
ALABAMA DEPARTMENT OF PUBLIC HEALTH
DIVISION OF HEALTH CARE FACILITIES

ASSISTED LIVING UNIT
STATEMENT OF DEFICIENCIES

FOR
OUR SOUTHERN HOME, THREE NOTCH

6801 THREE NOTCH ROAD
MOBILE, AL 36604

D4935
SURVEY DATES:  MAY 2 - MAY 6, 2006  

This facility is licensed for 46 assisted living beds.  The census of the facility on the survey dates
was 32.

The following are deficiencies cited during the survey and require a plan of correction:

420-5-4-.04 (1)  An assisted living facility shall employ sufficient staff and ensure sufficient
staff are on duty to meet the care needs of all residents twenty-four hours a day, seven days
a week.  This means that an assisted living facility must not only have a sufficiently large
number of staff members to meet the care needs of all residents, it must also manage and
direct the activities of staff members in a manner that results in adequate care being
provided.  An assisted living facility shall likewise employ sufficient staff, ensure sufficient
staff are on duty, and manage and direct staff activities in a manner that results in
maintenance of a neat, clean, orderly, and safe environment at all times.

THIS RULE IS NOT MET AS EVIDENCED BY:

Based on observation, interviews with facility staff, interviews with facility residents, resident
record reviews, and reviews of the facility's policies and procedures, the surveyor determined that
the facility Administrator, EI#1, failed to direct staff activities in a manner that resulted in the
care needs of all residents being met and an environment that was safe and decent at all times.
The surveyor determined that the lack of direction of staff in resident care areas and safety areas
resulted in neglect for 2 of 8 sampled residents (RI#5 and RI#7) who sustained falls with injury
requiring hospitalization.  The surveyor also determined that the lack of direction of staff resulted
in 8 of 8 sampled residents not having the right to a safe and decent environment (RI#1, RI#2,
RI#3, RI#4, RI#5, RI#6, RI#7, and RI#8).  The surveyor finally determined that the
Administrator's lack of direction of staff resulted in 8 of 8 sampled residents not having the right
to due recognition of personal dignity as the severely cognitively impaired residents were not
assisted with Activities of Daily Living including grooming, ambulation, dressing, eating, etc.
The resident's individual care needs were not being met by the facility staff. (RI#1, RI#2, RI#3,
RI#4, RI#5, RI#6, RI#7, and RI#8) 

FINDINGS:
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See Cited Deficiency Numbers:
1) 420-5-4-.05(3)(g)2 - Resident's right to be free of neglect and to live in a safe and decent
environment.  
2) 420-5-4-.05(3)(g)3 - Resident's right to be treated with due recognition of personal
dignity.

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

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

420-5-4-.04 (3) (a) 5. The administrator shall ensure that plans of care for all residents are
current and appropriate.  This shall include the prearranged discharge plan.

THESE RULES ARE NOT MET AS EVIDENCED BY:

The Administrator's failure to direct the care staff, identify individual resident's needs, and
implement appropriate interventions to meet each resident's needs resulted in neglect for 2 of 8
sampled residents.  The Administrator's failure to implement policies and procedures resulted in
8 of 8 sampled residents not having a safe and decent environment.  The administrator's failure
also resulted in 8 of 8 residents being denied the right to due recognition of personal dignity.  The
surveyor finally determined that the Administrator failed to ensure that plans of care for 5 of 8
sampled residents were current, appropriate, and that appropriate interventions were
implemented by the facility staff.  This failure resulted in inadequate care being provided by the
facility staff to severely cognitively impaired residents who were not able to direct their own
care.    

FINDINGS:

See Cited Deficiency Numbers:
1) 420-5-4-.05(3)(g)2 - Resident's right to be free of neglect and to live in a safe and decent
environment.
2) 420-5-4-.05(3)(g)3 - Resident's right to be treated with due recognition of personal
dignity.
3) 420-5-4-.05 (3)(f)1, 420-5-4-.05(3)(f)2, and 420-5-4-.05(3)(f)3 - Failed to ensure that all
incidents requiring an investigation were investigated.  Failed to ensure appropriate
interventions were devised and implemented immediately.  Failed to complete a detailed
and accurate report for all incidents.  Failed to report all reportable incidents to the
Assisted Living Facilities Report Hotline within 24 hours of the event.
4) 420-5-4-.05(3)(g)10-Resident's right to appropriate health care.
5) 420-5-4-.04(1)- The Administrator failed to direct the facility staff in such a manner that
the resident's individual needs and care was met by the staff.
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6) 420-5-4-.05(3)(d)-The Administrator failed to ensure that the plans of care for all
residents were current and appropriate.  The Administrator failed to implement
appropriate interventions for each resident's individual needs.
7) 420-5-4-.06(2)(g)-The Administrator failed to ensure that 2 residents had the annual
physical exams.  
8) 420-5-4-.06(4)(j)-The Administrator failed to ensure that all medications in the facility's
custody were maintained in unit dose packaging.
9) 420-5-4-.06(4)(k)-The Administrator failed to ensure that all controlled substances were
accounted for that were in the facility's custody.  The Administrator also failed to ensure
that the 2 RN's in the facility counted the controlled substances on a daily basis.
10) 420-5-4-.06(4)(n)2-The Administrator failed to ensure that all medications were
returned to the resident or sponsor if the resident was discharged home or to another
facility.  
11) 420-5-4-.06(6)(a)-The Administrator failed to ensure that severely cognitively impaired
residents who were unable to direct their care and were unable to protect themselves from
medication errors were discharged from the facility.

******************************************************************************
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
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. 

THIS RULE IS NOT MET AS EVIDENCED BY:

Based on observations, interviews with facility staff and residents, and resident record reviews,
the surveyor determined that the facility Administrator failed to keep plans of care current and
updated.  The surveyor also determined that the Administrator failed to implement appropriate
interventions for resident's individual needs for RI#2, RI#4, RI#5, RI#6, and RI#7 (5 of 8
sampled residents).

FINDINGS:

Page 3 of 59



See Resident Information for RI#2, RI#4, RI#5, RI#6, and RI#7 (who were severely cognitively
impaired) in cited Deficiencies:  420-5-4-.05(3)(g)(2) and 420-5-4-.05(3)(g)3.

On 05/05/06, at 6:00P.M., during an interview, the surveyor asked EI#1, Administrator, if he/she
had written assignments for the care givers documenting what care issues that they were
responsible for and when to perform the care based on each individual resident's needs.  EI#1
stated, "No.  We all have care plan meetings and the Team Leaders and Care Givers attend the
meetings."  The surveyor asked EI#1 if the meetings were documented.  EI#1 stated, "No."  The
surveyor asked EI#1 if the severely cognitively impaired residents residing in this facility were
able to determine what he/she individually needed and direct his/her own care.  EI#1 stated,
"No."  The surveyor asked EI#1 who made the decisions regarding resident individual needs,
identifying each resident's individual problem areas, developing a plan to meet each resident's
needs, implementing steps to meet these needs, and assessing to see if the needs were met.  EI#1
stated, "The RN's (Registered Nurses)."  The surveyor asked if EI#1 and EI#2 were the facility's
RN's.  EI#1 stated, "Yes."  The surveyor asked EI#1 who was responsible for assessing each
person before admission to determine if the resident was appropriate for the facility and to
determine that the facility staff could meet the resident's needs.  EI#1 stated, "I do." 

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

420-5-4-.05 (3) (f) 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 within 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:
(i)   Circumstances under which the incident occurred. 

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

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

(iv)  Immediate treatment rendered.

(v)   Names, telephone numbers, and addresses of witnesses. 

(vi)  Date and time relatives or sponsor were notified.

(vii) Out-of-facility treatment. 
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(viii) Symptoms of pain and injury discussed with the physician, and the date and time the
physician was notified.

(ix)  The extent of injury, if any, to the affected resident or residents. 

(x)   Follow-up care and outcome resolution.

(xi)  The action taken by the facility to prevent the occurrence of similar incidents in the
future.

420-5-4-.05(3)(f) 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 injury resulting in hospitalization.

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

420-5-4-.05 (3) (f) 3.  In addition, the following shall be reported to the Assisted Living
Facilities Report Hotline:

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

420-5-4-.05 (3) (f) 4.  The report to the Assisted Living Facilities Report Hotline shall be
made within 24 hours of the incident and shall include the following:

(i)    Facility name; 

(ii)   Time and date of report;

(iii)  Reporter's name; 

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

(v)    Names of the 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.

THESE RULES ARE NOT MET AS EVIDENCED BY:

Based on observation, interviews with facility staff, and record reviews, the surveyor determined
that the Administrator failed to investigate all incidents, failed to make a detailed and accurate
report of all incidents, and failed to report all reportable incidents to the Assisted Living
Facilities Report Hotline within 24 hours of the incident.

FINDINGS:
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RI#5’s admission date to the facility was 01/28/03. RI#5’s current medical examination was
dated 01/15/06 and documented the following diagnosis: Organic Brain Syndrome,
Hypertension, Congestive Heart Failure, Old CVA, Depression, and Fall Risk. 

RI#5's facility resident record contained:

A “Family Contact Sheet” that documented:  04/25/06: Call placed to resident’s family member
to notify transfer via ambulance to Emergency room to assess/rule out fracture. EI#2 signed the
entry. 
05/01/06: Call placed to family member to notify of RI#5’s admission to hospital with diagnosis
of head injury and spinal fracture. Family member states understanding. EI#2 signed the entry.

The following documentation was noted in an area hospital's records including inpatient and
Emergency Room visits for RI#5:
1) An “Emergency Physician Record”- dated 04/25/06-10:00A.M.-Chief Complaint: Fall, lost
balance. Fell from standing position while in the yard. A Physician had signed the entry. 
2) An “Emergency Nursing Record”- dated 04/25/06-09:35A.M.- Initial Assessment: Complains
of “hurting all over.” Hematoma  right temporal. Patient continually changes the area of pain
complaint, low back, left hand, left hip, and neck. Pitting edema lower extremities, bruising
noted right shoulder/clavicle.  X-ray right shoulder ordered.  Shoulder Immobilizer and Sling to
Right Shoulder.  A hospital RN had signed the entry.
3) An “Admission Record”-dated 05/01/06-Admitting Diagnosis:  Fall, contained a “History and
Physical” which documented, "A resident of Our Southern Home on Three Notch who has
apparently suffered a couple of falls in the last week or two.   He/she was found on the floor at
the nursing home with bruising on his/her forehead, and eyes and a laceration. He/she was moved
to the emergency room, evaluated and admitted with the laceration over the bridge of his/her
nose - it is a vertical cut. He/she was admitted with diagnosis of a head contusion and laceration,
previous compression fractures. He/she is demented and can provide little meaningful history.
Past Medical History:  He/she had a diagnosis of dementia.  He/she has a gait disturbance, and is
a fall risk.  He/she has old diagnosis including a stroke.  He/she has raccoon bruising under both
eyes.  He/she has an abrasion and cut on the bridge of his/her nose.  He/she has a skin tear on
his/her hand.  White count: 25,000.  Bone scan shows a compression fracture at L(Lumbar)3-4.
Impression:  Fall with facial contusion.  Gait Disturbance, previous falls and fall risk.
Alzheimer’s Dementia with moderate confusion.  Hypertension.  Muscleskeletal problems.
Physician’s signature was electronically signed.  A “Consultation Report”- dated 05/01/06- 78
year old with progressive dementia, bedridden, and lives in a nursing home.  He/she was found
on the floor with multiple abrasions, complaining of shoulder pain, back pain. He/she was
brought to the emergency room. He/she on x-ray was found to have a compression fracture of
L(Lumbar)3, and L(Lumbar)4. This appears to be old. He/she also had separation of the right
shoulder, is in a brace for that. He/she knows his/her name, but did not know time or location.
He/she thought he/she was at Romar Beach.  The patient is clearly demented and would not
understand anything that I could explain.  Right arm is in a sling.  Physician’s signature
electronically signed.  An “Emergency Nursing Record”- dated 05/01/06-8:47A.M.- Patient
presents with report of fall. Laceration on nose, bruising to eyes bilaterally, bruising above upper
lip, abrasion left knee, skin tear to left hand, swelling left knee with bruising, +(positive) pedal
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edema, bruising noted right hip, small bruise x 2 inner right thigh, bruise left lower extremities
below knee, laceration to nose between eyes, bleeding controlled.  A hospital's RN had signed the
record.  An “Emergency Physician Record”- dated 05/01/06-9:05A.M.-Chief Complaint:  Fall.
Nursing Home reports patient fell.  Location of pain/injuries:  Head, face, neck, back, right
shoulder, right thigh, right knee and left knee. Severity of pain:  Severe.  Neuro/Psych:  
Confusion and disorientation.  Clinical Impression: Contusion of head, neck sprain, laceration
nasal, and compression fracture L(Lumbar)4.  Wound description/repair:  Length:  1.5
centimeters.  Location:  Nasal ridge.  Wound repair to nasal ridge:  Closed with 4, 5-0(five
ought) nylon stitches.  X-rays of Cervical-spine, Dorsal-spine, Lumbar Sacral spine, and
compression Lumbar 4, CAT and long bones ordered.  A Physician had signed the entry.

Observations and Interviews regarding RI#5:

On 05/03/06 at 2:45P.M., while accompanied by a staff member of an area hospital, the surveyor
observed RI#5 in the bed in his/her hospital room.  RI#5 had his/her eyes closed but was picking
at his/her hair and face with his/her hand.  RI#5's legs were moving under the covers constantly.
RI#5 had deep purple circles around both eyes surrounding eyes up to eyebrows, "Raccoon"
appearance to eyes.  The surveyor observed that RI#5's mid nose area (below bridge of nose) had
sutures in it.  The surveyor observed that the purple bruising continued into over the nose and
into the creases of his/her cheeks.  RI#5 opened his/her eyes.  The surveyor identified herself and
asked if RI#5 would talk to the surveyor.  RI#5 stated yes.  The surveyor asked what RI#5's name
was.  RI#5 gave his/her middle name.  The surveyor asked what RI#5's last name was.  RI#5
stated, "I don't know."  The surveyor asked RI#5 where he/she lived.  RI#5 stated, "Up in the
pink."  The surveyor asked RI#5 how his/her face got bruised.  RI#5 stated, "I don't know."  The
surveyor observed a small scabbed area on RI#5's left hand and asked what had happened to the
hand.  RI#5 stated, "It was in my head.  I have some soup cans."  The surveyor asked RI#5 what
he/she did with the soup cans.  RI#5 stated, "Yeah."  RI#5 closed his/her eyes and appeared to be
sleeping.  A hospital staff member stated that RI#5 had been given Ativan 2 milligrams (mg) at
1:50P.M., for agitation.  The surveyor asked if she could return later when RI#5 was awake to
continue observations and was told by hospital staff members that she could.

On 05/03/06 at 4:30P.M., the surveyor accompanied by a hospital staff member returned to
RI#5's room.  RI#5 was awake.  The surveyor asked RI#5 what his/her name was.  RI#5 stated
his/her middle name.  The surveyor asked RI#5 what his/her last name was.  RI#5 stated his/her
middle name again.  The surveyor asked RI#5 where he/she lived.  RI#5 stated, "Fort Payne,
Alabama."  The surveyor asked RI#5 where he/she was today.  RI#5 stated, "No."  The staff
member showed the surveyor the bruising on RI#5's right leg.  The surveyor observed the
following bruising on the right leg.  Just to the left of the mid line of the front of the thigh was
one approximately 2.0 centimeter (cm) circular area and just below this was one approximately
1.5 cm circular area of bruising.  Both were pale purple (lavender) in the center with pale yellow
edges.  On the outside of the right thigh (lateral side), the surveyor observed one bruise that was
approximately 6cm by 10cm in area with deep purple center with yellow edges.  The surveyor
observed a bruise on the lateral side of the right thigh near the thigh and hip area of RI#5 which
was approximately 1.5cm by 2.0cm in size.  This bruise had a purple center fading to light purple
with yellowing noted within the purple area and pale yellow edges.  The surveyor observed that
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the left thigh did not contain any visible bruising at this time.  The surveyor observed that there
was not any visible bruising on the inner right thigh at this time.

On 05/04/06, at 11:00A.M., during an interview with facility staff member, EI#2, RN(Registered
Nurse) the surveyor asked EI#2 if he/she was the most senior staff member on duty when he/she
arrived on 05/01/06 (the date RI#5 fell sustaining injuries requiring hospitalization).  EI#2 stated,
"Yes."  The surveyor asked EI#2 what time he/she arrived on 05/01/06.  EI#2 stated, "About
7:00A.M., the staff called me on my cell phone about 6:30A.M., and I was already on my way
here."  The surveyor asked RI#2 if he/she remembered what type injuries RI#5 had on 05/01/06.
EI#2 stated, "They told me RI#5 was found on the floor with his/her nose bleeding and bruises
around his/her eyes.  I asked if he/she was conscious and breathing and if there was an extreme
amount of blood.  They said he/she was conscious and breathing and not an extreme amount of
blood.  When I got here I went straight to RI#5's room.  RI#5 was sitting on the side of the bed
with EI#11 sitting beside him/her holding a towel to his/her nose.  I attempted to assess RI#5 and
he/she complained of pain all over and I attempted to ascertain more information from the care
givers.  I called 911.  No, I called an ambulance company and they responded."  The surveyor
asked what time did RI#5 fall and sustain the injuries.  EI#2, RN, stated, "The report said around
5:30A.M."  The surveyor asked EI#2, RN, what to his/her knowledge had the care givers been
told to do for a resident who fell and sustained an injury in the absence of the RN.  EI#2 stated,
"Yes.  They can call 911 and they have access to the First Aid Kit."

On 05/04/06, at 11:50A.M., during an interview with EI#1, Administrator, the surveyor asked
him/her what was the facility's policy regarding falls with injury if a nurse (RN) was not present.
EI#1 stated, "They (care givers) would call the nurse on call or the hospice nurse if the resident is
on hospice."  The surveyor requested a copy of the fall protocol or policy.  The surveyor asked
EI#1 who was on call the morning of RI#5's fall.  EI#1 stated, "EI#2, RN, was on call."  The
surveyor asked if the facility maintained a schedule of the on call nurse.  EI#1 stated, "We
should."  The surveyor requested but never received a copy of the on call schedule for April 23 to
April 26, 2006, and from April 30, 2006 to May 2, 2006, nor of the policy for falls.  The surveyor
asked EI#1 if he/she had investigated RI#5's fall with injury.  EI#1 stated, "Yes."  The surveyor
asked EI#1 if he/she documented the investigation.  EI#1 stated, "No.  I just talked to the staff
and RI#4."

On 05/04/06, at 1:30P.M., during an interview with EI#1, the surveyor asked what conclusions
had he/she come to regarding the incident dated 05/01/06 regarding RI#5's fall with injury.  EI#1
stated, "I concluded that RI#5 fell in his/her room and that RI#4 found RI#5, could not get RI#5
up out of the floor and called for help."

On 05/04/06, at 2:35P.M., the surveyor interviewed EI#10, Care Giver/Team Leader of the 7 to 3
shift.  The surveyor asked what time had EI#10 arrived on 05/01/06.  EI#10 stated, "About
7:45A.M."  The surveyor asked EI#10 if he/she saw RI#5 on the morning of 05/01/06.  EI#10
stated, "No.  I was pulling up as the ambulance was leaving."

On 05/04/06, at 3:40P.M., the surveyor interviewed EI#11, Care Giver.  The surveyor asked what
EI#11 knew regarding the fall of RI#5 on 05/01/06.  EI#11 stated, "Around 5:30A.M., I was
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getting another resident dressed.  EI#5, Care Giver, came to the other resident's room and asked
me to help him/her get RI#5 up and that RI#5 was on the floor.  RI#5's nose was swollen, had a
cut on it, was bleeding from the cut, from his/her nostrils, and had blood in his/her mouth.  EI#5
and I got RI#5 up and sat him/her on the side of the bed.  There was an area of blood on the floor
about the size of a saucer (for cup) and color was bright to medium red.  Some of the smaller
spots of blood was drying on the floor when we got in there."

On 05/04/06, at 4:35P.M., the surveyor interviewed EI#5, Care Giver.  The surveyor asked EI#5
what had occurred 05/01/06 with RI#5.  EI#5 stated, "I opened the door and he/she was sitting
behind the door on his/her bottom by the closet.  His/her face was bloody and I ran to EI#11 and
told him/her that RI#5 was messed up and that I needed help.  I went back and stayed with RI#5
until EI#11 came to RI#5's room.  When I saw RI#5 before then it was about 3:30A.M., and
he/she was in bed." 

On 05/05/06, at 6:00P.M., the surveyor asked EI#1 and EI#3 if either of them had found a report
of incident for RI#5's fall of 04/25/06 with shoulder injury that had been requested by the
surveyor 05/05/06 at 11:45A.M., and again on 05/05/06 at 12:45P.M.  EI#1 stated, "No."  EI#3
stated, "No."  The surveyor asked EI#1, Administrator, if a document or copy of a document had
been requested by the surveyor and if the surveyor had not received it could EI#1 tell the
surveyor why.  EI#1 stated, "If EI#3 has not found it, then it is not here."

On 05/05/06, at 6:00P.M., during an interview, the surveyor asked EI#1 if he/she had reported
RI#5's fall with injury of 04/25/06 and RI#5's fall with injury dated 05/01/06 to the Assisted
Living Facility Report line.  EI#1 stated, "No.  I didn't."

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

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. 

THIS RULE IS NOT MET AS EVIDENCED BY:

Based on observation, interviews with facility staff, and record reviews, the surveyor determined:

1)  That the facility Administrator failed to ensure that 2 of 8 sampled residents were free from
neglect (see NEGLECT FINDINGS for RI#5 and RI#7).

