brief was thrown away. Resident B was known to intrusively wander and 
had an intervention in place to use stop sign banners on doors that Resident B frequently wandered into. 
Resident B did not like to have her clothing removed, even for bathing, and was not known to take off her 
own clothing. Resident C had been known to be sexually inappropriate with staff prior to the incident on 
various occasions by asking staff to remove their clothing and he also grabbed at female staff members 
private areas. As a result, they had a male staff member providing Resident C's showers. During a telephone 
interview, on 10/8/25 at 7:37 p.m., RN 4 indicated she was on duty on the memory care unit on 10/3/25 and 
had two separate incidents of inappropriate touching between Resident B and Resident C reported to her by 
CNA 3 at the time of their occurrences. On 10/3/25, at approximately 6:15 p.m., CNA reported Resident B 
was found in Resident C's room on his bed. Both residents were dressed, and Resident C was stroking 
Resident B's buttocks. CNA 3 removed Resident B from Resident C's room and took Resident B to the 
common area. Resident B intrusively wandered into other residents' rooms and stop signs were used on 
some of the rooms. The stop signs were effective to redirect Resident B most of the time. RN 4 did not report 
the inappropriate sexual touching to anyone but rather made herself a note to chart the behavior and pass 
the information on in shift report. No additional interventions were implemented to prevent Resident B from 
re-entering Resident C's room. Resident B was again removed from Resident C's room on 10/3/25 around 
8:03 p.m. At the time of the second incident, one aide in the Memory Care Unit was at break. RN 4 heard 
CNA 3 yell out Resident C's name, as she started to run around the nurse's station, RN 4 observed CNA 3 
coming out of Resident C's room along with Resident B. CNA 3 was escorting Resident B towards her. RN 4 
was unaware if Resident C had any clothing on. It was reported to her by CNA 3 that Resident B had been 
lying on Resident C's bed with Resident C. Resident B's pants and brief were down and Resident C's hand 
was in Resident B's genitalia. CNA 3 explained to RN 4 that she had to remove Resident C's hand from 
Resident B's genitalia. After reporting the information to RN 4, CNA 3 took Resident B to her room and 
helped her get ready for bed. RN 4 was unsure of what the protocol was but immediately called the 
Administrator to ask what the next steps were. The Administrator told her to call the DON for instructions. 
Two unsuccessful attempts were made to contact the DON. RN 4 notified the Administrator she was unable 
to reach the DON. The Administrator told RN 4 she would have the DON call her back. She did not hear 
back from the DON but received a call from the Social Services Director (SSD) a few minutes later. RN 4 
was instructed by the SSD to implement 15-minute checks on Resident B and Resident C. The checks were 
started at 10:30 p.m. on 10/3/25. Resident B was moved to another room at the opposite end of the hallway 
at approximately 10:30 p.m. on 10/3/25. No new interventions were implemented prior to 10:30 p.m. on 
10/3/25. No one had instructed her to complete head-to-toe assessments of the residents. RN 4 did not 
complete assessments of Resident B nor Resident C. No other notifications were made. On 10/6/25, a note 
was left for RN 4 to ensure event notes were created for Resident B and Resident C for the incidents on 
10/3/25. She entered a note, and then struck it out, as she thought it was a duplicate entry. Review of the 
facility abuse investigation included the following: A typed statement indicated, on 10/3/25, the Administrator 
was notified by RN 4 that Resident B wandered into the room of Resident C. RN 4 stated that the CNA 
(could not recall the name of the CNA) reported she found Resident B in Resident C's room with her pants 
down. Due to the Administrator being out of town, it was requested that RN 4 contact the DON. The 
Administrator let the DON know that RN 4 would be contacting her about the incident. The DON alerted the 
SSD who contacted RN 4. RN 4 was instructed by the SSD to start 15-minute checks for Resident B and 
Resident C and continue to keep the two residents separated. Due to the residents' rooms being directly 
across from each other, the SSD suggested they move Resident B away from Resident C's room. The nurse 
temporarily moved Resident B further away from Resident C. On 10/4/25, during the investigation, it was 
noted that CNA 3 was the CNA that reported the incident to RN 4. CNA 3 stated, earlier in the evening, she 
noticed Resident B in Resident C's room. CNA 3 redirected the resident out of the room without incident. 
