
                             ALABAMA DEPARTMENT OF PUBLIC HEALTH
                                  DIVISION OF HEALTH CARE FACILITIES
                                                   ASSISTED LIVING UNIT
                                              STATEMENT OF DEFICIENCY

                               BRAD LEE SENIOR LIVING CENTER, BLDG. #2
                                                  1616 5TH AVENUE NORTH
                                                BESSEMER, ALABAMA 35020

                                    SURVEY DATES:  07/12/2005 TO 07/21/2005
                                                         EVENT #:  4ILE11

The following are deficiencies cited during this survey and require a plan of correction:  This is a
16 bed group assisted living facility with a census of 9 on survey date of 07/12/2005.  

******************************************************************************

420-5-4-.03(1)(a) The Assisted Living Facility Governing
Authority.  An assisted living facility shall have an identified
sole proprietorship, corporation, partnership, limited
partnership, or other business entity that is its governing
authority, or it shall have a designated individual or group of
designated individuals who serve as its governing authority. The
governing authority shall be responsible for implementing
policies for the management and operation of the facility, and
for appointing and supervising the administrator who is
responsible for overall management and the day-to-day operation
of the facility. In family and group assisted living facilities,
the governing authority and the administrator may be the same
individual. A facility must give complete information to the
Department identifying:

This rule is not met as evidenced by:

Based on observations, interviews, and a review of the facility’s
documentation the surveyor determined that the governing
authority failed to implement policies for the management and
operation of the facility:  The following deficiencies were cited
in this survey to support this deficiency as follows: 

420-5-4-.03(1)(c) Policies  The facility did not have 1 out of
the 9 required policies and procedures.  Additionally, the
facility failed to follow their policy and procedure on
allegations of abuse, neglect and exploitation.  
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420-5-4-.05(3)(f) Incident Investigation.  The facility failed to
complete incident report and document investigations of reported
theft of two resident’s money.  The facility also failed to
complete an incident report and document the investigation of an
elopement and did not report this elopement to the Department of
Public Health with 24 hours as required.  Additionally, the
facility failed to document on the incident reports the
information required by the regulations.  

420-5-4-.05(3)(g)2.  Free from abuse, neglect, and exploitation.
The facility failed to ensure that residents were free from
neglect by not implementing a system to ensure they did not have
staff smoking crack and working under the influence at the
facility.  The facility also failed to ensure that a resident was
free of neglect by having a plan of care in place for the first
elopement and not following it and this allowed for another
elopement with injury.  The facility failed to complete incident
report and document investigations of reported theft of two
resident’s money.

**The surveyor requested an immediate facility intervention to
remove this risk of harm to the residents.  

420-5-4-.06(1) Medical Direction and Supervision. The facility
failed to ensure that the medical care of the residents were
under the direction and supervision of a physician.  The facility
failed to follow written orders, i.e. one resident received
medications without an order after returning from the hospital;
two residents had orders for blood sugar checks and received
insulin injections per a sliding scale and the blood sugar
results and/or the amount of insulin given was not always  
documented on the MARs; there is no evidence that one resident on
a sliding scale had the physician contacted when the blood sugar
was over 350, and insulin was given instead with no documented
orders; two residents had orders for antibiotics and it is not
documented on MARs that they received it, nor do residents
remember receiving it; and one residents medication was not
correct and was given.

420-5-4-.06(2)(c)  Health Observation.  The facility failed to
provide general observation and health supervision of  a resident
to develop awareness of changes in all his/her health condition
and physical abilities, and awareness of the need for medical
attention or nursing services.  The facility also failed to be
aware of a resident changes that allowed for an elopement with
injury.

**The surveyor requested an immediate facility intervention to
remove this risk of harm to the residents.

420-5-4-.06(4)(d) Medications that staff is not allowed to assist
with.  Unlicensed staff performing blood sugar checks on RI #1
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and RI #6, drawing up the insulin and giving injections according
to the blood sugar sliding scale.  

420-5-4-.06(4)(e) Licensed staff to give medications to residents
who are unaware of their medications. RI #8 is blind and cannot
protect himself from medication error, and had unlicensed staff
administering his/her medications.  

420-5-4-.06(4)(h) Medications contemporaneously recorded.
Medications were not contemporaneously recorded on the form that
facility chose to use to document when assisted with the
medications.  RI #1 and RI #6 had blood sugar checks done 3 to 4
times a day and were on a sliding insulin scale and there was
lack of documentation as to what the blood sugar checks were and
how much insulin was received.  

420-5-4-.06(4)(i) Medication Administration Record.  The facility
failed to ensure that a medication the resident had orders for
was written on the MARs.  RI #5 has an order for Bactrim and it
was never written on the MARs or initialed  that the resident
received it.  

420-5-4-.06(4)(k) A system to maintain controlled substances.
The facility failed to maintain a system that would accurately
account for all controlled substances in its possession.  RI #8
received Ativan twice a day and on 5/27/05 the facility received
60 Ativan that was not documented nor accounted for on the
control sheet.  There were several other times that the count was
wrong, the administrator was made aware of, the count was fixed,
and no investigation was done.  

420-5-4-.12.(3)(p) Call System.  The facility failed to ensure
there was an electronic call system in all the resident's
bathrooms.  

*****************************************************************

420-5-4-.03(1)(c) Policies. An assisted living facility shall
establish and implement written policies and shall be responsible
for development of, and adherence to, procedures implementing
those policies. The policies and procedures shall be made
available to residents, any guardians, next of kin, sponsoring
agency(ies), or representative payee(s). Policies shall cover the
following: 

1. How allegations of abuse, neglect, and exploitation will be
handled by the facility.

2. Admission and continued stay criteria.

3. Discharge criteria and notification procedures for residents
and sponsors.
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4. Facility responsibility when a resident's personal belongings
are lost.

5. What services the facility is capable and not capable of
providing.

6. Medication assistance.

7. Meal service, timing, menus and food preparation, storage, and
handling.

8. Fire drills, fire alarm system, sprinkler and fire
extinguisher checks, and disaster preparedness.

9. Staffing and conduct of staff while on duty.

This rule is not met as evidenced by:

Based on an interview and a review of the facility’s
documentation the surveyor determined that the facility failed to
ensure that they had all required policies and procedures.
Additionally the facility failed to follow their policy and
procedure on allegations of abuse, neglect and exploitation.  

Findings:

On 07/19/05 at 9:10 A.M., the surveyor requested the policies and
procedures from EI #1, Administrator and reviewed them.  The
surveyor noted that there was no policy and procedure for Fire
Drills, Fire Alarm System, Sprinklers and Fire Extinguisher
checks.  The surveyor asked EI #1 if he had this policy in
another book and he said no.  

On 07/19/05 at 1:45 P.M., the surveyor reviewed the facility’s
policy and procedure on abuse, neglect and exploitation (dated
October 19, 2002) and noted that it was written:

Under the Procedures:

“An incident report form will be completed by the person
receiving the allegation of abuse, neglect and/or exploitation
and immediately reported to the director of Brad-Lee Senior
Living.”

“The director will conduct interviews with all parties involved
and complete a written report of the findings.  The findings will
then be reported to the Department of Public Health, Division of
Health Care Facilities, Specialty Care Assisted Living Facility
or Assisted Living Facility Toll-Free Hotline.“ 

On 07/14/05 at 11:00 A.M., the surveyor asked the residents at a
resident meeting if anyone had ever had their property stolen or
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destroyed. RI #6 said that he/she had $30 and $26 taken. RI #6
was unable to give the dates.  RI #9 said that he/her had $30
taken about a month ago.  RI #6 and #9 both said they reported
the missing money to EI #1, Administrator.  

On 07/14/05 at 1:50 P.M., the surveyor interviewed EI #1 and
stated “RI #6 and RI #9 have reported money being stolen, but I
did not see any incident report on this?  According to your
policy someone should have filled out an incident report and
completed an investigation.  This is also a requirement in the
state regulations.”  EI #1 said that he was aware of money being
reported missing and one time he found RI #6’s missing money and
he didn’t have anything documented on any of the reported missing
money.

***************************************************************

420-5-4-.04(3)(a) The Administrator.

1. The administrator shall be a direct representative of the
governing authority in the management of the assisted living
facility and shall be responsible to the governing authority for
the proper performance of his or her duties. Any individual
employed as an administrator shall meet all applicable statutory
requirements.

2. There must be an individual authorized in writing to act for
the administrator during absences.

3. The administrator shall ensure that residents who have health
or safety needs beyond the capability of the facility will be
safely transferred or discharged to an appropriate setting.

4. The administrator shall ensure that facility staff members
observe each resident for changes in health and physical
abilities and obtain appropriate medical attention when needed.

5. The administrator shall ensure that plans of care for all
residents are current and appropriate. This shall include the
prearranged discharge plan.

This rule is not met as evidenced by:

Based on interviews, observations, and a review of the facility’s
documentation the surveyor determined that the administrator
failed to be responsible to the governing authority  for the
proper performance of his or her duties to include oversight that
required documentation was received and kept, that documentation
was completed according the regulations, that staff was trained
appropriately on medication administration, and the facility was
kept clean.  The administrator also failed to insure that
residents who have health or safety needs beyond the capability
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of the facility were safely transferred or discharged to an
appropriate setting.  Additionally, the administrator failed to
ensure that plans of care for all residents were current and
appropriate. The following deficiencies were cited:

Findings: 

420-5-4-.03(1)(c) Policies  The facility did not have 1 out of
the 9 required policies and procedures.  Additionally, the
facility failed to follow their policy and procedure on
allegations of abuse, neglect and exploitation.  

420-5-4-.05(3)(d) Plan of Care.  The facility failed to have the
plan of care current, reviewed and updated when there was any
significant change in the resident’s condition, after each
hospitalization and at other appropriate times.  RI #3 did not
have a care plan initiated for potential falls when the resident
had received 20 sutures in a fall, change in ADLs because of the
injury,  potential for infection, after  being hospitalized for
infection to the leg.  RI #5  did not have a care plan initiated
for urinary tract infections, when he/she was admitted to the
facility nor after having 3 in a 6 month period.  RI #8 did not
have a care plan updated when he/she became unable to protect
himself/herself from medication error when cognitive ability  and
eye sight declined and unlicensed staff continued to assist with
his/her medications. 

420-5-4-.05(3)(f) Incident Investigation.  The facility failed to
complete incident report and document investigations of reported
theft of two resident’s money.  The facility also failed to
complete an incident report and document the investigation of an
elopement and did not report this elopement to the Department of
Public Health with 24 hours as required.  Additionally, the
facility failed to document on the incident reports the
information required by the regulations.  

420-5-4-.05(3)(g)2.  Free from abuse, neglect, and exploitation.
The facility failed to ensure that residents were free from
neglect by not implementing a system to ensure they did not have
staff smoking crack and working under the influence at the
facility.  The facility also failed to ensure that a resident was
free of neglect by having a plan of care in place for the first
elopement and not following it and this allowed for another
elopement with injury.  The facility failed to complete incident
report and document investigations of reported theft of two
resident’s money.