2)  That the facility Administrator failed to provide a safe and decent environment for 8 of 8
sampled residents (see SAFE and DECENT ENVIRONMENT FINDINGS ):

a) By failing to have all cleaning products and external use substances attended or secured when
a wandering severely cognitively impaired resident was in the area, the surveyor references:
420-5-4-.06(5)(b)Poisonous or External Use Substances. Cleaning supplies and poisons shall
be attended at all times or shall be kept in a secure area.
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b) By failing to have all medications and external use substances attended or secured when a
wandering severely cognitively impaired resident was in the area, the surveyor references:   
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.  

c) By failing to have the fire alarm and sprinkler system checked semi-annually.  The surveyor
references:  420-5-4-.12(3)(t)3. The fire alarm system and the sprinkler system shall be
inspected by licensed, trained and qualified personnel at least semiannually for compliance
with the respective codes. Inspection reports shall be maintained in the facility. 

d) By failing to perform monthly fire drills for 6 months of a 12 month period.  The surveyor
references:  420-5-4-.11(1)(b) Fire Drills. Fire drills shall be conducted at least once per
month, quarterly on each shift. 

e) By failing to ensure that all maglock devices released upon activation of the fire alarm system
when tested, and by failing to ensure that signs were posted by the 3 delayed egress Exit doors in
the facility.  The surveyor references:  420-5-4-.12(3)(m)4. Exterior egress doors shall not
prevent free and unhindered egress from the facility. Delayed egress or other special
locking arrangements are permitted only in specialty care assisted living facilities.
(Reference:  420-5-20-.12(7)(d)1-Delayed-egress locks must comply with the requirements
for "Special Locking Arrangements" found in NFPA 101 Life Safety Code (7.2.1.6.1(d) On
the door adjacent to the release device, there shall be a readily visible, durable sign in
letters not less than 1 inch (2.5centimeters) high and not less than 1/8 inch (0.3 centimeters)
in stroke width on a contrasting background that reads as follows:  PUSH UNTIL ALARM
SOUNDS, DOOR CAN BE OPENED IN 15 SECONDS) and 420-5-20-.12(7)(d)2 (iii)  Locks
shall release automatically upon activation of the fire alarm system.)

f) By failing to ensure that the facility's call system was operating.  The surveyor references:  
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. 

g) By failing to ensure that all EXIT markings were clearly illuminated.  The surveyor references:
420-5-4-.12(3)(v) Exit marking. In group and congregate facilities, a sign bearing the word
"EXIT" in plain legible block letters shall be placed at each exit. Additional signs shall be
placed in corridors and passageways wherever necessary to indicate the direction of exit.
Letters of signs shall be at least four inches high. All exit and directional signs shall be kept
clearly legible by continuous internal electric illumination. 
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h) By failing to ensure that the facility's back up system for the secure perimeter was operational.
The surveyor references:  420-5-20-.12 (7) (c) of the Specialty Care Assisted Living Facilities:  
Each facility shall have a secure boundary or perimeter to safely accommodate wandering
residents in all aspects of its physical plant.  Exterior building walls and doors, and walled
or fenced outdoor areas may form this boundary. 

i) By failing to ensure that resident's rooms and the dining room were free of objectionable odors.
The surveyor references:  420-5-4-.10(1)(g) Control of odors. The facility shall be free of
objectionable odors. 

j)  By failing to ensure that each resident had a current plan of care including implementing
appropriate actions for each individual resident's needs.  420-5-4-.05(3)(d)-Plan of care.

FINDINGS FOR VIOLATION OF 420-5-4-.05(3)(g)2 (NEGLECT, SAFE AND DECENT
ENVIRONMENT):

NEGLECT 

RI#5 

RI#5’s admission date to the facility was 01/28/03.  RI#5’s current medical examination was
dated 01/15/06 and documented the following diagnoses:  Organic Brain Syndrome,
Hypertension, Congestive Heart Failure, Old CVA, Depression, and Fall Risk.  The medical
examination documented the following medications:  Metoprolol, Aspirin, Magnesium Oxide,
Norvasc, Acetaminophen, Haloperidol, and Trazadone.  The medication administration record
for RI#5 was dated 04/01/06, and documented the following medications:  Metoprolol
50mg(milligrams) one tablet by mouth twice a day, Aspirin EC 325mg take one tablet by mouth
daily, Magnesium Oxide 400mg take one tablet every day, Norvasc 10mg take one tablet every
day, Acetaminophen 325mg take two tablets by mouth every four hours as needed, Haloperidol
1mg take one or two as needed, and Trazodone 50mg take one tablet at bedtime as needed.  

RI#5's facility resident record contained:

1) A “Progress Note” dated 7/28/04 that documented:  History and Physical:  RI#5 is a 76 year
old resident of Our Southern Home.  He/she has a history of dementia.  He/she has a history of an
unsteady gait and has had several falls.  Most recently on 06/01/04 he/she fell and had facial
contusions and loose teeth related to the fall.  He/she also had a fracture of the anterior maxillary.
He/she had to have several teeth extracted by an oral surgeon.  Staff reports his/her dementia is
getting increasingly worse.  Acute Diagnosis:  End stage dementia, Hypertension, Congestive
heart failure, History of Cerebral Vascular Accidents, Depression, and Gait Disturbance.
Treatment Plan:  We will get a basic metabolic profile and magnesium level.  We will also send
him/her to see an orthopedist as soon as possible.  He/she says he/she hurt his/her right foot when
he/she fell.  CRNP(Certified Registered Nurse Practioner) has seen this patient and evaluated and
approved the treatment plan.  The Medical Director's signature was on the entry.
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2) A “PSMS”(Physical Self-Maintenance Scale) dated 12/26/05 that documented:  Toileting:  No
control of bowels or bladder.  Dressing:  Needs major assistance in dressing.  Grooming:  Needs
total grooming care.  Physical Ambulation:  Ambulates with assistance of cane.  EI#1 had signed
the entry.

3) A “Psychogeriatric Dependency Rating Case-Sheet” dated 03/06/06 that documented:   
Mobility:  Aids(cane/walker).  Assistance dressing:  (Has to be dressed always), occasionally
requires toileting. 

4) A “Family Contact Sheet” that documented:
Date:  04/25/06:  Call placed to resident’s family member to notify transfer via ambulance to
Emergency room to assess/rule out fracture.  EI#2 had signed the entry. 
Date:  05/01/06: Call placed to family member to notify of RI#5’s admission to hospital with
diagnosis of head injury and spinal fracture.  Family member states understanding.  EI#2 had
signed the entry.

5) A “Physician Contact Sheet”:  Dated:  05/01/06:  Call placed to hospital emergency room to
check on status of RI#5.  ER nurse states resident being admitted with diagnosis of head injury
trauma and spinal fracture.  EI#2 had signed the entry.

6) The following “Monthly Assessment/ Plan of Care” sheets:
a)  09/06/05-Signed by EI#1.  Problem Area:  Unsteady gait, increased potential for falls.  Plan:  
Encourage resident to use walker.  Eliminate potential hazards.  Encourage participation in
exercise class.
b)  10/10/05-Signed by EI#1.  Problem Area:  Fall Risk.  Plan:  Remove all objects and rugs in
pathway.  Encourage to walk only with roller walker.  Walkway:  Path are kept with light on to
prevent fall.  Assist to and from room when needed and with all ADL’s(Activities of Daily
Living).
c)  11/14/05-Signed by EI#1.  Problem Area:  Fall Risk.  Plan:  Resident use cane for ambulatory
unsteady gait.  Also has walker with wheels to assist him/her in motion. All clutter and rugs are
removed to prevent fall.
d)  12/19/05:  Problem Area:  Deficit in Memory.  Plan:  Reorient to surroundings.  Make aware
of date, year, time.  Direct to familiar surroundings. 

RI#5 had the following falls documented in the facility's incident reports:
1)  01/18/05-11:30A.M.- Found on floor.  Skin tear on right hand and said it hurts to walk on
right ankle.  Steps taken to prevent reoccurrence:  Resident was advised not to get up without
assistance to prevent other falls.
2)  02/01/05-5 O’clock(AM/PM not documented)- Found lying on the floor.  Steps taken to
prevent reoccurrence:  Talked to resident about getting up by him/herself to wait until someone is
in the room. 
3)  02/03/05-10:50P.M.- Found on floor, calling for help.  No steps to prevent reoccurrence
documented.
4)  02/03/05-10:55P.M.- Resident fell on the floor in his/her room.  He/she keeps getting up
through the night and falling. No steps to prevent reoccurrence documented.
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5)  02/23/05-11:30P.M.- Found on floor during rounds.  No steps to prevent reoccurrence
documented.
6)  02/23/05-1:20A.M.- Found on floor during rounds, resident said his/her hip, left arm, and
back was in pain.  Resident was taken to hospital.  No steps to prevent reoccurrence documented.
7)  05/30/05-6:45(AM/PM not documented)- Resident walking, lost balance and fell.  Immediate
treatment rendered:  Resident put in upright position.  Pressure was applied to areas that were
bleeding then he/she was taken to room and put to bed.  Extent of injury:  Abrasion on eyebrow
and cheek, scrape on knee.  Steps taken to prevent reoccurrence:  Monitor closely every half hour
throughout the night.  EI#1 signed the report.
8)  07/03/05-1:30A.M.- Found on floor in front of the bathroom.  Extent of Injury:  Resident
complained that his/her bottom was hurting.  No steps to prevent reoccurrence documented.
EI#1 and EI#11 signed the report.
9)  08/22/05-08:45(AM/PM not documented)- Found on back with legs in air.  RI#5 stated right
leg hurt.  Extent of Injury:  Bruise to right hip, checked frequently to see how he/she was doing.
Steps taken to prevent reoccurrence:  To observe resident every 1 hour by staff.  Monitor resident
to prevent going in wrong area and becoming to tired from walking and looking for room.  EI#1
signed the report.
10)  09/09/05-5:00A.M.- Went to wake up for coffee and found on floor, there was urine-bowel
movement mixed on the floor.  No witness to accident.  I, EI#11 found RI#5 on the floor.  Extent
of Injury:  RI#5 said his/her bottom hurt.  Steps taken to prevent reoccurrence:  Monitor
incontinence every two hours.  EI#1 and EI#11 signed the report.
11)  10/17/05-10:25(AM/PM not documented)- Found on floor in hallway of room.  Immediate
treatment rendered:  RI#5 was put back to bed.  No steps to prevent reoccurrence documented.
EI#1 had signed the report.
12)  There are separate incident reports and notations for this event:
a)  05/01/06-5:45 or 6:00A.M.-Went in to get RI#5 up and dressed for breakfast and RI#5 was on
the floor bloody.  EI#5.
b)  05/01/06-5:30A.M.- EI#5 told me RI#5 was on the floor in his/her room, that he/she was
bleeding and his/her sling was off.  EI#5 asked me to come help get resident up off the floor.  I
did and when I got him/her up I changed his/her pull-up and got a towel to clean him/her and the
floor.  I told EI#8 and called EI#3 and asked what to do because it looked like RI#5 had an
injury.  (Maybe broke) his/her nose.  EI#3 told me not to take his/her shirt off so if his/her nose
was injured it would not further agitate the injury.  EI#3 told me to leave RI#5 on the bed until
the nurse got here.  I also told them the comments RI#5 was making while I was cleaning him/her
up.  (but the nurse told me that RI#5 has dementia).  EI#11 and EI#1 signed the report.
c)  05/01/06-7:20- Just went and looked at RI#5.  Employee that witness the incident:  EI#4.
 EI#1 signed the report.
d)  05/01/06-6:30 A.M.- Just look at RI#5's face.  Did not see fall. EI#8.  EI#1 signed the report.
e)  05/01/06 - RI#5 was sitting up on the bed.  EI#11 was sitting next to him/her holding pressure
to nasal area.  Observed red blood from nose and bruised areas underneath both eyes.  EI#8 states
that RI#5 was found on the floor at approximately 5:30A.M.  EI#2 signed the report.
f)  05/01/06- no time documented-describe incident:  Name of person in charge at time of
incident:  Nurse.  Immediate treatment rendered:  Taken to hospital.  Extent of Injury:  Was not
here.  EI#10 and EI#1 signed the report.
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The surveyor noted that RI#5 had 12 falls in 2005 and 2006.  11 of the 12 were unwitnessed falls
(found on floor).  No appropriate interventions were implemented for 10 of the 12 falls.  RI#5
sustained injury requiring hospitalization on 04/25/06 and 05/01/06.  The Administrator's failure
to direct the staff by identifying problems that were specific to RI#5 and his/her failure to
implement appropriate interventions for RI#5's falls, resulted in Neglect.

The following documentation was noted in an area hospital's records including inpatient and
Emergency Room visits for RI#5:
1)  An “Admission Record”- dated 02/23/05 - Admitting Diagnosis:  Fall.  “Emergency
Physician Record”- 02/23/05 - time - 3:00A.M.  Chief complaint:  Fall.  Injury to right shoulder
and side.  Fell from ground level fall.  Clinical Impression:  Fall, fracture right rib, and multiple
contusions.
2)  An “Emergency Physician Record”- dated 04/25/06 - 10:00A.M.- Chief Complaint:  Fall, lost
balance.  Fell from standing position while in the yard.  A Physician had signed the entry. 
3)  An “Emergency Nursing Record”- dated 04/25/06- 9:35A.M.- Initial Assessment:  Complains
of “hurting all over.”  Hematoma  right temporal.  Patient continually changes the area of pain
complaint, low back, left hand, left hip, and neck.  Pitting edema lower extremities, bruising
noted right shoulder/clavicle.  X-ray right shoulder ordered.  Shoulder Immobilizer and Sling to
Right Shoulder.  A hospital RN had signed the entry.
4) An “Admission Record”- dated 05/01/06- Admitting Diagnosis:  Fall, contained a “History
and Physical” which documented, "A resident of Our Southern Home on Three Notch who has
apparently suffered a couple of falls in the last week or two.   He/she was found on the floor at
the nursing home with bruising on his/her forehead, and eyes and a laceration.  He/she was
moved to the emergency room, evaluated and admitted with the laceration over the bridge of
his/her nose - it is a vertical cut.  He/she was admitted with diagnosis of a head contusion and
laceration, previous compression fractures.  He/she is demented and can provide little meaningful
history.  Past Medical History:  He/she had a diagnosis of dementia.  He/she has a gait
disturbance, and is a fall risk.  He/she has old diagnosis including a stroke.  He/she has raccoon
bruising under both eyes.  He/she has an abrasion and cut on the bridge of his/her nose.  He/she
has a skin tear on his/her hand.  White count:  25,000.  Bone scan shows a compression fracture
at L(Lumbar)3-4.  Impression:  Fall with facial contusion.  Gait Disturbance, previous falls and
fall risk.  Alzheimer’s Dementia with moderate confusion.  Hypertension.  Muscleskeletal
problems.  Physician’s signature was electronically signed.  A “Consultation Report”- dated
05/01/06- 78 year old with progressive dementia, bedridden, and lives in a nursing home.  He/she
was found on the floor with multiple abrasions, complaining of shoulder pain, back pain.  He/she
was brought to the emergency room.  He/she on x-ray was found to have a compression fracture
of L(Lumbar)3, and L(Lumbar)4.  This appears to be old.  He/she also had separation of the right
shoulder, is in a brace for that. He/she knows his/her name, but did not know time or location.
He/she thought he/she was at Romar Beach.  The patient is clearly demented and would not
understand anything that I could explain.  Right arm is in a sling.  Physician’s signature
electronically signed.  An “Emergency Nursing Record”- dated 05/01/06-8:47A.M.- Patient
presents with report of fall. Laceration on nose, bruising to eyes bilaterally, bruising above upper
lip, abrasion left knee, skin tear to left hand, swelling left knee with bruising, +(positive) pedal
edema, bruising noted right hip, small bruise x 2 inner right thigh, bruise left lower extremities
below knee, laceration to nose between eyes, bleeding controlled.  A hospital RN had signed the
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record.  An “Emergency Physician Record”- dated 05/01/06-9:05A.M.-Chief Complaint:  Fall.
Nursing Home reports patient fell.  Location of pain/injuries:  Head, face, neck, back, right
shoulder, right thigh, right knee and left knee.  Severity of pain:  Severe.  Neuro/Psych:  
Confusion and disorientation.  Clinical Impression:  Contusion of head, neck sprain, laceration
nasal, and compression fracture L(Lumbar)4.  Wound description/repair:  Length:  1.5
centimeters.  Location:  Nasal ridge.  Wound repair to nasal ridge:  Closed with 4, 5-0(five
ought) nylon stitches.  X-rays of Cervical-spine, Dorsal-spine, Lumbar Sacral spine, and
compression Lumbar 4, CAT and long bones ordered.  A Physician had signed the entry.

Observations by the surveyor of RI#5:

On 05/03/06 at 2:45P.M., while accompanied by a staff member of the hospital, the surveyor
observed RI#5 in the bed in an area hospital with his/her eyes closed but was picking at his/her
hair and face with his/her hand.  RI#5's legs were moving under the covers constantly.  RI#5 had
deep purple circles around both eyes surrounding eyes up to eyebrows, "Raccoon" appearance to
eyes.  The surveyor observed that RI#5's mid nose area (below bridge of nose) had sutures in it.
The surveyor observed that the purple bruising continued into over the nose and into the creases
of his/her cheeks.  RI#5 opened his/her eyes.  The surveyor identified herself and asked if RI#5
would talk to the surveyor.  RI#5 stated yes.  The surveyor asked what RI#5's name was.  RI#5
gave his/her middle name.  The surveyor asked what RI#5's last name was.  RI#5 stated, "I don't
know."  The surveyor asked RI#5 where he/she lived.  RI#5 stated, "Up in the pink."  The
surveyor asked RI#5 how his/her face got bruised.  RI#5 stated, "I don't know."  The surveyor
observed a small scabbed area on RI#5's left hand and asked what had happened to the hand.
RI#5 stated, "It was in my head.  I have some soup cans."  The surveyor asked RI#5 what he/she
did with the soup cans.  RI#5 stated, "Yeah."  RI#5 closed his/her eyes and appeared to be
sleeping.  A hospital staff member stated that RI#5 had been given Ativan 2 milligrams (mg) at
1:50P.M., for agitation.  The surveyor asked if she could return later when RI#5 was awake to
continue observations and was told by hospital staff members that she could.

On 05/03/06 at 4:30P.M., the surveyor accompanied by a hospital staff member returned to
RI#5's room.  RI#5 was awake.  The surveyor asked RI#5 what his/her name was.  RI#5 stated
his/her middle name.  The surveyor asked RI#5 what his/her last name was.  RI#5 stated his/her
middle name again.  The surveyor asked RI#5 where he/she lived.  RI#5 stated, "Fort Payne,
Alabama."  The surveyor asked RI#5 where he/she was today.  RI#5 stated, "No."  The staff
member showed the surveyor the bruising on RI#5's right leg.  The surveyor observed the
following bruising on the right leg.  Just to the left of the mid line of the front of the thigh was
one approximately 2.0 centimeter (cm) circular area and just below this was one approximately
1.5 cm circular area of bruising.  Both were pale purple (lavender) in the center with pale yellow
edges.  On the outside of the right thigh (lateral side), the surveyor observed one bruise that was
approximately 6cm by 10cm in area with deep purple center with yellow edges.  The surveyor
observed a bruise on the lateral side of the right thigh near the thigh and hip area of RI#5 which
was approximately 1.5cm by 2.0cm in size.  This bruise had a purple center fading to light purple
with yellowing noted within the purple area and pale yellow edges.  The surveyor observed that
the left thigh did not contain any visible bruising at this time.  The surveyor observed that there
was not any visible bruising on the inner right thigh at this time.
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RI#7  

RI#7 had an admission date to the facility of 09/30/05.  The admission Medical Exam and Plan
of Care, dated 09/30/05, documented the following diagnoses:  Alzheimer’s Dementia,
Blindness, and Glaucoma.  Resident requires continuous supervision due to being blind and gets
up at times.  Resident requires assistance with grooming, dressing, bathing, and toileting.
Additional assistance with this resident’s activities of daily living is custodial care required.
Resident does not exercise good judgment in decision making on personal matters. 

RI#7's Medical Exam and Plan of Care, dated 10/28/05, documented the following diagnoses:  
Alzheimer’s Dementia, Right Hip Fracture- post surgery (Right hip unipolar arthroplasty).  The
Medical Exam documented the following medications:  Seroquel 100mg(milligrams) twice daily,
Cymbalta 30 mg daily, Colace 100mg twice daily, Namenda 10 mg twice daily, Galantermine 12
mg twice daily, Ferrous Sulfate 325 mg three times daily, Lopressor 12.5 mg twice daily,
ASA(Aspirin) 81 mg each day, Lortab 5 mg 1 or 2 tablets every 4 hours as needed for pain.
Tylenol 650mg every 6 hours as needed, and Lovenox 30 mg Sub Cutaneously daily times 10
days.

The following documentation was noted in RI#7's resident record:
1)  A “Psychogeratric Dependency Rating Case-Sheet”- dated 10/23/05 and signed by EI#1.
Blind impairment, Hearing impairment - Severe, requires loud speech.  Mobility:  AIDS
(cane/walker).  Dressing:  Assistance (has to be dressed always).  Requires toileting:
Occasionally.
2)  A “Physical Self-Maintenance Scale”(PSMS)- dated 09/30/05 and signed by EI#1.  Toileting:  
Needs to be reminded, help with cleaning or has rare accidents (Score of 2).  Feeding:  Eats with
minor assistance (Score of 2).  Dressing:  Needs major assistance with dressing (Score of 4).
Grooming:  Needs total grooming care (Score of 4).  Physical Ambulation:  Ambulates with
assistance of wheel chair (Score of 3).  Bathing:  Does not wash self (Score of 4).  Total score of
19.
3)  An “Operative Report”- Date of Surgery:  10/21/05.  Preoperative Diagnosis:  Right Femoral
Neck Fracture.  Operation:  Right Hip Hemiarthroplasty Unipolar.  Patient is a 83 year old, lives
in a nursing home, had a ground level fall sustaining significantly displaced right femoral neck
fracture this morning. The patient was brought to the emergency room and cleared for surgery.  A
physician had signed the report.
4)  A “Hospice Plan of Care and Physician’s Certification/ Recertification”-  with a Start of Care
date of 01/29/06.  The Hospice Primary Diagnosis was Dementia.  Other documented Diagnoses:
Congestive Heart Failure, Urinary Tract Infection, Hip Fracture, and Blindness.  Mental status:
Impaired.  Level of Activity:  Bed to chair bound/ assist with ambulation. Safety precautions:  
Fall Risk.  The hospice nurse and attending physician had signed the entry.
5)  A “Hospice Nursing Note”- dated 03/16/06- documented, "Oriented with confusion, hearing
and vision deficit, vertigo, weak grasp right/left, and sensory deficit.  Musculoskeletal:  
Ambulatory, unsteady gait, and falls. A hospice nurse had signed the entry.
6)  A “Monthly Assessment/ Plan of Care”- dated 04/15/06 and signed by EI#2.  Problem Area:
Impaired vision.  Plan:  Orientate resident to environment.  Assist with all ADL’s(Activities of
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Daily Living).  Keep room clean and clear of clutter or spills.  Notify patient of care being given.
 