Later, around 8:15 p.m., CNA 3 noticed Resident B again in Resident C's room, lying on her side across the 
bed. CNA 3 stated that Resident C's hand was near Resident B's private area. CNA 3 stated that she 
immediately separated the residents. CNA 3 stated that the female resident's pants were down around her 
knees and Resident C's hand was placed near the resident's private area. CNA 3 then stated she removed 
the residents' hand, assisted Resident B to stand, pulled up Resident B's pants, and escorted Resident B out 
of the room. The CNA alerted RN 4 at that time. The typed statement was signed by the Administrator on 
10/4/25, CNA 3 on 10/6/25, and RN 4 on 10/6/25. A facility document indicated 15-minute checks were 
implemented on 10/3/25 at 10:30 p.m. for both Resident B and Resident C. A facility document indicated 
one-on-one monitoring for Resident C began on 10/4/25 at 9:00 am. and remained in place until Resident C 
was sent out for psychiatric services on 10/5/25. A late entry progress note, dated 10/3/25 and created on 
10/6/25, indicated Resident B's representative and MD were notified. During an interview, on 10/9/25 at 8:05 
a.m., Resident B's representative indicated they were not notified about any abuse concerns involving 
Resident B and they had no concerns with Resident B's care. No one had reported Resident B was touched 
inappropriately. On 10/9/25 at 2:13 p.m. Resident B's representative indicated the facility did call her on 
10/4/25 at 8:26 p.m. and informed her that Resident B had wandered into a male resident's room and was 
found lying on the male resident's bed with the male resident above her. The male resident appeared to have 
had his hand above Resident B's private area. The staff member explained that an investigation was 
underway. There was no mention of the status of Resident B's clothing. Prior to Resident B becoming 
cognitively impaired, she was a devoted married woman for many years and would not have responded well 
to a strange man touching her inappropriately. On 10/9/25 at 10:32 a.m., the SSD indicated she made the 
progress note regarding notification of Resident B and Resident C's representative and provider notification. 
The SSD notified the nurse practitioner on 10/6/25, but did not indicate the Resident B's had clothing had 
been removed during the notifications. The SSD assisted with the investigation by doing resident interviews 
only. The Administrator did the staff interviews and completed the investigation. The SSD did not request 
written statements from staff. A facility reportable for incident for 10/3/25 at 8:15 p.m., submitted on 10/4/25 
at 9:45 p.m., indicated a female resident on the secured unit wandered into a male resident's room. The 
male resident was fully clothed, and there was potential for inappropriate touch. The residents were 
immediately separated. Full body assessments were completed for both residents with no concerns noted. 
