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 K 0000

 

Bldg. 01

A Preoccupancy Survey for the addition 

of resident rooms 312 and 500 was 

conducted by the Indiana State 

Department of Health in accordance with 

42 CFR 483.70(a).

Survey Date:  05/19/15

Facility Number:  000309

Provider Number:  155432

AIM Number:  100288960

At this Life Safety Code Certification and 

Preoccupancy survey, resident rooms 312 

and 500 were found not in compliance 

with 410 IAC 16.2-3.1-19, Environment 

and Physical Standards of the Indiana 

Health Facilities Rules for 

Comprehensive Care Facilities.  

This one story facility was determined to 

be of Type V (000) construction and fully 

sprinkled.  The facility has a fire alarm 

system with smoke detection in the 

corridors, in spaces open to the corridors 

and hard wired smoke detectors in all 

resident sleeping rooms.  The facility has 

a capacity of 101 and had a census of 67 

at the time of this visit.

K 0000 This plan of correction is 

prepared and executed because 

it is required by the provisions of 

State & Federal law and not 

because Albany Health Care & 

Rehabilitation Center agrees with 

the allegations and citations 

listed.  Albany Health Care & 

Rehabilitation Center maintains 

that the alleged deficiencies do 

not individually or collectively 

jeopardize the health and safety 

of the residents, nor are they of 

such character so as to limit our 

capability to render adequate 

care.  Please accept the last date 

noted on this plan of correction as 

the facility's written credible 

allegation of compliance.
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Bldg. 01
STATE FINDINGS:

1) 3.1-2 LICENSES

The applicant shall prior to the start of 

construction, submit detailed 

architectural and operational plans to the 

division for consideration and approval. 

The plans shall state the licensure 

classification sought. Plans for projects 

involving less than thirty thousand 

(30,000) cubic feet require suitable 

detailed plans and sketches. A plan of 

operation, in sufficient detail to facilitate 

the review of functional areas, that is, 

nursing unit, laundry, and kitchen, shall 

accompany the submitted plan.  

Additionally, (r) The facility must operate 

and provide services in compliance with: 

(1) all applicable federal, state, and local 

laws, regulations, and codes.

This State Rule was not met as evidenced 

by:

Based on observation and interview, the 

Facility Management failed to comply 

with 16.2-3-2(c)(3) which requires 

suitable detailed plans and sketches and 

16.2-3.1-13(r)(1)operate in compliance 

with all applicable federal, state and local 

laws for 2 of 2 resident rooms being 

added to the facility be submitted for 

K 9999 Addendum to plan of 

correctionCorrection for state 

findings 1 & 2The plan to utilize 

room 500 as a resident room are 

being abandoned. No resident 

has been assigned or resided in 

this room. The walls are being 

removed by our corporate 

construction crew and the area 

will be restored to it previous 

function as a dining room/activity 

area (See attached letter from 

Jesse Ott, TLC Management). 

Work is scheduled to begin on 

Sept 23, 2015.Systemic changes: 

The walls are being removed and 

the area will be restored back as 

it was prior to the 

changes.Monitoring:  The 

administrator will monitor the 

construction work to ensure that 

the area is completely restored to 

it previous state.  Results of 

monitoring will be reviewed by the 

Quality Assurance 

Committee.Completion date: 

October 5, 2015State finding 1 

Corrective action for the affected 

and potentially affected residents: 

All residents on the 300 hall have 

the potential to be affected by the 

alleged deficient practice. 

Detailed architectural and 

operational plans will be 

submitted to the division for 

approval by June 19, 2015.  

Systemic changes: Detailed 

architectural and operation plans 

will be submitted to the division 

for approval by June 19, 2015  

10/05/2015  12:00:00AM
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review.  

Findings include:

Based on observation and interview with 

the Administrator and Maintenance 

Supervisor on 05/19/15 from 10:45 a.m. 

and 11:15 a.m., resident rooms 312 and 

500 were newly created and/or 

constructed and no rudimentary plans had 

been submitted to the division for review.

410 IAC 16.2-3-2(c)(3)

410 16.2-3.1-13(r)(1)

2) ENVIRONMENT AND PHYSICAL 

STANDARDS

Resident rooms are required to have 

direct access to an exit corridor. 

This State Rule has not been met as 

evidenced by:

Based on observation and interview, the 

facility failed to ensure 1 of 2 newly 

created and/or constructed resident rooms 

had direct access to an exit corridor.      

Findings include:

Based on observation and interview with 

the Administrator and Maintenance 

Supervisor on 05/19/15 from 10:45 a.m. 

Monitoring: The administrator and 

corporate director of property 

maintenance will monitor the 

submission of the architectural 

and operational plans. Results of 

monitoring will be reviewed by the 

Quality Assurance Committee.    

State Finding 2 Corrective action 

for the affected and potentially 

affected residents: Any resident 

occupying room 500 would have 

the potential to be affected.  No 

residents have occupied room 

500 and no residents will occupy 

this room until approval is 

received from the division.    

Systemic changes: Detailed 

architectural and operational 

plans will be submitted to the 

division for approval by June 19, 

2015.  No residents will be 

assigned to room 500 until 

approval is received to occupy the 

room.  Monitoring: The 

administrator will ensure that no 

residents are assigned to room 

500 and the results of the 

monitoring will be sent to the 

Quality Assurance Committee for 

review.  Completion date:  June 

19, 2015
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and 11:15 a.m., resident room 500 was 

created and/or constructed by adding two 

walls and a door to enclose the previous 

feeder room.  The newly created and/or 

constructed resident room 500 had direct 

access to the TV lounge but not to the 

exit corridor.

410 IAC 16.2-3.1-19(k)(5)
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