7)  A “Physical/Occupational Therapy Orders” sheet -  dated 04/28/06- Diagnosis:  Right Hip
Hemiarthroplasty:  Evaluate and treat.  Gait training:  Right lower extremities.  Active Exercise
2-3 times per week for 6 to 12 weeks.  A Physician had signed the entry.  
On 05/04/06, the surveyor asked EI#3 if the therapy had been started.  EI#3 stated that the family
member would be at the facility on 05/05/06 to sign papers for the therapy evaluations.

RI#7 had the following falls documented in the facility's Incident Reports for 2005 and 2006:
1)  10/02/05 - 12:45P.M.- I heard a thump, turned around, and RI#7 was on the floor.  Extent of
Injury:  Patient has a small laceration to scalp area, cleansed with normal saline, ointment
applied.  Follow-up care:  Continue to monitor scalp site for bleeding, etc.  Steps taken to prevent
reoccurrence:  Patient visually impaired, verbal encouragement to ask for assistance when he/she
ambulates.  EI#4 and EI#1 signed the report.
2)  10/06/05 - 7:00(AM/PM not documented) - RI#7 was trying to find the wall and stumbled
over.  Steps taken to prevent reoccurrence:  Continue to orient resident to facility.  EI#1 had
signed the report.
3)  10/21/05 - 6:35A.M. - Resident observed on floor lying on the walker at the foot of the bed.
Immediate Treatment rendered:  Placed resident in bed for nurse evaluation.  Out of facility
treatment rendered:  Transferred to hospital, right hip surgery.  Extent of Injury:  Right Hip
Fracture.  Steps to prevent reoccurrence:  No foreign objects were in residents pathway.
Continue assisting resident as needed.  EI#1 had signed the report.
4)  11/02/05 - 11:15A.M., I walked in the kitchen to do dishes.  About 2 or 3 minutes later, I
came out and RI#7 was on the floor.  Steps taken to prevent reoccurrence:  Weight bearing with
assistance as tolerated.  EI#11 and EI#1 had signed the report.
5)  02/05/06 - 6:45(AM/PM not documented) - RI#7 was found on floor in dining room along
with another resident.  No steps to prevent reoccurrence were documented.  EI#6 and EI#1 had
signed the report.
6)  04/08/06 - 2:06P.M. -  I found RI#7 on the floor.  RI#7 got up out of bed.  Right leg and hip
hurts.  Extent of Injury:  Leg seems to hurt and hip.  Steps taken to prevent reoccurrence:  
Brought RI#7 down for snack, for caregivers to watch him/her and to put him/her back to bed.
EI#10 and EI#1 signed the report.

The surveyor noted that RI#7 had 6 falls in 2005 and 2006.  5 of the 6 were unwitnessed falls
(found on floor).  1 of the 6 documented, "RI#7 was trying to find the wall and stumbled over."
No appropriate interventions were implemented for 6 of the 6 falls.  RI#7 sustained 3 falls within
30 days of his/her admission with the fall of 10/21/05 resulting in a fractured hip requiring
hospitalization for surgical repair.  The Administrator's failure to direct the staff by identifying
problems that were specific to RI#7 and his/her failure to implement appropriate interventions
for RI#7's falls, resulted in Neglect.  The Administrator's failure to implement appropriate
interventions after RI#7 sustained a fractured hip resulted in RI#7's right to a safe environment
being violated.

Observations/Interviews regarding RI#7:
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On 05/04/06 at 06:15A.M., during observation of RI#7’s morning care, the surveyor entered the
resident room with EI#7, Care Giver.  RI #7 was lying flat in a hospital bed with both side rails
elevated.  EI#7 told the resident it was time to get up.  EI#7 lifted RI#7 to a sitting position on the
side of the bed, and transferred him/her to a wheel chair.  EI#7 called out down the hall to EI#9
(who was walking in the hallway) for assistance with RI#7.  EI#9 came into the room to assist
with RI#7.  EI#7 wheeled RI#7 into the bathroom.  The surveyor observed EI#7 and EI#9 lift
RI#7 up from the wheel chair, and change his/her diaper while he/she was standing up.  EI#7
then wheeled RI#7 to the dining room for breakfast.

On 05/04/06, at 6:30A.M., the surveyor observed RI#7 sitting in a wheel chair near the dining
room exit door.  The wheel chair was pushed up to the dining table.  RI#7 had his/her head
resting on the table and was asleep.

On 05/04/06 at 7:10A.M., the surveyor entered RI#7's room.  RI#7 was not in the room.  No call
system was noted in RI#7's room or in RI#7's bath room.  

On 05/05/06, at 9:40A.M., the surveyor was standing near an EXIT door on the back hall.  The
surveyor was accompanied by EI#1, Administrator.  The surveyor observed RI#7 at the far end of
the hall.  RI#7 was holding to the rail and wall in the hall leaving his/her room and using the rail
and wall as a guide.  RI#7 walked with an unsteady gait even with the support of the rail and the
wall.  The door to the room by RI#7's room was open.  The surveyor observed that when RI#7
reached the open door that he/she no longer had the rail or wall for guidance and entered the open
door of the room.  EI#1 went into the room asking RI#7 if he/she could help the resident.  RI#7
stated, "I need to cook supper but I don't know what I need to cook."  EI#1 escorted RI#7 back to
his/her room.  EI#1 stated that RI#7 was blind and hard of hearing.  The surveyor observed that
the bed in RI#7's room was not flush with the wall and that the back side of the bed was
approximately 2 feet out from the wall.  The surveyor observed that the sofa in RI#7's room was
at an angle across one corner of the room but stood out from the walls at the end of the sofa for
approximately 4 feet.  RI#7's wheel chair was placed in the room approximately 4 to 6 feet from
the wall.  No cane, walker or other assertive device for ambulation was noted in the bed room or
bath room area.  The surveyor observed that RI#7 did not have a call system in his/her bed or
bath room.  The surveyor asked EI#1 where it was located.  EI#1 looked around the bed room
stating that RI#7 probably pulled it off the wall.  The surveyor did not observe any damage to the
walls or paint of the bed room or the bath room to indicate that a call box had been pulled off the
wall.  EI#1 stated that RI#7 was demented and could not remember to use the call system
anyway.

On 05/05/06, at 10:50A.M., the surveyor observed RI#7's room door open.  RI#7 was sitting in a
wheel chair with a person wearing scrubs kneeling close to the chair.  The surveyor observed the
person in scrubs who identified him/her self as a hospice aide who only saw RI#7 in this building
picking up a sheet of newspaper off of the floor from beneath RI#7's feet.  The surveyor asked
what the person was doing.  The hospice aide stated that he/she had just finished cutting RI#7's
toe nails.  The surveyor asked if he/she cut any other resident's nails.  The hospice aide stated no
as he/she only saw RI#7 in this building.  The surveyor asked the hospice aide if RI#7 was able
to walk.  The hospice aide stated yes.  EI#10, Facility Care Giver, entered RI#7's room.  The
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surveyor asked if RI#7 required assistance to walk.  EI#10 stated yes as did the hospice aide.  The
surveyor asked if RI#7 had a walker or a cane.  EI#10 stated that RI#7 had a walker.  EI#10 went
to RI#7's closet and removed a folding walker stating that RI#7's family member wanted the
walker kept in the closet.  The surveyor asked if RI#7 was blind and hard of hearing.  EI#10 and
the hospice aide both answered, "Yes."  EI#10 opened the walker and placed it in front of RI#7's
wheel chair.  EI#10 started to assist RI#7 up from the chair.  The hospice aide stopped EI#10
stating that RI#7 can get out of the chair by him/her self.  The hospice aide spoke loudly
instructing RI#7 to stand up.  The surveyor observed RI#7 place his/her hands on the arms of the
wheel chair and stand up without being assisted by anyone.  The hospice aide spoke loudly to
RI#7 telling him/her while placing RI#7's hands on the walker to walk.  The surveyor observed
RI#7 ambulate with the assistance of the walker for approximately 4 to 6 feet with an unsteady
gait.  RI#7 stated that he/she was going to visit his/her aunt/uncle.  RI#7 walked towards the
dresser in his/her room.  Before RI#7 reached the dresser, the hospice aide then put his/her hand
on the walker instructing RI#7 loudly to turn around.  RI#7 turned around as instructed and
walked back to his/her wheel chair.  The surveyor observed that even though RI#7 had an
unsteady gait with the use of the walker and the assistance of a sighted person telling him/her
what to do and where to go that RI#7 walked better in this manner than when the surveyor had
observed RI#7 walking earlier this morning without a  sighted person assisting, and without the
use of the walker when RI#7 had been observed using the hallway wall and hand rail for
guidance.

SAFE AND DECENT ENVIRONMENT:  

The following findings resulted in 8 of 8 sampled residents being denied the right to a safe and
decent environment.

a)  420-5-4-.06(5)(b)-Unsecure/Unattended cleaning supplies:    

On 05/04/06, at 4:40A.M., when the surveyor entered the facility, RI#2 wandered up to the
surveyor.  RI#2 had on a shirt, pants, and sox but did not have on shoes.  EI#6, Care Giver,
stated, "RI#2 was up all night, won't stay in bed."  The surveyor asked RI#2 where he/she lived.
RI#2 stated, "Congress Street."  The surveyor asked RI#2 where Congress Street was located.
RI#2 stated, "I don't really live on Congress."  The surveyor asked RI#2 what day was today.
RI#2 stated, "I don't know."  The surveyor asked RI#2 where were his/her shoes.  RI#2 stated, "I
don't know."  RI#2 wandered off repeating, "Okay, Okay, Okay, Okay."  The surveyor observed
RI#2 lie down on a couch in the living area chanting, "Okay, Okay, Okay, Okay."

On 05/04/06, at 4:50A.M., the surveyor observed RI#2 wandering down the hall past the large
sun room and past the chemicals on the left side of the hall which were unsecured and
unattended.  

The surveyor noted among the unsecured, unattended chemicals, the following:

Three 1.42 gallon sized containers of Clorox with the following "Caution" on the label, "Keep
out of reach of children, Danger, Corrosive.  First Aid for eyes, flush 15 to 20 minutes with clear
water.  First Aid for skin, flush with clear water.  If Swallowed, Call Poison Control or Doctor,  
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May cause Severe Irritation or Damage.  Have person sip water.  DO NOT INDUCE
VOMITING."

Six 1.125 gallon sized containers of Lysol liquid with the following "Caution" on the label, "First
Aid treatment if in eyes, rinse with clear water for 15 to 20 minutes, remove contact lenses.  Call
Poison Control Center or Doctor.  KEEP OUT OF THE REACH OF CHILDREN."

The surveyor instructed EI#7, Care Giver to either have someone attend the chemicals or secure
the chemicals.  EI#7 stated that the chemicals had arrived the night before and had not been put
up yet.

The surveyor instructed EI#6, Care Giver/Team Leader, to either have someone attend the
chemicals or secure the chemicals.  EI#6 stated that the chemicals had arrived the night before
and had not been put up.

On 05/04/06, at 5:45A.M., during an interview with EI#1, Administrator, the surveyor instructed
EI#1 regarding unattended/unsecured chemicals.  EI#1 stated that they had been delivered the
night before but should have been secured.

b) 420-5-4-.06(4)(k)-Unsecured/Unattended Medications/External Use Products:

On 05/04/06, at 4:40A.M., when the surveyor entered the facility, RI#2 wandered up to the
surveyor.  RI#2 had on a shirt, pants, and sox but did not have on shoes.  EI#6 stated, "RI#2 was
up all night, won't stay in bed."  The surveyor asked RI#2 where he/she lived.  RI#2 stated,
"Congress Street."  The surveyor asked RI#2 where Congress Street was located.  RI#2 stated, "I
don't really live on Congress."  The surveyor asked RI#2 what day was today.  RI#2 stated, "I
don't know."  The surveyor asked RI#2 where were his/her shoes.  RI#2 stated, "I don't know."
RI#2 wandered off repeating, "Okay, Okay, Okay, Okay."  The surveyor observed RI#2 lie down
on a couch in the living area chanting, "Okay, Okay, Okay, Okay."

On 05/04/06, at 7:30A.M., the surveyor observed the following unsecured and unattended
external use products and medications on top of the medication cart with RI#2 who was severely
cognitively impaired wandering around the medication cart:

1 bottle of Epi-Clenz approximately 16 ounce with warning label, "External Use Only, If
swallowed get medical help or contact Poison Control Center right away."

1 four ounce bottle of Robafen cough syrup.

1 bottle of St. Joseph 81mg (milligrams) tablets.  180 tablet bottle.

1 eight ounce (240 cubic centimeters) bottle of Tussin DM 100-10/5 with a prescription label for
RI#4 on the bottle.

The surveyor instructed EI#2, RN, to secure the medicines and Epi-Clenz.
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c)  420-5-4-.12(3)(t)3-Fire Alarm and Sprinkler Checks were not inspected Semi-Annually.

On 05/04/06 at 12:00P.M., during a review of  fire alarm and sprinkler inspection reports, the
surveyor noted the fire alarm inspection was conducted 01/09 /06 and that the sprinkler
inspection was 12/30/05.  The surveyor noted that the fire and sprinkler inspections were not
inspected semiannually.  The surveyor asked EI#1, “Were the fire alarm and sprinkler inspections
done semiannually?"  EI#1 stated, “Yes, ask EI#3 for all the reports.”  The surveyor asked EI#3
for all the inspection reports for 2005 and 2006.  

On 05/05/06 at 6:00P.M.,  the surveyor had not received the fire alarm and sprinkler inspection
reports.  The surveyor asked EI#1,  “Is it safe to say, that if the documents that we requested have
not been given to us that the documents are not here?"  EI#1 stated, “Yes, that’s correct.  If EI#3
has not found it, it is not here.”

d)  420-5-4-.11(1)(b) Fire Drills. Fire drills shall be conducted at least once per month,
quarterly on each shift.

On 05/04/06 at 12:00P.M., the surveyor reviewed facility fire drill records and noted fire drills
documented for 04/18/05.  No fire drills were documented again until 11/04/05.  The surveyor
showed  EI#1 the fire drill reports that had been received from EI#3 and asked, “Were the fire
drills conducted monthly for 2005?”  EI#1 stated, “I thought they were.  I will have to ask EI#3."
The surveyor requested the documentation for the missing 6 months to review.  

On 05/05/06 at 6:00P.M.,  the surveyor had not received the requested documents on the fire
drills.  The surveyor asked EI#1,  “Is it safe to say, that if the documents that we requested have
not been given to us that the documents are not here?”  EI#1 stated, “Yes, that’s correct.  If EI#3
has not found it, it is not here.”

e)  The surveyor references:  420-5-4-.12(3)(m)4. Exterior egress doors shall not prevent free
and unhindered egress from the facility. Delayed egress or other special locking
arrangements are permitted only in specialty care assisted living facilities.  (Reference:  
420-5-20-.12(7)(d)1-Delayed-egress locks must comply with the requirements for "Special
Locking Arrangements" found in NFPA 101 Life Safety Code (7.2.1.6.1(d) On the door
adjacent to the release device, there shall be a readily visible, durable sign in letters not less
than 1 inch (2.5centimeters) high and not less than 1/8 inch (0.3 centimeters) in stroke
width on a contrasting background that reads as follows:  PUSH UNTIL ALARM
SOUNDS, DOOR CAN BE OPENED IN 15 SECONDS) and 420-5-20-.12(7)(d)2 (iii)  Locks
shall release automatically upon activation of the fire alarm system.)

SIGNS NOT POSTED BY 3 DELAYED EGRESS DOORS:

On 05/04/06, at 5:45A.M., EI#1, Co owner, Facility Administrator, and Registered Nurse,
arrived at the facility.  The surveyor asked EI#1 if he/she had received a letter from the ALF
director to either apply for and meet the SCALF (Specialty Care Assisted Living Facility)
requirements or to discharge all of the cognitively impaired residents from the ALF (Assisted
Living Facility) to include the ones who required special locking arrangements on doors to keep
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them safe and the severely cognitively impaired residents who were unable to make good
decisions for themselves.

EI#1 stated that he/she bought the business not the brick and mortar in April of 2005.  EI#1
stated that the prior owner told him/her that it was a Specialty Care Assisted Living Facility for
Dementia Residents in April of 2005.  EI#1 stated that he/she paid the fee to the Department of
Public Health for the license and then was charged again for the same license when someone
from the ALF unit went into the building last fall and reported to the ALF director that the
building had a license for Assisted Living Facility but had special locking devices on the door.
EI#1 stated that the ALF Director did send him/her a letter giving him/her the option to apply for
a SCALF or to discharge the demented residents.  EI#1 stated that this was the first time that
he/she was aware that he/she had a license for an ALF and not a SCALF as the previous owner
had presented the business to him/her as a SCALF.  The surveyor asked EI#1 if he/she had called
the Alabama Department of Public Health to determine which type license the facility had.  EI#1
stated that he/she had not and first became aware of the ALF license with the ALF Director's
letter of last fall.  EI#1 stated that he/she had applied for a SCALF license then and had been
charged again by the department for the same beds that he/she had already paid for a license on,
that he/she had to decrease the beds for some reason to apply for the CON (Certificate of Need)
required to apply for a SCALF license.  We have talked with the ALF Director and have worked
this all out.  We have sent in all the paperwork that they asked for to the ALF Director's office
again and we have worked all of that out.  

The surveyor asked EI#1, Administrator, if he/she had special locks on the doors of the building
to keep cognitively impaired residents in the building.  EI#1 stated, "Yes."  The surveyor asked
EI#1 to explain to her how the special locks on the doors operated.  EI#1 stated that the locks
were operated by keypads which required codes be entered into the keypad to release the
maglock on the door.  The surveyor asked if all doors operated like this.  EI#1 stated, "Yes.  We
have alert residents who know the code.  They will go out the door on their own, sit on the porch
and watch the horses in the pasture."  The surveyor asked how many EXIT doors were located in
the building.  EI#1 stated, "Five."  The surveyor asked EI#1 what was the facility's secure
perimeter (The surveyor references 420-5-20-.12 (7) (c) of the Specialty Care Assisted Living
Facilities:  Each facility shall have a secure boundary or perimeter to safely accommodate
wandering residents in all aspects of its physical plant.  Exterior building walls and doors,
and walled or fenced outdoor areas may form this boundary).  EI#1 stated the maglocked
doors.
 

On 05/04/06, at 7:10A.M., the surveyor observed that the EXIT door by RI#7's room did not
have a keypad.  The surveyor was not able to push on the bar on the door and the door open.  The
surveyor did not hear an alarm while pushing on the door.  The surveyor observed that a small
alarm in the door frame area with "Intermatic" on it was turned to the off position.  The surveyor
observed a small black button to the left of the door.  The surveyor observed a small beige box to
the right of the door with "Care Technologies" on the box.  EI#1 showed the surveyor that the
black button to the left of the door had to be pushed, then the bar on the door had to be pushed
continuously for 15 seconds for the maglock to release.  The surveyor timed the delay on this
door by the second hand of her watch with a 15 second delay being timed.  The surveyor
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observed that the door did not have a sign posted next to it giving the instructions on how to open
the delayed egress door.  The surveyor instructed EI#1 that the regulations required that a sign be
posted at a delayed egress door instructing how the door operates in case of emergencies.  EI#1
stated that he/she had not read that in the book but that some of the demented residents in the
facility could read so he/she was concerned about having to meet this requirement of posting a
sign of how to open the door.

On 05/05/06, at 9:30A.M., the surveyor accompanied by EI#1, Administrator, went to the EXIT
door of the dining room.  The door was determined to be delayed egress of 15 seconds.  A black
button to the left of the door had to be pushed.  The bar on the door had to be pushed for 15
continuos seconds before the maglock would release.  The delay was timed by the surveyor's
second hand on her watch.  The surveyor observed that the door did not have a sign posted next
to it giving the instructions on how to open the delayed egress door.

On 05/05/06, at 9:35A.M., the surveyor tested the EXIT door located by the large Sun Room.
The surveyor timed the door release after pushing the black button to the left and pressing on the
bar on the door to be 10 seconds.  The surveyor observed that the door did not have a sign posted
next to it giving instructions on how to open the delayed egress door.

MAGLOCKS NOT RELEASING:

2 of the 5 EXIT door's maglocks did not release upon activation of the fire alarm on 05/05/06, at
10:15A.M.

On 05/05/06, at 10:15A.M., during a test of the fire alarm, the surveyor observed that the
maglock on the EXIT door located by room #19 did not release and the door would not open.
The surveyor observed that the maglock on the EXIT door in the living area at the front of the
building did not release and the door would not open.  The surveyor assessed that EI#1,
Administrator, was aware of the maglocks not releasing on the 2 EXIT doors.

f)  420-5-4-.12(3)(p) Call System NOT OPERABLE IN THE FACILITY.

On 05/05/06, at 9:40A.M., the surveyor observed that RI#7 did not have a call system in his/her
bed or bath room.  The surveyor asked EI#1 where it was located.  EI#1 looked around the bed
room stating that RI#7 probably pulled it off the wall.  The surveyor did not observe any damage
to the walls or paint of the bed room or the bath room to indicate that a call box had been pulled
off the wall.  EI#1 stated that RI#7 was demented and could not remember to use the call system
anyway.