Preventative measures included 1 on 1 supervision with the male resident. Social services would follow both 
residents for psychosocial distress. Care plans reviewed and updated as needed. During interview, on 
10/9/25 at 10:20 a.m., the Medical Director indicated he had not been notified by the facility of either incident 
that involved Resident B and Resident C on 10/3/25, prior to 10/9/25. The Nurse Consultant notified him 
when he entered the facility on 10/9/25. He did not examine either resident. With sexual abuse, it may be 
necessary to send the resident out for further examination or keep items that may have bodily fluids for 
further evaluation during the investigation. Typically, a nursing staff member would have evaluated the 
resident(s) to see if further evaluation was necessary. During an interview, on 10/9/25 at 11:33 a.m., the 
Dementia Director indicated she was not aware of the incident regarding inappropriate touching on 10/3/25 
until she came to work on 10/6/25. She assisted with and collected statements from some of the CNAs, 
including CNA 3. She did not read the statement from CNA 3, but had provided all the collected statements 
to the SSD. She did not return or dispose of any statements she collected. On 10/9/25 at 12:44 p.m., the 
Nurse Practitioner indicated she was notified of a potential sexual encounter between Resident B and 
Resident C when she was at the facility on 10/6/25. She was not notified prior to 10/6/25. The facility staff 
informed her that Resident C's hand had touched Resident B's thigh, and it was under investigation. She did 
not complete a physical exam on either resident. With any potential abuse, she would expect the provider to 
be notified immediately. During an interview on 10/9/25 at 4:04 p.m., the Corporate Nurse Consultant 
indicated she was notified on 10/4/25 at 3:48 p.m. of the encounter on 10/3/25 between Resident B and 
Resident C. She called the facility right away to see what had been done so far. She indicated the 15-minute 
checks for Resident C had been changed to one-on-one checks earlier that morning on 10/4/25 and the SSD 
was working to get psychiatric placement for Resident C. Resident C had known previous sexual 
inappropriate behaviors exhibited towards female staff members. Resident B was known to wander about the 
unit. The facility investigation found that inappropriate contact was made. The Administrator was not 
available for interview during the survey. A current facility policy, revised June 2023, titled Abuse Prohibition, 
Reporting, and Investigation, provided by the DON on 10/8/25 at 11:00 a.m., indicated the following: .Policy: 
It is the policy of American Senior Communities to provide each resident with an environment that is free 
from abuse, neglect, misappropriation of resident property, and exploitation. This includes but is not limited to 
verbal abuse, sexual abuse, physical abuse, mental abuse, corporal punishment, and involuntary seclusion.
American Senior Communities will not permit residents to be subjected to abuse by anyone, including 
employees, home office staff, other residents.Abuse - .Instances of abuse of all residents, irrespective of any 
mental or physical condition, cause physical harm, pain, or mental anguish.Sexual Abuse - nonconsensual 
sexual contact of any type with a resident. Examples may include but not be limited to fondling, touching, 
rubbing, exposing, licking, kissing, gestures, sharing pornography, assault, rape, harassment, seduction, 
coercion, photographing a resident's rectal, genital, or breast areas and/or exhibitionism.Identification: Abuse 
Includes: 2. Resident to resident abuse of any type.Types of Abuse:.3. Sexual abuse.Investigation: The 
Executive Director is the designated individual responsible for coordinating all efforts in the investigation of 
abuse allegations, and for assuring that all policies and procedures are followed, In the absence of the 
Executive Director, this responsibility will be delegated to the Director of Nursing Services. Resident to 
Resident Abuse: 1. Any individual who witnesses resident-to-resident abuse will immediately separate and 
protect the residents involved. 2. Staff member(s) will maintain the resident initiating the abuse under direct 
supervision until the initial investigation is complete and resident safety is maintained. 3. The Individula who 
witnessed the abuse will report the situation immediately to his/her supervisor and Executive Director. 4. The 
staff member in charge will initiate the investigation immediately.6. The DNS/Designee will assess both 
residents involved to determine if physical injuries have occurred.b. Statements will be taken from individuals 
witnessing the incident.7. The attending physician will be notified, and any orders will be noted and initiated.