**The surveyor requested an immediate facility intervention to
remove this risk of harm to the residents.

420-5-4-.06(1) Medical Direction and Supervision. The facility
failed to ensure that the medical care of the residents were
under the direction and supervision of a physician.  The facility
failed to follow written orders, i.e. one resident received
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medications without an order after returning from the hospital;
two residents had orders for blood sugar checks and received
insulin injections per a sliding scale and the blood sugar
results and/or the amount of insulin given was not always  
documented on the MARs; there is no evidence that one resident on
a sliding scale had the physician contacted when the blood sugar
was over 350, and insulin was given instead with no documented
orders; two residents had orders for antibiotics and it is not
documented on MARs that they received it, nor do residents
remember receiving it; and one residents medication was not
correct and was given.

420-5-4-.06(2)(c)  Health Observation.  The facility failed to
provide general observation and health supervision of  a resident
to develop awareness of changes in all his/her health condition
and physical abilities, and awareness of the need for medical
attention or nursing services.  The facility also failed to be
aware of a resident changes that allowed for an elopement with
injury.

**The surveyor requested an immediate facility intervention to
remove this risk of harm to the residents.

420-5-4-.06(4)(d) Medications that staff is not allowed to assist
with.  Unlicensed staff performing blood sugar checks on RI #1
and RI #6, drawing up the insulin and giving injections according
to the blood sugar sliding scale.

420-5-4-.06(4)(e) Licensed staff to give medications to residents
who are unaware of their medications. RI #8 is blind and cannot
protect himself from medication error, and had unlicensed staff
administering his/her medications.  

420-5-4-.06(4)(h) Medications contemporaneously recorded.
Medications were not contemporaneously recorded on the form that
facility chose to use to document when assessing with
medications.  Most concerning is RI #1 and RI #6 had blood sugar
checks done 3 to 4 times a day and were on a sliding insulin
scale and there was lack of documentation as to what the blood
sugar checks were and how much insulin was received.  

420-5-4-.06(4)(i) Medication Administration Record.  The facility
failed to ensure that a medication the resident had orders for
was written on the MARs.  RI #5 has an order for Bactrim and it
was never written on the MARs or initialed  that the resident
received it.  

420-5-4-.06(4)(k) A system to maintain controlled substances.
The facility failed to maintain a system that would accurately
account for all controlled substances in its possession.  RI #8
received Ativan twice a day and on 5/27/05 the facility received
60 Ativan that was not documented on the control sheet as
receiving it.  There were several other times that the count was
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wrong, the administrator was made aware of, the count was fixed,
and no investigation was done.  

420-5-4-.07(2)(c)5.  Leftover foods.  Food was in the
refrigerator that was not labeled and food was also labeled and
still in the refrigerator and 3 days had lapsed.

420-5-4-.08((4)(h) Refrigerators kept clean.    There were 2
refrigerators in the kitchen that had dried splattered substance
on the handles and the front of them.  

420-5-4-.10(1)(e) Toilet Room Cleanliness.  There were 5 out of 6
residents bathrooms checked and were found to be unclean.   The
was soap scum and mold  in showers,  soap scum on sinks, toilets
with dried substance above the water line, and   floors that were
black when wiped with a wet tissue paper.

420-5-4-.10(2)(c) Resident Bedrooms.  The facility failed to keep
3 out of 6 resident’s bedrooms clean.  RI #1 and RI #2’s rooms
smelled like urine and ones bed was made up wet and the other had
a dry stained mattress.  RI #2 and RI #4’s furniture in their
rooms were so dusty that when surveyor rubbed her finger across
the result was thick dry dust balls.  

420-5-4-.12.(3)(p) Call System.  The facility failed to ensure
there was an electronic call system in all the resident's
bathrooms.

*****************************************************************

420-5-4-.05(3)(d) Plan of Care. There shall be a written plan of
care developed for each resident prior to or at the time of
admission. The plan of care shall be based on the medical
examination, diagnoses, and recommendations of the resident’s
treating physician. The plan of care shall be developed in
cooperation with the resident and, if appropriate, the sponsor.
It shall document the personal care and services required from
the facility by the resident. This plan shall be kept current,
reviewed and updated when there is any significant change in the
resident’s condition, after each hospitalization, and at other
appropriate times. It shall in all cases be reviewed and updated
at least annually by the attending physician. In addition to
other items that may be required by the facility’s own policies
and procedures, it shall contain the following: 

1. A listing of the resident’s needs or problems that require
intervention by the facility, such as behavioral symptoms, weight
loss, falls, and therapeutic diets.

2. A description of the assistance with activities of daily
living required by the resident (assistance needed with
medications, dressing, bodily hygiene, ambulating, diet, and
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activities affecting personal safety, for example). As changes in
medication and personal services become necessary, the plan of
care shall be promptly updated and all changes shall be
documented. 

3. Written documentation that the facility has devised a plan to
transfer the resident to a hospital, nursing home, specialty care
assisted living facility, or other appropriate setting if and
when the facility becomes unable to meet the resident’s needs.
The resident's preference, if any, with respect to any particular
hospital, nursing home, or specialty care assisted living
facility shall be recorded. The facility shall keep written
documentation that demonstrates the transfer plan has been
thoroughly explained to the resident or sponsor, as appropriate,
and that the resident or sponsor understands the transfer plan. 

4. The procedure to follow in case of serious illness, accident
or death to the resident (including the name and telephone number
of the physician to be called, the names and telephone numbers
and addresses of family members or sponsor to be contacted, the
resident’s or, if appropriate, the sponsor’s wishes with respect
to disposition of personal effects, and the name and telephone
number of the funeral home to be contacted). 

5. A copy of any outside provider's certification and plan of
care, such as the current Home Health Certification and Plan of
Care (HCFA Form 485/487) for each resident receiving care from an
outside provider.

This rule is not met as evidenced by:

Based on an interview and a review of the facility’s
documentation the surveyor determined that the facility failed to
keep the plan of care current, reviewed and updated when there
was any significant change in the resident’s condition, after
each hospitalization, and at other appropriate times.

Findings:

1.) RI #3:

On 07/19/05 at 10:00 A.M., the surveyor reviewed RI #3’s record
and noted that the resident was admitted to the hospital with
right leg pain and swelling on 07/04/05 and discharged 07/12/05.
The History and Physical documented that “EI #3 fell
approximately 10 days ago and ....lateral aspect of his/her calf,
sutured with approximately 20 sutures.  The History and Physical
is documented that RI #3 has right lower extremity deep vein
thrombosis and Right leg wound infection/cellulitis. 
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On 07/20/05 at 1:40 P.M., the surveyor interviewed EI #5,
LPN. The surveyor asked EI #5 if RI #3 had a care plan/plan of
care that addressed his/her fall at the facility that resulted in
an injury and she said no.  The surveyor asked EI #5 if RI #3 had
an updated care plan/plan of care since he/she was hospitalized
and returned on 07/12/05 and she said no.  The surveyor asked EI
#5 does RI #3 have a care plan/plan of care to address her ADLs
because of injury to leg, one for skin integrity or one for
potential of infection and EI #5 said no home health is coming to
see RI #3.

2.) RI #5:

On 07/20/05 at 2:50 P.M., the surveyor reviewed RI #5’s record.
The surveyor noted that RI #5 had been admitted on 07/08/04.  On
the medical exam dated 07/08/05 the resident has a diagnosis of
Delirium NOS, Psychotic Disorder NOS, Dementia NOS, HTN, CAD,
History of head injury, low potassium, high calcium low
phosphorus and urinary tract infection.   On 01/24/05, 03/28/05,
and 07/06/05 RI #3 was ordered Bactrim for a urinary tract
infection.  

The surveyor interviewed EI #5, LPN and asked if RI #5 had a
plan of care/care plan or interventions to decrease the risk of
UTIs when he/she was admitted and had it been updated since the 3
infections that he/she has had since.  EI #5 said no. 

3.) RI #8:

On 07/20/05 at 2:00 P.M., the surveyor reviewed RI #8’s record
and noted that he/she was admitted on 09/02/94.  On the medical
exam dated 11/30/04 RI #8 has a diagnosis of HTN, glaucoma, DJD,
CAD, and Hypothyroidism.  

     On 07/21/05 at 11:05 A.M., the surveyor interviewed RI #8.
The surveyor said “I would like for you to look at your
medicines.” RI #8 said “I can’t see.”  The surveyor showed RI #8
a card of medications and asked if he/she could see them and
he/she said no.  The surveyor asked “How do you know if they are
right?”  RI #8 said “I take it for granted they know what they
are doing.”  The surveyor stated “The last time I was here you
were able to identify your medications for me by the shape, size
and how they felt, can you still do that?”  RI #8 said “no mam.”
The surveyor stated “You also had Velcro on your cards to
identify the times of the medications, do you still do that?”  RI
#8 said “no mam.”  RI #8 had no way to protect himself/herself
from medication error.  

On 07/20/05 at 2:30 P.M., the surveyor interviewed EI #5,
LPN and asked if RI #8 was still using Velcro to identify his/her
times of medications and can he/she still identify medications by
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shape and size what they are and she said no.  The surveyor asked
EI #5 if RI #3’s care plan on Altered Sensory Perception Vision
had been updated since 08/24/04 and she said no. This care plan
was not updated when he/she became unable to protect
himself/herself from medication error when eye sight declined.

*****************************************************************

420-5-4-.05(3)(f)  Incident Investigation.

1.  When an incident, as defined below, occurs in an assisted
living facility, the facility administrator shall be immediately
notified, the facility shall conduct an investigation, and
appropriate interventions shall be devised and implemented
immediately.  A detailed and accurate report shall be completed
with 24 hours of the incident.  The report shall be given
immediately upon completion to the administrator for review.  The
entire investigative file shall be made available for inspection
and copying by representatives of the Alabama Department of
Public Health upon request.  The entire investigative file means
the incident report itself and all records and documents created
or reviewed in connection with the investigation.  Interventions
devised as a result of the investigation shall be included in a
resident record that is available to the personal care staff.  In
addition to other items required by the facility’s policies and
procedures, the incident report shall contain the following:  

1. Circumstances under which the incident occurred. 

2. When the incident occurred (date and time). 

3. Where the incident occurred (for example, bathroom, bedroom,
street, or lawn). 

4. Immediate treatment rendered.

5. Names, telephone numbers, and addresses of witnesses. 

6. Date and time relatives or sponsor were notified.

7. Out-of-facility treatment. 

8. Symptoms of pain and injury discussed with the physician, and
the date and time the physician was notified.

9. The extent of injury, if any, to the affected resident or
residents. 

10. Follow-up care and outcome resolution.
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11. The action taken by the facility to prevent the occurrence of
similar incidents in the future.

2.  Incidents which require investigation are:  

(i) An accident or injury of known or unknown origin that was
unusual or suspicious in nature or for which medical treatment
was sought.  

(ii) A fracture or an injury resulting in hospitalization. 