On 05/05/06, at 9:45A.M., the surveyor accompanied by EI#1, Administrator, entered RI#6's
room.  The surveyor activated the call system located in RI#6's room.  RI#6 was not in his/her
room but due to the staff's voiced awareness to the surveyor of residents wandering into other
residents rooms, the surveyor waited for a response.  The surveyor asked EI#1 how the call
system worked.  EI#1 stated that the call would go to a panel or screen in the office and show up
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on a diagram as what room the call had been placed from and that it would go to care givers
beepers/pagers.  The surveyor stepped into the doorway of the room, looked above the room door
observing that there was nothing to indicate that the call system had been activated for the room.

On 05/05/06, at 9:50A.M., no care giver had responded to the activated call.  The surveyor
stepped into the doorway of RI#6's room and observed EI#4 at the other end of the hall.  The
surveyor observed EI#4 go into another room at the far end of the hall.

On 05/05/06, at 9:55A.M., no staff member had responded to the call which remained activated
in RI#6's room.  The surveyor accompanied EI#1 to the office.  The surveyor observed that the
computer screen that was identified by EI#1 and EI#3, Administrative Assistant, as being the one
for the call system was dark.  EI#3 stated that the call would still go to the beepers/pagers even if
it did not show up on the monitor.  The surveyor asked how it would show up on the
beeper/pager.  EI#3 stated it would show the room number on the beeper/pager.  EI#3 could not
get the screen to bring the diagram of the rooms up and stated that he/she would call the service
company.  

On 05/05/06, at 10:00A.M., the screen was still dark on the monitor.  The surveyor accompanied
by EI#1 returned to RI#6's room.  The call box in RI#6's room continued to show that the call
was active.  No staff has responded to the call.  The surveyor asked who in the building had the
beepers/pagers.  EI#1 stated that the care givers were the only staff to have the beepers/pagers.
The surveyor accompanied by EI#1 went into the hallway and located EI#4, Care Giver.  The
surveyor asked EI#4 what care givers were present today other than him/her self.  EI#4 gave the
names of EI#10, EI#13, and EI#14.  The surveyor asked EI#4 if he/she had a beeper/pager.  EI#4
stated no.  The surveyor then located EI#10, Care Giver, EI#13, Care Giver, and EI#14, Care
Giver.  The surveyor asked each care giver if he/she had a beeper/pager.  EI#10, EI#13, and
EI#14 all responded that they did not have a beeper/pager.  The surveyor accompanied by EI#1
returned to the office where the screen of the monitor did show a red light on the diagram of
RI#6's room, but the light then disappeared and the screen went dark again.  EI#3 stated that the
11-7 shift had taken all of the beepers/pagers home with them and that there was not a
beeper/pager in the building.  The surveyor asked EI#1 and EI#3 if there was any way of telling
that a resident was calling for assistance if the monitor screen was down and all of the
beepers/pagers were out of the building.  EI#1 stated no.  EI#3 stated no but that the service
company was working on getting the system back up and that he/she had called all of the 11-7
shift to return the beepers but had not been able to reach any of them.

On 05/05/06, at 11:45A.M., the surveyor asked EI#3 if the beepers/pagers had been returned to
the facility.  EI#3 stated, "No."

On 05/05/06, at 12:45P.M., the surveyor asked EI#3 if the beepers/pagers had been returned to
the facility.  EI#3 stated, "No."

On 05/05/06, at 6:00P.M., the surveyor asked EI#1 and EI#3 if the beepers/pagers had been
returned to the building.  EI#1 and EI#3 stated, "No."
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g)  420-5-4-.12(3)(v) Exit markings Not Clearly Legible by continuous internal electric
illumination.

On 05/05/06, at 12:30P.M., after walking through the building observing EXIT markings(signs),
the surveyor determined that 4 of   the 9 facility's  EXIT markings/signs  were not clearly
illuminated by continuous internal electric illumination.  The locations were:

1)  The "E" and the "X" on the sign at the front door were not illuminated.
2)  The "I" and the "T" on the sign in the small dining area adjacent to the office were not
illuminated.
3)  The "E", the "X", the "I", and the "T" on the sign by the Sun Room were not illuminated.
4)  The "E" on the sign by room number one was not illuminated.

h)  420-5-20-.12 (7) (c) of the Specialty Care Assisted Living Facilities:  Each facility shall
have a secure boundary or perimeter to safely accommodate wandering residents in all
aspects of its physical plant.  Exterior building walls and doors, and walled or fenced
outdoor areas may form this boundary.

FACILITY'S BACK UP SYSTEM FOR SECURE PERIMETER NOT WORKING (RI#2) and
(RI#6) BREACHED THE MAIN SECURE PERIMETER WITHOUT APPROPRIATE
INTERVENTIONS BEING IMPLEMENTED:

RI#2 

On 05/04/06, at 4:40A.M., when the surveyor entered the facility, RI#2 wandered up to the
surveyor.  RI#2 had on a shirt, pants, and sox but did not have on shoes.  EI#6 stated, "RI#2 was
up all night, won't stay in bed."  The surveyor asked RI#2 where he/she lived.  RI#2 stated,
"Congress Street."  The surveyor asked RI#2 where Congress Street was located.  RI#2 stated, "I
don't really live on Congress."  The surveyor asked RI#2 what day was today.  RI#2 stated, "I
don't know."  The surveyor asked RI#2 where were his/her shoes.  RI#2 stated, "I don't know."
RI#2 wandered off repeating, "Okay, Okay, Okay, Okay."  The surveyor observed RI#2 lie down
on a couch in the living area chanting, "Okay, Okay, Okay, Okay."

On 05/04/06, at 7:10A.M., the surveyor observed that the EXIT door by RI#7's room did not
have a keypad.  The surveyor observed a small beige box to the right of the door with "Care
Technologies" on the box.  The surveyor asked EI#1 what was the "Care Technologies" box
while showing the box to him/her.  EI#1 stated that it was the back up system for the maglocked
doors and was called a Wanderguard system.  EI#1 stated that some of the residents who
wandered wore bracelets on their ankles (anklets) and when they got close to a door, an alarm
would sound.  The surveyor asked EI#1 which residents wore the anklets.  EI#1 stated that he/she
would have to check.  The surveyor requested a list of wandering residents who wore the anklets.
 
On 05/04/06, at 10:45A.M., the surveyor was told by EI#3, Administrative Designee, that RI#2
was the only resident with a Wanderguard anklet in use.
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On 05/05/06, at 7:30A.M., the surveyor observed RI#2 wandering the living area and
approaching the front door.  No alarm sounded as RI#2 approached the door.

On 05/05/06, at 10:30A.M., the surveyor asked EI#4, Care Giver, if he/she knew where RI#2 was
currently.  EI#4 stated, "Yes.  She is asleep in another resident's room."  The surveyor
accompanied by EI#4 went to the room where EI#4 had last seen RI#2.  

On 05/05/06, at 10:30A.M., as the surveyor was observing RI#2 sleeping in another resident's
room and bed, EI#10, Care Giver, entered the room, awakened RI#2, telling RI#2 that he/she had
a family member visiting and to come with EI#10.  The surveyor followed EI#10 and RI#2,
observing that they entered the office.  The surveyor observed from the office doorway that every
one in the office was a staff member other than RI#2.  The surveyor observed that EI#3,
Administrative Assistant, had RI#2's pants leg pulled up looking at the Wanderguard anklet on
RI#2's ankle.  The surveyor asked when the anklet had last been checked by the staff to see if it
was working.  EI#3 stated, "Three or four months ago."  The surveyor accompanied EI#10 and
RI#2 to the front door.  RI#2 approached the door.  No audible alarm was heard by the surveyor.
The surveyor asked EI#10 to get RI#2 to push on the bar of the front door.  EI#10 assisted RI#2
to push on the bar.  No audible alarm was heard by the surveyor.  The surveyor asked EI#10 if
he/she heard an alarm.  EI#10 stated, "No."  EI#3 walked up as EI#10 and RI#2 were pushing on
the bar to the front door.  The surveyor asked EI#3 if he/she heard an alarm.  EI#3 stated, "No."
The surveyor asked EI#3 if the Wanderguard System was working.  EI#3 stated, "No."  EI#1
walked into the area stating that RI#2's anklet was not working but that the company would have
some anklets delivered to the facility by noon on 05/06/06.  EI#1 stated that a working anklet
would be put on RI#2 when the anklets arrived. 

RI#6 

On 05/04/06, at 4:30A.M., as the surveyor walked up to the front door of the facility, the
surveyor observed a sign to the left of the front door.  The following lettering was on the sign:
"Visitors.  Please do not let any of the Residents out of the door when entering or exiting.
Thanks."

On 05/04/06, at 5:45A.M., during an interview, the surveyor asked EI#1, Administrator, if he/she
had special locks on the doors of the building to keep cognitively impaired residents in the
building.  EI#1 stated, "Yes."  The surveyor asked EI#1 to explain to her how the special locks on
the doors operated.  EI#1 stated that the locks were operated by keypads which required codes be
entered into the keypad to release the maglock on the door.  The surveyor asked if all doors
operated like this.  EI#1 stated, "Yes.  The surveyor asked how many EXIT doors were located in
the building.  EI#1 stated, "Five."  The surveyor asked EI#1 what was the facility's secure
perimeter (The surveyor references 420-5-20-.12 (7) (c) of the Specialty Care Assisted Living
Facilities:  Each facility shall have a secure boundary or perimeter to safely accommodate
wandering residents in all aspects of its physical plant.  Exterior building walls and doors, and
walled or fenced outdoor areas may form this boundary).  EI#1 stated the maglocked doors.
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On 05/04/06, at 7:10A.M., the surveyor observed a resident in the hallway who was identified by
EI#6 as RI#6.  The surveyor identified her self to RI#6.  The surveyor asked RI#6 what had
happened to his/her eye.  RI#6 stated, "I fell a couple of days ago on the concrete."  The surveyor
asked RI#6 where he/she lived.  RI#6 stated, "Here I think.  I'm not sure."  The surveyor asked
RI#6 if he/she were going to breakfast.  RI#6 stated, "I'd love to but I don't know the way."  EI#6
pointed down the hall stating go that way.  RI#6 asked, "Go to the bath room?"  EI#6 took RI#6
into his/her room, turned on the light in the bath room stating here is the bath room.  RI#6 asked
again, "Where is the bath room?"  EI#6 assisted RI#6 to bath room located in his/her room.  As
RI#6 and EI#6 came out of RI#6's room, RI#6 asked, "Am I going the right way?"  EI#6 pointed
down the hall.

On 05/04/06, at 7:10A.M., the surveyor observed that the EXIT door near RI#6's room did not
have a keypad.  The surveyor observed a small beige box to the right of the door with "Care
Technologies" on the box.  The surveyor asked EI#1 what was the "Care Technologies" box
while showing the box to him/her.  EI#1 stated that it was the back up system for the maglocked
doors and was called a Wanderguard system.  EI#1 stated that some of the residents who
wandered wore bracelets on their ankles (anklets) and when they got close to a door, an alarm
would sound.  The surveyor asked EI#1 which residents wore the anklets.  EI#1 stated that he/she
would have to check.  The surveyor requested a list of wandering residents who wore the anklets.
 
On 05/04/06, at 10:45A.M., the surveyor was told by EI#3, Administrative Designee, that RI#2
was the only resident with a Wanderguard anklet in use.

On 05/05/06, at 11:00A.M., the surveyor interviewed EI#14, Care Giver.  The surveyor asked
EI#14 if he/she had any direct knowledge of any severely cognitively impaired resident leaving
the building and walking across the street/road to the church.  EI#14 stated, "Yes Ma'am.  RI#6
went out the front door one day.  Another care giver saw RI#6 and walked with him/her.  I did
not see RI#6 leave but they called for help and I went to the church across the street.  RI#6 was
standing with the other care giver at the fence at the church.  RI#6 fussed a little bit when I got
there but then walked back here with us."  The surveyor asked if RI#6 became combative when
they were trying to talk him/her into returning to the facility.  EI#14 stated, "No."

On 05/05/06, at 11:15A.M., the surveyor interviewed EI#1, Administrator, regarding the incident
of RI#6 walking out of the building and across the five lane street to the church.  The surveyor
asked EI#1 if he/she had any documentation concerning the event.  EI#1 stated, "No.  A staff
member witnessed RI#6 going to the door and was walking with the resident all of the way.  It
was not an elopement."  The surveyor asked which door did RI#6 use to leave the building.  EI#1
stated that he/she was told by the care giver that RI#6 went out the front door as a visitor was
either coming into or leaving the facility.  The surveyor asked EI#1 when had the incident
occurred.  EI#1 stated, "Within the last 2 weeks.  RI#6 has not been here long."  The surveyor
asked for the name and the telephone numbers of the staff member who accompanied RI#6
across the street.  EI#1 identified the staff member by name and told the surveyor that the staff
member worked here only part time as he/she attended college full time.  EI#1 provided the
surveyor the name and telephone numbers for the staff member.  The surveyor made
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unsuccessful attempts through out the remainder of the day to contact the staff member at the
telephone numbers.

On 05/05/06, at 12:45P.M., the surveyor interviewed EI#3, Administrative Designee, regarding
RI#6 leaving the building and walking across the five lane road to the church.  EI#3 stated that
all he/she knew about the incident was what the care giver who had seen RI#6 leaving the
building had told him/her.  EI#3 stated that the care giver told him/her that a visitor was coming
into the building and that RI#6 started towards the door.  EI#3 stated that the care giver told
him/her that when he/she saw RI#6 go towards the door that he/she went out the door behind
RI#6 and walked with RI#6 across the street to the church.  The surveyor asked EI#3 if any
changes had been made to the secure perimeter since RI#6 had breached it.  EI#3 stated, "No."
The surveyor asked EI#3 if the sign located on the porch side of the front door  to the left had
been present before RI#6 left the building or had it been put there since RI#6 had left the
building.  EI#3 stated, "The sign was there before he/she left.  It has been there a while."  The
surveyor asked EI#3 if RI#6 had a Wanderguard anklet put on his/her ankle since breaching the
secure perimeter on the day that he/she walked to the church.  EI#3 stated, "No."

The surveyor determined that the facility failed to implement appropriate interventions for a
resident whose wandering behavior was documented on admission.  The surveyor also
determined that the facility failed to implement appropriate interventions after the wandering
resident breached the facility's secure perimeter between 04/24/06 and 05/01/06.

i)  420-5-4-.10(1)(g)  FACILITY'S DINING AND BED ROOMS NOT FREE OF
OBJECTIONABLE ODORS.

RI#1, RI#2, RI#3, RI#4, RI#5, RI#6, RI#7, and RI#8 were denied the right to a decent
environment: 

On 05/04/06, at 7:10A.M., the surveyor smelled the strong odor of urine in RI#7's bed and bath
rooms.

On 05/04/06, at 7:30A.M., the surveyor smelled the strong odor of urine in the large dining room
while the residents were eating breakfast.

On 05/04/06, at 11:50A.M., the surveyor smelled the strong odor of urine in RI#3's room.  EI#1
stated that RI#3 was not incontinent but that RI#5 who spent a lot of time in RI#3's room was
incontinent and that was probably where the urine odor was from.

On 05/05/06, at 11:50A.M., the surveyor accompanied by EI#1 entered RI#7's room.  The
surveyor smelled the strong odor of urine in RI#7's room.  EI#1 stated there was a urine odor in
the room.

On 05/05/06, at 11:55A.M., the surveyor accompanied by EI#1 entered RI#3's room.  The
surveyor smelled the strong odor of urine in RI#3's room.  EI#1 stated there was a urine odor in
the room.  EI#1 stated that he/she had told the surveyor on 05/04/06 that RI#3 was not
incontinent.  EI#1 stated that he/she had told the surveyor on 05/04/06 that RI#5 who visited
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RI#3's room almost every day sitting in RI#3's recliner was incontinent and that this was
probably where the odor came from.  The surveyor asked EI#1 if RI#5 who had been admitted to
the hospital on 05/01/06 remained in the hospital today.  EI#1 stated, "Yes."

j)  420-5-4-.05(3)(d)-Plan of care not current and appropriate including implementing
appropriate interventions addressing each resident's individual needs.

RI#4

RI#4 had an admission date to the facility of 11/10/05.  RI#4's Medical Exam and Plan of Care
dated 11/10/05 documented the following diagnoses:  Renal Cell Carcinoma of Kidney, Renal
Mass, Spinal Stenosis, Atrial Fibrillation, Hypothyroidism, and Dementia.  The following
medications were documented on the 11/10/05 Medical Exam:  Amiodarone 200mg(milligrams)
daily, Synthroid 25 micrograms daily, Baby ASA 81mg each day, Omeprazole 20mg each day,
Tylenol XS (Extra Strength) 1000mg every 4 hours if needed, Docusate Sodium 100mg one as
needed, Diltiazem HCL 30mg twice daily, Loratadine 10mg each day, Sertraline HCL 50mg one
half tablet each day, MOM Softgel 100mg one daily, Doxazosin Mesylate 2mg at bed time, Multi
Vitamin one daily, Vitamin C 500mg each day, Vitamin E 400 IU (International Units) each day,
Trimcindone Acetonide 0.1% topical twice daily.  The Medical Exam and Plan of Care dated
11/10/05 documented that RI#4 required continuous supervision due to Dementia and Unsteady
Gait, and required assistance with grooming, dressing, bathing, and toileting.  

RI#4 had been admitted to an area hospice agency on 10/24/05 (before admission to the facility).
RI#4's hospice diagnosis was documented as Other GU (Genitourinary) Neoplasm.  

RI#4's facility record contained a PSMS (Physical Self-Maintenance Scale) dated 11/10/05 and
signed by EI#1, Administrator.  The PSMS documented that RI#4 Ambulates with assistance of
another person.

RI#4's facility record contained the following "Monthly Assessment/Plan of Care" sheets:  
1)11/15/05-Signed by EI#1, Administrator:  Problem Area:  Fall Risk.  Plan:  Use wheel chair
brakes, use wheel chair with stand by assistance only when up, Closely monitor for any changes,
be aware for hazards such as congested areas, wet floors, rugs, decreased lighting and other
extrinsic factors.  Problem Area:  Incontinent Bladder:  Plan:  Check and change every two hours,
Inform the nurse of signs/symptoms redness to perineal area, keep skin clean and dry with
incontinent episodes, monitor adequate fluid intake, skin turgor is within normal limits.
2)12/15/05-Signed by EI#1.  Problem Area:  Fall Risk.  Plan:  Use wheel chair with brakes, use
wheel chair with stand by assistance only when up, keep in familiar areas as much as possible,
closely monitor for any changes, be aware for hazards such as congested areas, wet floors, rugs,
decreased lighting, and other extrinsic factors.  Problem Area:  Incontinent Bladder.  Plan:  
Check and change every two hours, inform the nurse of signs/symptoms redness to perineal area,
keep skin clean and dry after incontinent episodes, monitor adequate fluid intake, skin turgor is
within normal limits.
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RI#4 had the following falls documented in the facility's Incident Reports and Family Contact
Sheets:
1) 11/25/05-10:00(AM/PM not documented), Found on floor, steps to prevent reoccurrence:  put
in bed.
2) 02/18/06-5:50P.M., contacted family member concerning RI#4's fall on today.
3) 04/07/06-8:30A.M., Found on the floor, steps to prevent reoccurrence:  put in wheel chair.
4) 04/07/06-12:40P.M., Found on floor, steps to prevent reoccurrence:  sat in chair in dining area
and monitored as closely as possible.
5) 04/07/05-2:30(AM/PM not documented), Fell out of wheel chair.  Steps to prevent
reoccurrence:  was put into bed.
6) 04/07/06-9:00P.M., Got out of bed and fell, No steps to prevent reoccurrence documented.
7) 04/07/06-11-7 Shift (No time documented), Found on the floor in the hall, was taken back to
his/her room and put to bed.
8) 04/15/06-10:45(AM/PM not documented), Found on floor.  No steps to prevent reoccurrence
documented.

OBSERVATIONS/INTERVIEWS RI#4: 

On 05/04/06, at 6:50A.M., during an interview with EI#6, the surveyor asked if any residents
other than RI#5 had falls that he/she knew about.  EI#6 stated that RI#4 stayed on the floor.  The
surveyor asked why RI#4 stayed on the floor.  EI#6 stated that he/she did not know if RI#4 was
falling or just getting on the floor.  The surveyor asked EI#6 what he/she did if RI#4 was found
on the floor.  EI#6 stated if the resident was found on the floor and was okay that they were put
back to bed and checked on.  The surveyor asked how was the resident checked on.  EI#6 stated
that the resident was checked on by caregivers on their rounds.  EI#6 stated caregivers did their
rounds at 11:00P.M., 1:00A.M., 3:00A.M., and 5:00A.M.  The surveyor asked if residents who
fell were checked on during rounds.  EI#6 stated every resident was checked on during the
rounds every two hours.

On 05/05/06, at 3:30P.M., the surveyor interviewed RI#4.  RI#4 stated that the surveyor could
talk with him/her.  The surveyor identified who she was to the resident.  The surveyor asked RI#4
his/her name.  RI#4 told the surveyor his/her name.  The surveyor asked RI#4 where he/she lived.
RI#4 stated, "I don't know."  The surveyor asked RI#4 if he/she lived here.  RI#4 stated, "I don't
know."  The surveyor asked R#4 what season, winter, summer, etc.  RI#4 stated, "I don't know."
The surveyor asked RI#4 if he/she took medications.  RI#4 stated, "Don't think I do.  Not sure."

