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This visit was for the Investigation of 

Complaints IN00194997 and 

IN00195214.

Complaint IN00194997 -  Substantiated.  

Federal/State deficiencies related to the 

allegations are cited at F241 and F441.

  

Complaint IN00195214 -  Substantiated.  

Federal/State deficiency related to the 

allegations is cited at F441.

Survey dates:  March 17 and 18, 2016

Facility number:  000518

Provider number:  155521

AIM number:  100266670

Census bed type:     

SNF/NF: 66        

Total:  66      

Census payor type:

Medicare:  7            

Medicaid:  52      

Other:  7    

Total:  66      

Sample:  5         

F 0000 Submission of this Plan 

of Correction does not 

constitute an admission 

or agreement by the 

provider of the truth of 

facts alleged or 

corrections sat forth on 

the statement of 

deficiencies. This plan of 

Correction is prepared 

and submitted because 

of requirements under 

State and Federal law. 

Please accept this plan 

of correction as our 

credible allegation of 

compliance.
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These deficiencies also reflect State 

findings cited in accordance with 410 

IAC 16.2-3.1. 

QR completed on 3/24/16 by 11474.

483.15(a) 

DIGNITY AND RESPECT OF 

INDIVIDUALITY 

The facility must promote care for residents 

in a manner and in an environment that 

maintains or enhances each resident's 

dignity and respect in full recognition of his 

or her individuality.

F 0241

SS=D

Bldg. 00

Based on observation, interview and 

record review, the facility failed to ensure 

dependent residents were served meals in 

a manner to preserve their dignity 

regarding lengthy meal waits for 1 of 5 

residents reviewed for dignified dining 

experience (Resident  E).

Findings include:

During the 3/17/16 breakfast observation 

from 8:07 a.m. to 9:13 a.m. (66 minutes), 

five dependent residents were seated in 

broda chairs facing a table located in the 

F 0241 F241

1.       Resident E was 

not affected by this 

alleged deficient 

practice. Nursing staff 

were re-educated on 

dignity of residents, 

assuring residents are 

fed in a timely manner 

and no resident is left 

unassisted, while other 

residents eat.

2.       Any Resident in 

04/17/2016  12:00:00AM
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hallway.  The residents' food had already 

been placed in front of them on the table.  

One staff member was present and 

assisting two of the residents.  At 8:15 

a.m. a second staff member arrived and 

began to assist two other residents.  One 

resident (Resident E) sitting at the end of 

the table was left unassisted, while the 

other residents ate, until the Assistant 

Director of Nursing arrived at 8:50 a.m. 

(43 minutes).  

Resident E's clinical record was reviewed 

on 3/17/16 at 4:25 p.m.  

Resident E's current diagnoses included, 

but were not limited to, dementia, 

anemia, chronic obstructive pulmonary 

disease, congestive heart failure and 

urinary retention.

Resident E had a current, significant 

change, Minimum Data Set (MDS) 

assessment, dated 1/25/16,  which 

indicated the resident was severely 

cognitively impaired and rarely or never 

made decisions and required staff 

maximum  assistance for locomotion 

(purposeful movement from one location 

to another).  

Resident E had a current, 12/24/15, care 

plan problem regarding requiring 

assistance with activities of daily living.  

Approaches to this problem included, but 

was not limited to, provide assistance 

need of being assisted 

with meals has the 

potential to be affected. 

Staff have been 

re-educated on dignity of 

residents, assuring 

residents are fed in a 

timely manner and no 

resident is left 

unassisted, while other 

residents eat.  The 

dining area has been 

reassessed and changes 

in location and seating 

have been made to 

assure staff assistance is 

adequate and timely and 

dining experience is 

dignified.

3.       Staff have been 

re-educated on dignity of 

residents, assuring 

residents are fed in a 

timely manner and no 

resident is left 

unassisted, while other 

residents eat.  The 

dining area has been 

reassessed and changes 

in location and seating 

have been made to 
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with activities of daily living such as 

bathing, grooming and eating.  

During an interview on 3/17/16 at 9:33 

a.m., the Administrator indicated there 

should be 3 staff members assisting with 

the dependent residents with their meals.  

The Administrator also indicated if the 

direct care nursing staff were unable to 

provide the required assistance, the 

management staff should assist. 

During an interview on 3/17/16 at 11:25 

a.m., CNA #1 indicated the following 

"There are usually two CNAs to help 

feed.  Every once in a while a nurse will 

come help.  But there is usually just 2 

CNAs."  CNA #1 indicated if a staff 

member called in the facility would try to 

replace them so there would be at least 2 

staff members assisting with the meals, 

but that there had been times in the past 

where only one CNA was there to help 

assist with 5 residents.

During an interview on 3/17/16 at 1:52 

p.m., CNA #2 indicated residents who 

required assist meals had been the last to 

be served.  "Just yesterday they changed 

it to having them served first.  I think this 

will work out better and they won't have 

to wait as long." 

assure staff assistance is 

adequate and timely and 

dining experience is 

dignified. A QA 

monitoring tool has been 

initiated.