(iii) The onset of wandering behavior by any resident who is not
fully cognitively intact; 

(iv) A resident who is missing from the facility without staff
knowledge; 

(v) Sexual contact or a report of sexual contact between a
resident and a staff member of the facility; 

(vi) Sexual contact or a report of sexual contact between
residents of the facility when such contact is not freely
consented to by both residents or when one of the residents is
incapable of consenting to sexual contact by reason of mental
impairment; 

(vii) Physical abuse or verbal abuse or emotional abuse, or a
report of such abuse, directed at a resident by a staff member or
visitor of the facility; 

(viii) Resident on resident physical abuse; 

(ix) Theft or the reported theft of the money or personal
belongings of a resident; 

(x) An outbreak of a contagious disease or condition among
residents (for example, influenza, methicillin resistant
Staphylococcus aureus, or scabies); 

(xi) A fire, earthquake, storm, other act of God or other
occurrence (for example, a natural gas leak or a bomb threat)
that causes physical damage to the building in which the facility
is located, or that results in the evacuation or partial
evacuation of the facility; 

(xii) Intentional self-inflicted injury, suicide, or suicide
attempt by a resident; 

(xiii) An unplanned occurrence that results in media attention; 

Page 12 of 43



(xiv) A medication error, including overdose, that results in a
resident being hospitalized; 

(xv) Ingestion by a resident of a toxic substance that requires
medical intervention; 

(xvi) A food-borne outbreak; or 

(xvii) A malfunction of the sprinkler system, or fire alarm
system.

3.  In addition, the following shall be reported to the Assisted
Living Facilities Report Hotline:  

(i) A fracture or an injury resulting in hospitalization. 

(ii) A resident who is missing from the facility without staff
knowledge; 

(iii) Sexual contact or a report of sexual contact between a
resident and a staff member of the facility; 

(iv) Physical abuse or verbal abuse or emotional abuse, or a
report of such abuse, directed at a resident by a staff member or
visitor of the facility; 

(v) A fire, earthquake, storm, other act of God or other
occurrence (for example, a natural gas leak or a bomb threat)
that causes physical damage to the building in which the facility
is located, or that results in the evacuation or partial
evacuation of the facility; 

(vi) Intentional self-inflicted injury, suicide, or suicide
attempt by a resident; 

(vii) An unplanned occurrence that results in media attention; 

(viii) A medication error, including overdose, that results in a
resident being hospitalized; 

(ix) Ingestion by a resident of a toxic substance that requires
medical intervention; 

(x) A food-borne outbreak; or 

(xi) A malfunction of the sprinkler system, or fire alarm system.

4.  The report to the Assisted Living Facilities Report Hotline
shall be made within 24 hours of the incident and shall include
the following:  
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(i)   Facility name;

(ii)  Time and date of the report;

(iii) Reporter’s name;

(iv)  Name of resident(s) involved in the incident;

(v)   Names of staff on duty at the time of the incident;

(vi)  Date and time of the incident;

(vii) Any injury or injuries to resident(s);

(viii) Action taken by the facility in response to the incident. 

This rule is not met as evidenced by:

Based on interviews and a review of the facility’s documentation
the surveyor determined that the facility failed to complete
incident reports and document investigations of reported theft of
2 resident’s money.  The facility also failed to complete an
incident report and document the investigation of an elopement
and did not report this elopement to the Department of Public
Health within 24 hours as required.  Additionally, the facility
failed to document on the incident reports the information
required by the regulations.  

Findings:

On 07/14/05 at 11:00 A.M., the surveyor asked the residents at a
resident meeting if anyone had ever had their property stolen or
destroyed. RI #6 said that he/she had $30 and $26 taken. RI #6
was unable to give the dates.  RI #9 said that he/her had $30
taken about a month ago.  RI #6 and #9 both said they reported
the missing money to EI #1, Administrator.

On 07/14/05 at 1:50 P.M., the surveyor interviewed EI #1 and
stated “RI #6 and RI #9 have reported money being stolen, but I
did not see any incident report on this?  According to your
policy someone should have filled out an incident report and
completed an investigation.  This is also a requirement in the
state regulations.”  EI #1 said that he was aware of money being
reported missing and one time he found RI #6’s missing money and
he didn’t have anything documented on any of the reported missing
money.

On 07/12/05 at 12:00 P.M., the surveyor requested all incident
reports from EI #1 and reviewed them. The surveyor did not see an
incident report for a reported elopement that occurred on
07/03/05. The Department of Public Health had received a
complaint on 07/05/05 that “RI #7, who has a history leaving
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facility, left on July 2 without any notification and fell and
hurt himself/herself; found by local fire department
returned;...”  The required information in the regulations was
not faxed to the Department Health till 07/07/05 at 6:17 P.M. 

The surveyor asked EI #1 where the incident report and the
investigation was for the elopement in July 2005.  EI #1 said
there was no documentation except what was sent to the Department
of Public Health upon their request. 

After further reviewing the facility’s incident reports the
surveyor noted that the required information had not be
documented on them as follows: 

RI #1’s incident reports:

-- RI #1 incident report dated 04/27/05 the resident fell in
his/her bedroom.  There was no assessment documented in the space
provided on the facility’s incident form, there was no time
documented when the incident happened, the physician was no
notified, and the family was not notified 

-- RI #1 incident report dated 05/29/05 the resident fell in
his/her bedroom.  There was no assessment documented in the space
provided on the facility’s incident form, there was no time
documented when the incident happened, the physician was not
notified, and the per documentation on the incident report the
family “did not wish for him/her to go to the hospital.”, and the
sponsor was notified but there is no date documented as to when.

RI #3’s incident reports:

-- RI #3 had an incident report with no date documented, just the
time of 6:30, that did not indicate whether it was A.M. or P.M.
The resident fell at this time in his/her bathroom and received a
skin tear to right forearm.  It is documented that a physician
was notified, but the name of the physician is not documented nor
is the date or time that the physician was notified documented.  

-- RI #3 had an report with no date or time documented.  The
resident fell in his/her bathroom and received sutures.  It is
not documented that the family was notified. 

The surveyor interviewed EI #1, Administrator and asked if
he realized that the incident reports were not being filled out
correctly and he said yes and had told staff about it.   

*****************************************************************
420-5-4-.05(3)(g) Residents' Rights. Each resident shall be fully
informed, prior to or at the time of admission of these rights. A
copy of these rights shall be conspicuously posted in a resident
common area. Each resident's file shall contain a copy of a
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written acknowledgment that he or she has read these rights, or
has had these rights fully explained by facility staff to the
resident, or, if appropriate, to the resident’s sponsor. The
acknowledgment shall be signed and dated by the administrator or
the administrator’s designee and by the resident or sponsor, when
appropriate. 

This rule is not met as evidenced by:

Based on a review of the facility’s records the surveyor
determined that the facility failed to ensure that all the
residents had the current Resident rights signed and a copy in
their files. 

Findings:  

On 07/13/05 at 2:30 P.M., the surveyor reviewed the resident
records and noted that RI #1, RI # 4, RI #6 , and RI #7 did not
have the current Resident Rights signed and a copy of it in their
file. This is the facility’s system that written acknowledgment
of the Resident Rights had been received.   

*****************************************************************

420-5-4-.05(3)(g)2. Every resident shall have the right to live
in a safe and decent environment, to be free from abuse, neglect,
and exploitation, and to be free from chemical and physical
restraints.

According to 420-5-4-.05(3)(e) For the purposes of these rules,
the following terms shall have the following definitions:

1. Abuse means the willful infliction of injury, confinement,
intimidation or punishment with resulting physical harm, pain, or
mental anguish. Abuse shall also include verbal abuse, sexual
abuse, physical abuse, and mental abuse, as defined below.

2. Verbal abuse means the use of oral, written, or gestured
language that willfully includes disparaging or derogatory terms
to residents or their families, or that is used or uttered within
the hearing distance of residents or their families, regardless
of their age, ability to comprehend, or disability. Examples of
verbal abuse include threats of harm, or saying things to
frighten a resident, such as telling a resident that the resident
will never see his or her family again.

3. Sexual abuse means any sexually oriented behavior directed at
a resident by a staff member, any sexually oriented behavior
between residents that is not fully and freely consented to by
both residents involved, or any sexually oriented behavior
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between residents when either or both residents are incapable of
consenting to the behavior because of cognitive impairment.

4. Physical abuse means any willful act directed at a resident
that is intended to result in or that is likely to result in
injury or pain. Physical abuse includes slapping, pinching,
kicking, shoving, and corporal punishment of any kind.

5. Mental abuse means any willful act directed at a resident that
is intended to result in or that is likely to result in mental
distress or mental anguish. It includes humiliation, harassment,
threats of punishment, and threats of deprivation.

6. Neglect means the failure to provide goods and services
necessary to avoid physical harm or mental distress or anguish.

7. Exploitation means the deliberate misplacement or wrongful
temporary or permanent use of a resident’s belongings, money, or
property without the resident’s consent.

This rule was not met as evidence by:

Based on interviews and record review, it was determined the
facility failed to ensure that staff was not using drugs within
the residents’living environment. Further, the facility allowed
this environment to exist after knowledge of an employee tested
positive for an illegal substance (cocaine) on 3/28/05. This
potentially exposed residents in the care of an unsupervised
individual under the influence of an illegal substance and
possibly jeopardized their well being.

Findings include:

On 7/5/2005, the Division of Health Care Facilities received a
complaint that included the following allegation:

“...Employees use/abuse drugs; drug dealers come to facility to
sell drugs.”

On 7/12/05 at 3:47 PM, Employee Identifier (EI) #3 was
interviewed. EI #3 was asked about allegations of drug use in the
facility. He/She replied, “Yes from (name of EI #6). I’m in a
program right now...” EI #3 was asked how long she had been on
this program. He/She replied, “I just got on it. I had a minor
problem with marijuanna.”

On 7/13/05 at 9:15 AM, EI #6 was interviewed. EI #6 was asked if
she was ever tested for drugs by the facility. He/She replied,
“No. I’m in a NA (Narcotics Anonymous) program for eight years. I
had a relapse with the others, (identified EI #3 and EI #9). We
was smoking (crack cocaine) at the facility on the night shift.”
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EI #6 was asked where this occurred in the facility. He/She
stated, “In room 201 and 202.” EI #6 was asked when did this
occur. He/She replied, “About four or five months ago, around
December or January.” EI #6 was asked how many times they smoked
crack in the facility. He/She stated, “It went on for a whole
month. The boys (drug dealers) would credit me to pay day. When
(EI #3) would get high, she would leave. We would start getting
live (high) about 9:00 (pm) or 10:00 (pm). EI #9 would come in
early.” Later in the interview EI #6 stated, “People’s
(residents) antennas came up missing. I told EI #10 (former
Administrator) that I had broken some antennas to use to get
high. (Name of EI #10) taped all the (broken) antennas on the
doors, the front and back. (Name of EI #3) had her own
paraphernalia, a stem.” EI #6 was asked which resident’s lost
their antennas. He/She identified Resident Identifiers (RI) #1
and #3. EI #6 further stated, “Those are the ones I did.” EI #6
stated, (name of EI #1) tested (name of EI #3) three times. She
came up positive. He tested (name of EI #7 and #8). (Name of EI
#3) came up positive. He took her to (name of hospital). She (EI
#3) took some chlorox. The people (hospital lab employees) said
the kit was contaminated. He (EI #1)and (name of the owner) said
she needed to go to the rehab.” EI #6 was asked if she
administered medications to residents and replied, “Yes.” EI #6
was asked if she administered shots and identified two residents
(RI’s #6 and #1). EI #6 was asked if she ever witnessed
verbal/physical abuse. She stated, (Name of EI #3) be cursing at
those folks (residents). I’ve heard her.” Next, EI #6 was asked
what she did in response to hearing this verbal abuse. She
stated, “I just looked at her. (Name of EI #1) going to believe
anything she say.”