On 05/05/06, at 5:00P.M., the surveyor observed a care giver push RI#4 into the living area of
the facility in a wheel chair.  The surveyor observed the care giver transfer RI#4 into a chair near
the television, fold up the wheel chair and leave the living area.  The surveyor observed RI#4
stand up from the chair and cross the living area with out any type assistive devise (walker, cane,
or person).  The surveyor observed that RI#4 was unsteady while walking.  EI#1, Administrator,
was standing by the front door.  The surveyor asked EI#1 if RI#4 needed assistance as his/her
gait was unsteady and weak.  EI#1 stated, "RI#4 walks all over the building by him/her self.  I
promised RI#4's spouse when I went and evaluated RI#4 that I would not tie RI#4 down.  The
day that I evaluated RI#4, he/she was tied to a chair to keep him/her from falling.  I told RI#4's
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spouse that he/she might fall here but that I would not tie him/her down to keep him/her from
falling."  The surveyor asked EI#1, what plan do you have for falls?  EI#1 stated, "Care givers
make rounds checking on all of the residents every two hours every shift."

On 05/05/06, at 6:00P.M., during an interview, the surveyor asked EI#1, Administrator, if he/she
had written assignments for the care givers documenting what care issues that they were
responsible for and when to perform the care based on each individual resident's needs.  EI#1
stated, "No.  We all have care plan meetings and the Team Leaders and Care Givers attend the
meetings."  The surveyor asked EI#1 if the meetings were documented.  EI#1 stated, "No."  The
surveyor asked EI#1 if the severely cognitively impaired residents residing in this facility were
able to determine what he/she individually needed and direct his/her own care.  EI#1 stated,
"No."  The surveyor asked EI#1 who made the decisions regarding resident individual needs,
identifying each resident's individual problem areas, developing a plan to meet each resident's
needs, implementing steps to meet these needs, and assessing to see if the needs were met.  EI#1
stated, "The RN's (Registered Nurses)."  The surveyor asked if EI#1 and EI#2 were the facility's
RN's.  EI#1 stated, "Yes."  The surveyor asked EI#1 who was responsible for assessing each
person before admission to determine if the resident was appropriate for the facility and to
determine that the facility staff could meet the resident's needs.  EI#1 stated, "I do."

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

424-5-4-.05 (3) (g) 3. Every resident shall have the right to be treated with consideration,
respect, and due recognition of personal dignity, individuality, and the need for privacy. 

THIS RULE IS NOT MET AS EVIDENCED BY:

Based on observation, interviews with facility staff, interviews with residents, and facility record
reviews, the surveyor determined that the facility denied the right to be treated with
consideration, respect, and due recognition of personal dignity to the following 6 of 8 sampled
residents:  RI#1, RI#2, RI#3, RI#5, RI#7, and RI#8.

FINDINGS:

RI#1 

RI#1 had an admission date to the facility of 05/04/04.  RI#1's Medical Exam and Plan of Care
dated 05/03/05 documented the following diagnoses:  Coronary Artery Disease, Hypertension,
Gastro Esophageal Reflux Disease, Alzheimer's Disease.  A Medical Exam and Psychological
Exam dated 07/22/05 documented the following medications:  Cimetidine 400mg(milligrams)
one twice daily, Donepezil HCL 10mg one tab each day for memory, Felodipine 10mg SA
(sustained action) one tablet each day, Fosinopril 20mg 1/2 tablet each day, Memantine HCL
5mg one tab twice daily for memory, Metoprolol Succinate 50mg SA 1/2 tab each day,
Quetiapine Fumarate 100mg one tablet at bed time daily for mental health, Quetiapine Fumarate
25mg one tablet each morning for mental health, Simvastatin 80mg one tablet each night at bed
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time.  The 07/22/05 medical exam documents:  Insight/Judgment:  Poor/fair.  Mini-Mental Score
2 out of 30.  

The "Physical Self-Maintenance Scale" in RI#1's facility record dated 08/10/05 and signed by
EI#1, Administrator, documented:  TOILETING:  Needs to be reminded or needs help in
cleaning self, or has rare accidents.  DRESSING:  Dresses and undresses self with minor
assistance.  GROOMING (neatness, hair, nails, hands, face, clothing):  Needs moderate and
regular assistance or supervision in grooming.  

"Monthly Assessment/Plan of Care" documents found in RI#1's facility record:
1) 12/19/05-Skin lesions with patient teaching, protect areas, and medicate as ordered as
interventions.
2)  11/14/05-Alzheimer's Disease/Depression:  Administer medication on a timely manner,
Monitor behavior to measure effectiveness of medications, report changes to RN/MD.
Hypertension:  Continue heart medications.  EI#1 had signed the document.
3)  10/10/05-Problem Areas-Hypertension with same interventions as 11/14/05 and Alzheimer's
Disease/Depression with Monitor behavior and mood swings closely.  Assist with all ADL'S
(activities of daily living).  EI#1 had signed the document.   

On 05/04/06, at 5:20A.M., the surveyor entered the dining area and observed one male resident
sitting at a table in the area.  The surveyor identified herself to the resident, shook his hand, and
asked if she could talk with him.  The resident stated, "Yes."  The surveyor observed the
resident's pants were not zipped or buttoned in the front and hung open to each side of the zipper
and button exposing his under garment.  The surveyor observed that the inner left pant leg and
cuff was wet on the inside.  The surveyor observed that the resident had a two to three day
growth of beard on his face.  The resident had on sox but was not wearing shoes.  The surveyor
asked the resident where he lived.  The resident stated, "I don't know."  The surveyor asked the
resident if he lived here.  The resident stated, "I don't know."  The surveyor asked the resident if
he could tell her the day of the year or season.  The resident stated, "I don't know."  The surveyor
asked the resident if he could tell her the name of the president.  The resident stated, "Don't
know."    

EI#6, Care Giver, came into the dining area, at 5:30A.M and identified the male resident as RI#1,
and stated, "We are going to have to take him back to his room."  The surveyor accompanied
RI#1 and EI#6.  The surveyor observed EI#6 tell RI#1 to come with him/her back to RI#1's
room.  RI#1 stood up holding his pants together to keep them from falling and ambulated with an
unsteady gait from the dining room into the hall towards RI#1's room.  RI#1 stopped in the hall,
pointed to his unbuttoned and unzipped pants that he was holding up with his hands and told
EI#6, "Do this."  EI#6 did not fasten RI#1's pants.  EI#6 stated, "We are going to wait until we
get to your room."  EI#6 continued down the hall with RI#1 holding his pants together while
walking with an unsteady gait.

On 05/04/06, at 5:30A.M., during observation of RI#1's morning care, the surveyor entered
RI#1's room with EI#6 and RI#1.  The surveyor observed the following:  A strong urine odor was
present when entering RI#1's room.  EI#6 told RI#1 to wait as his bath room floor was wet.  EI#6
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dried the floor and then took RI#1 into the bath room.  EI#6 pointed to RI#1's face stating, "We
have to get those off.  You look like Santa Claus."  The surveyor asked if RI#1 liked to grow a
beard.  EI#6 stated, "Oh.  No.  Sometimes he doesn't want to be shaved.  The male employee is
usually the one to shave him."  EI#6 removed RI#1's pants and sox as they were wet.  EI#6
removed the inner pull up style adult diaper of the two that were on RI#1.  One was next to his
skin and one had been pulled up over the first one.  

Observations made on 05/04/06 at 5:30A.M., of RI#1's toe nails:

Right Toe Nails: Great Toe:  Yellow, thick and extends approximately 1/2 inch beyond the end
of the toe tissue curving towards and over the next toe.  All others on the right foot were yellow,
thick, uncut with broken jagged edges.

Left Toe Nails:  Great Toe:  Yellow, thick and curved towards next toe.  All others on the left
foot were yellow, thick, uncut, long in length and were broken with jagged edges.

On 05/04/06, at 5:30A.M., the surveyor asked EI#6 who cut the resident's toe nails.  EI#6 stated
that the activity director did but that they were just getting a new activity director as the old one
had left.  The surveyor asked EI#6 if he/she knew when RI#1's toe nails were cut last.  EI#6
stated, "No."

On 05/05/06, at 5:30P.M., the surveyor received a copy of the facility's "Care of Residents.
Subject:  Nail Care" policy.  The surveyor reviewed the policy's documentation and observed that
no designated time to observe the appearance of the resident's nails was listed in the policy to
determine when the Nail Care described in the policy would be done.  The surveyor observed that
no individual title was designated to perform nail care with the exception in the note at the
bottom of the policy, "Note:  Diabetics will only have nail care done by a nurse and/or
MD(medical doctor), or Podiatrist."

On 05/05/06, at 6:00P.M., during an interview, the surveyor asked EI#1, Administrator, if a
Podiatrist came into the facility.  EI#1 stated, "Yes."  The surveyor asked how often the Podiatrist
visited the facility.  EI#1 stated that he/she thought every couple of months.  The surveyor asked
EI#1 if the Podiatrist saw every resident on every visit.  EI#1 stated, "No.  Not each time."  The
surveyor asked how the Podiatrist knew who to see.  EI#1 stated, "We, the staff, makes a list of
what residents need to be seen."

On 05/05/06, at 6:00P.M., during an interview, the surveyor asked EI#1, Administrator, if he/she
had written assignments for the care givers documenting what care issues that they were
responsible for and when to perform the care based on each individual resident's needs.  EI#1
stated, "No.  We all have care plan meetings and the Team Leaders and Care Givers attend the
meetings."  The surveyor asked EI#1 if the meetings were documented.  EI#1 stated, "No."  The
surveyor asked EI#1 if the severely cognitively impaired residents residing in this facility were
able to determine what he/she individually needed and direct his/her own care.  EI#1 stated,
"No."  The surveyor asked EI#1 who made the decisions regarding resident individual needs,
identifying each resident's individual problem areas, developing a plan to meet each resident's
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needs, implementing steps to meet these needs, and assessing to see if the needs were met.  EI#1
stated, "The RN's (Registered Nurses)."  The surveyor asked if EI#1 and EI#2 were the facility's
RN's.  EI#1 stated, "Yes."  The surveyor asked EI#1 who was responsible for assessing each
person before admission to determine if the resident was appropriate for the facility and to
determine that the facility staff could meet the resident's needs.  EI#1 stated, "I do."

RI#2

RI#2 had an admission date to the facility of 06/25/03.  RI#2's Medical Exam and Plan of Care
dated 01/15/06 documented the following diagnoses:  Organic Brain Syndrome, Wanders, and
Gastro Esophageal Reflux Disease.  The Medical Exam and Plan of Care documented the
following medications:  Aspirin 81mg(milligrams) daily, Prilosec 20mg daily, Risperdal 1mg at
bed time, Zantac twice daily as needed, Natural tears as needed.  The Medical Exam documented
that RI#2 required continuous supervision due to Organic Brain Syndrome, needed assistance
with grooming, dressing, bathing, toileting and was not able to exercise good judgment in
decision making on personal matters.

The facility's records included the following for RI#2:
1)  "Monthly Assessment/Plan of Care" dated 09/03/05 and signed by EI#1, Administrator.
Problem:  Short attention span.  Plan:  Provide appropriate activities, provide music resident
enjoys, involve resident in parties, one on one activity sessions.
2)  "Monthly Assessment/Plan of Care" dated 10/27/05 and signed by EI#1.  Problem:  Self Care
Deficit.  Plan:  Assist resident with ADL's (activities of daily living), proper shoes and socks.
Problem:  Periods of walking.  Plan:  Distract resident sit and talk with him/her, take to room and
bathroom for rest periods.
3)  "Monthly Assessment/Plan of Care" dated 11/19/05 and signed by EI#1.  Problem:  Self Care
Deficit.  Plan:  Assist resident with ADL's, proper shoes and socks.  Problem:  Periods of
Walking.  Plan:  Distract resident, sit and talk with resident.  Take to bathroom and to room for
rest periods.
4)  "Monthly Assessment/Plan of Care" dated 12/19/05.  Problem:  Short Attention Span.  Plan:  
Engage in activities for increasing time periods, distractions or attention devices such as one on
one games/activities.
5)  A "Physical Self-Maintenance Scale" dated 12/26/05 and signed by EI#1, documented RI#2
ambulates within residence or about one block distance.  

OBSERVATIONS/INTERVIEWS FOR RI#2:

On 05/04/06, at 4:40A.M., when the surveyor entered the facility, RI#2 wandered up to the
surveyor.  RI#2 had on a shirt, pants, and sox but did not have on shoes.  EI#6 stated, "RI#2 was
up all night, won't stay in bed."  The surveyor asked RI#2 where he/she lived.  RI#2 stated,
"Congress Street."  The surveyor asked RI#2 where Congress Street was located.  RI#2 stated, "I
don't really live on Congress."  The surveyor asked RI#2 what day was today.  RI#2 stated, "I
don't know."  The surveyor asked RI#2 where were his/her shoes.  RI#2 stated, "I don't know."
RI#2 wandered off repeating, "Okay, Okay, Okay, Okay."  The surveyor observed RI#2 lie down
on a couch in the living area chanting, "Okay, Okay, Okay, Okay."

Page 34 of 59



On 05/04/06, at 4:50A.M., the surveyor observed RI#2 wandering down the hall past the large
sun room.

On 05/04/06, at 5:20A.M., the surveyor observed RI#2 asleep on a couch in the living area.

On 05/05/06, at 8:00A.M., the surveyor observed RI#2 asleep on one of the couches in the living
area.

On 05/05/06, at 10:30A.M., the surveyor asked EI#4, Care Giver, if he/she knew where RI#2 was
currently.  EI#4 stated, "Yes.  She is asleep in another resident's room."  The surveyor
accompanied by EI#4 went to the room where EI#4 had last seen RI#2.  The surveyor observed
that EI#2 was asleep in the resident's bed and the resident was sitting up in a chair.  The surveyor
asked EI#4 if RI#2 went into any other resident's rooms and went to sleep in any other resident's
beds.  EI#4 stated, "Yes."  

On 05/05/06, at 11:35A.M., the surveyor observed RI#2 walk into the Sun Room lie down on the
couch and immediately fall asleep.

On 05/05/06, at 11:40A.M., the surveyor observed that RI#2 continued to sleep on the couch in
the Sun Room.

On 05/05/06, at 1:00P.M., the surveyor observed RI#2 sleeping on one of the living area couches.

On 05/05/06, at 6:00P.M., during an interview, the surveyor asked EI#1, Administrator, and
EI#3, Administrative Designee, if the facility had implemented an activity program specifically
addressing RI#2's wandering behavior.  EI#1 and EI#3 stated, "No."  The surveyor asked if the
facility had implemented appropriate interventions to keep RI#2 out of other resident's rooms for
RI#2 who exhibited wandering behavior.  EI#1 and EI#3 stated, "No."

RI#3  

RI#3 had an admission date to the facility of 04/29/04.  RI#3's Medical Exam and Plan of Care
dated 04/25/05 documented the diagnosis of Alzheimer's Disease.  The Medical Exam
documented the following medications:  Lipitor 20mg(milligrams) daily, Aricept 10mg daily,
Namenda 10mg twice daily, Seroquel 25mg twice daily (may increase if needed), Benadryl 25mg
twice daily as needed for allergies, Echanecea twice daily.  The Medical Exam documented that
RI#3 required continuous supervision for wandering away.  The Medical Exam documented that
the resident did not exercise good judgment in decision making on personal matters due to
nocturnal wandering.

OBSERVATIONS/INTERVIEWS FOR RI#3.
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On 05/04/06, at 11:50A.M., the surveyor smelled the strong odor of urine in RI#3's room.  EI#1
stated that RI#3 was not incontinent but that RI#5 who spent a lot of time in RI#3's room was
incontinent and that was probably what was causing the urine odor.

On 05/05/06, at 10:45A.M., the surveyor identified herself to RI#3 who was in his/her room and
asked if he/she could talk with RI#3.  The surveyor asked RI#3 what his/her name was.  RI#3
stated his/her first and last name.  The surveyor asked RI#3 where he/she lived.  RI#3 stated,
"Here, I guess."  The surveyor asked RI#3 how long he/she had lived here.  RI#3 stated that
he/she did not remember.  The surveyor asked RI#3 what was today.  RI#3 stated, "I don't know."
The surveyor asked RI#3 the date.  RI#3 stated, "I don't know."  The surveyor asked RI#3 what
was the president's name.  RI#3 stated, "I can't remember."

On 05/05/06, at 11:55A.M., the surveyor accompanied by EI#1 entered RI#3's room.  The
surveyor smelled the strong odor of urine in RI#3's room.  EI#1 stated there was a urine odor in
the room.  EI#1 stated that he/she had told the surveyor on 05/04/06 that RI#3 was not
incontinent.  EI#1 stated that he/she had told the surveyor on 05/04/06 that RI#5 who visited
RI#3's room almost every day sitting in RI#3's recliner was incontinent and that this was
probably where the odor came from.  The surveyor asked EI#1 if RI#5 who had been admitted to
the hospital on 05/01/06 remained in the hospital today.  EI#1 stated, "Yes."

RI#5 

RI#5’s admission date to the facility was 01/28/03.  RI#5’s current medical examination was
dated 01/15/06 and documented the following diagnoses:  Organic Brain Syndrome,
Hypertension, Congestive Heart Failure, Old CVA, Depression, and Fall Risk.  The medical
examination documented the following medications:  Metoprolol, Aspirin, Magnesium Oxide,
Norvasc, Acetaminophen, Haloperidol, and Trazadone.  The medication administration record
for RI#5 was dated 04/01/06 and documented the following medications:  Metoprolol 50mg one
tablet by mouth twice a day, Aspirin EC(Enteric Coated) 325mg take one tablet by mouth daily,
Magnesium Oxide 400mg take one tablet every day, Norvasc 10mg take one tablet every day,
Acetaminophen 325mg take two tablets by mouth every four hours as needed, Haloperidol 1mg
take one or two as needed, and Trazodone 50mg take one tablet at bedtime as needed.

RI#5's facility resident record contained:

1)  A “PSMS”(Physical Self-Maintenance Scale) dated 12/26/05 that documented:  Toileting:  
No control of bowels or bladder.  Dressing:  Needs major assistance in dressing.  Grooming:  
Needs total grooming care.  Physical Ambulation:  Ambulates with assistance of cane.  EI#1 had
signed the entry.

2)  A “Psychogeriatric Dependency Rating Case-Sheet” dated 03/06/06 that documented:   
Mobility:  Aids(cane/walker).  Assistance dressing, (Has to be dressed always), occasionally
requires toileting.
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3)  The following “Monthly Assessment/ Plan of Care” sheet:  12/19/05:  Problem Area:  Deficit
in Memory.  Plan:  Reorient to surroundings.  Make aware of date, year, time.  Direct to familiar
surroundings. 

The following documentation was noted in an area hospital's records including an inpatient and
Emergency Room visit for RI#5 on 05/01/06:
1)  An “Admission Record”- dated 05/01/06- Admitting Diagnosis:  Fall, contained a “History
and Physical” which documented, "A resident of Our Southern Home on Three Notch who has
apparently suffered a couple of falls in the last week or two.   He/she was found on the floor at
the nursing home with bruising on his/her forehead, and eyes and a laceration.  He/she was
moved to the emergency room, evaluated and admitted with the laceration over the bridge of
his/her nose - it is a vertical cut.  He/she was admitted with diagnosis of a head contusion and
laceration, previous compression fractures.  He/she is demented and can provide little meaningful
history.  Past Medical History:  He/she had a diagnosis of dementia.  He/she has a gait
disturbance, and is a fall risk.  He/she has old diagnosis including a stroke.  He/she has raccoon
bruising under both eyes.  He/she has an abrasion and cut on the bridge of his/her nose.  He/she
has a skin tear on his/her hand.  White count:  25,000.  Bone scan shows a compression fracture
at L(Lumbar)3-4.  Impression:  Fall with facial contusion.  Gait Disturbance, previous falls and
fall risk.  Alzheimer’s Dementia with moderate confusion.  Hypertension.  Muscleskeletal
problems.  The Physician’s signature was electronically signed.
2)  A “Consultation Report”- dated 05/01/06- 78 year old with progressive dementia, bedridden,
and lives in a nursing home.  He/she was found on the floor with multiple abrasions, complaining
of shoulder pain, back pain.  He/she was brought to the emergency room.  He/she on x-ray was
found to have a compression fracture of L(Lumbar)3, and L(Lumbar)4.  This appears to be old.
He/she also had separation of the right shoulder, is in a brace for that.  He/she knows his/her
name, but did not know time or location. He/she thought he/she was at Romar Beach.  The
patient is clearly demented and would not understand anything that I could explain.  Right arm is
in a sling.  The Physician’s signature was electronically signed.  
3)  An “Emergency Nursing Record”- dated 05/01/06-8:47A.M.- Patient presents with report of
fall.  Laceration on nose, bruising to eyes bilaterally, bruising above upper lip, abrasion left knee,
skin tear to left hand, swelling left knee with bruising, +(positive) pedal edema, bruising noted
right hip, small bruise x 2 inner right thigh, bruise left lower extremities below knee, laceration
to nose between eyes, bleeding controlled.  A hospital's RN had signed the record.
4)  An “Emergency Physician Record”- dated 05/01/06-9:05A.M.-Chief Complaint:  Fall.
Nursing Home reports patient fell.  Location of pain/injuries:  Head, face, neck, back, right
shoulder, right thigh, right knee and left knee.  Severity of pain:  Severe.  Neuro/Psych:  
Confusion and disorientation.  Clinical Impression:  Contusion of head, neck sprain, laceration
nasal, and compression fracture L(Lumbar)4.  Wound description/repair:  Length:  1.5
centimeters.  Location:  Nasal ridge.  Wound repair to nasal ridge:  Closed with 4, 5-0(five
ought) nylon stitches.  X-rays of Cervical-spine, Dorsal-spine, Lumbar Sacral spine, and
compression Lumbar 4, CAT and long bones ordered.  A Physician had signed the entry.

