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This visit was for the Investigation of Nursing
Home Complaints IN00434520 and IN00435800.
This visit included the Investigation of
Residential Complaint IN00431432.

Complaint IN00431432 - No deficiencies related to
the allegations are cited.

Complaint IN00434520 - Federal/State deficiencies
related to the allegations are cited at F694 and
F880.

Complaint IN00435800 - No deficiencies related to
the allegations are cited.

Unrelated deficiency is cited.
Survey dates: June 12 & 13,2024

Facility number: 012766
Provider number: 155795
AIM number: 201051640

Census Bed Type:
SNF/NF: 20
SNF: 39
Residential: 55
Total: 114

Census Payor Type:
Medicare: 28
Medicaid: 10
Other: 21

Total: 59

These deficiencies reflect State Findings cited in
accordance with 410 IAC 16.2-3.1.
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LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determin

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclo

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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Quality review completed on 6/17/24.

F 0580 483.10(g)(14)(i)-(iv)(15)
SS=D Notify of Changes (Injury/Decline/Room, etc.)
Bidg. 00 | §483.10(g)(14) Notification of Changes.
(i) A facility must immediately inform the
resident; consult with the resident's
physician; and notify, consistent with his or
her authority, the resident representative(s)
when there is-
(A) An accident involving the resident which
results in injury and has the potential for
requiring physician intervention;
(B) A significant change in the resident's
physical, mental, or psychosocial status
(that is, a deterioration in health, mental, or
psychosocial status in either life-threatening
conditions or clinical complications);
(C) A need to alter treatment significantly
(that is, a need to discontinue an existing
form of treatment due to adverse
consequences, or to commence a new form
of treatment); or
(D) A decision to transfer or discharge the
resident from the facility as specified in
§483.15(c)(1)(ii).
(ii) When making notification under paragraph
(9)(14)(i) of this section, the facility must
ensure that all pertinent information specified
in §483.15(c)(2) is available and provided
upon request to the physician.
(iii) The facility must also promptly notify the
resident and the resident representative, if
any, when there is-
(A) A change in room or roommate
assignment as specified in §483.10(¢e)(6); or
(B) A change in resident rights under Federal
or State law or regulations as specified in
paragraph (e)(10) of this section.
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(iv) The facility must record and periodically
update the address (mailing and email) and
phone number of the resident
representative(s).
§483.10(g)(15)
Admission to a composite distinct part. A
facility that is a composite distinct part (as
defined in §483.5) must disclose in its
admission agreement its physical
configuration, including the various locations
that comprise the composite distinct part,
and must specify the policies that apply to
room changes between its different locations
under §483.15(c)(9).
Based on record review and interview, the facility F 0580 ="" p=""> 07/12/2024
failed to follow up on a notification of a change of =" span="">
condition with a resident's physician, for 1 of 4 Preparation of execution of this
residents reviewed for physician notification. plan of correction does not
(Resident F) constitute admission or agreement
of provider of the truth of the facts
Finding includes: alleged or conclusions set forth on
the Statement of Deficiencies. The
Resident F's record was reviewed on 6/12/24 at plan of correction is prepared and
10:36 a.m. The diagnoses included, but were not executed solely because it is
limited to, stroke and cellulitis. required by the position of Federal
and State Law. The Plan of
A Nurse's Progress Note, dated 5/8/24 correction is submitted in order to
(Wednesday) at 3:57 p.m., indicated 2+ left lower respond to the allegation of
leg edema and 1+ right lower leg edema. The noncompliance cited during
resident had gained 2.5 pounds in two days. The complaint IN00434520 Survey on
resident stated he usually took an extra dose of 6/13/2024. Please accept this
Lasix (diuretic) when edema was present. The plan of correction as the provider's
physician was faxed the assessment information credible allegation of compliance.
and the resident and family were notified and Due to the scope and severity of
would be updated when the physician responded the deficiencies, Avalon Springs
to the notification. is requesting paper compliance.
Resident F had no negative
There was no documentation that indicated the outcome related to deficiency.
physician had responded to the fax sent to him on No other residents had concerns
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: SEXR11 Facility ID: 012766 If continuation sheet ~ Page 3 of 19
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5/8/24 at 3:57 p.m. and there was no follow up
phone call with the condition changes.

A Nurse's Progress Note, dated 5/9/24 at 5:51 a.m.,
indicated the resident complained of wheezing.
Wheezing was heard in the posterior bilateral
lobes of the lung. He denied a cough, shortness

of breath, or chest pain. There were no signs and
symptoms of respiratory distress. His oxygen
saturation was 97%. A fax was sent to the
physician.

