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Initial Comments

There were no complaints investigated during the
survey.

This is a 16 bed Specialty Care Assisted Living
Facility with a census of 14 on the survey date.

The facility's survey result is Red with a final
score of 48.

The following deficiencies were cited.

420-5-20-.03 (1)(a) Administration

(1) The Specialty Care Assisted Living Facility
Governing Authority.

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

1. each person who has an ownership interest of
10% or more of the governing authority;

2. each person or entity who has an ownership
interest of 10% or more in the real property or
building used by the specialty care assisted living
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facility to offer its services;

3. each officer and each director of the
corporation if the governing authority is a
corporation; and

4. each partner, including any limited partners, if
the governing authority is a partnership.

This Rule is not met as evidenced by:

Based on observation, interview, and record
review, the governing authority failed to ensure
that the facility was operated in accordance with
the Rules of the State Board of Health (SBOH),
Alabama Department of Public Health (ADPH),
Chapter 420-5-20, Alabama Administrative Code,
for Specialty Care Assisted Living Facilities
(SCALF). This failure affected all fourteen
residents living in the facility.

Findings include:

Refer to the following deficiencies for additional
information:

[A303] 420-5-20-.03 (1) (c) 4. & 8.- The facility
failed to establish policies and procedures which
addressed: The facility's responsibility when a
resident's belongings are lost; fire alarm, and
sprinkler systems. This failure affected all
fourteen residents living in the facility.

[A401] 420-5-20-.04 (1) - The facility failed to
ensure that there were at least two staff members
working at all times on every shift. The facility
also failed to have sufficient staff to ensure the
residents' safety and care needs were met. This
failure affected all fourteen residents living in the
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facility. Please refer to the following related
deficiencies for more information: A403, A421,
Ad424, A428, A501, A512, A516, A518, A601,
AB04, A605, A617, A629, A630, A634, A635,
A1101, A1102, A1205, A1207, A1211, A1213,
and A1224.

[A403] 420-5-20-.04 (3) - The governing authority
and the administrator failed to ensure that the
facility environment was neat, clean, and safe at
all times. This failure affected all fourteen
residents living in the facility. Please refer to the
following related deficiencies for more
information: A630, A634, A1101, A1102, A1205,
A1207, A1211, A1213, and A1224.

[A417] 420-5-20-.04 (7) (a) 5. - The administrator
failed to provide adequate oversight of the
Registered Nurse (RN) consultant to ensure that
resident plans of care were developed and
updated as needed. This failure affected all
fourteen residents living in the facility and placed
the residents at risk for harm due to the potential
for inadequate care. Please refer to the following
related deficiencies for more information: A512,
AB04, A605, and A629.

[A421] 420-5-20-.04 (9) - The facility failed to
ensure that one of three licensed practical nurses
(LPN) [Employee Identifier (El) #12] had
documentation of The Pharmacological
Management of Dementia and The Dementia
Assessment Series training. This failure affected
all fourteen residents living in the facility. THIS IS
A REPEAT DEFICIENCY FROM THE PRIOR
SURVEY COMPLETED ON FEBRUARY 20,
2004.

[A424] 420-5-20-.04 (11)(b) - The facility failed to
ensure that each employee had completed initial
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training in the nineteen required subject areas
prior to contact with the residents. This failure
affected three of eighteen sampled employees
(El #1, #2, and #18). This failure placed all 14
residents, living in the facility, at risk for harm.

[A428] 420-5-20-.04 (11) (f) - The facility failed to
staff each shift with at least one individual who
was currently certified in cardiopulmonary
resuscitation (CPR). The facility had only three of
eighteen sampled staff with current CPR
certification. This failure placed all fourteen
residents, living in the facility, at risk for severe
harm or death.

[A501] 420-5-20-.05(1)(c) - The facility failed to
keep care plan and relevant resident information
accessible to direct care staff at all times. This
failure affected all fourteen residents living in the
facility and placed the residents at risk for harm.

[A509] 420-5-20-.05(3)(a) - The facility failed to
ensure that the financial agreement signed by
residents/sponsors contained all of the required
components as specified by the SBOH. This
failure affected all fourteen residents living in the
facility.

[A512] 420-5-20-.05(3)(d) - The RN failed to
develop written plans of care to address the
residents' specific problems and care needs.
This failure affected four of five sampled
residents [Resident Identifier (RI) #1, #2, #4, and
#5], with the potential to affect all fourteen
residents living in the facility and placed the
residents at risk for harm due to the potential for
inadequate care.

[A516] 420-5-20-.05(3) (f) - The facility failed to
ensure the administrator was notified of incidents
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within 24 hours, to ensure that appropriate
investigation, documentation and reporting were
completed as required by the SBOH. This failure
affected three of five sampled residents (RI #1,
#2, and #5) with the potential to affect all fourteen
residents living in the facility. This failure placed
all fourteen residents at an increased risk for
harm. Refer to A401, A512, and A518 for further
information related to this deficiency.

[A518] 420-5-20-.05(3) (f) 3. - The facility failed to
report incidents to the ADPH in accordance with
the SBOH rules for SCALF. This failure affected
three of five sampled residents (RI #1, #2, and #5
and had the potential to affect all fourteen
residents living in the facility and placed the
residents at an increased risk for harm. Please
refer to A516 for additional information related to
this deficiency. THIS IS A REPEAT
DEFICIENCY FROM THE PRIOR SURVEY
COMPLETED ON February 20, 2004.

[A601] 420-5-20-.06 (1) (a) - The facility failed to
ensure that a new physician's order was properly
documented and communicated to appropriate
employees for implementation. This failure
affected one of eight sampled residents (RI #8).
The facility also failed to have an adequate
system in place to ensure that medications were
reordered and given as ordered by the physician.
This failure affected three of four residents
observed during the medication administration
observation (Rl #1, #8, and #9) and placed the
residents at an increased risk for harm.

[A603] 420-5-20-.06 (2) (b) - The RN failed to
consult with the administrator on issues of
resident safety, health, and well being. This
failure affected all 14 residents living in the facility
and placed the residents at an increased risk for
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harm.

[A604] 420-5-20-.06(2) (c) - The RN failed to
document comprehensive assessments when
there was a significant change in the resident's
condition. This failure affected three of five
sampled residents (RI #1, #2, and #3) with the
potential to affect all fourteen residents living in
the facility. This failure placed all fourteen
residents at an increased risk for harm. Please
refer to related deficiencies for more information
A401, A512 and A603.

[A605] 420-5-20-.06(2) (d) - The RN failed to
identify resident care problems and formulate
interventions to address those problems. This
failure had the potential to affect all fourteen
residents living in the facility and placed the
residents at an increased risk for harm.

[A617] 420-5-20-.06(2) (s) - The facility failed to
ensure that residents received annual physician
medical examinations to ensure the residents'
health and safety needs can be met by the
facility. This failure affected three of five sampled
residents (RI #3, #4, and #5) with the potential to
affect all fourteen residents living in the facility
and placed all fourteen residents at an increased
risk for harm.