OBSERVATIONS FOR RI#5
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On 05/03/06 at 2:45P.M., while accompanied by a staff member of the hospital, the surveyor
observed RI#5 in the bed in an area hospital with his/her eyes closed but was picking at his/her
hair and face with his/her hand.  RI#5's legs were moving under the covers constantly.  RI#5 had
deep purple circles around both eyes surrounding eyes up to eyebrows, "Raccoon" appearance to
eyes.  The surveyor observed that RI#5's mid nose area (below bridge of nose) had sutures in it.
The surveyor observed that the purple bruising continued into over the nose and into the creases
of his/her cheeks.  RI#5 opened his/her eyes.  The surveyor identified herself and asked if RI#5
would talk to the surveyor.  RI#5 stated yes.  The surveyor asked what RI#5's name was.  RI#5
gave his/her middle name.  The surveyor asked what RI#5's last name was.  RI#5 stated, "I don't
know."  The surveyor asked RI#5 where he/she lived.  RI#5 stated, "Up in the pink."  The
surveyor asked RI#5 how his/her face got bruised.  RI#5 stated, "I don't know."  The surveyor
observed a small scabbed area on RI#5's left hand and asked what had happened to the hand.
RI#5 stated, "It was in my head.  I have some soup cans."  The surveyor asked RI#5 what he/she
did with the soup cans.  RI#5 stated, "Yeah."  RI#5 closed his/her eyes and appeared to be
sleeping.  A hospital staff member stated that RI#5 had been given Ativan 2 milligrams (mg) at
1:50P.M., for agitation.  The surveyor asked if she could return later when RI#5 was awake to
continue observations and was told by hospital staff members that she could.

On 05/03/06 at 4:30P.M., the surveyor accompanied by a hospital staff member returned to
RI#5's room.  RI#5 was awake.  The surveyor asked RI#5 what his/her name was.  RI#5 stated
his/her middle name.  The surveyor asked RI#5 what his/her last name was.  RI#5 stated his/her
middle name again.  The surveyor asked RI#5 where he/she lived.  RI#5 stated, "Fort Payne,
Alabama."  The surveyor asked RI#5 where he/she was today.  RI#5 stated, "No."  

The hospital staff member stated that he/she wanted the surveyor to also observe the length of
RI#5's (who is a Diabetic) toenails.  The staff member measured with a measuring tape while the
surveyor observed.  The surveyor noted the following:  

RI#5's Left Foot:  Great (big) toenail was very thick, yellow, broken off at the end of the nail bed
area with jagged edges, Second toenail (next to big toe) was thick and yellow and extended 3/8 of
an inch beyond where the nail bed ended and past the end of the tissue of the toe, Third toenail
(middle) was thick and yellow and extended 1/2 of an inch beyond where the nail bed ended and
past the end of the tissue of the toe, Fourth toenail (by little toe) was black from the base of the
nail bed from side to side and black color extended up from base for 1/2 inch and extended past
the end of the tissue of the toe for 1/4 inch, Fifth toenail (little toe) was yellow thick and broken
off with jagged edges.

RI#5's Right Foot:  Great toenail was thick, yellow, and extended 3/8 of an inch past the end of
the nail bed extending past the end of the tissue of the toe curving over towards the second toe.
The Second, Third, and Fifth toenails were thick, yellow, and broken with jagged edges.  The
Fourth toenail was thick, yellow and extended 1/8 of an inch beyond the end of the tissue of the
toe.
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On 05/04/06, at 5:30A.M.,  while accompaning EI#6 on the 5 O'Clock rounds in the facility, the
surveyor asked EI#6 who cut the resident's toe nails.  EI#6 stated that the activity director did but
that they were just getting a new activity director as the old one had left.  

On 05/05/06, at 5:30P.M., the surveyor received a copy of the facility's "Care of Residents.
Subject:  Nail Care" policy.  The surveyor reviewed the policy's documentation and observed that
no designated time to observe the appearance of the resident's nails was listed in the policy to
determine when the Nail Care described in the policy would be done.  The surveyor observed that
no individual title was designated to perform nail care with the exception in the note at the
bottom of the policy, "Note:  Diabetics will only have nail care done by a nurse and/or
MD(medical doctor), or Podiatrist."

On 05/05/06, at 6:00P.M., during an interview, the surveyor asked EI#1, Administrator, if a
Podiatrist came into the facility.  EI#1 stated, "Yes."  The surveyor asked how often the Podiatrist
visited the facility.  EI#1 stated that he/she thought every couple of months.  The surveyor asked
EI#1 if the Podiatrist saw every resident on every visit.  EI#1 stated, "No.  Not each time."  The
surveyor asked how the Podiatrist knew who to see.  EI#1 stated, "We, the staff, makes a list of
what residents need to be seen."

On 05/05/06, at 6:00P.M., during an interview, the surveyor asked EI#1, Administrator, if he/she
had written assignments for the care givers documenting what care issues that they were
responsible for and when to perform the care based on each individual resident's needs.  EI#1
stated, "No.  We all have care plan meetings and the Team Leaders and Care Givers attend the
meetings."  The surveyor asked EI#1 if the meetings were documented.  EI#1 stated, "No."  The
surveyor asked EI#1 if the severely cognitively impaired residents residing in this facility were
able to determine what he/she individually needed and direct his/her own care.  EI#1 stated,
"No."  The surveyor asked EI#1 who made the decisions regarding resident individual needs,
identifying each resident's individual problem areas, developing a plan to meet each resident's
needs, implementing steps to meet these needs, and assessing to see if the needs were met.  EI#1
stated, "The RN's (Registered Nurses)."  The surveyor asked if EI#1 and EI#2 were the facility's
RN's.  EI#1 stated, "Yes."  The surveyor asked EI#1 who was responsible for assessing each
person before admission to determine if the resident was appropriate for the facility and to
determine that the facility staff could meet the resident's needs.  EI#1 stated, "I do."

RI#7   

RI#7 had an admission date to the facility of 09/30/05.  The admission Medical Exam and Plan
of Care, dated 09/30/05, documented the following diagnoses:  Alzheimer’s Dementia,
Blindness, and Glaucoma.  Resident requires continuous supervision due to being blind and gets
up at times.  Resident requires assistance with grooming, dressing, bathing, and toileting.
Additional assistance with this resident’s activities of daily living is custodial care required.
Resident does not exercise good judgment in decision making on personal matters. 

RI#7's Medical Exam and Plan of Care, dated 10/28/05, documented the following diagnoses:  
Alzheimer’s Dementia, Right Hip Fracture- post surgery (Right hip unipolar arthroplasty). The
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Medical Exam documented the following medications:  Seroquel 100mg(milligrams) twice daily,
Cymbalta 30 mg daily, Colace 100mg twice daily, Namenda 10 mg twice daily, Galantermine 12
mg twice daily, Ferrous Sulfate 325 mg three times daily, Lopressor 12.5 mg twice daily, ASA
81 mg each day, Lortab 5 mg 1 or 2 tablets every 4 hours as needed for pain.  Tylenol 650mg
every 6 hours as needed, and Lovenox 30 mg Sub Cutaneously daily times 10 days.

The following documentation was noted in RI#7's resident record:
1)  A “Psychogeratric Dependency Rating Case-Sheet”- dated 10/23/05 and signed by EI#1.
Blind impairment, Hearing impairment - Severe, requires loud speech.  Mobility:  AIDS
(cane/walker).  Dressing:  Assistance (has to be dressed always).  Requires toileting:
Occasionally.
2)  A “Physical Self-Maintenance Scale”(PSMS)- dated 09/30/05 and signed by EI#1.  Toileting:  
Needs to be reminded, help with cleaning or has rare accidents (Score of 2).  Feeding:  Eats with
minor assistance (Score of 2).  Dressing:  Needs major assistance with dressing (Score of 4).
Grooming:  Needs total grooming care (Score of 4).  Physical Ambulation:  Ambulates with
assistance of wheel chair (Score of 3).  Bathing:  Does not wash self (Score of 4).  Total score of
19.
3)  A “Hospice Plan of Care and Physician’s Certification/ Recertification”-  with a Start of Care
date of 01/29/06.  The Hospice Primary Diagnosis was Dementia.  Other documented Diagnoses:
Congestive Heart Failure, Urinary Tract Infection, Hip Fracture, and Blindness.  Mental status:
Impaired.  Level of Activity:  Bed to chair bound/ assist with ambulation.  Safety precautions:  
Fall Risk.  The hospice nurse and attending physician had signed the entry.
4)  A “Monthly Assessment/ Plan of Care”- dated 04/15/06 and signed by EI#2.  Problem Area:
Impaired vision.  Plan:  Orientate resident to environment.  Assist with all ADL’s.  Keep room
clean and clear of clutter or spills.  Notify patient of care being given. 

Observations/Interviews regarding RI#7:

On 05/04/06 at 06:15A.M., during observation of RI#7’s morning care, the surveyor entered the
resident room with EI#7, Care Giver.  The surveyor noted a strong urine odor present in the
room.  RI #7 was lying flat in a hospital bed with both side rails elevated.  EI#7 told the resident
it was time to get up and  pulled the sheets down off  of RI#7.  The surveyor observed that RI#7
had a shirt and a long skirt on in the bed.  The surveyor observed EI#7 check RI#7's diaper and
observed that RI#7 had on two diapers (adult pull up style one pulled up on top of the other).
EI#7 told RI#7 that he/she was going to get him/her up to change his/her diaper.  EI#7 lifted RI#7
to a sitting position on the side of the bed, and transferred him/her to a wheel chair.  The surveyor
observed an area approximately 12 x 12cm(centimeter) wet area in the middle of the bed on the
linen.  The surveyor asked EI#7 why did RI#7 have on two diapers?  EI#7 stated, "RI#7 urinates
a lot at night, and one diaper won’t hold him/her."  The surveyor asked EI#7, “When was the last
time you changed RI#7's diaper?"  EI#7 stated, “I changed his/her diaper at 3:00A.M.”  The
surveyor asked, "How often do you make rounds on the residents?”  EI#7 stated, “Every two
hours, at 11:00P.M., 1:00A.M., 3:00A.M., and 5:00A.M.”  The surveyor asked EI#7, “When do
you get the residents dressed in the morning?”  EI#7 stated, “Between 4:00 and 4:30A.M.”  EI#7
called down the hall to EI#9 for assistance with RI#7.  EI#9 came into the room to assist with
RI#7.  EI#7 wheeled RI#7 into the bathroom.  The surveyor observed EI#7 and EI#9 lift RI#7 up
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from the wheel chair, and change his/her diaper while he/she was standing up.  The surveyor
observed that both diapers were 100% saturated with urine.  EI#7 then wheeled RI#7 to the
dining room for breakfast.

On 05/04/06, at 6:30A.M., the surveyor observed RI#7 sitting in a wheel chair near the dining
room exit door.  The wheel chair was pushed up to the dining table.  RI#7 had his/her head
resting on the table and was asleep.

On 05/04/06 at 7:10A.M., the surveyor entered RI#7's room.  RI#7 was not in the room.  No call
system was noted in RI#7's room or in RI#7's bath room.  The urine odor in RI#7's room and bath
room was very strong.

On 05/05/06, at 9:40A.M., the surveyor was standing near an EXIT door on the back hall.  The
surveyor was accompanied by EI#1, Administrator.  The surveyor observed RI#7 at the far end of
the hall.  RI#7 was holding to the rail and wall in the hall leaving his/her room and using the rail
and wall as a guide.  RI#7 walked with an unsteady gait even with support.  The door to the room
by RI#7's room was open.  The surveyor observed that when RI#7 reached the open door that
he/she no longer had the rail or wall for guidance and entered the open door of the room.  EI#1
went into the room asking RI#7 if he/she could help the resident.  RI#7 stated, "I need to cook
supper but I don't know what I need to cook."  EI#1 escorted RI#7 back to his/her room.  EI#1
stated that RI#7 was blind and hard of hearing.  The surveyor observed that the bed in RI#7's
room was not flush with the wall but the back side of the bed was approximately 2 feet out from
the wall.  The surveyor observed that the sofa in RI#7's room was at an angle across one corner
of the room but stood out from the walls at the end of the sofa for approximately 4 feet.  RI#7's
wheel chair was placed in the room approximately 4 to 6 feet from the wall.  No cane, walker or
other assistive device for ambulation was noted in the bed room or bath room area.  The surveyor
observed that RI#7 did not have a call system in his/her bed or bath room.  The surveyor asked
EI#1 where it was located.  EI#1 looked around the bed room stating that RI#7 probably pulled it
off the wall.  The surveyor did not observe any damage to the walls or paint of the bed room or
the bath room to indicate that a call box had been pulled off the wall.  EI#1 stated that RI#7 was
demented and could not remember to use the call system anyway.

On 05/05/06, at 10:50A.M., the surveyor observed RI#7's room door open.  RI#7 was sitting in a
wheel chair with a person wearing scrubs kneeling close to the chair.  The surveyor observed the
person in scrubs who identified him/her self as a hospice aide who only saw RI#7 in this building
picking up a sheet of newspaper off of the floor from beneath RI#7's feet.  The surveyor asked
what the person was doing.  The hospice aide stated that he/she had just finished cutting RI#7's
toe nails.  The surveyor asked if he/she cut any other resident's nails.  The hospice aide stated no
as he/she only saw RI#7 in this building.  The surveyor asked the hospice aide if RI#7 was able
to walk.  The hospice aide stated yes.  EI#10, Facility Care Giver, entered RI#7's room.  The
surveyor asked if RI#7 required assistance to walk.  EI#10 stated yes as did the hospice aide.  The
surveyor asked if RI#7 had a walker or a cane.  EI#10 stated that RI#7 had a walker.  EI#10 went
to RI#7's closet and removed a folding walker stating that RI#7's family member wanted the
walker kept in the closet.  The surveyor asked if RI#7 was blind and hard of hearing.  EI#10 and
the hospice aide both answered, "Yes."  EI#10 opened the walker and placed it in front of RI#7's
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wheel chair.  EI#10 started to assist RI#7 up from the chair.  The hospice aide stopped EI#10
stating that RI#7 can get out of the chair by him/her self.  The hospice aide spoke loudly
instructing RI#7 to stand up.  The surveyor observed RI#7 place his/her hands on the arms of the
wheel chair and stand up without being assisted by anyone.  The hospice aide spoke loudly to
RI#7 telling him/her while placing RI#7's hands on the walker to walk.  The surveyor observed
RI#7 ambulate with the assistance of the walker for approximately 4 to 6 feet with an unsteady
gait.  RI#7 stated that he/she was going to visit his/her aunt/uncle.  RI#7 walked towards the
dresser in his/her room.  Before RI#7 reached the dresser, The hospice aide then put his/her hand
on the walker instructing RI#7 loudly to turn around.  RI#7 turned around as instructed and
walked back to his/her wheel chair.  The surveyor observed that even though RI#7 had an
unsteady gait with the use of the walker and the assistance of a sighted person telling him/her
what to do and where to go that RI#7 walked better in this manner than when the surveyor had
observed RI#7 walking earlier this morning without a  sighted person assisting, and without the
use of the walker when RI#7 had been observed using the hallway wall and hand rail for
guidance. 

On 05/05/06, at 11:50A.M., the surveyor accompanied by EI#1 entered RI#7's room.  The
surveyor smelled the strong odor of urine in RI#7's room.  EI#1 stated there was a urine odor in
the room.

RI#8  

RI#8 had an admission date to the facility of 01/17/05.  RI#8's Medical Exam and Plan of Care
dated 01/15/06 documented the following diagnoses:  Organic Brain Syndrome, Ischemic Heart
Disease, Probable MI (Myocardial Infarction), Hypertension, Hypothyroidism.  The Medical
Exam and Plan of Care documented the following medications:  Risperadol, Levoxyl, Ranitidine,
Sennagen, Acetaminophen as needed, Ranitidine as needed, Sennagen as needed, Trazadone as
needed.  The Medical Exam and Plan of Care documented the following for Activities of Daily
Living:  Transfer, grooming, dressing, bathing, and toileting with assistance.  Additional
assistance is needed with eating.  Requires continuous supervision as wanders.  This resident
does not exercise good judgment in decision making on personal matters due to Dementia.

RI#8's resident record contained a "Physical Self-Maintenance Scale" dated 09/05/05 that
documented the following:  Toileting:  No Control of bowels or bladder (Score 5).  Feeding:  
Requires extensive assistance for all meals (Score 4).  Dressing:  Needs major assistance in
dressing (Score 4).  Grooming:  Needs total grooming care (Score 4).  Physical Ambulation:  Sits
unsupported in chair or wheel chair, but cannot propel self without help (Score 4).  Bathing:  
Does not wash self (Score 4).  The total score on the PSMS was 25.     

On 05/04/06, at 6:00A.M., the surveyor accompanied EI#6 into RI#8's room to observe RI#8's
morning care.  RI#8 was reclining in bed in a flat position.  RI#8 had cover pulled up over
him/her.  EI#6 awakened RI#8 and pulled back the covers.  The surveyor observed that RI#8 was
dressed in day type clothes and not night type garments.  The surveyor asked EI#6 why RI#8 was
fully dressed in pants, shirt and sox while in the bed sleeping.  EI#6 stated that all of the three
caregivers went around together on the 3:00A.M. rounds.  "While we are together we dress a lot
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of them who have to be dressed so that they are half prepped for the day.  Then one of us can go
back on the 5:00A.M. round by ourselves and get the resident up and ready for the day.  We then
just have to do quick touch ups where we can get everybody up in time for breakfast."  The
surveyor observed EI#6 take RI#8 into the bath room, pull down his/her pants, and remove the
inner diaper.  The surveyor observed that RI#8 was the second resident to have two adult type
pull up style diapers one pulled up over the other one under their day time clothing that she had
observed this morning.  The surveyor asked EI#6 why did RI#8 have on two diapers.  EI#6 stated
that RI#8 wet a lot.  EI#6 stated that this way the one care giver could take the inner diaper off
the resident and if the one on top was dry that it was pulled back up and that it made it easier for
the one care giver to get the resident up by them self on the 5:00 A.M. round and ready for
breakfast.  RI#8 started cursing then started chanting, "Help me Lord Jesus, Help me Lord Jesus,
Help me Lord Jesus" over and over and over.  RI#8 would alternate chanting between cursing
and "Help me Lord Jesus."  The surveyor asked RI#8 his/her name.  RI#8 stated, "Don't know."
The surveyor asked RI#8 who was the president.  RI#8 stated, "Don't know."  The surveyor asked
RI#8 where he/she lived.  RI#8 stated, "Where, Where, Where, Where, Where."  The surveyor
again asked RI#8 where he/she lived.  RI#8 stated, "Don't Know."  The surveyor observed EI#6
brush RI#8's teeth in the bed room, then leave RI#8 to go into the bath room to bring a glass of
water to the resident.  RI#8 spit the tooth paste in the floor while EI#6 was getting the water.
EI#6 did not offer RI#8 any type receptacle where he/she could  spit the tooth paste out of his/her
mouth.

On 05/04/06, at 6:30A.M., the surveyor observed that RI#8 was pushed up to the dining room
table in his/her wheel chair and left at the table chanting, "Pssst, Pssst, Pssst, Pssst".  (Sounds
like aerosol cans spraying).

On 05/04/06, at 7:20A.M., the surveyor observed the breakfast meal in the large dining area.  The
surveyor observed that RI#8 was served a plate containing one whole sausage patty, scrambled
eggs, a piece of toast, and a cereal bowl containing dry cereal flakes with milk covering most of
the flakes.  The surveyor observed RI#8 eat his/her meal.  RI#8 ate his/her cereal with his/her
fingers fishing the soggy flakes out of the milk, then turning the bowl up to drink the milk.  No
facility staff member offered assistance to RI#8.  A visitor in the dining room who identified
him/her self to the surveyor as an aide from an area hospice agency went to the table and cut up
RI#8's sausage patty, picked up a piece on the end of the fork, placed the fork in RI#8's hand and
guided it to RI#8's mouth.  I asked the hospice aide if RI#8 was a client of his/hers.  The aide
stated no but that if he/she was someone who needed assistance in there that he/she gave it
whether the resident was his/her client or not.

On 05/04/06, at 7:30A.M., RI#8 was observed by the surveyor constantly trying to stand up from
the wheel chair that was pushed up flush to the dining room table.  RI#8 could stand up but was
unable to walk away from the wheel chair table area.  RI#8 continued to chant, "Pssst, Pssst,
Pssst, Pssst, Pssst."

On 05/05/06, at 6:00P.M., during an interview, the surveyor asked EI#1, Administrator, what
time of day were the cognitively impaired residents who required assistance with dressing or had
to be dressed gotten up each morning and dressed.  EI#1 stated, "5:30A.M. or 6:00A.M."  The
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surveyor asked EI#1 if he/she was aware that the residents were being partially dressed on the
3:00A.M., rounds by the care givers.  EI#1 stated, "No.  I have a person come in from 6:00A.M.,
to 2:00P.M., just to help them get the residents up and dressed."

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

420-5-4-.05(3) (g) 10. Every resident shall have access to adequate and appropriate health
care consistent with established and recognized standards within the community including
the right to receive or reject medical care, dental care, or other health care services except
those required to control.

THIS RULE IS NOT MET AS EVIDENCED BY:

Based on observation and an interview with EI#2, RN, the surveyor determined that the facility
failed to ensure that 2 residents had access to adequate and appropriate health care consistent
with established and recognized standards within the community.  This failure was a result of
RI#2, RN, to contemporaneously record Medications administered to RI#9 and RI#10 as referred
to in 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.  

FINDINGS:

Based on observation, the surveyor determined that the facility failed to provide adequate and
appropriate health care for 2 of 8 residents.

On 05/04/06 at 7:15A.M., the surveyor observed EI#2, RN, administer morning medications to
RI#9 and RI#10.

RI#9’s medications administered:
Atenolol 50mg ½ tablet twice daily.
Nexium 20mg 1 capsule daily. 
Levoxyl 50mcg 1 tablet daily. 
Namenda 10mg 1 tablet twice daily.
Furosemide 40mg 1 tablet each morning.
Exelon 6mg 1 capsule twice daily. 
Klor-con 20meq 1 tablet each morning with food. 

RI#10’s medications administered:
Singulair 10mg 1 tablet daily. 
Nifedipine XL 60mg 1 tablet daily. 
Ranitidine 300mg 1 capsule twice daily. 
Celebrex 200mg 1 capsule every day. 
Aricept 10mg 1 tablet daily. 
Lisonopril 40 mg 1 tablet daily. 
Buspirone HCL 15mg 1 tablet twice daily.
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Lexapro 20mg 1 tablet daily.
Levoxyl 50mcq 1 tablet daily.