On 7/13/05 at 3:08 PM, EI #3 was reinterviewed after reviewing
his/her employee file that included a positive drug (cocaine)
test conducted on 4/25/05. He/She was asked what substance they
were tested positive for on April 25, 2005. He/She responded,
“Cocaine.” EI #3 was asked why he/she lied yesterday on the
initial interview. EI #3 replied, It’s not the drug I’m normally
into. If I had my choice I wouldn’t.” Next, EI #3 was asked if
he/she had ever done drugs in the facility. He/She replied,
“Never in this building or on these grounds.” EI #3 was asked if
she ever witnessed any other staff members use drugs in the
facility. He/She replied, “No.” EI #3 was asked about placing
chlorox in a drug test. He/She replied, “I did that in March
2005.” After this response, the Administrator (EI #1) was
immediately summoned to join this interview. EI #1 was asked
about the initial drug test results and why they were not in the
file. He/She replied, “I don’t know.” EI #1 was asked what day
this test was performed and stated, “I don’t know.” EI #1 was
asked if he had any information about the test and replied,
“Apparently not.” EI #1 was instructed to provide any and all
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test results immediately.” EI #1 exited the room and the
interview resumed with EI #3. EI #3 stated, “I would find (name
of EI #6) in rooms (201) rubbing the floor, sitting on the floor.
She (EI #6) would have the used antenna in her hand.” EI #3 was
asked if she reported this to anyone. EI #3 stated, “No, I
didn’t. I admit I was wrong for that.” Next, EI #3 was asked how
many times this happened. He/She replied, “Every pay day this
would happen.” EI #3 was asked what time period did this occur.
EI #3 replied, “It was like August 2004 to February 2005.”
Finally, EI #3 was asked if EI #9 used drugs at the facility. EI
#3 stated, “I saw (name of EI #9) do it one time.”

On 7/13/05 at 3:40 PM, EI #1 presented the surveyors with a drug
test performed on EI #3 dated 3/28/05. This drug test was
positive for cocaine.

On 7/13/05 at 3:44 PM, EI #1 was asked what measures the facility
implemented after the positive test on 3/28/05 for EI #3. EI #1
replied, “I called my supervisor (owner) and told him flat. He
(owner) said see if we can get her in a treatment program. He
said make sure I did notice if she was on drugs.” EI #1 was asked
how could he ensure that (name of EI #3) was currently not on
drugs after the positive test. EI #1 stated, “The only thing was
by her actions. She didn’t demonstrate the qualities she was on
drugs.” Next, EI #1 was asked how could he ensure the residents
of this facility were not under the possibility of neglect
fulness. He/She responded, “There’s nothing in writing to
safeguard. I’m here twenty four hours a day. I’m in and out of
this facility day and night, I watched out. I guess you can call
it a gut feeling.”

The facility failed to provide monitoring or direct supervision
for EI #3 after two positive test for cocaine on 3/28/05 and
4/25/05. Therefore, the facility knowingly exposed the existing
residents under the care of  this impaired individual. Thus,
creating the potential for serious harm to all residents residing
in the facility.  

On 7/15/05 at 8:47 AM, EI #1 informed the surveyors that EI #3
and EI #9 had tested positive for cocaine on 7/14/05. 

*****************************************************************

420-5-4-.06(1) Medical Direction and Supervision. The medical
care of residents shall be under the direction and supervision of
a physician.

This rule is not met as evidenced by:

Based on an interview and a review of the resident records the
surveyor determine that the facility failed to ensure that the
medical care of the residents were under the direction and
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supervision of a physician.  The facility failed to follow
written orders, i.e. One resident received medications without an
order after returning from the hospital; two residents had orders
for blood sugar checks and received insulin injections per a
sliding scale and the blood sugar results and/or the amount of
insulin given was not always documented on the MARs; there is no
evidence that one resident on a sliding scale had the physician
contacted when the blood sugar was over 350, and insulin was
given instead with no documented orders; two residents had orders
for antibiotics and it is not documented on MARs that they
received it, nor do residents remember receiving it; and one
residents medication was not correct and was given.  

Findings:

1.)  On 07/13/05 at 2:35 P.M., the surveyor reviewed RI #4’s
record.  On the last medical exam dated 05/16/05 the resident has
a diagnosis of Paranoid Schizophrenia, Vascular Dementia, and
Personality disorder.  On the May, June and July MARS it is
documented that RI #4 is receiving Fogard RX 2.2 tablet in the
morning and Tylenol P.M. Extra Strength Gelcap at bedtime.  On
the medical exam dated 05/16/05 that was updated because of a
hospitalization these medications are not listed as to be
continued but the resident did continue to receive the
medications. 

2.)  On 07/13/05 at 2:15 P.M., the surveyor reviewed RI #6’s
record. There is a medical exam dated 11/22/04 that had a sliding
scale for insulin that was unreadable.  When EI #5 was questioned
about it being unreadable she informed the surveyor that she had
called the physician’s office and confirmed that the orders were
the same as on 06/14/04.  The orders are as follows:

Give 2 units of Humalog if Blood sugar (BS) is greater that 150
but equal or no more that 200.

Give 4 units of Humalog if BS is greater that 200 but equal or no
more that 250.

Give 6 units of Humalog if BS is greater than 250 but equal or no
more that 300

Give 8 units of Humalog if BS is greater than 300 but equal or no
more that 350

Notify MD for BS greater than 350.  

On the same order, the blood sugar monitoring per finger stick
before meals was not changed. 

On 07/19/05 at 9:00 A.M., the surveyor reviewed RI #6’s MARs and  
noted that the physician was to be notified and there is no  
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documentation this was done each time the blood sugar was 350 or
over.  See the following information:

03/05/05 BS at 7:00 A.M. = 364

03/30/05 BS at 4:00 P.M. = 397

05/26/05 BS at 7:00 A.M. = 363

05/27/05 BS at 7:00 A.M. = 387

05/24/05 BS at 5:00 P.M. = 447

06/03/05 BS at 7:00 A.M. = 377

06/03/05 BS at 12:00 P.M. = 385, 10 units were received, no order
for this documented.

06/07/05 BS at 7:00 A.M. = 388

06/15/05 BS at 7:00 A.M. = 355

06/22/05 BS at 7:00 A.M. = 404

06/28/05 BS at 12:00 P.M. = 384, 8 units were received, no order
for this documented.

06/29/05 BS at 12:00 P.M. = 485, 10 units were received, no order
for this documented.

06/30/05 BS at 12:00 P.M. = 413, 10 units were received, no order
for this documented

07/06/05 BS at 7:00 A.M. = 396

07/07/05 BS at 7:00 A.M. = 361

07/04/05 BS at 12:00 P.M. = 443, 10 units were received, no order
for this documented.

07/04/05 BS at 5:00 P.M. = 381, 8 units were received, no order
for this documented.

07/05/05 BS at 5:00 P.M. = 447, 8 units were received, no order
for this documented.     

Additionally, the surveyor reviewed RI #6’s MARs from
October 2004 to July 2005 and noted that there was no
documentation on the following dates that the blood sugars had
been checked nor the amount of insulin given according to the
sliding scale: 

Oct 2004 on 2, 3, 4,, 13, 18, 19, 24, 28 at 6:00 A.M. 
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Oct 2004 on 3, 4, 8, 18, 24 at 11:00 A.M.

Nov 2004 on 7, 8, 14, 15, 19, 26, 27, 28 at 6:00 A.M.

Nov 2004 on 1, 7, 8, 9, 10, 25, 28, 29, 30 at 11:00 A.M.

Nov 2004 on 14, 15, 22, 30 at 4:00 P.M.

Dec 2004 on 1, 2, 3, 6, 11, 12, 13, 30 at 6:00 A.M.

Dec 2004 on 1, 2, 5, 6, 30 at 11:00 A.M.

Dec 2004 on 2 at 4:00 P.M.

Jan 2005 on 8, 9, 10, 11, 23, 24 at 6:00 A.M.  

Jan 2005 on 1, 6, 7, 9, 10, 11, 12, 13, 14, 20, 22, 23, 24 at
11:00 A.M.

Jan 2005 on 18, 19, 24, 26 at 4:00 P.M.

Feb 2005 on 2, 3, 8, 20, 21, 22, 23, 24, 25, 28 at 7:00 A.M.

Feb 2005 on 3, 4, 8, 11, 17, 20, 21, 22, 23, 24, 25, 26, 28 at
12:00 P.M.

Feb 2005 on 24 at 5:00 P.M.  

Mar 2005 on 1, 2, 6, 13, 20, 21 at 7:00 A.M.

Mar 2005 on 2, 3, 6, 7, 13, 20, 21, 24, 26, 30 at 12:00 P.M.

Mar 2005 on 14, 19, 20, 29 at 5:00 P.M.  

April 2005 on 02, 07, at 7:00 A.M.

April 2005 on 1, 2, 3, 4, 5, 6, 7, 10, 12, 14, 17, 22, 26 at
12:00 P.M.

April 2005 on 20, 21, 22, 24, 25, 26, 27, 28, 30 at 4:00 P.M.

May 2005 on 2, 3, 8, 10, 13, 22, 23, 29 at 7:00 A.M.

May 2005 on 2, 23, 24, 25, 26, 29, 30 31 at 12:00 P.M.

May 2005 on 1, 8, 9, 15, 19, 21, 22, 23, 25, at 4:00 P.M.

June 2005 on 1, 5, 6, 10, 11, 16, 18, 26, 27, 29 at 7:00 A.M.

June 2005 on 2, 5, 6, 7, 11, 12, 23, 24, 25, 27 at 12:00 P.M.

June 2005 on 3, 5, 6, 7, 9, 10, 11, 12, 13, 15, 16, 19, 21, 23,
24, 27, 28, at 5:00 P.M. 
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On 07/12/05 at 4:15 P.M., the surveyor looked at RI #6’s MARs and
noted that there were several blood sugars over 350 and according
to the order the physician was to be notified but there was no
documentation that this had been done.  On the MARs the resident
received insulin for the blood sugars over 350 and there was no
orders to support this. The surveyor interviewed EI #5, LPN and
asked about where the documentation was to the physician when the
blood sugar was over 350 and she said that she knew it was that
way and she calls when she is here but she is only here 5 hours a
week.  EI #5 said that she has also complained to EI #1,
Administrator about the problem of the staff not documenting what
the blood sugar was and the amount of insulin given for RI #1 and
RI #6.