[A629] 420-5-20-.06(4) (g) - The facility failed to
follow policies and procedures for
contemporaneous documentation of all
medications, including over the counter
medications, on a medication administration
record (MAR). This failure had the potential to
affect all fourteen residents living in the facility.
This failure placed all fourteen residents at an
increased risk for harm.
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[A630] 420-5-20-.06(4) (i) - The facility failed to
ensure that medications were properly secured or
supervised at all times. The facility also failed to
have an adequate system in place to account for
controlled medications kept in the facility's
custody. These failures had the potential to
affect all fourteen residents living in the facility.

[A634] 420-5-20-.06(5) (b) - The facility failed to
ensure that poisons were either secured or
supervised at all times. This failure had the
potential to affect ten of fourteen independently
mobile residents living in the facility and placed
them at an increased risk for harm.

[A635] 420-5-20-.06(6) (b) - The facility failed to
ensure that each resident was carefully evaluated
annually and with any significant change, utilizing
the Behavior Screen (BS) and Physical Self
Maintenance Scale assessment forms (PSMS).
This deficient practice affected all five sampled
residents with the potential to affect all fourteen
residents living in the facility. Please refer to
related deficiencies for more information A401,
A512, and A603.

[A1101] 420-5-20-.11(1) (a) - The facility failed to
post current fire evacuation floor plans in a
conspicuous place in each smoke compartment.
This failure affected all fourteen residents living in
the facility and placed the residents at an
increased risk for harm due to delayed egress
from the facility in the event of a fire or disaster.

[A1102] 420-5-20-.11(1) (b) - The facility failed to
conduct fire drills on a monthly basis in
accordance with their own policy and procedure.
This failure affected all fourteen residents living in
the facility and placed all fourteen residents at
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risk for harm related to delayed egress from the
facility in the event of a fire.

[A1205] 420-5-20-.12(3) (a) - The facility failed to
ensure that the facility was free from leaks, in
good repair, and painted with sufficient frequency
to be reasonably attractive inside and out. This
failure affected two of fourteen residents (RI #5
and #7) living in the facility.

[A1207] 420-5-20-.12(3) (h) - The facility failed to
ensure that the non-stationary window in Rl #5's
bathroom was maintained to open and close
easily. This failure affected one of fourteen
residents living in the facility.

[A1211] 420-5-20-.12(3) (0) - The facility failed to
ensure that there was a fire extinguisher available
for use in the laundry room. This failure affected
all fourteen residents living in the facility.

[A1213] 420-5-20-.12(3) (t) 2. - The facility failed
to ensure the fire alarm system was inspected by
licensed, trained and qualified personnel at least
semi-annually. This failure affected all 14
residents living in the facility.

[A1224] 420-5-20-.12(7) (c) 1.- The facility failed
to maintain a secure perimeter. This failure had
the potential to affect 10 of 14 independently
mobile residents living in the facility. The lack of
a secure perimeter placed 10 of 14 residents at a
risk for injury or death. THIS IS A REPEAT
DEFICIENCY FROM THE PRIOR SURVEY
COMPLETED ON FEBRUARY 20, 2004.

420-5-20-.03 (1)(c)(d) Administration

(c) Policies. A specialty care assisted living facility
shall establish and implement written policies and

A 301

A 303
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shall be responsible for development of, and
adherence to, procedures implementing those
policies. The policies and procedures shall be
made available to residents, any guardians, next
of kin, sponsoring agency(ies), or representative
payee(s). Policies shall cover the following:

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

2. Admission and continued stay criteria.

3. Discharge criteria and notification procedures
for residents and sponsors.

4. Facility responsibility when a resident's
personal belongings are lost.

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

6. Medication administration.

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

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

9. Staffing and conduct of staff while on duty.

(d) Relationship of Staff to Governing Authority.
The administrator, medical staff, facility
personnel, and all auxiliary organizations shall be
directly or indirectly responsible to the governing
authority.

This Rule is not met as evidenced by:

Health Care Facilities
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Based on record review and interview, the facility
failed to establish policies and procedures which
addressed: The facility's responsibility when a
resident's belongings are lost; fire alarm, and
sprinkler systems. This failure affected all
fourteen residents living in the facility.

Findings include:

On June 17, 2009, at 7:25 AM, the surveyor
asked El #1, administrator, for the policies and
procedures which covered: The facility's
responsibility when a resident's belongings are
lost, fire alarm, and sprinkler systems.

On June 17, 2009, at 2:25 PM, during an
interview with El #1, the surveyor was told that
the facility did not have policies and procedures
which addressed: The fire alarm and sprinkler
systems.

On June 18, 2009, at 7:55 AM, during an
interview with El #1, the surveyor asked if the
facility was responsible for residents' lost
belongings. El #1 said the facility made a
decision of responsibility based on each
individual situation, sometimes the facility would
take responsibility for the lost item and other
times they wouldn't. The surveyor asked if there
were any written guidelines regarding the facility's
responsibility for residents' lost belongings. El #1
answered, "No."

420-5-20-.04 (1) Personnel and Training

(1) General. A specialty care assisted living
facility shall have at least two staff members on
duty twenty-four hours a day, seven days a week.
No specialty care assisted living facility shall have
fewer staff on duty than specified in Table A

A 303

A 401
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below. Even if this minimum staffing ratio is met,
the governing authority of a specialty care
assisted living facility shall have sufficient
additional staff on duty to meet the care needs of
all residents twenty-four hours a day, seven days
a week. If a facility's resident population has care
needs that exceed those which should
reasonably be expected to be provided by the
number of staff on duty, then the facility does not
meet this governing authority requirement.

Table A

7AM-3PM 3 PM-11 PM 11 PM-7 AM

Residents Residents Residents
1-16 1-16 1-16

(2 Staff) (2 Staff) (2 Staff)
17 - 24 17 - 36 17 - 48
(3 Staff) (3 Staff) (3 Staff)
25-32 37 -48 49 - 64
(4 Staff) (4 Staff) (4 Staff)
33-40 49 - 60 65 - 80
(5 Staff) (5 Staff) (5 Staff)
41 -48 61-72 81-96
(6 Staff) (6 Staff) (6 Staff)
49 - 56 73-84 97 - 112
(7 Staff) (7 Staff) (7 Staff)
57 - 64 85 -96 113-128
(8 Staff) (8 Staff) (8 Staff)
65-72 97 - 108 129 - 144
(9 Staff) (9 Staff) (9 Staff)
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73-80 109 - 120 145 - 160
(10 Staffy (10 Staff) (10 Staff)
81-88 120 - 132 161-176
(11 Staffy (11 Staff) (11 Staff)

7 AM - 3 PM - 1 additional staff - For each 8
Residents, or any fraction thereof, by which the
census exceeds 88.

3 PM - 11 PM - 1 additional staff - For each 12
Residents, or any fraction thereof, by which the
census exceeds 132.

11 PM - 7 AM - 1 additional staff - For each 16
Residents, or any fraction thereof, by which the
census exceeds 176.

This Rule is not met as evidenced by:

Based on review of the schedule, time keeping
documentation, and interview, the facility failed to
ensure that there were at least two staff members
working at all times on every shift. The facility
also failed to have sufficient staff to ensure the
residents' safety and care needs were met. This
failure affected all fourteen residents living in the
facility. Please refer to the following related
deficiencies for more information: A403, A421,
A424, A428, A501, A512, A516, A518, A601,
AB04, A605, A617, A629, A630, A634, A635,
A1101, A1102, A1205, A1207, A1211, A1213,
and A1224.