A Skilled Charting Progress Note, dated 5/9/24 at
9 p.m., indicated the resident had 4+ left lower leg
edema and 3+ right lower leg edema. His breath
sounds were clear.

There had been no documentation which
indicated the physician had responded to the
faxes sent to him on 5/8/24 and 5/9/24 and there
was no follow up phone call with the condition
changes.

A Nurse's Progress Note, dated 5/10/24 at 3:07
a.m., indicated there was no wheezing in the lungs
and the edema of the right and left lower legs
continued. The facility was still waiting on a
response from the fax to the physician.

A Physician's Progress Note, dated 5/10/24 at 8:54
p.m., indicated the Physician assessed the

resident due to the edema that was secondary to
congestive heart failure and was associated with
the weeping of fluid from the legs. There was no
acute distress and the lungs were clear. There was
at least 3+ edema of the bilateral lower legs. The
Lasix was increased to 80 mg (milligrams) daily for
three days and potassium 40 milliequivalents daily
was ordered for three days. The physician
indicated the other medications the resident was

with physician notification.

and follow up response.

until 100% compliance is

needed.
=IIII b=llll>

Nurses will receive education
regarding physician notification

DHS/Designee will audit three
residents weekly for physician
notification and response for six
months, then quarterly thereafter

achieved. QAPI to make changes
and/or recommendations as

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

Event ID:

SEXR11

Facility ID: 012766

If continuation sheet

Page 4 of 19




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/15/2024
FORM APPROVED
OMB NO. 0938-039

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER
155795

B. WING

X2) MULTIPLE CONSTRUCTION
A. BUILDING

00

X3) DATE SURVEY

COMPLETED
06/13/2024

NAME OF PROVIDER OR SUPPLIER

AVALON SPRINGS HEALTH CAMPUS

STREET ADDRESS, CITY, STATE, ZIP COD
2400 SILHAVY ROAD
VALPARAISO, IN 46383

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIE
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

F 0694
SS=D
Bldg. 00

possibly contributing to the edema.

During an interview on 6/12/24 at 3:37 p.m., the
Director of Nursing indicated she was unable to
find further information of when or if the
physician responded to the faxed condition
change notifications.

A provider notification policy, dated 9/12/17 and
received as current from the RN Corporate Nurse,
indicated during non-office hour times, the nurse
was to notify the provider by phone if physician
intervention was needed. The provider was to be
notified by phone if there was an immediate need.
If the provider was paged, a call back was
expected to be within 15 minutes to one hour
depending on the severity of the concern. If the
facility was unable to reach the primary provider,
the Medical Director was to be notified. If there
had been no response to a fax by the provider
within 12 hours, the nurse on duty was to call the
physician.

3.1-5(a)(2)

483.25(h)

Parenteral/lV Fluids

§ 483.25(h) Parenteral Fluids.

Parenteral fluids must be administered
consistent with professional standards of
practice and in accordance with physician
orders, the comprehensive person-centered
care plan, and the resident's goals and
preferences.

Based on observation, record review, and
interview, the facility failed to care for peripherally
inserted central catheter (PICC line - long catheter
inserted through a peripheral vein for intravenous
treatments) in accordance with professional
standards of practice, related to lack of

F 0694

Residents E and C are no longer
in the facility.

Resident F had no negative
outcome related to deficiency.
Other residents with PICC lines
were audited for assessment,