3.)  On 07/19/05 at 9:30 A.M., the surveyor reviewed RI #1’s
record and noted an order dated 04/18/05 for a sliding scale for
insulin as follows: 

Regular Humulin Insulin, Check blood sugar 4 times a day.  

Blood sugar        Insulin SQ

0-59 Treat

60-159 “0”

160-219 4 units

220-299 8 units

300-399 14 units

400-499 20 units

Over 500 Notify Doctor

The surveyor reviewed RI #1s MARs from April to July 2005 and
noted that there was no documentation on the following dates that
the blood sugars had been checked nor the amount of insulin given
according to the sliding scale:

April 2005 on 24, 25, 26, 27 28 at 4:00 P.M.

April 2005 on 23, 24, 25, 26, 27, 28, 29, 31 at 9:00 P.M.

May 2005 on 1, 2, 3, 8, 9, 15, 16, 19, 21, 22, 23, 24, 25, 27,
28, 29 at 6:00 A.M.

May 2005 on 6, 7, 8, 9, 11, 14, 15, 19, 21, 26, 28, 29, 30 at
11:00 A.M.

May 2005 on 1, 7, 8, 12, 19, 22, 23, 24, 25, 29, 30 at 4:00 P.M. 
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May 2005 on 1, 8, 9, 13, 14, 15, 16, 17, 18, 19, 20, 21, 22, 23,
24, 25, 26, 27, 28, 29, 30 at 9:00 P.M.  

June 2005 on 1, 2, 3, 5, 6, 7, 8, 9, 10, 11, 12, 13, 14, 15, 16,
18, 20, 23, 26, 27, 29, 30 at 6:00 A.M.

June 2005 on 1, 2, 3, 4, 5, 6, 7,811, 12, 13, 14, 15, 16, 17, 18,
19, 23, 24, 25, 26, 27, 28, 29, 30 at 11:00 A.M.

June 2005 on 3, 4, 5, 6, 7, 9, 10, 11, 12, 13, 14, 15, 16, 17,18,
19, 20, 23, 24, 26, 27, 28, 30

June 2005 on 4, 5, 6, 7, 9, 10, 11, 12, 13, 14, 15, 16, 19, 28,
29 at 9:00 P.M. 

July 2005 on 1, 2, 3, 4, 5, 6, 7, 8, 9 10, 11, 12, 13, 14, 15,
16, 21, 22, 23, 24, 25, 26, 27, 28, 29, 30 at 6:00 A.M.  

July 2005 on 1, 2, 4, 5, 6, 7 8, 9, 10, 11, 12, 13, 14, 17, 19,
20, 21, 11, 23, 24, 25, 26, 27, 28, 29, 30 at 11:00 A.M.

July 2005 on 1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 11, 12, 13, 15, 16,
17, 20, 21, 22, 23, 24, 25, 26, 27, 28, 29, 30 at 4:00 P.M.  

July 2005 on 1, 3, 4, 5, 5, 9, 10, 11, 13, 14, 15, 16, 17, 18,
19, 20, 21, 22, 23, 24, 25, 26, 27, 28, 29, 30 at 9:00 P.M.    

On the back of the MARs it is documented that the resident
refused her blood sugar checks on 07/03, 07/05, 07/07, 07/15,
07/16 and 07/17/05.  

On 07/05/05 RI #1 received an order for Levaquin 500 mg, take one
every day x 10 days.  This was written on the July 2005 MARs, but
was not initialed on the MARs that RI #1 received it.  

07/20/05 at 9:20 A.M., the surveyor interviewed EI #5, LPN and
asked what she or staff did when a resident continued to refuse
medications like RI #1 and she said that she called the
physician.  There was documentation that the physician was
contacted on 06/09/05 for RI #1.  The surveyor asked EI #5 if she
followed up on it and she said that she was only there 5 hours a
week, but she let know EI #1 when she had called a physician, or
was expecting orders by fax or a phone call.  

The surveyor interviewed EI #1 and asked if he followed up  
when a physician does not respond back with a phone call or a fax
to address a problem and he said no and that he felt like he
needed more hours for EI #5, LPN.  EI #1 said that he has
requested more hours for his nurse to the Atlanta Corporate
office and was told that he could only have a nurse for 5 hours a
week.  EI #1 said that he had inservices about the lack of
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documentation but he still hasn’t written up anyone about not
doing it even though he knew they weren’t.  

On 07/20/05 at 1:45 P.M., the surveyor reviewed RI #9’s records
and noted that on the medical exam dated 04/18/05 the resident
was to receive Trazadone 100 mg at bedtime.  On the July 2005
MARs it was documented that RI #9 was receiving 50 mg of
Trazadone at bedtime.  The surveyor saw no order for this change
and asked EI #5, LPN about the change and she said that she had
requested that the medication be increased 50 mg (100 mg to 150
mg), because the resident was complaining of not sleeping.  EI #5
showed the surveyor an order dated 05/04/04 that said increase
Trazadone by 50 mg at bedtime.  The unit dose package of
Trazadone was 50 mg.  The surveyor asked EI #5 who checks the
medications to make sure order when it come in.  EI #5 said that
she does when she is there, but didn’t know who did when she
wasn’t there.  The surveyor asked EI #1, Administrator who checks
the medications to make sure the orders are correct when EI #5 is
not here.  EI #1 said he didn’t know, but thought the staff did
before they put it in the medication cart

On 07/20/05 at 2:00 P.M., the surveyor observed an empty unit
dose packaging lying on the counter for Bactrim DS dated
07/06/05. The package was labeled for resident to receive 10
pills, take 1 tablet two time a day with lots of water.  The
surveyor and EI #5 reviewed the July 2005 MARs and noted that the
Bactrim had not been documented on the MARs that RI #5 was to
receive it.  EI #5 was also unable to find an order for this
medication.  The surveyor asked RI #5 if she had received an
antibiotic in July and she said that she had an urinary tract
infection but does not remember receiving any medication for it.

  On 07/19/05 at 10:45 A.M., the surveyor observed an empty unit
dose package of Keflex 500 mg dated 07/12/05 for RI #3. RI #3
received 9 tablets, to receive 1 tablet three time a day for
three days. On the July 2005 MARs it is documented that RI #3 is
to receive Keflex 3 times a day for 3 days.  The July 2005 MARs
is initialed twice at 8:30 A.M. As receiving this medication on
07/13/05 and 07/14/05.  The other 7 spaces are not initialed by
staff as resident receiving the other dosages.  On 07/20/05 at
10:00 A.M., the surveyor asked RI #3 if he/she had received an
extra medicine for the infection in his/her leg and he/she said
that he/she didn’t remember.  

The surveyor interviewed EI #5, LPN and asked who writes the
new medications that come in on the MARs.  EI #5 said that she
did when she was there.  The surveyor asked EI #1, Administrator
who did it when EI #5 was not there and he said he thought the
staff was. 
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On 07/15/05 at 9:30 A.M., the surveyor noted that RI #5 had
orders to receive Ativan 1 mg, twice a day by mouth. The surveyor
noted that on the control sheet for RI #5”s Ativan that there
were “zeros” written as the balance as follows:

07/09/05 8:30 A.M. Balance = 1, initialed for 1, and balance = 0

07/12/05 8:30 A.M. Balance = 0, none initialed for, balance = 0

07/13/05 “no time” Balance = 0, none initialed for, balance = 0

The surveyor asked EI #5, LPN, “What does this mean to you?”  EI
#5 said that it looked like they haven’t had any Ativan to give.
EI #5 was unable to locate any Ativan for RI #8.         

*****************************************************************

420-5-4-.06 (2)(a) Observation. Each assisted living facility
shall provide general observation and health supervision of the
residents sufficient to develop awareness of changes in all
residents’ health conditions and physical abilities, and
awareness of the need for medical attention or nursing services.
Whenever a resident requires medical attention or nursing
services, the facility shall arrange for or assist the residents
in obtaining necessary services.

This rule was not met as evidenced by:  

Based on observation, record review and interview, it was
determined the facility failed to provide adequate supervision
for 1 of 9 sampled residents. Resident Identifier (RI) #7
successfully exited the facility without staff knowledge on
5/9/05 and 7/3/05. Therefore, potentially being exposed to
dangerous hazards such as busy roads and excessive heat.

Findings include:

RI #7 was admitted to the facility on 9/27/02 with diagnoses to
include Major Depression, Vascular Dementia, Hypertension,
Degenerative Joint Disease, Gout, and Iron Deficiency Anemia. 

Review of a facility form entitled, “Elopement Report”, included
the following data related to 5/9/05 :

 “I (EI #1) was called to the facility at approximately 9:50
p.m., (name of EI #3), who stated that (RI #7’s name) resident
had eloped and the police had returned him to the facility. I
came immediately to the facility to find (RI #7) in the police
car. We helped him/her get out of the car and back inside the
facility. I asked him how he/she left the building and he stated
he went out the front door. The police stated they found him
lying face down at (name) bank which is about 4 blocks from the
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facility. He (RI #7) had two minor abrasions on his left cheek
and one on his left thumb. These areas were cleansed by the
staff. He was also wet from apparent urination...”

Review of an Elopement  care plan, dated 5/9/05, included the
following interventions:

-Check for location of resident Q(every) hr(hour).

-Involve in more evening activities such as word puzzles.

-Institute alarm on all doors.

-Inservice al staff on elopement.

-Inservice resident on the dangers of elopement.

Review of a facility form entitled “Report of Incident”, dated
7/6/05, included the following:

“Date/Time of Incident: 7/3/05

Type of Incident: elopement

Description of Incident: Res (Resident) left facility w/o
(without) staff knowledge. Res received scratch on nose and eye
irritation; hourly checks on resident; doors alarmed. Employee on
duty terminated.”

On 7/7/05 at 6:16 PM, the Division of Health Care Facilities
received the following “Plan of Action” that included the
following:

“1. A new staffing plan started as of 4:30 p.m. that mandates at
least 2 staff members in the building 24 hours/day, 7 days/week.

2. Resident, (name of RI #7) will be observed at all times and a
log will be kept with notations made at least hourly...

On 7/12/05 at 10:15 AM, an observation of the facility’s doors
revealed no functioning alarms for 3 of 4 doors. This was
inconsistent with plan of care dated 5/9/05 that specified the
facility would institute door alarms. EI #1 was asked about the
absence of the door alarms. He/She stated, “The alarms went out
this morning. When I came in they were not working.” EI #1 was
asked what plan of action he/she implemented. He/She stated, “I
just called the company to come look at it.” EI #1 was informed
by the surveyors to have a representative of the company speak
with them after the repair. However, there were no observations
of any repairs. 