8. The family of the resident(s) and/or resident representative will be notified. 9. It is the responsibility of the 
Administrator/Director of Nursing to report the abuse, or allegations of abuse, immediately, within 2 hours to 
the Indiana State Department of Health via the IDOH(Indiana Department of Health) gateway system.19. If 
staff suspect a crime has occurred, refer to reporting suspicion of a crime policy.Protection: 1. All residents 
will be protected from physical and psychological harm during and after the allegation and investigation. This 
will include: a. Responding immediately to protect the alleged victim and protect the integrity of the 
investigation. b. Assess the resident alleged to be harmed for any sign of injury, including a physical exam, 
or psychosocial assessment when indicated. c. Provide increased supervision of the alleged victim and other 
residents. d. Implement room or staffing changes, if necessary, to protect the resident(s) from the alleged 
perpetrator.Reporting/Response: 1. All abuse allegations must be reported to the Executive Director 
immediately.2. The Executive Director will ensure that if the alleged violation involves abuse or results in 
serious bodily injury, it must be reported immediately but no later than 2 hours to the Long-Term Care 
Division of the Indiana Stated Department of Health via the Gateway Portal.9.Copies of the completed 
investigation will also be sent to Adult Protective Services.10. It is the responsibility of every employee of 
American Senior Communities to report abuse situations, but also suspicion of abuse and unusual 
observations and circumstances to his/her immediate supervisor and to the Executive Director.12. Each 
covered individual shall report to the State Department of Health Long Term Care Division via Gateway 
Portal, and to one or more law enforcement entities any reasonable suspicion of a crime against any resident 
in the facility.ASC QAPI.Physical or Sexual abuse by staff or other residents will be tracked by the Quality 
Assessment and Assurance Committee (QAA). The immediate jeopardy that began on 10/3/25 was removed 
on 10/10/25 when the facility completed abuse training for all staff, increased monitoring and surveillance for 
Resident B and Resident C, updated care plans, and Resident C was sent to be evaluated at a psychiatric 
facility. The deficient practice was corrected by 10/7/25, after the facility implemented a systemic plan that 
included the following actions: education of all staff regarding resident abuse, completed physical 
assessments of residents on the secured dementia care unit, and developed quality assurance actions for 
ongoing monitoring. This citation relates to Intake 2636500.3.1-27(a)(1)
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Based on record review and interview, the facility failed to timely report alleged sexual abuse between 
cognitively impaired residents (Resident B and Resident C) to the administrator, Indiana Department of 
Health (IDOH), and the appropriate agencies for 1 of 3 residents reviewed for resident abuse. (Resident 
B)Findings include: A facility reported incident, submitted to the Indiana State Department of Health and 
dated 10/4/25 at 9:45 p.m., indicated an incident occurred on 10/3/25 at 8:15 p.m. The reported incident 
indicated the following: A female resident, who resided in the memory care unit, wandered into a male 
resident room. The male resident was fully clothed. There was potential for inappropriate touch. The 
residents were immediately separated. Full body assessments were completed for both residents with no 
concerns noted. Fifteen-minute checks implemented. The residents' physician and families were notified. 
The reported incident contained a follow-up, dated 10/9/25, and indicated the local Police Department was 
contacted with no concerns noted. A police report, provided by the local Police Department on 10/8/25 at 
4:15 p.m., dated 10/4/25 at 7:43 p.m., indicated the following: A request was made to make a police report 
for an incident that occurred the previous night for possible inappropriate conduct with two residents. Upon 
the Police Officer's arrival, he spoke with the Administrator, who indicated a female dementia resident was 
found in a male dementia resident's room. The female resident's pants were partially pulled down. Staff 
examined the female resident afterwards and did not find any signs of sexual assault. The Administrator 
requested the Police Officer to document the case for their report to the State. On 10/8/25 at 11:32 a.m., the 
Social Services Director (SSD) indicated the incident between Resident B and Resident C was reported to 
the Administrator on 10/3/25, the family and medical director were notified on 10/3/25, and the police were 
notified, but she was not certain of the date. On 10/9/25 at 10:32 p.m., the SSD indicated she had received a 
secure message from the DON on 10/3/25 at 10:11 p.m. that she needed to touch base with RN 4 at the 
facility. The SSD spoke with RN 4 via telephone. RN 4 told the SSD there was an incident with Resident B in 
Resident C's room. Resident B was sitting on Resident C's bed with Resident C's hand near her private area. 