07/12/2024
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measurement of the catheter length and arm dressing change, arm
circumference above the site, dressing changes to circumference and catheter
the sites, assessments of the site, and flushes of measurement.
the catheters, for 3 of 3 residents with PICC lines. Nurses will receive education
(Residents E, F, and C) regarding assessment and care of
PICC lines, including flushes,
Findings include: dressing changes, and
measurement of catheter and arm
1. During an observation on 6/12/24 at 10:55 a.m., circumference.
LPN 1 prepared and administered Resident E's DHS/Designee will audit residents
antibiotic of piperacillan tazobactam 3.3555mg in with PICC lines weekly for
50 cc's (cubic centimeters) of 0.9% normal saline assessment, dressing changes,
(NS). LPN 1 indicated she would use a 0.9% NS flushes, and measurement of
flush for the right upper arm PICC line lumen prior catheter and arm circumference
to the administration of the antibiotic. LPN 1 for six months, then quarterly
cleaned the PICC line's needleless connector with thereafter until 100% compliance
an alcohol prep pad, unclamped the PICC line is achieved. QAPI to make
lumen, and flushed the lumen with 10 cc's of 0.9% changes and/or recommendations
NS. She indicated she used 10 cc's of the NS for as needed.
the flush. The IV (intravenous) antibiotic
medication was then administered per the
Physician's Orders.
During an observation on 6/12/24 at 11:37 a.m.,
LPN 1 indicated the IV antibiotic had been infused
and she would be flushing the PICC line lumen
with 5 cc's of heparin (blood thinner) and another
10 cc's of 0.9% NS. She then removed the IV
tubing from the PICC line lumen and covered the
end of the tubing with a cap. She then wiped the
PICC line's needleless connector with an alcohol
prep pad and administered the 5 cc's of heparin
and then 10 cc's of 0.9% NS.
Resident E's record was reviewed on 6/13/24 at
10:39 a.m. The diagnoses included, but were not
limited to, Right leg cellulitis.
A Nursing Admission Assessment Observation
form, dated 6/6/24 at 6:17 p.m., indicated the
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resident had an intact cognitive status and there
was no I'V/central line present.

A Nurse's Progress Note, dated 6/6/24 at 6:29 p.m.,
indicated the resident arrived at the facility from
the hospital with right leg cellulitis and had
physician's orders for two IV antibiotics.

The Nursing Admission Assessment Observation
and Admission Nurse's Progress Note, both dated
6/6/24, had not documentation the resident had a
PICC line and there was no assessment of the
PICC line insertion site, measurement of the PICC
line catheter, and the right arm circumference.

A Nurse's Progress Note, dated 6/7/24 at 5:48 a.m.,
indicated the there was a double lumen PICC line
present and both ports had been flushed with
blood returned.

There was no assessment of the PICC line
insertion site, measurement of the PICC Line
Catheter, and the right arm circumference. The
Nurse's Progress Note had not indicated where
the double lumen PICC line was located.

The admission Physician's Orders, dated 6/6/24,
indicated the PICC line site was to be monitored
for signs and symptoms of infiltration every shift,
and the PICC lumens were to be flushed with 5
cc's of normal saline before and after the antibiotic
administration.

Physician's Orders, dated 6/12/24, indicated the
PICC Line dressing change was to be completed
every five days and the external catheter length
was to be measured and documented. The right
arm circumference was to be measured with the
PICC line dressing change.
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A Care Plan, dated 6/10/24 and revised on 6/12/24,
indicated a right upper extremity I'V was present
for antibiotic therapy. The interventions
indicated, complications from the IV would be
assessed - infection, dislodgement, infiltration,
phlebitis, fluid overload, dehydration, air embolus,
electrolyte imbalance, IV insertion site care would
be completed as ordered, the PICC site would be
observed for swelling, redness, tenderness, and
warmth, and the medication/flushes would be
administered as ordered.

The Medication Administration Record, dated
6/2024, indicated the first measurement of the
PICC line length and right arm circumference was
completed on 6/12/24 on the day shift.

During an interview on 6/12/24 at 11 a.m., LPN 1
indicated she had flushed the PICC lumen with 10
cc's of NS and the ordered was for 5 cc's of NS.

During an interview on 6/13/24 at 11:22 a.m., the
Director of Nursing (DON) indicated she was
unable to locate an assessment of the PICC line
insertion, dressing, catheter length, and arm
circumference upon admission into the facility.

2. During an observation on 6/13/24 at 8:37 a.m.,
LPN 2 entered Resident F's room to provide care
to the PICC line, located in the resident's right
upper arm, after the administration of the IV
antibiotic. She flushed the PICC line lumen with 5
cc's 0f 0.9% NS then 5 cc's of heparin, followed
with 5 cc's of NS.

Resident F's record was reviewed on 6/12/24 at
10:36 a.m. The diagnoses included, but were not

limited to, stroke and cellulitis.

An Admission MDS (Minimum Data Set)
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assessment, dated 5/2/24, indicated a moderately
impaired cognitive status, no antibiotics, and no
IV's or IV medication.

A Nurse's Progress Note, dated 5/28/24 at 4:33
p.m., indicated the resident had returned from a
hospital leave of absence and had a PICC line in
the right upper arm. He was diagnosed with
cellulitis and was to receive vancomycin through
the PICC line every 18 hours for four weeks.