Findings include:

On June 16, 2009, at 3:35 PM and at 4:20 PM,
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the surveyor and El #2,director, reviewed the
schedule for June 1 through 30, 2009. The
surveyor noted that there were no changes
documented on the schedule. The surveyor also
noted that there was no indication as to what shift
each staff member worked. The schedule
documented that the schedule was for building
number three; but on El #14's, caregiver,
schedule there was a capital letter "A" written
under two scheduled work days each week. El
#2, explained that El #14 worked two days a
week in building "A". EIl #2 explained that the
staff were required to "scan" into the time clock
and then sign in and out for each shift worked on
the Daily Staffing Sheets. The Daily Staffing
Sheets for all three SCALF buildings were kept
together in one book.

On June 16, 2009, at 3:35 and at 4:20 PM, the
surveyor and El #2 reviewed the Daily Staffing
Sheets for June 1 through June 16, 2009. The
surveyor observed that there were shifts where
only one staff person signed in to work. El #2
said the second person probably forgot to sign in
or called off and someone else filled in. The
surveyor asked to see the documentation for the
replacement staff. El #2 said we could get the
time cards from EI #15, the payroll clerk, at the
nursing home.

On June 16, 2009, at 4:55 PM, the surveyor
interviewed El #15. The surveyor asked if the
time card documentation would show the
surveyor which building the individual staff
members worked in. El #15 said the computer
software didn't show which building the staff

worked in, only the actual days and times worked.

The surveyor asked El #15 how the surveyor
could tell whether the staff signed in/out during
the AM or PM on the Daily Staffing Sheets. El
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#15 said there was no way to know, because the
staff were not documenting AM or PM with the
times and were not using military time. The only
way to know the actual times the staff worked
would be to look at the time clock printout which
documented AM and PM. The surveyor asked El
#15 how she would be able to tell if someone had
been called in or worked extra shifts. El #15 said
that she would have to manually document the
extra shift on the time card document. During
review of the Daily Staffing Sheets with El #15,
there were several documentation errors
identified which included: EI#16, caregiver,
signed out at the wrong time on June 9, 2009.
El#14, worked a double shift, but didn't sign out
of one building and sign in to the actual building
she worked in for the second shift.
EI#9,caregiver, floated from one building to
another on June 16, 2009, but only signed into
one building on the Daily Staffing Sheet.

On June 16, 2009, at 5:08 PM, the surveyor
discussed the scheduling problems and
documentation problems with El #17, governing
authority, and EI #3, RN consultant. During the
discussion, El #3 asked the surveyor if the facility
needed to have two staff members scheduled if
there were only nine residents in the building.
The surveyor showed El #3 the required staffing
table on page nine of the SBOH rules and
regulations for a SCALF.

On June 16, 2009, at 5:30 PM, during an
interview with El #1 and EI #2, the surveyor was
told that the LPN floated (worked) in all three
SCALF buildings.

On June17, 2009, at 2:40 PM, the surveyor asked
El #3, RN consultant, how often she visited the
building to assess the residents. El #3
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responded once a month or as needed if
something was going on. "They (caregivers)
really report everything to (EIl #2)."

On June 17, 2009, at 5:40 AM, during an
interview with EI #21, caregiver, the surveyor
asked if El #21 had ever worked alone in building
number three. El #21 said she had worked alone
twice since she started in July of 2008.

On June 18, 2009, at 10:10 AM, the surveyor
interviewed El #4, LPN/unit coordinator, and
asked how much time she spent in the facility
daily. El #4 said she spent about two and a half
hours passing medications and doing a small
amount of paperwork, unless there was a
problem, then she would spend more time.

On June 18, 2009, at 10:40 AM, the surveyor
interviewed El #2 and asked her how much time
she spent in the facility on a daily basis. El #2
said, "about 30 minutes in the morning and 30
minutes at the end of the day, but in and out
when they (caregivers) call."

When the surveyor compared the schedule, time
cards and the Daily Staffing Sheets
documentation for the time frame of June 1
through June 15, 2009, the surveyor observed
that there were discrepancies between the three
documents. The discrepancies included days
scheduled and not worked, days worked and not
scheduled and days worked but not signed in on
the Daily Staffing Sheets. The following days and
times were noted as having only one staff
member working on all three documents: June 1,
2009, from 3:00 PM until 11:00 PM; June 13,
2009, 11:00 PM until 7:00 AM; June 14, 2009,
3:00 PM until 11:00 PM; June 15, 2009, 9:00 PM
until 7:00 AM.
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A 403

A 417

420-5-20-.04 (3) Personnel and Training

(3) The governing authority and administrator of a
specialty care 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 observations and interview the
governing authority and the administrator failed to
ensure that the facility environment was neat,
clean, and safe at all times. This failure affected
all fourteen residents living in the facility.

Findings include:

Please refer to the following related deficiencies
for more information: A630, A634, A1101,
A1102, A1205, A1207, A1211, A1213, and A1224
for information.

420-5-20-.04 (7)(a) 5. Personnel and Training

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

This Rule is not met as evidenced by:
Based on observation, record review, and
interview, the administrator failed to provide
adequate oversight of the (RN) consultant to

A 403

A 417
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ensure that resident plans of care were
developed and updated as needed. This failure
affected all fourteen residents living in the facility
and placed the residents at risk for harm due to
the potential for inadequate care. Please refer to
A512, A604, A605, and A629 for more detailed
information related to this deficiency.

Findings include:

The surveyor reviewed resident records for Rl#s
1,2, 3,4, and 5. The records did not contain any
plans of care signed by EI#3, RN.

On June 17, 2009, at 2:40 PM, the surveyor
interviewed El #3. The surveyor asked if El #3
completed a care plan after RI #1's fall on August
10, 2008, or September 15, 2008. EIl #3 stated, "I
don't do care plans, only assessments." The
surveyor asked who was responsible to complete
care plans. El #3 stated, "Doctor or (El #2)."

On June 17, 2009, at 3:14 PM, the surveyor
asked EIl #2, who was responsible to ensure that
resident records were kept up to date. El #2 said
the previous unit coordinator had been ill last year
and El #4 is the new unit coordinator.