On 7/12/05 at 10:40 AM, EI #2 was observed sitting unaccompanied
in the dining room reading a magazine. EI #2 was asked who was
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watching RI #7. EI #2 stated, “Nobody. I just came back from
giving him a shower. You could say I am.” However, this employee
was on the opposite side of the building and not facing the
resident’s room. Next, EI #2 was asked about her instructions
related to RI #7. He/She replied, “To keep an eye on him and make
sure he doesn’t get out of the building.” EI #2 was asked why
he/she was sitting here out of RI #7’s presence. He/She stated,
“I just came up the hall a minute ago. I just gave him a shower.”
EI #2 was asked who was watching RI #7 when he/she left. EI #2
stated, “I don’t know. I was not told that I was given that
assignment to watch (RI #7).”

On 7/14/05 at 2:00 PM, the surveyor asked EI #1 if there was
documentation of the hourly checks that were initiated on the
5/9/05 care plan. EI #1 replied, “No I didn’t require them to
fill out an hourly sheet. I just told them to check on him (RI
#7) hourly.” The surveyor asked EI #1 how he/she knew these
checks were performed. EI #1 replied, “I don’t.”

On 7/20/05 at 1:20 PM, the surveyors measured the most direct
rout to from the facility to the point RI #7 was found. This
distance was 0.6 miles per odometer reading. 

Review of facility records revealed no investigation related to
RI #7’s elopement on 7/3/05. Therefore, the facility did not
attempt to obtain pertinent data to formulate measures to prevent
future elopements by this resident.

*****************************************************************

420-5-4.06(2)(k) Laboratory Tests. Any facility conducting or
offering laboratory tests for its residents, including routine
blood glucose monitoring, shall comply with federal law, and
specifically with the applicable requirements of the federal
Clinical Laboratory Improvement Act ("CLIA") as well as with
applicable federal regulations. This requirement in some cases
would require the facility to obtain a CLIA certificate, and in
other cases would require the facility to obtain a CLIA waiver.
For more information about CLIA requirements, a facility may
contact the Alabama Department of Public Health, Bureau of Health
Provider Standards. For testing or monitoring requiring blood,
either the resident must draw his or her own blood or the blood
must be drawn by a physician ("MD" or "DO"), a physician’s
assistant ("PA"), a registered professional nurse ("RN"), or a
licensed practical nurse ("LPN"). Blood and blood products,
needles, sharps and other paraphernalia involved in collecting
blood must be handled in a manner consistent with requirements of
the federal occupational safety and health administration
("OSHA"). Personnel handling such materials must be vaccinated
against blood borne diseases if such vaccinations are required by
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OSHA. Blood, blood products, needles, sharps and other
paraphernalia involved in collecting blood shall be treated as
medical waste and shall be disposed of in a manner compliant with
the requirements of the State of Alabama Department of
Environmental Management.

This rule is not met as evidenced by:

Based on an interview and a review of the facility’s
documentation the surveyor determined that the facility failed to
have the resident must draw his or her own blood or have the
drawn by a physician ("MD" or "DO"), or a physician’s assistant
("PA"), a registered professional nurse ("RN"), or a licensed
practical nurse ("LPN").  There were two residents who had their
blood sugar checks done by staff that were unlicensed.  

Findings:

On 07/12/05 at 2:45 P.M., the surveyor interviewed EI #5,
Licensed Practical Nurse (LPN).  The surveyor asked if she
prefilled syringes and EI #5 said that she did for RI #6.  The
surveyor stated “You work 5 hours a week, do you come in and do
the blood sugar checks and give the insulin injections?”  EI #5
said no that she worked only 5 hours a week and that the Patient
Care Attendants (PCAs) did the blood sugar checks and gave the
injections.  The surveyor asked EI #5 if RI #6 could do his/her
blood sugar sticks and injections and she said that he/she was
not capable of doing it.  

RI #6 was admitted on 05/12/03.  RI #6 is diagnosed with a recent
CVA with dysphasia, multiple infarcts, diabetic retropathy,
diabetic nephropathy, Htn, Gerd, history of alcohol abuse,
hyperlipidemia, and s/p pneumonia on the last medical exam dated
11/24/04.  RI #6 has a sliding scale to receive Humalog according
to blood sugar checks 3 times a day.  RI #6 also receives 20
units of Lantus a bedtime.  

On 07/12/05 at 4:20 P.M., the surveyor interviewed RI #6.  The
surveyor asked who gave his/her insulin shots and checked his
blood sugars and RI #6 said that the workers gave him/her insulin
shots and they checked his/her blood sugar 3 or 4 times.  The
surveyor asked if when the PCA came to give the shot was the
insulin already in the syringe and he/she said no that they have
to draw it up sometimes and stick the needle in the insulin
bottle and draw out the insulin according to what his/her blood
sugar is. 

On 07/13/05 at 9:10 A.M., the survivor interviewed EI #6, PCA.
The surveyor asked “Did you give shots to anyone?”  EI #6 said
that she gave insulin shots to RI #1 and RI #6. The surveyor
asked “Did you check their blood sugars also?”  EI #6 said yes
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that she had to do that to figure out how much insulin to give.
The surveyor asked EI #6 how she knew how much insulin to give
and she said that she knew that if it was 350 that she gave 8
units.  The surveyor asked what about if the blood sugar was 4- 5
hundred and EI #6 said that she would alo give 8 units of
Humulin.

On 07/20/05 at 10:00 A.M., the surveyor interviewed EI #1 and
asked “Did you know that PCAs were giving insulin shots?”  EI #1
said yes.  The surveyor asked “Did you do anything about it?”  EI
#1 said that he told the PCAs 100 times not to give the resident
their shots.  The surveyor asked “Do you think RI #1 is capable
of giving his/her insulin shots and checking his/her blood
sugars?”  EI #1 said no.  The surveyor asked “How does she get
help with his/her insulin shots and blood sugars if the PCAs
can’t do the insulin shots and can’t do the blood sugars and your
licensed staff is only here 5 hours a week?  RI #1 can’t do them,
who is suppose to do them?”  EI #1 said that he had asked
corporate for more hours for the nurse but was not given any
more.   

RI #1 was admitted on 07/01/04.  On the medical exam dated
11/16/04 RI #1 was diagnosed with Hypoglycemia, NIDDM, HTN, CHF,
history of breast cancer.  RI #1 is on a sliding scale and has
his/her blood sugar checked 4 times a day and is given Humulin
insulin according to the results.   

*****************************************************************

420-5-4-.06(4)(d) Assistance with self-administration of
medications shall under no circumstances include any of the
following practices:

1. Giving a resident injections of any kind.

2. Administering eye drops, eardrops, nose drops, inhalers,
suppositories, or enemas.

3. Telling or reminding a resident that it is time to take a PRN,
or as needed medication.

4. Crushing or splitting medications.

5. Placing medications in a feeding tube.

6. Mixing medications with food or liquids.

Provided, that a resident who is capable of maintaining
possession and control of his or her own medications, who does
maintain possession and control of his or her medications, and
who would be capable of self-administration of his or her own
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medications but for limitations of mobility or dexterity, may be
assisted with eye drops, ear drops, or nose drops by unlicensed
facility staff so long as the assistance provided is under the
total control and direction of the resident.

This rule is not met as evidenced by:

Based on interviews and a review of the facility’s documentation
the surveyor determined that the facility failed to ensure that
unlicensed staff assisting with medications did not give
residents injections of any kind.  

Findings:

On 07/12/05 at 2:45 P.M., the surveyor interviewed EI #5,
Licensed Practical Nurse (LPN).  The surveyor asked if she
prefilled syringes and EI #5 said that she did for RI #6.  The
surveyor stated “You work 5 hours a week, do you come in and do
the blood sugar checks and give the insulin injections?”  EI #5
said no that she worked only 5 hours a week and that the Patient
Care Attendants (PCAs) did the blood sugar checks and gave the
injections.  The surveyor asked EI #5 if RI #6 could do his/her
blood sugar sticks and injections and she said that he/she was
not capable of doing it.  

RI #6 was admitted on 05/12/03.  RI #6 is diagnosed with a recent
CVA with dysphasia, multiple infarcts, diabetic retropathy,
diabetic nephropathy, Htn, Gerd, history of alcohol abuse,
hyperlipidemia, and s/p pneumonia on the last medical exam dated
11/24/04.  RI #6 has a sliding scale to receive Humalog according
to blood sugar checks 3 times a day.  RI #6 also receives 20
units of Lantus a bedtime.  

On 07/12/05 at 4:20 P.M., the surveyor interviewed RI #6.  The
surveyor asked who gave his/her insulin shots and checked his
blood sugars and RI #6 said that the workers gave him/her insulin
shots and they checked his/her blood sugar 3 or 4 times.  The
surveyor asked if when the PCA came to give the shot was the
insulin already in the syringe and he/she said no that they have
to draw it up sometimes and stick the needle in the insulin
bottle and draw out the insulin according to what his/her blood
sugar is. 

On 07/13/05 at 9:10 A.M., the surveyor interviewed EI #6, PCA.
The surveyor asked “Did you give shots to anyone?”  EI #6 said
that she gave insulin shots to RI #1 and RI #6. The surveyor
asked “Did you check their blood sugars also?”  EI #6 said yes
that she had to do that to figure out how much insulin to give.
The surveyor asked EI #6 how she knew how much insulin to give
and she said that she knew that if it was 350 that she gave 8
units.  The surveyor asked what about if the blood sugar was 4- 5
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hundred and EI #6 said that she would alo give 8 units of
Humulin.

On 07/20/05 at 10:00 A.M., the surveyor interviewed EI #1 and
asked “Did you know that PCAs were giving insulin shots?”  EI #1
said yes.  The surveyor asked “Did you do anything about it?”  EI
#1 said that he told the PCAs 100 times not to give the resident
their shots.  The surveyor asked “Do you think RI #1 is capable
of giving his/her insulin shots and checking his/her blood
sugars?”  EI #1 said no.  The surveyor asked “How does she get
help with his/her insulin shots and blood sugars if the PCAs
can’t do the insulin shots and can’t do the blood sugars and your
licensed staff is only here 5 hours a week?  RI #1 can’t do them,
who is suppose to do them?”  EI #1 said that he had asked
corporate for more hours for the nurse but was not given any
more.   

RI #1 was admitted on 07/01/04.  On the medical exam dated
11/16/04 RI #1 was diagnosed with Hypoglycemia, NIDDM, HTN, CHF,
history of breast cancer.  RI #1 is on a sliding scale and has
his/her blood sugar checked 4 times a day and is given Humulin
insulin according to the results.   

  ***************************************************************

420-5-4-.06(4)(e) A resident of an assisted living facility who
is not aware of his or her medications shall have medications
administered only by an individual who is currently licensed to
practice medicine or osteopathy by the Medical Licensure
Commission of Alabama, or by an individual who is currently
licensed by the Alabama State Board of Nursing as a Registered
Professional Nurse ("RN") or Licensed Practical Nurse ("LPN").