There was no mention if the residents were wearing clothing. The SSD asked if the residents had been 
separated and advised RN 4 to contact the Administrator for further directions. The SSD did not give RN 4 
any further instructions nor come to the building that night to assist RN 4. The SSD then called the 
Administrator and told her the information that RN 4 reported to the SSD. She left it in the Administrator's 
hands at that point. On 10/4/25 at 9:00 a.m. she came to the facility as the weekend manager and assisted 
with one-on-one monitoring with Resident C and reviewed care plans. She notified the Nurse Practitioner on 
10/6/25 of the incident that occurred on 10/3/25. The SSD notified Resident C's representative on 10/4/25 at 
3:22 p.m. and Resident B's representative was notified on 10/4/25 at 8:26 p.m. The SSD explained to both 
representatives that Resident B was in Resident C's room on his bed with Resident C's hand near Resident 
B's private area. Typically, the Administrator and DON handled abuse investigations. On 10/9/25 at 11:53 a.
m., the DON indicated on 10/3/25 at 10:04 p.m. The DON received a call from the Administrator who told her 
RN 4 had attempted to reach her. The DON was in a bad service area, out of town. The Administrator 
explained to the DON that Resident B was found in Resident C's room and there was inappropriate touching. 
The information she received from the Administrator was very vague. There was no mention whether the 
residents were clothed. In conversation with the Administrator, considering the DON had not experienced a 
situation like this before, the Administrator told the DON they probably needed to get the SSD involved due 
to her experience. The DON then messaged the SSD and asked the SSD to contact RN 4. The DON did not 
contact RN 4. The Administrator and the SSD handled the statements and the investigation. The DON came 
to the building on 10/4/25 for night shift to assist with one-on-one with Resident C. The DON was off on 
10/5/25 and 10/6/25 and was not updated on the investigation while she was off duty. On 10/9/25 at 4:04 p.m.
, the Corporate Nurse Consultant indicated she was notified of the incident between Resident B and 
Resident C via telephone on 10/4/25 at 3:48 p.m. A conference call, which included the Administrator, was 
made and the Corporate Nurse Consultant was told the family, physician, and authorities had been notified 
at that time. On 10/6/25, RN 4 explained to the Nurse Consultant she had not reported to anyone when 
Resident B was in Resident C's room on 10/3/25 around 6:30 p.m. with Resident C rubbing Resident B, on 
what the Corporate Nurse Consultant described as the lower back, while Resident B was seated on the bed. 
RN 4 did not think there was anything that management needed notified about. When CNA 3 explained to 
the Corporate Nurse Consultant what happened on 10/3/25 around 8:05 p.m., CNA 3 explained to the Nurse 
Consultant that she felt Resident C had penetrated Resident B's genitals with his hands. The facility reported 
the incident to the Indiana Department of Health (IDOH) on 10/4/25. The facility policy indicated alleged 
abuse should have been reported to the IDOH within two hours of when it occurred on 10/3/25.A current 
facility policy, revised June 2023, titled Abuse Prohibition, Reporting, and Investigation, provided by the DON 
on 10/8/25 at 11:00 a.m., indicated the following: .Policy: . Education/Training: 1. Employees, whether direct 
care, contract staff, ancillary departments, volunteers, or consultants, receive instruction/training on abuse 
during orientation and periodically during ongoing in-service education. The education/training will include: a. 
Prohibiting and preventing all forms of abuse, neglect, misappropriation of resident property and exploitation. 
b. Identifying what constitutes abuse, neglect. c. Recognizing signs of abuse, neglect.d. Reporting abuse, 
neglect. e. Who and when staff and others must report their knowledge related to any alleged violation.g. 
Understand behavioral symptoms of residents that may increase the risk of abuse and neglect and how to 
respond. These symptoms include but are not limited to: 2. Wandering. Investigation:. 3. The individual who 
witnessed the abuse will report the situation immediately to his/her supervisor and Executive Director. 9. It is 
the responsibility of the Administrator/Director of Nursing to report the abuse, or allegations of abuse, 
immediately, within 2 hours to the Indiana State Department of Health via the IDOH (Indiana Department of 
Health) gateway system.19. If staff suspect a crime has occurred, refer to reporting suspicion of a crime 
policy. Reporting/Response: 1. All abuse allegations must be reported to the Executive Director immediately.