4.       The DON and or 

her designee will monitor 

meal service 3 times per 

week x 1 month, 1 times 

per week times 1 month, 

then monthly thereafter 

to ensure dignity of 

residents, assuring 

residents are fed in a 

timely manner and no 

resident is left 

unassisted, while other 

residents eat.  Should 

concerns be noted, 

immediate corrective 

action will be taken. 

Results of the monitoring 

and any corrective 

actions will be discussed 

at the facility’s QA 

meetings on an ongoing 

basis for a minimum of 

six months and the plan 

adjusted if indicated

5.       4-17-16
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This federal tag relates to Complaints 

IN00194997 and IN00195214.

3.1-3(t)

483.65 

INFECTION CONTROL, PREVENT 

SPREAD, LINENS 

The facility must establish and maintain an 

Infection Control Program designed to 

provide a safe, sanitary and comfortable 

environment and to help prevent the 

development and transmission of disease 

and infection. 

(a) Infection Control Program 

The facility must establish an Infection 

Control Program under which it - 

(1) Investigates, controls, and prevents 

infections in the facility; 

(2) Decides what procedures, such as 

isolation, should be applied to an individual 

resident; and 

(3) Maintains a record of incidents and 

corrective actions related to infections. 

(b) Preventing Spread of Infection 

(1) When the Infection Control Program 

determines that a resident needs isolation to 

prevent the spread of infection, the facility 

F 0441

SS=D

Bldg. 00
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must isolate the resident. 

(2) The facility must prohibit employees with 

a communicable disease or infected skin 

lesions from direct contact with residents or 

their food, if direct contact will transmit the 

disease. 

(3) The facility must require staff to wash 

their hands after each direct resident contact 

for which hand washing is indicated by 

accepted professional practice. 

(c) Linens 

Personnel must handle, store, process and 

transport linens so as to prevent the spread 

of infection.

Based on observation and interview, the 

facility failed to ensure  infection control 

practices were followed when 

transporting soiled linens used during 

resident wound care (Resident C) . This 

practice had the potential to affect 1 of 3 

residents reviewed for infection control. 

(LPN#3)

Findings include:

During an observation on 3/17/16 at 

10:37 a.m., Resident C was in bed for a 

dressing change to the left heel.  LPN #3 

provided the wound care and dressing 

change per physician orders.  After the 

dressing change had been provided, LPN 

#3 washed her hands and wrapped the 

used linens in a clean towel and left the 

room.  While transporting the soiled 

linens down the hall to the soiled hold, 

LPN #3 held the linens against her body. 

F 0441 F441

1.      Resident #C was not 

affected by this allegeddeficient 

practice. LPN #3 was re-educated 

on bagging soiled linens 

fortransport from resident room 

and to never carry linens against 

the body.

2.      All residents have the 

potential to be affected.All staff 

has been re-educated on 

infection control including but not 

limitedto bagging soiled linens for 

transport from resident room and 

to never carrylinens against the 

body.

3.      The facility policy for 

infection control,Standard 

Precautions was reviewed and no 

changes are indicated at this 

time.All staff has been 

re-educated on infection control 

including but not limitedto 

bagging soiled linens for transport 

from resident room and to never 

carrylinens against the body. A 

QA monitoring tool has been 

04/17/2016  12:00:00AM
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During an interview on 3/17/16 at 10:55 

a.m., the Director of Nursing indicated 

soiled linens were to be bagged for 

transport from a resident's room and 

never carried held against the body.  The 

Director of Nursing indicated LPN #3 

was new and she would inservice her on 

the proper handling of soiled linens.  The 

Director of Nursing also indicated LPN 

#3 was currently providing care on the 

100 hall but would also be helping in the 

main dining room during meals. 

A current policy dated 12/2015, provided 

by the Director of Nursing on 3/17/16 at 

3:37 p.m., titled "Linen, Handling" 

stated:

"Policy:  The facility shall handle linen in 

a manner to prevent the spread of 

infection.

Procedure:...

2.  Linen will not be carried against the 

body...

5.  Gloves will be worn when contact 

with soiled linen is anticipated...

7.  Soiled linen will be placed in a 

container (i.e., linen barrel, plastic bag, 

etc.) prior to taking it into the hallway...."

This federal tag relates to Complaints 

IN00194997 and IN00195214.

initiated.

4.      The DON and or her 

designee will monitorresident 

care 3 times per week x 1 month, 

weekly x 1 month, then monthly 

thereafterto ensure bagging 

soiled linens for transport from 

resident room and to nevercarry 

linens against the body. Should 

concerns be noted, immediate 

correctiveaction will be taken. 

Results of the monitoring and any 

corrective actions willbe 

discussed at the facility’s QA 

meetings on an ongoing basis for 

a minimum ofsix months and the 

plan adjusted if indicated

5.      4-17-16

 

 

 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 4XEG11 Facility ID: 000518 If continuation sheet Page 7 of 8



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

04/12/2016PRINTED:

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

ALEXANDRIA, IN 46001

155521 03/18/2016

ALEXANDRIA CARE CENTER

1912 S PARK AVE

00

3.1-18(j)
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