The surveyor observed EI#2 place RI#9’s medications into a medicine cup and then initial each
medication on the medication administration record before he/she administered the medication.
The surveyor observed EI#2 place RI#10’s medications into a medicine cup and then initial each
medication on the medication administration record before he/she administered that medication.
The surveyor observed that EI#2 did not contemporaneously record medications that he/she
administered to RI#9 and RI#10.

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

420-5-4-.06 (2) (g) Annual Physical Examination. In addition to the admission physical
examination, each resident shall be given an annual physical examination, and findings
from the annual physical examination shall be documented with a copy placed in the
resident’s medical examination record. In addition to any other items specified in the
facility’s policies and procedures, and in addition to any items deemed necessary or
desirable by the resident’s attending physician, the resident’s weight shall be documented
on the annual physical examination findings.

THIS RULE IS NOT MET AS EVIDENCED BY:

Based on record reviews of RI#2 and RI#3, and interviews with facility staff, the surveyor
determined that the facility failed to ensure that 2 of 8 residents had annual medical
examinations.

FINDINGS:

On 05/05/06 at 08:00A.M., during a resident record review, the surveyor noted that RI#2 did not
have an annual physical examination for 2003 and 2004.  The surveyor also noted RI#3 did not
have an admission physical examination in medical record.
On 05/05/06, at 2:30P.M., the surveyor asked EI#3 if there was physical examinations for RI#2
for 2003 and 2004, and if RI#3 had one for his/her admission date of 04/29/04.  EI#3 stated that
he/she would look for the items.

On 05/05/06 at 6:00P.M., the surveyor asked EI#1, “Is it safe to say, that the documents we asked
for are not here?” EI#1 stated, “ If EI#3 has not found them, it is not here.”

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

420-5-4-.06 (4) (j) Medications kept under the control or custody of an assisted living
facility shall be packaged by the pharmacy and shall be maintained by the facility in unit
dose packaging. 

THIS RULE IS NOT MET AS EVIDENCED BY:
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Based on observation,  the surveyor determined that the facility failed to maintain unit dose
packaging of medications for 2 of 8 residents.

FINDINGS:

On 05/04/06 at 7:15A.M., the surveyor observed EI#2, RN, administer morning medications to
RI#9 and RI#10 and observed that all of the medications administered to RI#9 and RI#10 were in
Multi dose prescription bottles:

RI#9’s medications in Multi dose bottles:
Atenolol 50mg ½ tablet twice daily ( Multi dose bottle, Qty. 30)
Nexium 20mg 1 capsule daily ( Multi dose bottle, Qty. 30)
Levoxyl 50mcg 1 tablet daily ( Multi dose bottle, Qty. 30)
Namenda 10mg 1 tablet twice daily ( Multi dose bottle, Qty. 30)
Furosemide 40mg 1 tablet each morning ( Multi dose bottle, Qty. 30)
Exelon 6mg 1 capsule twice daily ( Multi dose bottle,  Qty. 30)
Klor-con 20meq 1 tablet each morning with food ( Multi dose bottle, Qty. 30)

RI#10’s medications in Multi dose bottles:
Singulair 10mg 1 tablet daily ( Multi dose bottle, Qty 30)
Nifedipine XL 60mg 1 tablet daily ( Multi dose bottle, Qty 30)
Ranitidine 300mg 1 capsule twice daily ( Multi dose bottle, Qty 30)
Celebrex 200mg 1 capsule every day  ( Multi dose bottle, Qty 30)
Aricept 10mg 1 tablet daily  ( Multi dose bottle, Qty 30)
Lisonopril 40 mg 1 tablet daily ( Multi dose bottle, Qty 30)
Buspirone HCL 15mg 1 tablet twice daily ( Multi dose bottle, Qty 30)
Lexapro 20mg 1 tablet daily ( Multi dose bottle, Qty 30)
Levoxyl 50mcq 1 tablet daily ( Multi dose bottle, Qty 30)

******************************************************************************
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. 
THIS RULE IS NOT MET AS EVIDENCED BY:

Based on observation, a review of RI#11's facility record, and interviews with EI#1,
Administrator, and EI#3, Administrative Designee, the surveyor determined that the facility did
not account for all controlled substances in it's custody.

FINDINGS:

RI#11 had an admission date to the facility of 03/20/06.  RI#11 had a discharge date from the
facility of 03/24/06.

Page 46 of 59



RI#11's Medical Exam and Plan of Care dated 03/17/06 documented the following diagnoses:  
Right Hip Replacement Open Reduction and Internal Fixation, Hypotension secondary to blood
loss, Hypertension, History of Closed Head Injury secondary to a tree fall on head,  and
Thrombocytopenia.  RI#11's Medical Exam documented the following medications:  Aspirin
81mg (milligrams) daily, Tenormin 25mg twice daily, Lipitor 10mg daily, Calcium Carbinate
500mg daily, Plavix 75mg daily, Colace 100mg daily, Lasix 20mg daily, Chromagen one daily
with food, Mag-Ox 400mg daily, Miralax Powder one package daily, Senokot S one daily, and
"See Attached Sheet" with medications continued:  Lortab 5 one every 4 hours as needed for pain
and one prior to therapy.

On 05/06/06, at 12:30P.M., the surveyor accompanied by EI#1, reviewed the contents of the
Narcotic Box in the medication cart.  The following medication was stored in the cart for RI#11
who had been discharged 03/24/06:  Lortab 5, Pharmacy Name, RI#11's name, Date filled:  
03/21/06 with quantity filled 30.  24 tablets of Lortab 5 remained in the bottle.  The surveyor
asked why the medication was not released to the resident or sponsor when the resident was
discharged.  RI#1 stated that it must have been over looked as it was in the Narcotic portion of
the medication cart.  The surveyor asked EI#1 if there were a record showing how many tablets
had been delivered to the facility and how many if any had been administered at the facility.
EI#1 stated, "No.  It did not come from the local drug store that does send a count sheet with the
medication to the facility."  The surveyor asked EI#1 if he/she or EI#2, RN, had made a count
sheet for the medication.  EI#1 stated, "I did not.  Let me check the resident record to see if one is
in it."  

On 05/06/06, at 12:45P.M., the discharged record for RI#11 was located.  No sheet accounting
for the controlled substance was located in the resident record.  The surveyor asked EI#1, what
system did the facility have to account for all controlled substances.  EI#1 stated, "A count sheet
for the medication and we (the RN's) count controlled medications whenever we are in the
building together but that is not every day."  The surveyor asked EI#1 when he/she and EI#2 had
last counted the controlled substances.  EI#1 stated, "A few days ago but this drug (Lortab 5) was
not in the count book so we probably did not count it."  The surveyor asked EI#1 if the facility
had a count sheet for RI#11's controlled substance (Lortab 5).  EI#1 stated, "I could not find one."
The surveyor asked EI#3 if he/she had seen a count sheet for the Lortab 5.  EI#3 stated, "No
Ma'am."

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

420-5-4-.06 (4) (n) 2.  Medications of residents who are discharged or transferred to
another facility shall be returned to the residents.  The responsible party will sign a
statement that these medications have been received.  The statement shall list the
pharmacy, prescription number, date, resident's name and strength of the medication and
the amount.  This statement shall be maintained in a file for at least two years.
Discontinued medications shall not be stored or housed in the facility.

THIS RULE IS NOT MET AS EVIDENCED BY:
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Based on observation, a review of RI#11's resident record including the medication disposition
sheet, and an interview with EI#1, Administrator, the surveyor determined that RI#11 did not
have all medications returned to the resident when the resident was discharged from the facility.

FINDINGS: 

RI#11 had an admission date to the facility of 03/20/06.  RI#11 had a discharge date from the
facility of 03/24/06.

RI#11's Medical Exam and Plan of Care dated 03/17/06 documented the following diagnoses:  
Right Hip Replacement Open Reduction and Internal Fixation, Hypotension secondary to blood
loss, Hypertension, History of Closed Head Injury secondary to a tree fall on head,  and
Thrombocytopenia.  RI#11's Medical Exam documented the following medications:  Aspirin
81mg (milligrams) daily, Tenormin 25mg twice daily, Lipitor 10mg daily, Calcium Carbinate
500mg daily, Plavix 75mg daily, Colace 100mg daily, Lasix 20mg daily, Chromagen one daily
with food, Mag-Ox 400mg daily, Miralax Powder one package daily, Senokot S one daily, and
"See Attached Sheet" with medications continued:  Lortab 5 one every 4 hours as needed for pain
and one prior to therapy.  The medication disposition sheet in RI#11's record did not list Lortab 5
as having been returned to the resident on discharge.

On 05/06/06, at 12:30P.M., the surveyor accompanied by EI#1, reviewed the contents of the
Narcotic Box in the medication cart.  The following medication was stored in the cart for RI#11
who had been discharged 03/24/06:  Lortab 5, Pharmacy Name, RI#11's name, Date filled:  
03/21/06 with quantity filled 30.  24 tablets of Lortab 5 remained in the bottle.  The surveyor
asked why the medication was not released to the resident or sponsor when the resident was
discharged.  RI#1 stated that it must have been over looked as it was in the Narcotic portion of
the medication cart.

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

420-5-4-.06 (6) (a) Except as provided in subsection (b), below, an assisted living facility
shall not admit nor once admitted shall it retain a resident who requires medical care,
skilled nursing care, is severely cognitively impaired, as defined in section (4)(f), or requires
any care beyond assistance with activities of daily living except that the foregoing shall not
prohibit the admission or continued stay of any such individual if the individual has no
behavioral symptoms posing a threat to the individual or to others and if the individual
meets EITHER of the following:

1. The individual is capable of performing and does perform all tasks related to his or her
own care; OR

2. The individual is incapable of performing some or all tasks related to his or her own care
due to limitations of mobility or dexterity BUT the individual has sufficient cognitive
ability to direct his or her own care AND the individual is able to direct others and does
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direct others to provide the physical assistance needed to complete such tasks, AND the
facility staff is capable of providing such assistance and does provide such assistance.  

The surveyor references 420-5-4-.06 (4) (f) A resident who is severely cognitively impaired as
defined below shall be promptly transferred to an appropriate setting unless such
resident's severe cognitive impairment is a temporary condition or unless the resident has
been admitted to a licensed hospice program because of some condition other than
dementia. For the purposes of this subsection, a resident shall be deemed to be severely
cognitively impaired if he or she does not recognize his or her name, or if he or she does not
understand and cannot be trained to understand the unit dose medication system in use by
the facility, or if the resident likely cannot protect himself or herself from medication
errors by facility staff. 

THIS RULE IS NOT MET AS EVIDENCED BY:

Based on observation, interviews with facility staff and residents, and record reviews, the
surveyor determined that 6 of the 8 sampled residents were severely cognitively impaired.  The
surveyor determined that the 6 residents could not direct their care.  The surveyor determined that
the 6 residents could not protect themselves from medication errors.  The surveyor was unable to
observe medication testing of RI#5 as he/she was in an area hospital during the survey. 

FINDINGS:

RI#1  

RI#1 had an admission date to the facility of 05/04/04.  RI#1's Medical Exam and Plan of Care
dated 05/03/05 documented the following diagnoses:  Coronary Artery Disease, Hypertension,
Gastro Esophageal Reflux Disease, Alzheimer's Disease.  A Medical Exam and Psychological
Exam dated 07/22/05 documented the following medications:  Cimetidine 400mg(milligrams)
one twice daily, Donepezil HCL 10mg one tab each day for memory, Felodipine 10mg SA
(sustained action) one tablet each day, Fosinopril 20mg 1/2 tablet each day, Memantine HCL
5mg one tab twice daily for memory, Metoprolol Succinate 50mg SA 1/2 tab each day,
Quetiapine Fumarate 100mg one tablet at bed time daily for mental health, Quetiapine Fumarate
25mg one tablet each morning for mental health, Simvastatin 80mg one tablet each night at bed
time.  The 07/22/05 medical exam documents:  Insight/Judgment:  Poor/fair.  Mini-Mental Score
2 out of 30.  

The "Physical Self-Maintenance Scale" in RI#1's facility record dated 08/10/05 and signed by
EI#1, Administrator, documented:  TOILETING:  Needs to be reminded or needs help in
cleaning self, or has rare accidents.  DRESSING:  Dresses and undresses self with minor
assistance.  GROOMING (neatness, hair, nails, hands, face, clothing):  Needs moderate and
regular assistance or supervision in grooming.  

"Monthly Assessment/Plan of Care" documents found in RI#1's facility record:
1)  12/19/05-Skin lesions with patient teaching, protect areas, and medicate as ordered as
interventions.
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2)  11/14/05-Alzheimer's Disease/Depression:  Administer medication on a timely manner,
Monitor behavior to measure effectiveness of medications, report changes to RN/MD.
Hypertension:  Continue heart medications.  EI#1 had signed the document.
3)  10/10/05-Problem Areas-Hypertension with same interventions as 11/14/05 and Alzheimer's
Disease/Depression with Monitor behavior and mood swings closely.  Assist with all ADL'S
(activities of daily living).  EI#1 had signed the document.   

On 05/04/06, at 5:20A.M., the surveyor entered the dining area and observed one male resident
sitting at a table in the area.  The surveyor identified herself to the resident, shook his hand, and
asked if she could talk with him.  The resident stated, "Yes."  The surveyor observed the
resident's pants were not zipped or buttoned in the front and hung open to each side of the zipper
and button exposing his under garment.  The surveyor observed that the inner left pant leg and
cuff was wet on the inside.  The surveyor observed that the resident had a two to three day
growth of beard on his face.  The resident had on sox but was not wearing shoes.  The surveyor
asked the resident where he lived.  The resident stated, "I don't know."  The surveyor asked the
resident if he lived here.  The resident stated, "I don't know."  The surveyor asked the resident if
he could tell her the day of the year or season.  The resident stated, "I don't know."  The surveyor
asked the resident if he could tell her the name of the president.  The resident stated, "Don't
know."    

EI#6 came into the dining area, at 5:30A.M and identified the male resident as RI#1, and stated,
"We are going to have to take him back to his room."  The surveyor accompanied RI#1 and EI#6.
The surveyor observed EI#6 tell RI#1 to come with him/her back to RI#1's room.  RI#1 stood up
holding his pants together to keep them from falling and ambulated with an unsteady gait from
the dining room into the hall towards RI#1's room.  RI#1 stopped in the hall, pointed to his
unbuttoned and unzipped pants that he was holding up with his hands and told EI#6, "Do this."
EI#6 did not fasten RI#1's pants.  EI#6 stated, "We are going to wait until we get to your room."
EI#6 continued down the hall with RI#1 holding his pants together while walking with an
unsteady gait.

On 05/04/06, at 5:30A.M., during observation of RI#1's morning care, the surveyor entered
RI#1's room with EI#6 and RI#1.  The surveyor observed the following:  A strong urine odor was
present when entering RI#1's room.  EI#6 told RI#1 to wait as his bath room floor was wet.  EI#6
dried the floor and then took RI#1 into the bath room.  EI#6 pointed to RI#1's face stating, "We
have to get those off.  You look like Santa Claus."  The surveyor asked if RI#1 liked to grow a
beard.  EI#6 stated, "Oh.  No.  Sometimes he doesn't want to be shaved.  The male employee is
usually the one to shave him."  EI#6 removed RI#1's pants and sox as they were wet.  EI#6
removed the inner pull up style adult diaper of the two that were on RI#1.  One was next to his
skin and one had been pulled up over the first one.

On 05/05/06 starting at 3:30P.M., the surveyor accompanied EI#2, RN, who performed the
medication testing, and EI#1, Administrator, during  medication testing of 6 residents.  The test
was conducted in random resident order.

EI#2 showed RI#1 two unit dose medication containers and asked RI#1, “Which one is your
name?”  RI#1's medication was Isosorbide Dinitrate 40mg 1 tablet daily and RI#3’s medication
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was Aricept 10mg one tablet daily.  RI#1 stated, “Let me just have this one, and pointed at
his/her medication.” EI#2 asked, “ Have you had your medication today?” RI#1 stated, “ No, I’m
good to go.”  The surveyor asked EI#2 if he/she had already given RI#1 his/her Isosorbide today.
EI#2 stated yes.  RI#1 was able to identify his/her name on the medication container.  RI#1 was
not able to protect him/her self from medication errors.  RI#1 was not able to direct his/her care.

RI#2 

RI#2 had an admission date to the facility of 06/25/03.  RI#2's Medical Exam and Plan of Care
dated 01/15/06 documented the following diagnoses:  Organic Brain Syndrome, Wanders, and
Gastro Esophageal Reflux Disease.  The Medical Exam and Plan of Care documented the
following medications:  Aspirin 81mg(milligrams) daily, Prilosec 20mg daily, Risperdal 1mg at
bed time, Zantac twice daily as needed, Natural tears as needed.  The Medical Exam documented
that RI#2 required continuous supervision due to Organic Brain Syndrome, needed assistance
with grooming, dressing, bathing, toileting and was not able to exercise good judgment in
decision making on personal matters.

The facility's records included the following for RI#2:
1)  "Monthly Assessment/Plan of Care" dated 09/03/05 and signed by EI#1, Administrator.
Problem:  Short attention span.  
2)  "Monthly Assessment/Plan of Care" dated 10/27/05 and signed by EI#1.  Problem:  Self Care
Deficit.  Plan:  Assist resident with ADL's (activities of daily living), proper shoes and socks.
Problem:  Periods of walking.  Plan:  Distract resident sit and talk with him/her, take to room and
bathroom for rest periods.
3)  "Monthly Assessment/Plan of Care" dated 11/19/05 and signed by EI#1.  Problem:  Self Care
Deficit.  Plan:  Assist resident with ADL's, proper shoes and socks.  Problem:  Periods of
Walking.  Plan:  Distract resident, sit and talk with resident.  Take to bathroom and to room for
rest periods.
4)  "Monthly Assessment/Plan of Care" dated 12/19/05.  Problem:  Short Attention Span.  Plan:  
Engage in activities for increasing time periods, distractions or attention devices such as one on
one games/activities.
5)  A "Physical Self-Maintenance Scale" dated 12/26/05 and signed by EI#1, documented RI#2
ambulates within residence or about one block distance.  

OBSERVATIONS/INTERVIEWS FOR RI#2 

On 05/04/06, at 4:40A.M., when the surveyor entered the facility, RI#2 wandered up to the
surveyor.  RI#2 had on a shirt, pants, and sox but did not have on shoes.  EI#6 stated, "RI#2 was
up all night, won't stay in bed."  The surveyor asked RI#2 where he/she lived.  RI#2 stated,
"Congress Street."  The surveyor asked RI#2 where Congress Street was located.  RI#2 stated, "I
don't really live on Congress."  The surveyor asked RI#2 what day was today.  RI#2 stated, "I
don't know."  The surveyor asked RI#2 where were his/her shoes.  RI#2 stated, "I don't know."
RI#2 wandered off repeating, "Okay, Okay, Okay, Okay."  The surveyor observed RI#2 lie down
on a couch in the living area chanting, "Okay, Okay, Okay, Okay."
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On 05/04/06, at 4:50A.M., the surveyor observed RI#2 wandering down the hall past the large
sun room and past the chemicals on the left side of the hall that remained unsecured and
unattended.  

On 05/04/06, at 5:20A.M., the surveyor observed RI#2 asleep on a couch in the living area.

On 05/04/06, at 10:45A.M., the surveyor was told by EI#3, Administrative Designee, that RI#2
was the only resident with a Wanderguard anklet in use.

On 05/05/06, at 7:30A.M., the surveyor observed RI#2 wandering the living area and
approaching the front door.  No alarm sounded as RI#2 approached the door.

On 05/05/06, at 8:00A.M., the surveyor observed RI#2 asleep on one of the couches in the living
area.

On 05/05/06, at 10:30A.M., the surveyor asked EI#4, Care Giver, if he/she knew where RI#2 was
currently.  EI#4 stated, "Yes.  She is asleep in another resident's room."  The surveyor
accompanied by EI#4 went to the room where EI#4 had last seen RI#2.  The surveyor observed
that EI#2 was asleep in the resident's bed and the resident was sitting up in a chair.  The surveyor
asked EI#4 if RI#2 went into any other resident's rooms and went to sleep in any other resident's
beds.  EI#4 stated, "Yes."  

On 05/05/06, at 10:30A.M., as the surveyor was observing RI#2 sleeping in another resident's
room and bed, EI#10, Care Giver, entered the room, awakened RI#2, telling RI#2 that he/she had
a family member visiting and to come with EI#10.  The surveyor followed EI#10 and RI#2,
observing that they entered the office.  The surveyor observed from the office doorway that every
one in the office was a staff member other than RI#2.  The surveyor observed that EI#3,
Administrative Assistant, had RI#2's pants leg pulled up looking at the Wanderguard anklet on
RI#2's ankle.  The surveyor asked when the anklet had last been checked by the staff to see if it
was working.  EI#3 stated, "Three or four months ago."  The surveyor accompanied EI#10 and
RI#2 to the front door.  RI#2 approached the door.  No audible alarm was heard by the surveyor.
The surveyor asked EI#10 to get RI#2 to push on the bar of the front door.  EI#10 assisted RI#2
to push on the bar.  No audible alarm was heard by the surveyor.  The surveyor asked EI#10 if
he/she heard an alarm.  EI#10 stated, "No."  EI#3 walked up as EI#10 and RI#2 were pushing on
the bar to the front door.  The surveyor asked EI#3 if he/she heard an alarm.  EI#3 stated, "No."
The surveyor asked EI#3 if the Wanderguard System was working.  EI#3 stated, "No."  EI#1
walked into the area stating that RI#2's anklet was not working but that the company would have
some anklets delivered to the facility by noon on 05/06/06.  EI#1 stated that a working anklet
would be put on RI#2 when the anklets arrived. 

On 05/05/06, at 11:35A.M., the surveyor observed RI#2 walk into the Sun Room lie down on the
couch and immediately fall asleep.

On 05/05/06, at 11:40A.M., the surveyor observed that RI#2 continued to sleep on the couch in
the Sun Room.
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On 05/05/06, at 1:00P.M., the surveyor observed RI#2 sleeping on one of the living area couches.