This rule is not met as evidenced by:

Based on an interview and a review of the facility’s
documentation the surveyor determined that there was one resident
who was not aware of their medication and the facility failed to
provide an individual who is currently licensed to give to
administer the medications.

Findings:

On 07/20/05 at 2:00 P.M., the surveyor reviewed RI #8’s record
and noted that he/she was admitted on 09/02/94.  On the medical
exam dated 11/30/04 RI #8 has a diagnosis of HTN, glaucoma, DJD,
CAD, and Hypothyroidism.  

On 07/21/05 at 11:05 A.M., the surveyor interviewed RI #8.  The
surveyor said “I would like for you to look at your medicines.”
RI #8 said “I can’t see.”  The surveyor showed RI #8 a card of
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medications and asked if he/she could see them and he/she said
no.  The surveyor asked “How do you know if they are right?”  RI
#8 said “I take it for granted they know what they are doing.”
The surveyor stated “The last time I was here you were able to
identify your medications for me by the shape, size and how they
felt, can you still do that?”  RI #8 said “no mam.”  The surveyor
stated “You also had Velcro on your cards to identify the times
of the medications, do you still do that?”  RI #8 said “no mam.” 

*****************************************************************

420-5-4-.06(4)(h) All medications administered to residents in an
assisted living facility, including over the counter medications,
shall be contemporaneously recorded on a standard medication
administration record. "Contemporaneously recorded" means
recorded at the same time or immediately after medications are
administered.

This rule is not met as evidenced by:

Based on an interview and a review of the facility’s
documentation the surveyor determined that the facility failed to
ensure that the medications were contemporaneously recorded on
the form that the facility chose to use to document when
administering medications.  

Findings: 

1.)  On 07/13/05 at 2:15 P.M., the surveyor reviewed RI #6’s
record. There is a medical exam dated 11/22/04 that had a sliding
scale for insulin that was unreadable.  When EI #5 was questioned
about it being unreadable she informed the surveyor that she had
called the physician’s office and confirmed that the orders were
the same as on 06/14/04.  The orders are as follows:

Give 2 units of Humalog if Blood sugar (BS) is greater that 150
but equal or no more that 200.

Give 4 units of Humalog if BS is greater that 200 but equal or no
more that 250.

Give 6 units of Humalog if BS is greater than 250 but equal or no
more that 300

Give 8 units of Humalog if BS is greater than 300 but equal or no
more that 350

Notify MD for BS greater than 350.  

On the same order, the blood sugar monitoring per finger stick
before meals was not changed. 
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Additionally, the surveyor reviewed RI #6’s MARs from
October 2004 to July 2005 and noted that there was no
documentation on the following dates that the blood sugars had
been checked nor the amount of insulin given according to the
sliding scale: 

Oct 2004 on 2, 3, 4,, 13, 18, 19, 24, 28 at 6:00 A.M. 

Oct 2004 on 3, 4, 8, 18, 24 at 11:00 A.M.

Nov 2004 on 7, 8, 14, 15, 19, 26, 27, 28 at 6:00 A.M.

Nov 2004 on 1, 7, 8, 9, 10, 25, 28, 29, 30 at 11:00 A.M.

Nov 2004 on 14, 15, 22, 30 at 4:00 P.M.

Dec 2004 on 1, 2, 3, 6, 11, 12, 13, 30 at 6:00 A.M.

Dec 2004 on 1, 2, 5, 6, 30 at 11:00 A.M.

Dec 2004 on 2 at 4:00 P.M.

Jan 2005 on 8, 9, 10, 11, 23, 24 at 6:00 A.M.  

Jan 2005 on 1, 6, 7, 9, 10, 11, 12, 13, 14, 20, 22, 23, 24 at
11:00 A.M.

Jan 2005 on 18, 19, 24, 26 at 4:00 P.M.

Feb 2005 on 2, 3, 8, 20, 21, 22, 23, 24, 25, 28 at 7:00 A.M.

Feb 2005 on 3, 4, 8, 11, 17, 20, 21, 22, 23, 24, 25, 26, 28 at
12:00 P.M.

Feb 2005 on 24 at 5:00 P.M.  

Mar 2005 on 1, 2, 6, 13, 20, 21 at 7:00 A.M.

Mar 2005 on 2, 3, 6, 7, 13, 20, 21, 24, 26, 30 at 12:00 P.M.

Mar 2005 on 14, 19, 20, 29 at 5:00 P.M.  

April 2005 on 02, 07, at 7:00 A.M.

April 2005 on 1, 2, 3, 4, 5, 6, 7, 10, 12, 14, 17, 22, 26 at
12:00 P.M.

April 2005 on 20, 21, 22, 24, 25, 26, 27, 28, 30 at 4:00 P.M.

May 2005 on 2, 3, 8, 10, 13, 22, 23, 29 at 7:00 A.M.

May 2005 on 2, 23, 24, 25, 26, 29, 30 31 at 12:00 P.M.

May 2005 on 1, 8, 9, 15, 19, 21, 22, 23, 25, at 4:00 P.M.

Page 34 of 43



June 2005 on 1, 5, 6, 10, 11, 16, 18, 26, 27, 29 at 7:00 A.M.

June 2005 on 2, 5, 6, 7, 11, 12, 23, 24, 25, 27 at 12:00 P.M.

June 2005 on 3, 5, 6, 7, 9, 10, 11, 12, 13, 15, 16, 19, 21, 23,
24, 27, 28, at 5:00 P.M.

2.)  On 07/19/05 at 9:30 A.M., the surveyor reviewed RI #1’s
record and noted an order dated 04/18/05 for a sliding scale for
insulin as follows: 

Regular Humulin Insulin, Check blood sugar 4 times a day.  

Blood sugar        Insulin SQ

0-59 Treat

60-159 “0”

160-219 4 units

220-299 8 units

300-399 14 units

400-499 20 units

Over 500 Notify Doctor

The surveyor reviewed RI #1s MARs from April to July 2005 and
noted that there was no documentation on the following dates that
the blood sugars had been checked nor the amount of insulin given
according to the sliding scale:

April 2005 on 24, 25, 26, 27 28 at 4:00 P.M.

April 2005 on 23, 24, 25, 26, 27, 28, 29, 31 at 9:00 P.M.

May 2005 on 1, 2, 3, 8, 9, 15, 16, 19, 21, 22, 23, 24, 25, 27,
28, 29 at 6:00 A.M.

May 2005 on 6, 7, 8, 9, 11, 14, 15, 19, 21, 26, 28, 29, 30 at
11:00 A.M.

May 2005 on 1, 7, 8, 12, 19, 22, 23, 24, 25, 29, 30 at 4:00 P.M. 

May 2005 on 1, 8, 9, 13, 14, 15, 16, 17, 18, 19, 20, 21, 22, 23,
24, 25, 26, 27, 28, 29, 30 at 9:00 P.M.  

June 2005 on 1, 2, 3, 5, 6, 7, 8, 9, 10, 11, 12, 13, 14, 15, 16,
18, 20, 23, 26, 27, 29, 30 at 6:00 A.M.

June 2005 on 1, 2, 3, 4, 5, 6, 7,811, 12, 13, 14, 15, 16, 17, 18,
19, 23, 24, 25, 26, 27, 28, 29, 30 at 11:00 A.M.
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June 2005 on 3, 4, 5, 6, 7, 9, 10, 11, 12, 13, 14, 15, 16, 17,18,
19, 20, 23, 24, 26, 27, 28, 30

June 2005 on 4, 5, 6, 7, 9, 10, 11, 12, 13, 14, 15, 16, 19, 28,
29 at 9:00 P.M. 

July 2005 on 1, 2, 3, 4, 5, 6, 7, 8, 9 10, 11, 12, 13, 14, 15,
16, 21, 22, 23, 24, 25, 26, 27, 28, 29, 30 at 6:00 A.M.  

July 2005 on 1, 2, 4, 5, 6, 7 8, 9, 10, 11, 12, 13, 14, 17, 19,
20, 21, 11, 23, 24, 25, 26, 27, 28, 29, 30 at 11:00 A.M.

July 2005 on 1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 11, 12, 13, 15, 16,
17, 20, 21, 22, 23, 24, 25, 26, 27, 28, 29, 30 at 4:00 P.M.  

July 2005 on 1, 3, 4, 5, 5, 9, 10, 11, 13, 14, 15, 16, 17, 18,
19, 20, 21, 22, 23, 24, 25, 26, 27, 28, 29, 30 at 9:00 P.M.    

On 07/12/05 at 4:25 P.M., the surveyor interviewed EI #5, LPN.
The surveyor asked what are staff instructed to do when they
check the blood sugars of RI #1  and RI #6.  EI #5 said they had
been told many times to write down the blood sugar number, units
received and initial it.   

*****************************************************************

420-5-4-.06(4)(i) The medication administration record shall
include at least the following:

1. The name of the resident to whom the medication was
administered. 

2. The name of the medication administered. 

3. The dosage of the medication administered. 

4. The method of administration.

5. The site of injection or application, if the medication was
injected or applied.

6. The date and time of the medication administration.

7. Any adverse reaction to the medication.

8. The printed name and written signature of the individual
administering the medication.

This rule is not met as evidenced by:

Based on an interview and a review of the facility’s
documentation the surveyor determined that the facility failed to
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ensure that the medication the resident had orders was written on
the MARs.  

Findings:

On 07/20/05 at 2:00 P.M., the surveyor observed an empty unit
dose packaging for RI #5 lying on the counter for Bactrim DS
dated 07/06/05. The package was labeled for resident to receive
10 pills, take 1 tablet two time a day with lots of water.  The
surveyor and EI #5 reviewed the July 2005 MARs and noted that the
Bactrim had not been documented on the MARs that RI #5 was to
receive it. The surveyor asked RI #5 if she had received an
antibiotic in July and she said that she had an urinary tract
infection but does not remember receiving any medication for it.

  The surveyor interviewed EI #5, LPN and asked who writes the
new medications that come in on the MARs.  EI #5 said that she
did when she was there.  The surveyor asked EI #1, Administrator
who did it when EI #5 was not there and he said he thought the
staff was.          

*****************************************************************

420-5-4-.06(4)(k) If controlled substances prescribed for
residents of any assisted living facility are kept in the custody
of the assisted living facility, they shall be stored in a manner
that is compliant with state law, federal law, the requirements
of the Alabama State Board of Pharmacy, and any requirements
prescribed by the Alabama State Board of Health. At a minimum,
controlled substances in the custody of the facility shall be
stored using a double lock system, and the facility shall
maintain a system to account for all controlled substances in its
possession. All other medications in the custody of the facility
shall be stored using at least a single lock. This shall include
medications stored in a resident's room when the staff and not
the resident have access to the medications. Medications may be
kept in the custody of an individual resident who is aware of his
or her medications and who can safely manage his or her
medications. Such medications may be stored in a locked container
accessible only to the resident and staff, or may be stored in
the resident's living quarters, if the room is single occupancy
and has a locking entrance.