On June 18, 2009, at 10:40 AM, during an
interview with El #2, she said the weekend nurse
was supposed to update the resident care plans.
The surveyor asked if there was a system in
place to ensure that care plans are completed
and updated timely. El #2 said, "I'm in and out of
the building and try to see that things are done."
The surveyor asked if El #2 had a particular day
scheduled in each building to sit down and make
sure things are up to date and done as required.
El #2 said, "No."
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A 421 420-5-20-.04 (9) Personnel and Training A 421

(9) Registered Professional Nurse. Each facility
shall have at least one registered professional
nurse (RN) to assess the residents in the
specialty care assisted living facility. Each
registered nurse and each licensed practical
nurse employed by the facility shall have
completed The Deta Brain Series, The
Pharmacological Management of Dementia, and
The Dementia Assessment Series provided by
the Dementia Education and Training Act
Program, or an equivalent training approved by
the State Health Officer.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to ensure that one of three licensed
practical nurses, El #12, had documentation of
The Pharmacological Management of Dementia
and The Dementia Assessment Series training.
This failure affected all fourteen residents living in
the facility. THIS IS A REPEAT DEFICIENCY
FROM THE PRIOR SURVEY COMPLETED ON
FEBRUARY 20, 2004.

Findings include:

During review of the employee file and training
records for EI#12, LPN, the surveyor observed
that there was no documented evidence that El
#12 had received The Dementia Assessment
Series or The Pharmacological Management of
Dementia training.

On June 18, 2009, between 8:50 AM and 9:50
AM, during an interview with El #2 and #3, E#2
told the surveyor that the Dementia Assessment
Series and the Pharmacological Management of
Dementia training was not found for EI#12.
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(b) All staff who have contact with residents,
including the administrator, shall have initial
training prior to resident contact. Initial training
shall be followed up with refresher training as
necessary. An RN shall identify staff refresher
training needs and shall provide or arrange for
needed training. Prior to providing any resident
care, all staff shall complete The DETA
(Dementia Education and Training Act) Brain
Series Training developed by the Alabama
Department of Mental Health and Mental
Retardation or equivalent training approved by
the State Health Officer. The training shall be
appropriately documented by the facility. In
addition, the facility shall ensure that, prior to
resident contact, all staff members receive
training on the subject matter listed below:

1. State law and rules on assisted living facilities
and specialty care assisted living facilities.

2. Identifying and reporting abuse, neglect and
exploitation.

3. Basic first aid.
4. Advance Directives.

5. Protecting resident confidentiality.

(o2}

. Safety and nutritional needs of the elderly.
7. Resident fire and environmental safety.

8. Understanding the Aging Mind.

9. Basic Brain Function.

10. Common Neuropsychiatric Disorders in the
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Elderly.

11. Basic Evaluation of the Dementia Patient.
12. Cognitive Symptoms of Dementia.

13. Psychiatric Symptoms of Dementia.

14. Behavioral Problems Associated with
Dementia.

15. End of Life Issues in Dementia.
16. Dementia Other than Alzheimer's.
17. Research and Dementia.

18. Nutrition and Hydration Needs of the Resident
with Dementia to include Feeding Techniques.

19. Safety Needs of Residents with Dementia.

This Rule is not met as evidenced by:

Based on the review of the employee records and
interview, the facility failed to ensure that each
employee had completed initial training in the
nineteen required subject areas prior to contact
with the residents. This failure affected three of
eighteen sampled employees (El #1, #2 and
#18). This failure placed all 14 residents, living in
the facility, at risk for harm.

Findings include:
On June 17, 2009, between 10:30 AM and 11:30

AM, during employee record review the surveyor
observed the following employees had not
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completed initial training in the required specified
subject areas:

El #1 had no documented evidence for any of the
19 required subject areas.

El #3 had no documented evidence of initial
training on: State law and rules for assisted living
and specialty care assisted living facilities.

El #16 had no documented evidence of initial
training on: Basic First Aid, Advance Directives,
Safety & Nutritional Needs of the Elderly, Deta
Brain Series 1-10 and Nutrition/Hydration Needs
for Residents with Dementia.

On June 18, 2009, between 8:50 AM and 9:50
AM, the surveyor accompanied by El #2 and #3
reviewed the employee records for El#1, #2 and
EI#16. After reviewing the employee records EI#3
verified there is no documented evidence of the
above mentioned training for EI#1, #2 and EI#16.
During this same review E#3 told the surveyor
that the training for the Pharmacological
Management of Dementia and the Dementia
Assessment Series was found on two of the three
LPNs, EI#15, and, EI#18. EI#3 stated she was
not able to find the training for the
Pharmacological Management of Dementia and
the Dementia Assessment Series for EI#12.

A 428 420-5-20-.04 (11) (f) Personnel and Training A 428

A specialty care assisted living facility shall be
staffed at all times by at least one individual who
has a current certification from the American
Heart Association or the American Red Cross in
cardiopulmonary resuscitation (CPR). A specialty
care assisted living facility equipped with an
automated external defibrillator (AED) shall be
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staffed at all times by at least one individual who
has a current certification from the American
Heart Association or the American Red Cross in
AED utilization. Substitute training approved by
the Department of Public Health for use by EMS
personnel may be utilized in lieu of those courses
or certifications offered by the American Heart
Association or the American Red Cross in CPR
or AED utilization.

This Rule is not met as evidenced by:

Based on employee record review and interview,
the facility failed to staff each shift with at least
one individual who was currently certified in
cardiopulmonary resuscitation (CPR). The facility
had only three of eighteen sampled staff with
current CPR certification. This failure placed all
fourteen residents, living in the facility, at risk for
severe harm or death.

Findings include:

On June 17, 2009, at 4:35 PM, after a review of
eighteen employee records, the surveyor
explained to El #2 that there were only three staff
members with current CPR certification. The
three staff members included EI#2 and two direct
staff (El #4 and EIl #20). El #2 and #4 were not
assigned to a specific building during their shifts.
The surveyor asked El #2 if there were CPR
certification records kept somewhere other than
the employee records. El #2 said she didn't
know, there might be a list at the nursing home.

On June 18, 2009, between 10:00 AM and 11:45
AM, the surveyor received a list of CPR certified
staff from EI#3. EI#3 said the list included the
SCALF and nursing home staff. The surveyor
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asked EI| #3 if this was the only list of CPR
certified staff. El #3 said, "Yes". The surveyor
observed and explained that there were only two
SCALF staff listed.
On June 18, 2009, at 2:15 PM, during an
interview with EI #1, El #2, EI #3 and El #17,
owner, the surveyor asked if the building was
always staffed with at least one individual who
was currently CPR certified. El #2 said the LPNs
were certified and there was always a CPR
certified person up the hill at the nursing home.
El #2 said the LPNs did not remain in a specific
building for the entire shift.
A 501 420-5-20-.05 (1)(a)(b)(c) Records and Reports A 501

(1) General. (a) Responsibility for Records. The
administrator shall prepare and file all records, or
shall oversee the preparation and filing of
records. This duty shall be assigned to other
employees in the administrator's absence.

(b) Storage and Safety. Provision shall be made
for the safe storage of records within the facility.
Records shall be stored in a manner to
reasonably protect them from water or fire
damage. Records shall be safeguarded from
unauthorized access.