A Care Plan, dated 5/29/24, indicated a PICC line
was present. The interventions included, the
Physician would be notified an any complication,
complications from the IV would be assessed
every shift and as needed for infection, electrolyte
imbalance, air embolus, dislodgement, infiltration,
phlebitis, fluid overload, and dehydration, PICC
line site care would be completed as ordered, the
PICC site would be assessed for swelling,
redness, tenderness, and warmth, and the
medication/flushes would be administered as
ordered by the Physician.

There was no documented assessment of the
PICC site, length of the catheter, and arm
circumference upon admission.

The Physician's Orders, dated 5/29/24, included
the PICC dressing change was to be completed

every five days and the external catheter length

was to be measured with the dressing change.

The Medication Administration Record, dated
6/2024, indicated the PICC dressing had been
changed on 6/2/24. There was no measurement of
the catheter length. The dressing change and
measurement of the catheter length on 6/7/24 had
not been completed and was documented as not
administered/not previously done for the reason
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the change had not occurred.

There were no measurements of the right arm
circumference in the Nurses' Progress Notes and
the Medication Administration Record from
5/29/24 through 6/12/24.

During an interview on 6/12/24 at 12:15 p.m., the
DON was made aware of the concerns of the
dressing changes not completed, assessments of
the PICC catheter length and arm circumference
not not assessed.

During an interview on 6/12/24 at 3:37 p.m., the
DON indicated she was unable to find further
information in regard to the concerns.

3. Resident C's closed record was reviewed on
6/12/24 at 1:42 p.m. The diagnoses included, but
were not limited to, infection to a surgical site.

An Admission Observation and Assessment,
dated 4/11/24 at 4 p.m., indicated a PICC line was
present and the dressing was dry and intact.

A Nurse's Progress Note, dated 4/11/24 at 7:13
p.m., indicated the resident arrived at the facility
by ambulance, was oriented to the room, call light,
medications, and meal times.

There was no location of the PICC line,
assessment of the site, measurement of the
external catheter, or measurement of the arm
circumference documented on the assessment or
in the Admission Progress Notes.

A Physician's Order, dated 4/11/24, indicated the
PICC line dressing change was to be completed
every five days and as needed.
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A Care Plan, dated 4/12/24, indicated IV
medication was required. The interventions
indicated the physician would be notified if there
were complications, assessments every shift and
as needed would be completed for complications
of infection, electrolyte imbalance, air embolus,
dislodgement, infiltration, phlebitis, fluid overload,
and dehydration. The IV site care would be
completed as ordered by the physician, the IV site
would be assessed for swelling, redness,
tenderness, and warmth, and the the medications
and flushes would be administered as ordered.

An Admission MDS assessment, dated 4/14/24,
indicated an intact cognitive status, received and
antibiotic, had IV medications and an IV access.

The MAR, dated 4/2024, indicated the PICC
dressing change was scheduled on 4/12/24,
4/17/24, 4/22/24, and 4/27/24. The MAR indicated
the dressing was changed on on 4/12/24, 4/17/24,
and 4/27/24. The length of the catheter was not
measured on 4/17/24 and 4/27/24. The arm
circumference was not measured on 4/12/24,
4/17/24, and 4/27/24. The MAR indicated the
dressing had not been completed on 4/22/24
because it had been completed on 4/21/24. There
was no documentation that indicated the dressing
change had been completed or the external
catheter and arm circumference was measured on
4/21/24 on the MAR dated 4/2024 and in the
Nurses' Progress Notes, dated 4/21//24.

The MAR, dated 4/2024, indicated the PICC line
site had not been assessed for swelling, redness,
tenderness, and warmth from 4/11/14 through
4/27/24.

During an interview on 6/12/24 at 3:33 p.m., the
DON indicated she was unable to locate any
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further information on the PICC line care and
dressing change.

During the Exit Conference on 6/13/24 at 4:14 p.m.,
the DON indicated she was unable to find any
further information on the PICC line care for
Residents E, F, and C.

The facility policy for infusion therapy, dated
12/2015 and received as current from the
Employee Experience Manager, indicated the
upper arm circumference should be measured on
admission and monitored for swelling possibly
caused by infiltration. The external catheter length
should be monitored on admission and with each
dressing change for outward migration of the
catheter.

This citation relates to Complaint IN00434520.
3.1-47(a)(2)

F 0880 483.80(a)(1)(2)(4)(e)(f)

§S=D Infection Prevention & Control

Bldg. 00 | §483.80 Infection Control
The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent
the development and transmission of
communicable diseases and infections.

§483.80(a) Infection prevention and control
program.