2. The Executive Director will ensure that if the alleged violation involves abuse or results in serious bodily 
injury, it must be reported immediately but no later than 2 hours to the Long-Term Care Division of the 
Indiana Stated Department of Health via the Gateway Portal.9.Copies of the completed investigation will also 
be sent to Adult Protective Services.10. It is the responsibility of every employee of American Senior 
Communities to report abuse situations, but also suspicion of abuse and unusual observations and 
circumstances to his/her immediate supervisor and to the Executive Director.12. Each covered individual 
shall report to the State Department of Health Long Term Care Division via Gateway Portal, and to one or 
more law enforcement entities any reasonable suspicion of a crime against any resident in the facility.A 
current facility policy, reviewed 10/23, titled Requirements for Reporting Reasonable Suspicion of a Crime, 
provided by the Regional Nurse Consultant on 10/9/25 at 1:21 p.m., indicated the following: 1) POLICY: a) It 
is the policy of American Senior Communities to notify owner, operators, employees, managers, agents, and 
contractors (collectively referred to as covered individuals and individually as a covered individual) of their 
duty to report reasonable suspicions of crimes to the Indiana State Department of Health and local law 
enforcement. 2).requires individuals in applicable long term care facilities to report any reasonable suspicion 
of crimes committed against a resident of the facility.3) Purpose: a) The purpose is to ensure that American 
Senior Communities comply with the requirements to notify covered individuals of their duty to report crimes 
to the Indiana State Department of Health and local law enforcement. 4) a) Facility Responsibilities.ii) The 
facility will post a notice in a conspicuous location that informs all covered individual of his/her reporting 
obligation under the Elder Justice Act to report a suspicion of a crime to the Indiana Department of Health 
and local law enforcement.iv) the facility will annually provide all covered individuals a document describing 
his/her obligations to comply with the reporting law and the facility reporting of crimes policy and procedures.
5) Covered individual Responsibilities ( staff herein refers to covered individuals) a) When staff suspect a 
crime has occurred against a resident at the facility, he/she must report the incident to the Executive Director 
who will report to the Indiana Department of Health and at least one local law enforcement entity. b) The ED 
will coordinate timely reporting to the Indiana Department of Health and to law enforcement.f) Staff must 
report the suspicion of a crime to the Executive Director or designee immediately. g) Examples of crimes that 
would be reported, but are not limited to: iii) Rape; iv) Assault and battery; v) Sexual abuse.Cross reference 
F600.This citation relates to Intake 2636500.3.1-28(c)
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Respond appropriately to all alleged violations.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interview, the facility failed to conduct a timely and thorough investigation of 
resident-to-resident sexual abuse and failed to implement immediate interventions to prevent further potential 
abuse while the investigation was in progress for 1 of 3 residents reviewed for abuse. (Resident B) Finding 
includes:A facility reported incident, dated 10/4/25 at 9:45 p.m., submitted to the Indiana State Department of 
Health indicated an incident occurred on 10/3/25 at 8:15 p.m. The reported incident indicated the following: A 
female resident, who resided in the memory care unit, wandered into a male resident room. The male 
resident was fully clothed. There was potential for inappropriate touch. The residents were immediately 
separated. Full body assessments were completed for both residents with no concerns noted. Fifteen-minute 
checks implemented. The residents' physicians and families were notified. The reported incident contained a 
follow-up, dated 10/9/25, and indicated the following: The investigation was completed, which included 
resident and staff interviews, with no additional findings. Head to toe assessments completed, with no 
findings. Neither resident experienced any psychosocial distress related to the incident. Stop signs were put 
on resident room doors as appropriate. One-on-one supervision was initiated with male resident until he was 
sent to the hospital on [DATE] for further evaluation. Both residents' care plans were updated. The plan of 
care will be updated again for the male resident upon his return from the hospital. The local Police 
Department was contacted with no concerns noted. Review of the facility investigation included the following: 
Resident B's Full Body Skin Assessment Shower report dated 10/4/25 was not completed when the abuse 
occurred on 10/3/25. Resident B's 15-minute Safety Check List did not begin until 10/3/25 at 10:30 p.m. 