(c) Preservation of Records. Copies of those
portions of residents' records necessary for staff
to provide care, including the care plans and
relevant portions of the medical examination
records and admission records, shall be
accessible to the direct care staff at all times.
Records shall be current from the time of
admission to the time of discharge or death and
shall be retained in the facility for at least three
years after a resident's death or discharge.
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This Rule is not met as evidenced by:

Based on observation and interview, the facility
failed to keep care plan and relevant resident
information accessible to direct care staff at all
times. This failure affected all fourteen residents
living in the facility and placed the residents at
risk for harm.

Findings include:

On June 17, 2009, at 1:45 PM, the surveyor
asked EI #5 and EI #9 if they had a book of
information about the care needs of each
resident. Both direct care staff said no. El #5
said the nurses told the care staff what needed
done for each resident, and the caregivers had a
written list of duties to be performed on each
shift.

On June 17, 2009, at 1:40 PM, the surveyor
asked El #11, LPN, if there was a care plan book
for the caregivers somewhere in the building. El
#11 said she was not sure where it was. El #11
called El #2 and was told the care plan book was
kept in the staff break room. The surveyor
explained that she had just been in the break
room and spoke with the care staff and they didn't
have a care plan book.

On June 17, 2009, at 2:35 PM, EIl #21, activity
director, came into the medication room/nurses
station and removed a red notebook off of the
desk and handed it to the surveyor saying, "Were
you looking for the care plan book?" The
surveyor asked if the care staff had access to the
medication room/nurses station. El #21 said the
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care staff didn't have a key to the medication
room.
A 509 420-5-20-.05 (3)(a) Records and Reports A 509

(a) Financial Agreement.

1. Prior to, or at the time of admission, the
administrator and the resident or the resident's
sponsor shall execute a written financial
agreement. This agreement shall be prepared
and signed in two or more copies with at least
one copy given to the resident, or sponsor, if the
resident did not sign the agreement, and one
copy retained in the specialty care assisted living
facility. This document shall be made readily
accessible to personnel from the State Board of
Health during inspections.

2. In addition to any information otherwise
required by the facility's policies and procedures
this agreement shall contain the following:

(i) A complete list of the facility's basic charges
(room, board, laundry and personal care and
services).

(i) The period covered by the financial
agreement.

(iii) A list of services not covered under basic
charges and for which additional charges will be
billed.

(iv) The policy and procedures for refunds of any
payments made in advance.

(v) The provisions governing termination of the
agreement by either party.
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(vi) The facility's bed-hold policy, procedures, and
charges.

(vii) Documentation that the resident and sponsor
understand that the facility is not staffed and not
authorized to perform skilled nursing services and
that the resident and sponsor agree that if the
resident should need skilled nursing services for
a condition that is expected to last for more than
ninety days, that the resident will be discharged
by the facility after prior written notice.

(viii) A reminder to the resident or sponsor that
the local ombudsman may be able to provide
assistance if the facility and the resident or family
member are unable to resolve a dispute about
payment of fees or monies owed.

(ix) Signatures of both parties or authorized
representatives.

3. Prior to execution of the financial agreement,
the facility shall ensure that the resident or
sponsor fully understands its provisions. In the
event that a resident is unable to understand the
agreement due to illiteracy or infirmity, the
administrator shall take special steps to assure
communication of its contents to the resident (for
example, by having the administrator or sponsor
read the agreement to a vision impaired or
illiterate applicant).

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to ensure that the financial agreement
signed by residents/sponsors contained all of the
required components as specified by the SBOH.
This failure affected all fourteen residents living in
the facility.
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Findings include:

On June 18, 2009, at 1:35 PM, a copy of the
financial agreement and admission paperwork
was requested from El #1. The surveyor
reviewed the admission packet and financial
agreement with El #1 present. According to an
interview with EI #1, the financial agreement
included three pages, printed on one side. The
three pages were titled as "Fee Agreement”,
"Admission Agreement" and "Admission Record".

During further review of the three page financial
agreement, the surveyor identified the following
required components were missing: services not
covered under basic charges and will be billed;
policy and procedure for refunds of payments
made in advance; bed-hold policy; if the resident
should need skilled nursing services for a
condition that is expected to last for more than
ninety days, that the resident will be discharged
by the facility after prior written notice; a reminder
to the resident or sponsor that the local
ombudsman may be able to provide assistance if
the facility and the resident or family member are
unable to resolve a dispute about payment of
fees or monies owed.

On June 18, 2009, at 3:15 PM, during an
interview with EI #1, #2, #3, and #17, the missing
components of the financial agreement were
discussed and verified as listed above.

420-5-20-.05 (3)(d) 1. & 2. Records and Reports

(d) Plan of Care. Based on the individual resident
assessment, an RN, in conjunction with the
facility staff and the resident's sponsor or

A 509

A 512
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responsible family member, shall develop
appropriate written plans of care to address the
specific problems identified. The nurse shall
evaluate both the facility's implementation and
the resident's response to the plan of care. The
plan of care shall be modified when necessary to
meet the needs of the resident, and the resident's
sponsor or responsible family member shall be
notified of such changes. 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 including
bathing, dressing, ambulation, feeding, toileting,
grooming, medication assistance, diet, and risk to
personal safety. 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 observation, record review, and
interview, the RN failed to develop written plans
of care to address the resident's specific
problems and care needs. This failure affected
four of five sampled residents (Rl #1, #2, #4, and
#5), with the potential to affect all fourteen
residents living in the facility and placed the
residents at risk for harm due to the potential for
inadequate care.
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Findings include:
RI#1

RI #1's record was reviewed and documented
that RI #1 was admitted to the facility on July 14,
2008, with diagnoses which included:
diverticulitis, hypothyroidism, degenerative joint
disease, history of a knee replacement, bipolar
disorder, dementia, left bundle branch block,
hypertension, osteoarthritis, depression, and
diabetes mellitus.

RI #1 had physician orders for the following
medications: Seroquel 100 milligram (mg) every
bedtime; Cardizem 240 mg every day; Zyprexa
20 mg every bedtime; Ativan 0.5 mg twice a day;
Synthroid 75 mcg every day; Altace 2 and a half
mg every day; Prevacid 30 mg every day;
Darvocet N 100 mg every six hours as needed for
pain; Micro K 10 milliequivalents (meq) twice a
day.

RI #1's medical examination dated March 19,
2009, documented that RI #1 required assistance
with all activities of daily living (ADL).

A nurse's note dated August 10, 2008,
documented RI #1 was found on the floor near
the end of her bed, with no injuries noted.

A nurse's note dated September 15, 2008,
documented that Rl #1 had a fall while
ambulating with her cane, which resulted in a
fractured left wrist that required surgical repair
and treatment.

A nurse's note dated February 15, 2009,
documented that RI #1 fell while transferring
herself from the wheel chair to the bed. There
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were no injuries noted.

The current care plan updated on July 15, 2008,
documented that RI #1 used a walker, could
transfer and do all ADL by herself. The care plan
documented that Rl #1 was at risk for falls and
was to use her walker and call for assistance
when needed. The care plan failed to address Rl
#1's current care needs.