The facility must establish an infection
prevention and control program (IPCP) that
must include, at a minimum, the following
elements:

§483.80(a)(1) A system for preventing,
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identifying, reporting, investigating, and
controlling infections and communicable
diseases for all residents, staff, volunteers,
visitors, and other individuals providing
services under a contractual arrangement
based upon the facility assessment
conducted according to §483.70(e) and
following accepted national standards;

§483.80(a)(2) Written standards, policies,
and procedures for the program, which must
include, but are not limited to:

(i) A system of surveillance designed to
identify possible communicable diseases or
infections before they can spread to other
persons in the facility;

(ii) When and to whom possible incidents of
communicable disease or infections should
be reported;

(iii) Standard and transmission-based
precautions to be followed to prevent spread
of infections;

(iv)When and how isolation should be used
for a resident; including but not limited to:
(A) The type and duration of the isolation,
depending upon the infectious agent or
organism involved, and

(B) A requirement that the isolation should be
the least restrictive possible for the resident
under the circumstances.

(v) The circumstances under which 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; and

(vi)The hand hygiene procedures to be
followed by staff involved in direct resident
contact.
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§483.80(a)(4) A system for recording
incidents identified under the facility's IPCP
and the corrective actions taken by the
facility.
§483.80(e) Linens.
Personnel must handle, store, process, and
transport linens so as to prevent the spread
of infection.
§483.80(f) Annual review.
The facility will conduct an annual review of
its IPCP and update their program, as
necessary.
Based on observation, interview, and record F 0880 Resident E is no longer in the 07/12/2024
review, the facility failed to ensure staff were facility.
aware of which residents were in Enhanced Barrier Resident F had no negative
Precautions (EBP), failed to ensure correct outcome related to deficiency.
Personal Protective Equipment (PPE) was used by Residents were audited for
staff members (CNA 3 and LPN 2) when providing Enhanced Barrier Precautions,
care to a resident who was in EBP, and failed to including appropriate signage and
ensure staff removed soiled gloves and washed PPE.
hands after touching contaminated surfaces, for 1 Education was provided regarding
of 3 residents observed for infection control and enhanced Barrier Precautions.
EBP (Resident F) This had the potential to affect 2 Staff will receive additional
residents with PICC lines (peripherally inserted education regarding Enhanced
central catheter - long catheter inserted through a Barrier Precautions, Hand
peripheral vein for intravenous treatments). Hygiene, PPE, and glove
(Residents E and F). changes.
DHS/Designee will audit three
Findings include: employees weekly covering all
shifts for hand hygiene including
1. During the initial tour of Hall 100 on 6/12/24 at glove changes, and following
8:49 a.m., LPN 1 indicated Residents E and F had Enhanced Barrier Precautions for
PICC lines in place. There were no signs on the six months, then quarterly
entry doors to Resident E and F's rooms that thereafter until 100% compliance
indicated the residents were on EBP. There was is achieved. QAPI to make
no cart outside the rooms that indicated the changes and/or recommendations
resident's were on EBP. as needed.
DHS/Designee will audit three
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During an interview on 6/12/24 at 9 a.m., Resident
Care Associate 4 indicated she was not a CNA
and could only make beds, pass ice waters, and
other non-resident care duties. She stated she was
trained by a CNA to wear gloves when changing
the beds and only use gowns if the resident was

in isolation. She was unsure about EBP
precautions.

During an interview on 6/12/24 at 9:05 a.m., CNA
5, indicated if a resident was on EBP, there would
be a sign on the door and an isolation cart outside
the door. The sign on the door would tell staff to
contact the nurse before entering.

During an interview and observation on 6/12/24 at
9:09 a.m., CNA 3 indicated if a resident was on
EBP they would have a sign on their door. The
staff were to don a gown and gloves for residents
with IV's, catheters, and wounds. She indicated
she had received education on EBP. CNA 3 then
answered the Resident F's call light. Resident F
was in the bathroom sitting on the toilet. CNA 3
donned gloves and stood next to the toilet to
assist the resident. CNA 3 was stopped and asked
about EBP and she indicated the resident had a
PICC. She removed the gloves and went to the
closet for a gown and indicated no one had
restocked the gowns. She then left the room and
brought a packet of gowns to the room and placed
in the closet, donned the gown and gloves and
assisted the resident with the care.