Resident C's Full Body Skin Assessment Shower report dated 10/4/25 was not completed when the abuse 
occurred on 10/3/25. Resident C's 15-minute Safety Check List did not begin until 10/3/25 at 10:30 p.m. 
Resident C's One-on-One Observation from 10/4/25 at 9:00 a.m. through 10/5/25 at 10:00 a.m. Eighteen 
Staff Questionnaires collected from 10/4/25 - 10/7/25 regarding inappropriate contact was collected and did 
not include any from CNA 3 or RN 4. Additional statements and interviews were not included in the 
investigation to collect additional information in a sexual abuse investigation. The late note event for 
Resident C, containing details of the event and charted on 10/6/25 as a late entry for 10/3/25, was not 
included in the facility investigation. On 10/9/25 at 10:32 p.m., the SSD indicated she had received a secure 
message from the DON on 10/3/25 at 10:11 p.m. that she needed to touch base with RN 4 at the facility. The 
SSD spoke with RN 4 via telephone. RN 4 told the SSD there was an incident with Resident B in Resident 
C's room. Resident B was sitting on Resident C's bed with Resident C's hand near her private area. There 
was no mention if the residents were wearing clothing. The SSD asked if the residents had been separated 
and advised RN 4 to contact the Administrator for further directions. The SSD did not give RN 4 any further 
instructions nor come to the building that night to assist RN 4. The SSD did not recommend or ask for 
anyone to write up statements to provide any additional information to get additional details. On 10/4/25 at 
9:00 a.m. she came to the facility as the weekend manager and assisted with one-on-one monitoring with 
Resident C and reviewed care plans. She notified the NP on 10/6/25 of the incident that occurred on 10/3/25. 
On 10/9/25 at 4:04 p.m., the Corporate Nurse Consultant indicated on 10/6/25, when CNA 3 explained to the 
Corporate Nurse Consultant what happened on 10/3/25 around 8:05 p.m., CNA 3 explained to the Nurse 
Consultant that she felt Resident C had penetrated Resident B's genitals with his hands. On 10/6/25 the 
Corporate Nurse Consultant asked CNA 3 and RN 4 to read the typed statement and to sign if they agreed 
with it. CNA 3 made it clear that she felt the Corporate Nurse Consultant was trying to get her to change her 
statement. This additional information was not in the facility investigation provided and was not provided to 
IDOH when the facility was made aware of the additional information to ensure the IDOH acted timely on the 
resident's behalf. A current facility policy, revised June 2023, titled Abuse Prohibition, Reporting, and 
Investigation, provided by the DON on 10/8/25 at 11:00 a.m., indicated the following: .Policy: .Investigation: 
The Executive Director is the designated individual responsible for coordinating all efforts in the investigation 
of abuse allegations, and for assuring that all policies and procedures are followed. In the absence of the 
Executive Director, this responsibility will be delegated to the Director of Nursing Services.2. Staff member(s) 
will maintain the resident initiating the abuse under direct supervision until the initial investigation is complete 
and resident safety is maintained. 3. The individual who witnessed the abuse will report the situation 
immediately to his/her supervisor and Executive Director. 4. The staff member in charge will initiate the 
investigation immediately.9. It is the responsibility of the Administrator/Director of Nursing to report the 
abuse, or allegations of abuse, immediately, within 2 hours to the Indiana State Department of Health via the 
IDOH (Indiana Department of Health) gateway system.19. If staff suspect a crime has occurred, refer to 
reporting suspicion of a crime policy .Cross reference F600.This citation relates to Intake 2636500.3.1-28(d)66155200
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