On June 16, 17, 18, 2009, at various times, the
surveyor observed Rl #1 propel herself in a
wheelchair going to and from her room and the
dining room. RI #1 also had oxygen she used in
her room.

RI#2

RI #2 was admitted to the facility on April 05,
2006, with diagnoses which included: chronic
renal failure, dementia, left hip fracture with
surgical repair (March 13, 2008) and myocardial
infarction 2006. The medical examination form
dated May 19, 2009, documented: "combative",
"mood swings".

RI #2 had physician orders for the following
medications: Seroquel 50 mg every day; Miralax
powder every day; Namenda 5 mg twice a day
and Lortab 5 mg three times a day.

A nurse's note dated October 21, 2007,
documented the staff reported RI #2 was found
on her bedroom floor after the resident tried to
get into bed without assistance. Rl #2 complained
of severe pain to her lower spine and buttocks. A
portable x-ray was completed in the facility.

A nurse's note dated March 17, 2008, at 8:00 PM,
documented that Rl #2 was found on the floor in
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her room. RI #2 complained of pain when range
of motion was done to her left side. March 18,
2009, the nurse documented that RI #2 was still
complaining of pain and the family requested RI
#2 be sent to the emergency room (ER) for
x-rays, which showed a fractured left hip which
required surgical repair.

A nurse's note dated December 2, 2008,
documented a fall with complaints of rib and hip
pain with no fractures identified.

A nurse's note dated December 21, 2008,
documented a fall with complaints of left hip and
low back pain. Rl #2 was sent to the ER with no
fractures identified.

RI #2's care plan updated on January 19, 2009,
documented that RI #2 was at risk for falls,
required total assistance with all transfers and
ADL. RI #2 used a wheelchair for mobility.
"Behavior interventions: loves to conversate.
Social Behavior: participates in some activities."
The care plan failed to specify Rl #2's care needs
and what fall prevention interventions were
implemented.

On June 16, 17, and 18, of 2009, at various times
the surveyor observed Rl #2 transferred by two
staff. Rl #2 did not stand or participate in the
transfer, her knees remained bent throughout the
transfer.

Rl #4

RI #4 was admitted to the facility on November 7,
2007, with diagnoses which included:
Schizoaffective disorder depressed type, with a
history of a suicide attempt. The most current
medical examination was dated November 7,
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2007, and documented that RI #4 required
special attention for her personal safety.

RI #4 had physician orders for the following
medications: Zyprexa 20 mg every bedtime;
Lipitor 10 mg every bedtime; Haldol 10 mg every
bedtime; Restasis 0.05% one drop in both eyes
twice a day; Ativan 1 mg every bedtime; Cogentin
1 mg twice a day; Lexapro 10 mg every morning;
Haldol Decanoate 150 mg intramuscularly (IM)
every three weeks and Ativan 0.5 mg every day.

A nurse's note dated May 9, 2008, documented
that Rl #4 had fallen in her room and complained
of left hip and leg pain, was walking with an
unsteady gait, X-rays were negative for fracture.

An incident report dated June 5, 2009,
documented that Rl #4 walked up to an employee
and hit the employee on her head with a table
decoration and said ,"you are holding us hostage"
then walked away. Staff were advised to observe
resident and notify nurse if any incident occurs
again.

RI #4's care plan (no documented date)
documented: no risk for falls; ADL, transfer,
ambulation per self; "Behavior interventions:
interacts well with other residents and staff
Social Behavior: participates in some activities".
The care plan failed to address RI #4's current
care needs.

RI#5

RI #5 was admitted to the facility on September
16, 2005, with diagnoses which included:
hypertension, aortic stenosis, B12 deficiency,
dementia, benign prostatic hypertrophy with
obstriction, congestive heart failure, coronary
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heart disease, diverticulosis.

RI #5 had physician orders for the following
medications: Detrol LA 4 mg every day; Avodart
0.5 mg every day; Prilosec 20 mg every day;
Micro K 10 meq every day; Aricept 10 mg every
bedtime; aspirin 325 mg every day; oyster shell
calcium with vitamin D twice a day and Foltx
tablet every day.

A nurse's note dated June 2, 2009, documented
that RI #5 was found face down on the floor,
bleeding from left hand, had swelling to his
forehead, a cut on his face, and a cut on his
knee. RI #5 was sent to the ER.

RI #5's care plan updated March 8, 2008, was
incomplete and failed to document whether RI #5
was a fall risk or not; if Rl #5 required ambulation
assistance or not; if Rl #5 used any type of
assistive devices; if Rl #5 required incontinence
care; the tub/shower schedule was left blank, the
housekeeping and laundry schedules were left
blank. The care plan failed to address RI #5's
current care needs.

On June 16, 17, 18, 2009, at various times, the
surveyor observed RI #5 utilized a wheelchair for
mobility, required assistance with incontinence
care, required supervision with ambulation due to
weakness and an unsteady gait, had moderately
to severely impaired vision, and required
assistance with eating.

On June 17, 2009, at 2:40 PM, the surveyor
interviewed El #3. The surveyor asked if El #3
completed a care plan after RI #1's fall on August
10, 2008, or September 15, 2008. EIl #3 stated, "I
don't do care plans, only assessments." The
surveyor asked who was responsible to complete
care plans. El #3 stated, "Doctor or (El #2)." El
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#3 told the surveyor that if she was in the
building, and there was something going on
where the residents or caregivers needed
something and she knew about it then she would
get involved; she went on to say, "They really
report everything to (El #2)".

On June 17, 2009, at 3:14 PM, the surveyor
asked El #2, who was responsible to ensure that
resident records were kept up to date. El #2 said
the unit coordinator had been ill last year and El
#4 is the new unit coordinator.

On June 18, 2009, at 10:40 AM, during an
interview with El #2 she said the weekend nurse
is supposed to update the resident care plans.
The surveyor asked if there was a system in
place to ensure that care plans are completed
and updated timely. El #2 said, "I'm in and out of
the building and try to see that things are done."
The surveyor asked if El #2 had a particular day
scheduled in each building to sit down and make
sure things are up to date and completed as
required. EIl #2 said, "No."

420-5-20-.05 (3)(f) 1. Records and Reports
Incident Investigation.

1. When an incident as defined below, occurs in a
specialty care 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

A 512

A 516
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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 report of incident
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.
(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
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occurrence of similar incidents in the future.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to ensure the administrator was notified of
incidents (gastrointestinal iliness outbreak and
falls) within 24 hours, to ensure that appropriate
investigation, documentation and reporting were
completed as required by the SBOH. This failure
affected three of five sampled residents (RI #1,
#2 and #5) with the potential to affect all fourteen
residents living in the facility. This failure placed
all fourteen residents at an increased risk for
harm. Refer to A401, A512 and A518 for further
information related to this deficiency.

Findings include:
Gastrointestinal Outbreak

On June 17, 2009, at 3:14 PM, the surveyor
interviewed El #5 and El #6 and asked when the
residents had problems with gastrointestinal
illness symptoms. Both staff agreed it had been
in March or April of 2009.