During an interview on 6/12/24 at 9:15 a.m., the
LPN Infection Control Nurse indicated there were
suppose to be signs on the resident's doors that
indicated they were in EBP. The gowns, gloves,
and masks were to be kept in the closet of each
resident. She indicated there were no signs on
Resident E and F's doors.

residents weekly covering all shifts
for Enhanced Barrier Precautions,
including signage and PPE for six
months, then quarterly thereafter
until 100% compliance is
achieved. QAPI to make changes
and/or recommendations as
needed.
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During an interview 6/12/24 at 9:45 a.m., the LPN
Infection Control Nurse indicated she had not had
an all staff education on EBP. She had completed
education during, "staff huddles" (hallway
meetings). She had not had staff sign their names
to indicate the education had been completed.

a) During an observation on 6/12/24 at 11:37 a.m.,
Resident E was observed with a PICC line inserted
into the right upper arm.

Resident E's record was reviewed on 6/13/24 at
10:39 a.m. The diagnoses included, but were not
limited to, Right leg cellulitis.

A Nurse's Progress Note, dated 6/6/24 at 6:29 p.m.,
indicated the resident arrived at the facility from
the hospital with right leg cellulitis and had
physician's orders for two IV antibiotics.

A Care Plan, dated 6/10/24, indicated EBP was
required related to a PICC line being present. The
interventions included, hand hygiene would be
performed before and after care. A gown and
gloves were to be used during indwelling device
care (PICC) and all high contact care.

b) During an observation on 6/12/24 at 10:33 a.m.,
Resident F was observed with a PICC line inserted
in his right upper arm.

Resident F's record was reviewed on 6/12/24 at
10:36 a.m. The diagnoses included, but were not
limited to, stroke and cellulitis.

A Nurses Progress Note, dated 5/28/24 at 4:33
p.m., indicated the resident had returned from a
hospital leave of absence and had a PICC line in
the right upper arm. He was diagnosed with
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cellulitis and was to receive vancomycin
(antibiotic) through the PICC line every 18 hours
for four weeks.

A Care Plan, dated 5/29/24, indicated EBP was
required related to a PICC line was present. The
interventions included, hand hygiene would be
performed before and after care. A gown and
gloves were to be used during indwelling device
care (PICC) and all high contact care.

2. During an observation on 6/13/24 at 8:37 a.m.,
LPN 2 entered Resident's F's room to tend to the
PICC line. The antibiotic administered through
the PICC line had been completed, needed to be
unhooked, and the PICC line flushed. There was a
sign on the entry door that indicated the resident
was on EBP.

LPN 2 washed her hands and donned gloves,
prepared the normal saline and heparin flushes
and started to initiate care and was stopped and
she was asked about EBP. She indicated the
resident was on EBP and stopped the PICC line
care. She removed her gloves, washed her hands,
donned a gown, mask, and new gloves. Prior to
initiating the flushes, she picked up the trash can
in the room, and pushed a gown that had been
thrown away down into the the trash can, and
moved the trash can next to her. She then started
to pick up the normal saline flush syringe and was
stopped prior to initiating the care. She
acknowledged she should have changed gloves
and washed her hands. LPN proceeded to remove
gloves, washed her hands, and donned new
gloves prior to the PICC care being initiated.

An enhanced barrier precautions policy, dated
4/1/24, and received from the LPN Infection
Control Nurse as current, indicated PPE was to be
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R 0000

Bldg. 00

used even if blood and body fluid exposure was
not anticipated. Staff were to wear gloves and
gowns during high-contact care activities. EBP
was to be used for residents with central lines and
any indwelling medical device.

A facility handwashing policy, dated 2/9/17, and
received as current from the Corporate RN,
indicated all health care workers were to utilize
hand hygiene frequently and appropriately and
were to complete hand hygiene after removing
gloves and after resident equipment was touched.

This citation relates to Complaint IN00434520.

3.1-18(b)

This visit was for the Investigation of Residential
Complaint IN00431432. This visit included the
Investigation of Nursing Home Complaints
IN00434520 and IN00435800.

Complaint IN00431432 - No deficiencies related to
the allegations are cited.

Complaint IN00434520 - Federal/State deficiencies
related to the allegations are cited at F694 and
F880.

Complaint IN00435800 - No deficiencies related to
the allegations are cited.

Unrelated deficiency is cited.
Survey dates: June 12 & 13,2024

Facility number: 012766
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Residential census: 55
Avalon Springs Health Campus was found to be
in compliance with 410 IAC 16.2-5 in regard to the
Investigation of Residential Complaint
IN00431432.
Quality review completed on 6/17/24.
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