On 05/05/06, at 3:00P.M., the surveyor observed RI#2 wandering the halls.  The surveyor
observed that RI#2 kept repeating, "Okay, Okay, Okay, Okay."  The surveyor attempted to talk to
RI#2 asking him/her where he/she lived, his/her name, season of the year, and if he/she took
medications.  RI#2 answered each questing by repeating, "Okay, Okay, Okay, Okay."

On 05/05/06 starting at 3:30P.M., the surveyor accompanied EI#2, RN, who performed the
medication testing, and EI#1, Administrator, during  medication testing of 6 residents.  The test
was conducted in random resident order.

EI#2 showed RI#2 two separate unit dose medication containers.  One container had RI#2's name
on it and the other had RI#4's name on it.  EI#2 asked RI#2, “Which one is your name?”  EI#2
showed RI#2 the two medications which were RI#2's Aspirin 81mg one tablet daily and RI#4’s
Omeprazole 20mg one daily.  RI#2 stated, “This," and read his/her name out loud, then pointed
to his/her name on the unit dose container.  RI#2 was able to identify his/her name on the
container.  EI#2 then asked RI#2, “Have you had you medication today?” RI#2 stated, “No.”
EI#2 asked, “Are you sure?” RI#2 stated, “Okay, okay, okay.”  The surveyor asked EI#2 if he/she
had already given the Aspirin to RI#2 today.  EI#2 stated yes.  RI#2 was not able to protect
him/her self from medication errors.  RI#2 was not able to direct his/her care.

RI#4 

RI#4 had an admission date to the facility of 11/10/05.  RI#4's Medical Exam and Plan of Care
dated 11/10/05 documented the following diagnoses:  Renal Cell Carcinoma of Kidney, Renal
Mass, Spinal Stenosis, Atrial Fibrillation, Hypothyroidism, and Dementia.  The following
medications were documented on the 11/10/05 Medical Exam:  Amiodarone 200mg(milligrams)
daily, Synthroid 25 micrograms daily, Baby ASA 81mg each day, Omeprazole 20mg each day,
Tylenol XS (Extra Strength) 1000mg every 4 hours if needed, Docusate Sodium 100mg one as
needed, Diltiazem HCL 30mg twice daily, Loratadine 10mg each day, Sertraline HCL 50mg one
half tablet each day, MOM Softgel 100mg one daily, Doxazosin Mesylate 2mg at bed time, Multi
Vitamin one daily, Vitamin C 500mg each day, Vitamin E 400 IU (International Units) each day,
Trimcindone Acetonide 0.1% topical twice daily.  The Medical Exam and Plan of Care dated
11/10/05 documented that RI#4 required continuous supervision due to Dementia and Unsteady
Gait, and required assistance with grooming, dressing, bathing, and toileting.

RI#4 had been admitted to an area hospice agency on 10/24/05 (before admission to the facility).
RI#4's hospice diagnosis was documented as Other GU (Genitourinary) Neoplasm.

RI#4's facility record contained a PSMS (Physical Self-Maintenance Scale) dated 11/10/05 and
signed by EI#1, Administrator.  The PSMS documented that RI#4 Ambulates with assistance of
another person.

RI#4's facility record contained the following "Monthly Assessment/Plan of Care" sheets:  
1)11/15/05-Signed by EI#1, Administrator:  Problem Area:  Fall Risk.  Plan:  Use wheel chair

Page 53 of 59



brakes, use wheel chair with stand by assistance only when up, Closely monitor for any changes,
be aware for hazards such as congested areas, wet floors, rugs, decreased lighting and other
extrinsic factors.  Problem Area:  Incontinent Bladder:  Plan:  Check and change every two hours,
Inform the nurse of signs/symptoms redness to perineal area, keep skin clean and dry with
incontinent episodes, monitor adequate fluid intake, skin turgor is within normal limits.
2)12/15/05-Signed by EI#1.  Problem Area:  Fall Risk.  Plan:  Use wheel chair with brakes, use
wheel chair with stand by assistance only when up, keep in familiar areas as much as possible,
closely monitor for any changes, be aware for hazards such as congested areas, wet floors, rugs,
decreased lighting, and other extrinsic factors.  Problem Area:  Incontinent Bladder.  Plan:  
Check and change every two hours, inform the nurse of signs/symptoms redness to perineal area,
keep skin clean and dry after incontinent episodes, monitor adequate fluid intake, skin turgor is
within normal limits.

OBSERVATIONS/INTERVIEWS FOR RI#4: 

On 05/05/06, at 3:30P.M., the surveyor interviewed RI#4.  RI#4 stated that the surveyor could
talk with him/her.  The surveyor identified who she was to the resident.  The surveyor asked RI#4
his/her name.  RI#4 told the surveyor his/her name.  The surveyor asked RI#4 where he/she lived.
RI#4 stated, "I don't know."  The surveyor asked RI#4 if he/she lived here.  RI#4 stated, "I don't
know."  The surveyor asked R#4 what season, winter, summer, etc.  RI#4 stated, "I don't know."
The surveyor asked RI#4 if he/she took medications.  RI#4 stated, "Don't think I do.  Not sure."

On 05/05/06, at 5:00P.M., the surveyor observed a care giver push RI#4 into the living area of
the facility in a wheel chair.  The surveyor observed the care giver transfer RI#4 into a chair near
the television, fold up the wheel chair and leave the living area.  The surveyor observed RI#4
stand up from the chair and cross the living area with out any type assistive devise (walker, cane,
or person).  The surveyor observed that RI#4 was unsteady while walking.  EI#1, Administrator,
was standing by the front door.  The surveyor asked EI#1 if RI#4 needed assistance as his/her
gait was unsteady and weak.  EI#1 stated, "RI#4 walks all over the building by him/her self.  I
promised RI#4's spouse when I went and evaluated RI#4 that I would not tie RI#4 down.  The
day that I evaluated RI#4, he/she was tied to a chair to keep him/her from falling.  I told RI#4's
spouse that he/she might fall here but that I would not tie him/her down to keep him/her from
falling."  The surveyor asked EI#1, what plan do you have for falls?  EI#1 stated, "Care givers
make rounds checking on all of the residents every two hours every shift."

On 05/05/06 starting at 3:30P.M., the surveyor accompanied EI#2, RN, who performed the
medication testing, and EI#1, Administrator, during  medication testing of 6 residents.  The test
was conducted in random resident order.

EI#2 showed RI#4 two unit dose containers of medication.  RI#4's medication was Omeprazole
20mg one tablet daily and RI#6’s medication was Seroquel 50mg one tablet daily.  EI#2 asked
RI#4, "Which one is your name?"  RI#4 stated, “I’m wonderful, no take it out.”  EI#2 asked
RI#4, “Is this your medicine?” RI#4 did not reply.  EI#2 asked, “Have you had your medication
today?” RI#4 stated, “ No, Ma'am, are you the medicine girl?”  The surveyor asked EI#2 if he/she
had already given RI#4 his/her Omeperazole today.  EI#2 stated yes.  RI#4 was not able to
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identify his/her name.  RI#4 was not able to protect him/her self from medication errors.  RI#4
was not able to direct his/her care.

RI#6

RI#6 had an admission date to the facility of 04/24/06.  RI#6's Medical Exam and Plan of Care
dated 04/18/06 documented the following diagnoses:  Strokes, Heart By Pass, Alzheimer's
Disease, Dementia.  The following medications were documented on the Medical Exam:  
Seroquel 50mg(milligrams) two at bed time, Vitamin, Aspirin.  The Medical Exam documented
that RI#6 sometimes required chemical or physical restraints and required continuous supervision
due to may wander, can not see, Alzheimer's, Dementia, strokes.

OBSERVATIONS/INTERVIEWS FOR RI#6

On 05/04/06, at 7:10A.M., the surveyor observed a resident in the hallway who was identified by
EI#6 as RI#6.  The surveyor observed an area above RI#6's left eye brow to be scabbed over and
pale yellow and lavender bruising in the area.  The surveyor identified her self to RI#6.  The
surveyor asked RI#6 what had happened to his/her eye.  RI#6 stated, "I fell a couple of days ago
on the concrete."  The surveyor asked RI#6 where he/she lived.  RI#6 stated, "Here I think.  I'm
not sure."  The surveyor asked RI#6 if he/she were going to breakfast.  RI#6 stated, "I'd love to
but I don't know the way."  EI#6 pointed down the hall stating go that way.  RI#6 asked, "Go to
the bath room?"  EI#6 took RI#6 into his/her room, turned on the light in the bath room stating
here is the bath room.  RI#6 asked again, "Where is the bath room?"  EI#6 assisted RI#6 to bath
room located in his/her room.  As RI#6 and EI#6 came out of RI#6's room, RI#6 asked, "Am I
going the right way?"  EI#6 pointed down the hall.

On 05/05/06, at 11:00A.M., the surveyor interviewed EI#14, Care Giver.  The surveyor asked
EI#14 if he/she had any direct knowledge of any severely cognitively impaired resident leaving
the building and walking across the street/road to the church.  EI#14 stated, "Yes Ma'am.  RI#6
went out the front door one day.  Another care giver saw RI#6 and walked with him/her.  I did
not see RI#6 leave but they called for help and I went to the church across the street.  RI#6 was
standing with the other care giver at the fence at the church.  RI#6 fussed a little bit when I got
there but then walked back here with us."  The surveyor asked if RI#6 became combative when
they were trying to talk him/her into returning to the facility.  EI#14 stated, "No."

On 05/05/06, at 11:15A.M., the surveyor interviewed EI#1, Administrator, regarding the incident
of RI#6 walking out of the building and across the 5 lane street to the church.  The surveyor
asked EI#1 if he/she had any documentation concerning the event.  EI#1 stated, "No.  A staff
member witnessed RI#6 going to the door and was walking with the resident all of the way.  It
was not an elopement."  The surveyor asked which door did RI#6 use to leave the building.  EI#1
stated that he/she was told by the care giver that RI#6 went out the front door as a visitor was
either coming into or leaving the facility.  The surveyor asked EI#1 when had the incident
occurred.  EI#1 stated, "Within the last 2 weeks.  RI#6 has not been here long."  The surveyor
asked for the name and the telephone numbers of the staff member who accompanied RI#6
across the street.  EI#1 identified the staff member by name and told the surveyor that the staff
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member worked here only part time as he/she attended college full time.  EI#1 provided the
surveyor the name and telephone numbers for the staff member.  The surveyor made
unsuccessful attempts through out the remainder of the day to contact the staff member at the
telephone numbers.

On 05/05/06 starting at 3:30P.M., the surveyor accompanied EI#2, RN, who performed the
medication testing, and EI#1, Administrator, during  medication testing of 6 residents.  The test
was conducted in random resident order.

EI#2 showed RI#6 two unit dose containers of medication.  RI#6's medication was Seroquel
50mg one tablet daily and RI#4’s medication was Omeprazole 20 mg one tablet daily.  EI#2
asked RI#6, "Which one is your name?”.  RI#6 stated, “I don’t know.”  EI#2 asked “Which one
is your medicine?” RI#6 stated, “I don’t know.”  EI#2 asked RI#6, “Have you had your
medication this morning?” RI#6 stated, “I know I haven’t had any medicine, this is the first time
I have woke up this morning.”  The surveyor asked EI#2 if he/she had already given RI#6 his/her
Seroquel today.  EI#2 stated yes.  RI#6 could not identify his/her name on the medication
container.  RI#6 could not protect him/her self from medication errors.  RI#6 was not able to
direct his/her care. 

RI#7   

RI#7 had an admission date to the facility of 09/30/05.  The admission Medical Exam and Plan
of Care, dated 09/30/05, documented the following diagnoses:  Alzheimer’s Dementia,
Blindness, and Glaucoma.  Resident requires continuous supervision due to being blind and gets
up at times.  Resident requires assistance with grooming, dressing, bathing, and toileting.
Additional assistance with this resident’s activities of daily living is custodial care required.
Resident does not exercise good judgment in decision making on personal matters. 

RI#7's Medical Exam and Plan of Care, dated 10/28/05, documented the following diagnoses:  
Alzheimer’s Dementia, Right Hip Fracture- post surgery (Right hip unipolar arthroplasty). The
Medical Exam documented the following medications:  Seroquel 100mg(milligrams) twice daily,
Cymbalta 30 mg daily, Colace 100mg twice daily, Namenda 10 mg twice daily, Galantermine 12
mg twice daily, Ferrous Sulfate 325 mg three times daily, Lopressor 12.5 mg twice daily, ASA
81 mg each day, Lortab 5 mg 1 or 2 tablets every 4 hours as needed for pain.  Tylenol 650mg
every 6 hours as needed, and Lovenox 30 mg Sub Cutaneously daily times 10 days.

OBSERVATIONS/INTERVIEWS FOR RI#7

On 05/04/06 at 06:15A.M., during observation of RI#7’s morning care, the surveyor entered the
resident room with EI#7, Care Giver.  The surveyor observed that RI#7 had a shirt and a long
skirt on in the bed.  The surveyor observed EI#7 check RI#7's diaper and observed that RI#7 had
on two diapers (adult pull up style one pulled up on top of the other).  EI#7 called down the hall
to EI#9 for assistance with RI#7.  EI#9 came into the room to assist with RI#7.  EI#7 then
wheeled RI#7 to the dining room for breakfast.
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On 05/04/06, at 6:30A.M., the surveyor observed RI#7 sitting in a wheel chair near the dining
room exit door.  The wheel chair was pushed up to the dining table.  RI#7 had his/her head
resting on the table and was asleep.

On 05/05/06, at 9:40A.M., the surveyor was standing near an EXIT door on the back hall.  The
surveyor was accompanied by EI#1, Administrator.  The surveyor observed RI#7 at the far end of
the hall.  RI#7 was holding to the rail and wall in the hall leaving his/her room and using the rail
and wall as a guide.  RI#7 walked with an unsteady gait even with support.  The door to the room
by RI#7's room was open.  The surveyor observed that when RI#7 reached the open door that
he/she no longer had the rail or wall for guidance and entered the open door of the room.  EI#1
went into the room asking RI#7 if he/she could help the resident.  RI#7 stated, "I need to cook
supper but I don't know what I need to cook."  EI#1 escorted RI#7 back to his/her room.  EI#1
stated that RI#7 was blind and hard of hearing.  The surveyor observed that RI#7 did not have a
call system in his/her bed or bath room.  The surveyor asked EI#1 where it was located.  EI#1
looked around the bed room stating that RI#7 probably pulled it off the wall.  The surveyor did
not observe any damage to the walls or paint of the bed room or the bath room to indicate that a
call box had been pulled off the wall.  EI#1 stated that RI#7 was demented and could not
remember to use the call system anyway.

On 05/05/06, at 10:50A.M., the surveyor observed RI#7's room door open.  RI#7 was sitting in a
wheel chair with a person wearing scrubs kneeling close to the chair.  The surveyor observed the
person in scrubs who identified him/her self as a hospice aide who only saw RI#7 in this building
picking up a sheet of newspaper off of the floor from beneath RI#7's feet.  The surveyor asked if
RI#7 was blind and hard of hearing.  EI#10 and the hospice aide both answered, "Yes."  The
hospice aide also stated, "He/she is hard of hearing, blind and very demented."  The surveyor
heard RI#7 mumbling about needing to go visit Aunt/Uncle somewhere else.

On 05/05/06 starting at 3:30P.M., the surveyor accompanied EI#2, RN, who performed the
medication testing, and EI#1, Administrator, during  medication testing of 6 residents.  The test
was conducted in random resident order.

EI#2 asked RI#7, “Do you know who I am?” RI#7 stated, “You sound familiar, but I don’t know
who you are.” EI#2 asked RI#7 in a loud voice, “Have you had your medication today?” RI#7
stated, “I haven’t taken any medications, not anymore.  Who prescribed medications for me?”
EI#2 stated, “The doctor.”  The surveyor asked EI#2 if he/she had already given RI#7 his/her
morning daily medications.  EI#2 stated yes.  

RI#8   

RI#8 had an admission date to the facility of 01/17/05.  RI#8's Medical Exam and Plan of Care
dated 01/15/06 documented the following diagnoses:  Organic Brain Syndrome, Ischemic Heart
Disease, Probable MI, Hypertension, Hypothyroidism.  The Medical Exam and Plan of Care
documented the following medications:  Risperadol, Levoxyl, Ranitidine, Sennagen,
Acetaminophen as needed, Ranitidine as needed, Sennagen as needed, Trazadone as needed.  The
Medical Exam and Plan of Care documented the following for Activities of Daily Living:  
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Transfer, grooming, dressing, bathing, and toileting with assistance.  Additional assistance is
needed with eating.  Requires continuous supervision as wanders.  This resident does not
exercise good judgment in decision making on personal matters due to Dementia.

RI#8's resident record contained a "Physical Self-Maintenance Scale" dated 09/05/05 that
documented the following:  Toileting:  No Control of bowels or bladder (Score 5).  Feeding:  
Requires extensive assistance for all meals (Score 4).  Dressing:  Needs major assistance in
dressing (Score 4).  Grooming:  Needs total grooming care (Score 4).  Physical Ambulation:  Sits
unsupported in chair or wheel chair, but cannot propel self without help (Score 4).  Bathing:  
Does not wash self (Score 4).  The total score on the PSMS was 25.     

On 05/04/06, at 6:00A.M., the surveyor accompanied EI#6 into RI#8's room to observe RI#8's
morning care.  RI#8 was reclining in bed in a flat position.  RI#8 had cover pulled up over
him/her.  EI#6 awakened RI#8 and pulled back the covers.  The surveyor observed that RI#8 was
dressed in day type clothes and not night type garments.  The surveyor asked EI#6 why RI#8 was
fully dressed in pants, shirt and sox while in the bed sleeping.  EI#6 stated that all of the three
caregivers went around together on the 3:00A.M. rounds.  While we are together we dress a lot
of them who have to be dressed so that they are half prepped for the day.  Then one of us can go
back on the 5:00A.M. round by ourselves and get the person up and ready for the day.  We then
just have to do quick touch ups where we can get everybody up in time for breakfast.  The
surveyor observed EI#6 take RI#8 into the bath room, pull down his/her pants, and remove the
inner diaper.  The surveyor observed that RI#8 was the second resident to have two adult type
pull up style diapers one pulled up over the other one under their day time clothing that she had
observed this morning.  The surveyor asked EI#6 why did RI#8 have on two diapers.  EI#6 stated
that RI#8 wet a lot.  EI#6 stated that this way the one person could take the inner diaper off the
resident and if the one on top was dry that it was pulled back up and that it made it easier for one
person to get the person up by them self on the 5:00 A.M. round and ready for breakfast.  RI#8
started cursing then started chanting, "Help me Lord Jesus, Help me Lord Jesus, Help me Lord
Jesus" over and over and over.  RI#8 would alternate chanting between cursing and "Help me
Lord Jesus."  The surveyor asked RI#8 his/her name.  RI#8 stated, "Don't know."  The surveyor
asked RI#8 who was the president.  RI#8 stated, "Don't know."  The surveyor asked RI#8 where
he/she lived.  RI#8 stated, "Where, Where, Where, Where, Where."  The surveyor again asked
RI#8 where he/she lived.  RI#8 stated, "Don't Know."  The surveyor observed EI#6 brush RI#8's
teeth in the bed room, then leave RI#8 to go into the bath room to bring a glass of water to the
resident.  RI#8 spit the tooth paste in the floor while EI#6 was getting the water.  EI#6 did not
offer RI#8 any type receptacle where he/she could  spit the tooth paste out of his/her mouth.

On 05/04/06, at 6:30A.M., the surveyor observed that RI#8 was pushed up to the dining room
table in his/her wheel chair and left at the table chanting, "Pssst, Pssst, Pssst, Pssst".  (Sounds
like aerosol cans spraying).

On 05/04/06, at 7:20A.M., the surveyor observed the breakfast meal in the large dining area.  The
surveyor observed that RI#8 was served a plate containing one whole sausage patty, scrambled
eggs, a piece of toast, and a cereal bowl containing dry cereal flakes with milk covering most of
the flakes.  The surveyor observed RI#8 eat his/her meal.  RI#8 ate his/her cereal with his/her
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fingers fishing the soggy flakes out of the milk, then turning the bowl up to drink the milk.  No
facility staff member offered assistance to RI#8.  A visitor in the dining room who identified
him/her self to the surveyor as an aide from an area hospice agency went to the table and cut up
RI#8's sausage patty, picked up a piece on the end of the fork, placed the fork in RI#8's hand and
guided it to RI#8's mouth.  I asked the hospice aide if RI#8 was a client of his/hers.  The aide
stated no but that if he/she was someone who needed assistance in there that he/she gave it
whether the resident was his/her client or not.

On 05/04/06, at 7:30A.M., RI#8 was observed by the surveyor constantly trying to stand up from
the wheel chair that was pushed up flush to the dining room table.  RI#8 could stand up but was
unable to walk away from the wheel chair table area.  RI#8 continued to chant, "Pssst, Pssst,
Pssst, Pssst, Pssst."

On 05/05/06 starting at 3:30P.M., the surveyor accompanied EI#2, RN, who performed the
medication testing, and EI#1, Administrator, during  medication testing of 6 residents.  The test
was conducted in random resident order.

EI#2 asked RI#8, “Which one is your name?” while showing RI#8 the following two unit dose
containers of medications.  Risperdal 0.25mg one tablet twice daily which was RI#8's medication
and RI#1’s  Isosorbide Dinitrate 40 mg one tablet daily.  RI#8 stated, “My name is, my name is,
my name is.” EI#2 asked, “Is this your medication?"  RI#8 bent over and grabbed EI#2’s arm,
and mumbled. EI#2 asked RI#8, “Have you had your medication this morning?” RI#8 stated,
“Will you do it, will you do it, will you do it, pssst, pssst, pssst.”  The surveyor asked EI#2 if
he/she had already administered RI#8's Risperdal today.  EI#2 stated yes. 

Sherry Young, RN, Surveyor, Team Leader

Deborah Rogers, RN, Surveyor  
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