On June 17, 2009 at 3:25 PM, the surveyor
continued to interview El #6 regarding the
gastrointestinal iliness outbreak. El #6 said there
were about six residents affected out of
approximately 14 -16 residents in the building. El
#6 said she had herself been ill with the
gastrointestinal symptoms. El #6 had symptoms
of nausea, vomiting, aching all over and diarrhea.
She said the residents mostly had diarrhea. EI#6
said there was no training of staff regarding
measures to prevent spread of the infection to
other residents, the staff just tried to keep
residents items clean and sprayed Lysol
(disinfectant spray) on everything.
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On June 17, 2009, at 11:00 AM, the surveyor
asked EI#1 if he was aware of any kind of
outbreaks of any kind of iliness or virus. El #1
said that he was not aware that there had been
an illness or viral outbreak of any kind that had
occurred on the campus. EIl#1 stated an
outbreak would be multiple residents with the
same diagnoses or symptoms but he was not
sure what would be considered multiple. EI#1
stated that he did not review or sign incident
reports. El#1 stated he had never reviewed or
signed incident reports, EI#2 and E#3 were the
ones who reviewed and signed the incident
reports.

On June 17, 2009, at 2:25 PM, during an
interview, El#2, director, stated she was aware of
the gastrointestinal iliness outbreak but thought
that only half of the residents had been affected.
El#2 stated the illness had lasted about two
weeks moving from building to building but that
she could not give dates as she had not
documented the event. EI#2 stated she had
verbally told the staff to wash their hands. The
surveyor asked if the illness had been food
borne. El#2 stated no. The surveyor asked EI#2
how she knew the illness was not food borne, if
the event was not investigated or documented.
EI#2 replied that she did not know.

On June 18, 2009, at 10:10 AM, the surveyor
interviewed El #4 regarding the gastrointestinal
outbreak in this facility. El #4 said approximately
11- 12 residents of this building were affected,
4-5 employees in the building were affected on
2-3 shifts, and one or two residents in the building
went to the hospital because of the illness. EIl #4
said that she remembered RI #5 went to the
hospital as a result of the illness.
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RI#1

RI #1's record was reviewed and documented
that RI #1 was admitted to the facility on July 14,
2008.

A nurse's note dated August 10, 2008,
documented RI #1 was found on the floor near
the end of her bed, with no injuries noted. An
incident report was completed, but there was no
documented evidence that an investigation of the
fall was completed.

A nurse's note dated September 15, 2008,
documented that Rl #1 had a fall while
ambulating with her cane, which resulted in a
fractured left wrist that required surgical repair
and treatment. There was no incident report or
investigation documented.

A nurse's note dated February 15, 2009,
documented that RI #1 fell while transferring
herself from the wheel chair to the bed, there
were no injuries noted. An incident report was
completed and the resident was interviewed
about the incident.

On June 17, 2009, at 4:20 PM, the surveyor
asked EI #2 if there was an incident report or fall
investigation for Rl #1's fall with fractured wrist
that occurred on September 15, 2008. El #2
said, "Don't have one."

RI #2

RI #2 was admitted to the facility on April 05,
2006.

A nurse's note dated March 17, 2008, at 8:00 PM,
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documented that Rl #2 was found on the floor in
resident's room. Resident complained of pain
when range of motion done to left side. March
18, 2009, the nurse documented that RI #2 still
complaining of pain and family request RI #2 be
sent to the emergency room (ER) for x-rays,
which showed a fractured left hip which required
surgical repair. There was no incident report or
investigation documented.

A nurse's note dated December 2, 2008,
documented a fall with complaints of rib and hip
pain - no fractures were identified. An incident
report was documented, but there was no
investigation of the incident documented.

A nurse's note dated December 21, 2008,
documented a fall with complaints of left hip and
low back pain. Resident sent to the ER - no
fractures were identified. There was no incident
report or investigation documented.

On June 17, 2009, at 3:14 PM, the surveyor
asked EI #2 if there was an incident report or fall
investigation for Rl #2's fall with fractured hip
from March 17 or December 21, 2008. El #2
said, "No, unless it would be at the nursing
home."

RI#5

RI #5 was admitted to the facility on September
16, 2005.

A nurses note dated June 2, 2009, documented
that RI #5 was found face down on the floor,
bleeding from left hand, had swelling to his
forehead, a cut on his face, and a cut on his
knee. RI #5 was sent to the ER.
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On June 18, 2009, at 10:40 AM, the surveyor
asked EI #2 if she had an incident report or
investigation for RI #5's fall with injuries and ER
visit from June 2, 2009. El #2 said, "No."

On June 18, 2009, at 11:07 AM, the surveyor
asked El #3 if she had any incident reports or
investigations for incidents which occurred in this
facility stored at the nursing home. El #3 said
she didn't have any incident reports or
investigations for this facility at the nursing home.

During review of the facility's incident reports, the
only staff signature appearing on the reports
belonged to the LPN who completed the report.
There was no documented evidence that El #1,
#2, or #3 had reviewed the incident reports from
this facility.

420-5-20-.05 (3)(f) 3. Records and Reports

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

(i) A fracture or an injury resulting in
hospitalization, death, EMS activation, or a visit to
the emergency room.;

(i) Elopement by a resident;

(iii) Sexual contact or a report of sexual contact
between a resident and a staff member of the
facility. Sexual contact or report of sexual contact
between a resident and a visitor or another
resident when the sexual contact is not
consensual or the resident is incapable of
consenting to sexual contact.

(iv) Physical abuse, verbal abuse, emotional
abuse, or a report of such abuse directed at a

A 516

A 518
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resident by a staff member or visitor of the facility,
and injury such as extensive bruising, pain, or
injury that is not consistent with actions
necessary in providing day to day care to a
resident.

(v) Resident on resident physical abuse resulting
in injury;

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

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

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

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

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

(xi) A malfunction of the sprinkler system, fire
alarm system or a door locking device.

This Rule is not met as evidenced by:

Based on record review and interview the facility
failed to report incidents to the Alabama
Department of Public Health is accordance with
the SBOH rules for SCALF. This failure affected

Health Care Facilities

STATE FORM

0899 Q38K11

If continuation sheet 41 of 82




PRINTED: 09/03/2009

FORM APPROVED
Alabama Department of Public Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
P3717 06/18/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PLANTATION MANOR ASSISTED LIVING 1l 6424 OLD TUSCALOOSA HIGHWAY P O BOX 97
MC CALLA, AL 35111
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 518 | Continued From page 41 A 518

three of five sampled residents (Rl #1, #2 and #5)
and had the potential to affect all fourteen
residents living in the facility and placed the
residents at an increased risk for harm. Please
refer to A512 and A516 for additional information
related to this deficiency.

THIS IS A REPEAT DEFICIENCY FROM THE
PRIOR SURVEY COMPLETED ON FEBRUARY
20, 2004.