This rule is not met as evidenced by:

Based on an interview and a review of the facility’s
documentation the surveyor determined that the facility failed to
maintain a system that would accurately account for all
controlled substances in its possession. 
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Findings:

On 07/14/05 at 9:45 A.M., the surveyor observed unit dosage card
in the medication room “RI #5, Ativan 1 mg, take 1 tablet by
mouth two times a day, 05/27/05, quantity 60.  There were no
pills in the card.  On 07/15/05 at 9:30 A.M., the surveyor showed
EI #1, Administrator and EI #5, LPN the card and control sheet
and they agreed that the medicine had not been accounted for.  

On 07/14/05 at 10:25 A.M., the surveyor requested copies of
the facilities control sheets from December 2004 and received
them. On the form that the facility used to maintain a system for
controlled substances it is not documented that these 60 tablets
were received.

Additionally after reviewing the facility’s forms used to
maintain a system for controlled substances the following
discrepancies were noted:

-- On 01/07/05 balance was 19, and then 1 Ativan was initialed
for on 01/07/05 and the balance remained 19 and should have been
18.  

-- On 01/06/05 balance was 29, and then 1 Ativan was initialed
for on 01/07/05 and the balance was 27 and should have been 28.   

-- On 01/21/05 balance was 17, and then on 01/24/05 when a
“correct count” was done by EI #5, LPN the balance was 13 and
should have been 14. 

-- On 02/21/05  at 8:30 A.M the balance was 30, and then on
08/21/05 at 4:30 P.M  when 1 Ativan was initialed for the balance
was 28 and should have been 29.  Then on 02/22/05 the balance is
27 and should have been 28.  

On 07/20/05 at 2:00 P.M., the surveyor reviewed RI #5’s records
and noted that on the medical exam dated 11/30/04 there is an
order for Ativan 1 mg, twice a day.  

On 07/19/05 at 1:20 P.M., the surveyor interviewed EI #7, PCA.
The surveyor asked if EI #7 ever noticed the count wrong on the
medications they had to count each shift.  EI #7 said she had
counted RI #5’s Ativan and the count was wrong.  The surveyor
asked how much Ativan would be off and EI #7 said sometimes 2 or
3.  The surveyor asked what EI #7 would do and EI #7 said that
she would report it to EI #1 and try to find it, but wouldn’t
find it.  The surveyor asked EI #1 what he did when missing
medications were reported to him.  EI #1 said that if he didn’t
find it it would tell EI #5 to write on the form that it was
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lost.  The surveyor asked if EI #1 had done any investigations or
ever documented about the missing medications and he said no. 

On 07/21/05 at 2:55 P.M., the surveyor interviewed EI #5, LPN and
asked about the counts being off on the control sheets and she
said she had gotten tired of it and had reported to EI #1 many
times.  EI #1 said that when she came in if count was wrong, she
would just start a new sheet with the “correct count”.   

*****************************************************************

420-5-4-.07(2)(c)5. All leftover foods shall be labeled and
dated, (month, day, year) and consumed within three days.

This rule is not met as evidenced by:

Based on an observation the surveyor determined that the facility
failed to ensure that leftover foods were labeled, dated and
consumed within three days.

Findings:

On 07/20/05 at 8:45 A.M., the surveyor observed the following
items in one of the refrigerators:

-- Cornbread wrapped in tinfoil with a label dated 07/14/05

-- Two Styrofoam cups that contained a pasta salad covered with
plastic wrap with no label.  

*****************************************************************

420-5-4-.08(4)(h) Refrigeration Facilities. Adequate
refrigeration facilities, automatic in operation for the storage
of perishable foods shall be provided. If it is impractical to
provide separate refrigeration for perishables, the refrigeration
shall be maintained at 40 degrees F. All refrigerators shall be
provided with thermometers. All refrigerators shall be kept
clean.

This rule is not met as evidenced by:

Based on an observation the surveyor determined that the facility
failed to ensure the refrigerators were kept clean.  

Findings:

On 07/20/05 at 8:45 A.M., the surveyor observed the following in
the kitchen:
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-- Refrigerator #1 - had a dried splattered brown substance on
the front door on the freezer side from the ice maker to the
bottom of the door.  

-- Refrigerator #2 - had a dried spotted/smudged brown and red
substance on the handle and front of the refrigerator side of the
door.  

*****************************************************************

420-5-4-.10(1)(e) Toilet Room Cleanliness. Floors, walls,
ceilings, and fixtures of all toilet rooms shall be kept clean
and free of objectionable odors. These rooms shall be kept free
of an accumulation of rubbish, cleaning supplies, and toiletry
articles. The use of a common towel and common bar soap is
prohibited.

This rule is not met as evidenced by:

Based on an interview and an observations the surveyor determined
that the facility failed to ensure the cleanliness of the toilet
rooms.  

Findings:

On 07/13/05 at 11:20 A.M., the surveyor observed the following in
the resident’s bathrooms:

1.) RI #2:  The shower was covered with a dry film of soap scum
and had bath mat that was covered with black/brown mold. There
was also a dry film of soap scum around the top of the sink.
There was a pink rug that had dried brown spots on it. The floor
was dull looking, the surveyor used a damp piece of toilet paper
and wiped the floor and a black color appeared on the toilet
paper.

2.) RI #3:  The shower was covered with a dry film of soap scum
and had bath mat that was covered with black/brown mold.  There
was also a dry film of soap scum on the facet and around the top
of the sink.  The toilet had a ring of dried brown scattered
particles inside it.  The floor was dull looking, the surveyor
used a damp piece of toilet paper and wiped the floor and a black
color appeared on the toilet paper. 

3.) RI #4:  The shower was covered with a dry film of soap scum.
There was also a dry film of soap scum on the faucet, inside the
sink and on the counter.  The soiled lid had dried brown spots
underneath and the inside of the toilet had a light black and
brown dried substance above the water line. The floor was dull
looking, the surveyor used a damp piece of toilet paper and wiped
the floor and a black color appeared on the toilet paper.
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4.) RI #5:  The shower and sink had some dry film of soap scum.
The floor was dull looking, the surveyor used a damp piece of
toilet paper and wiped the floor and a black color appeared on
the toilet paper. 

5.) RI #6 and #8:  The shower was covered with a dry film of soap
scum and black mold in one corner.  The beige shower curtain also
had black mold on it.  There was also a dry film of soap scum
around the faucet to the sink.  There was scattered spot of
beige, light black/brown on the wall next to the toilet. There
was wet and dry spots of yellow on the lid and around the toilet.
The floor was spotted with dry and wet yellow areas.  The floor
was also dull looking in some places, the surveyor used a damp
piece of toilet paper and wiped the floor and a black color
appeared on the toilet paper.

On 07/13/05 at 11:40 A.M., the surveyor interviewed EI #12, PCA.
EI #12 gave the surveyor the cleaning room list upon request and
the surveyor noted that RI #2 was suppose to have his/her room
cleaned on 07/11/05 (Monday).  The surveyor asked EI #12 if she
thought RI #2’s room had been cleaned Monday and she said no.
The surveyor showed EI #12, RI #3, 4, 5, and 8’s rooms and asked
her if she thought the rooms were clean and if she thought the
filthiest had just happened in the last few days.  EI #12 agreed
that the rooms were very dirty and that it was not just dirt from
just the past few days.  

*****************************************************************

420-5-4-.10(2)(c) Resident Bedrooms. Resident bedrooms shall be
cleaned and dusted as often as necessary to maintain a clean,
attractive appearance.

This rule is not met as evidenced by:

Based on an interview and an observation the surveyor determined
that the facility failed to keep the resident’s bedrooms cleaned
and dusty as often as necessary to maintain a clean, attractive
appearance.

Findings:

On 07/13/05 at 11:20 A.M., the surveyor observed the following in
the resident’s bedrooms:

1.) RI #1:  There was a very strong smell of urine in room.  The
bed was made up and the surveyor turned down the covers and felt
wetness on the sheets and blanket.  The surveyor smelled the wet
and dry linen and the urine smell was very strong.  EI #1 was
asked to feel and smell and he agreed with the assessment.  

Page 41 of 43



2.) RI #2:  There were four pieces of furniture that the surveyor
rubbed her finger across and the result was thick dry dust balls.
There was a slight smell of urine and the mattress was observed
to have large dry brown stains that smelled of urine.  

3.) RI #4:  There were six pieces of furniture that the surveyor
rubbed her finger across and the result was thick dry dust balls.
The window seals had dry black dirt scattered across them and the
air conditioning unit was also covered with dirt.  

On 07/13/05 at 11:40 A.M., the surveyor interviewed EI #12, PCA.
EI #12 gave the surveyor the cleaning room list upon request and
the surveyor noted that RI #2 was suppose to have his/her room
cleaned on 07/11/05 (Monday).  The surveyor asked EI #12 if she
thought RI #2’s room had been cleaned Monday and she said no.
The surveyor showed EI #12 RI #4’s room also and asked her if she
thought the room were clean and if she thought the filthiest had
just happened in the last few days.  EI #12 agreed that the room
was very dirty and that it was not just dirt from just the past
few days.

*****************************************************************

420-5-4-.12(3)(p) Call System. Except in family facilities, a
central electric or electronic call system shall be conveniently
provided for each resident, usable in bedrooms and bathrooms.

This rule is not met as evidenced by:

Based on observation, record review and interview, it was
determined the facility failed to provide a functioning
electronic call system for all resident’s bathrooms within the
facility. Further, the facility failed to maintain an operational
call light for the room of Resident Identifier (RI) #8.

Findings include:

1.On 07/13/05 at 12:00 P.M., the surveyor observed that RI #1, RI
2, RI #3, RI #4, RI #5, RI #6, RI #7, RI #8 and RI #9 did not
have a call system in their bathrooms.

2. On 7/19/05 at 2:05 PM, RI #9 was interviewed. RI #9 was asked
if he/she witnessed any unusual occurrences at night within the
facility. RI #9 stated, “On that particular shift (night) they
(staff) would turn his buzzer off. I would hear RI #8 hollering.
I would go up there to the dining room and tell them he needed
some help.” RI #9 was asked how many times this occurred and
replied, “Three times.” Next, RI #9 was asked when did this occur
and he/she stated, “May 2005.”

On 7/19/05 at 2:30 PM, Employee Identifier (EI) #11 was
interviewed. He/She was asked if he/she ever came to work and
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discovered the call light turned off. EI #11 replied, “Yes, I
went and told (name EI #1).”

On 7/19/05 at 2:40 PM, EI #1 was interviewed. He/She was asked
about notification of the call system being turned off. EI #1
stated, “They told me the call light system would not work. (EI
#11’s name) told me the call light was not working in (RI #8’s
name) room. I went down there and it was flashing. I started
pushing buttons (at the panel) and it came back on.” EI #1 did
not present any evidence that this incident was investigated.

*****************************************************************

Debbie Clark, R.N.

James Norman, R.N.
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