Findings include:
RI#1

RI #1's record was reviewed and documented
that RI #1 was admitted to the facility on July 14,
2008.

A nurse's note dated September 15, 2008,
documented that Rl #1 had a fall while
ambulating with her cane, which resulted in a
fractured left wrist that required surgical repair
and treatment. There was no documented
evidence the incident was reported to ADPH.

On June 17, 2009, at 4:20 PM, the surveyor
asked EIl #2 if RI #1's fall with fractured wrist that
occurred on September 15, 2008, was reported
to ADPH. EI #2 said, "No."

RI#2

RI #2 was admitted to the facility on April 05,
2006.

A nurse's note dated March 17, 2008, at 8:00 PM,
documented that Rl #2 was found on the floor in
her room. RI #2 complained of pain when range
of motion was done to her left side. March 18,
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2009, the nurse documented that RI #2 was still
complaining of pain and her family requested RI
#2 be sent to the emergency room (ER) for
x-rays, which showed a fractured left hip which
required surgical repair. There was no
documented evidence the incident was reported
to ADPH.

On June 17, 2009, at 3:14 PM, the surveyor
asked EIl #2 if RI #2's fall with fractured hip from
March 17, 2008, was reported to ADPH. EIl #2
said, "No."

RI#5

RI #5 was admitted to the facility on September
16, 2005.

A nurses note dated June 2, 2009, documented
that RI #5 was found face down on the floor,
bleeding from left hand, had swelling to his
forehead, a cut on his face, and a cut on his
knee. RI #5 was sent to the ER. There was no
documented evidence the incident was reported
to ADPH.

On June 17, 2009, at 2:40 PM, the surveyor
asked EI #3 if she was involved with ensuring that
incident reports were reported to ADPH. EI#3
said that if she is in the building she'll get
involved, but normally the staff reported
everything to El #2.

On June 18, 2009, at 10:40 AM, the surveyor
asked EI| #2 if Rl #5's fall with injuries and ER
visit from June 2, 2009, was reported to ADPH.
El #2 said, "No."

On June 18, 2009, at 11:07 AM, the surveyor
asked EIl #3 if she had any investigations for
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incidents which occurred in this facility stored at
the nursing home. El #3 said she didn't have any
investigations for this facility at the nursing home.

A 601 420-5-20-.06 (1) Care of Residents A 601

Medical Direction and Supervision. The medical
care of residents shall be under the direction and
supervision of a physician.

(a) Designation of Attending Physician. Upon
admission, each resident shall be asked to
designate an attending physician of his or her
choice. If the resident is unable to designate an
attending physician, or does not wish to
designate an attending physician, the facility shall
assist the resident in identifying an attending
physician who will serve the resident. A resident
shall be permitted to change the designation of
his or her attending physician at any time.
Whenever a resident requires medical attention,
an attempt shall first be made to contact the
resident's attending physician, except in medical
emergencies requiring activation of the local
Emergency Medical Services system (911 or
other emergency call).

(b) Back-up Physician Support. Each specialty
care assisted living facility shall have an
agreement with one or more duly licensed
physicians to serve in those instances when a
resident's own attending physician cannot be
reached, and to provide temporary medical
attention to any resident whose attending
physician is temporarily not available.

(c) The use of the word, "physician" in these rules
shall not be deemed to preclude a properly
licensed nurse practitioner or a physician
assistant from performing any function in a
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specialty care assisted living facility that
otherwise would be required to be performed by a
physician so long as that function is within the
nurse practitioner's or physician assistant's scope
of practice. A nurse practitioner or physician's
assistant shall not serve as the medical director
of a specialty care assisted living facility.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to ensure that a new physician's order was
properly documented and communicated to
appropriate employees for implementation. This
failure affected one of eight sampled residents
(RI'#8). The facility also failed to have an
adequate system in place to ensure that
medications were reordered and given as
ordered by the physician. This failure affected
three of four residents observed during the
medication administration observation (Rl #1, #8,
and #9) and placed the residents at an increased
risk for harm.

Findings include:
RI#1

RI #1 had a physician's order dated April 28,
2009, for iron sulfate 325 milligrams (mg) one
tablet three times a day. During the medication
administration observation on June 17, 2009, at
8:25 AM, the surveyor observed EI #11, LPN,
failed to administer the iron tablet as ordered.
The surveyor asked why the iron tablet was not
given. El#11 said the medication was not
available, the iron tablet had been reordered on
June 16, 2009, but it had not been received. The
MAR documented that Rl #1 had last received
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the iron tablet on June 16, 2009, at 4 PM, even
though the noon dose had not been given.

RI#8

RI #8 had a physician's order dated December
18, 2008, for iron sulfate 325 milligrams (mg) one
tablet every day. During the medication
administration observation on June 17, 2009, at
8:35 AM, the surveyor observed EIl #11 failed to
administer the iron tablet as ordered. The
surveyor asked why the iron tablet was not given.
El #11 said the medication was not available, the
iron tablet had been reordered on June 16, 2009,
but it had not been received. The MAR
documented that RI #8 had last received the iron
tablet on June 16, 2009, at 8 AM.

On June 17, 2009, at 8:35 AM, while El #11 and
the surveyor were in Rl #8's room, Rl #8
complained of not feeling well, with complaints of
nausea and epigastric pain. El #11 said Rl #8
had medication in the cart for her stomach. El
#11 said RI #8 was having gas type pain and El
#11 would use a standing order for Gas-X tablets,
but she had to go to a different building to get the
Gas-X tablets (stock medication), as this building
didn't have any.

On June 17, 2009, at 9:00 AM, EI #3 arrived in
the facility and was talking to the physician about
RI #8's chest pain and history of heart problems.
El #3 received a new medication order for RI #8.
The medication order for Isordil 10 mg one tablet
by mouth twice a day was documented in Rl #8's
record by El #3, without a date. EI #3 told the
surveyor that the medical director would be in
later today to assess RI #8's condition.

On June 18, 2009, at 9:00 AM, the surveyor
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reviewed Rl #8's MAR with El #3. The new Isordil
order had not been transcribed onto RI #8's MAR.
El #3 had to call the pharmacy to verify the order
had been faxed because there was no
documentation in the facility to tell if the order had
been faxed. The surveyor asked El #3 how El
#13, LPN, was supposed to know that RI #8 had
a new medication order if the medication wasn't
transcribed on the MAR. EI #3 said the order
was faxed to the pharmacy and written on the
new order sheet which is kept in front of the
MAR. The new order sheet documented the
Isordil was started and stopped on June 16,
2009. EIl #3 said that El #11 should have
documented the Isordil order on the MAR and left
RI #8's record laying out on the desk to alert
other nurses of the new order. Rl #8's chart had
been put away. El #3 agreed that the facility
needed a better system for handling,
documenting, and communicating new physician
orders.

RI#9

RI #9 had a physician's order dated December
12, 2008, for Synthroid 50 micrograms (mcg) one
tablet every day and a physician's order dated
January 14, 2009, for Zoloft 50 mg. During the
medication administration observation on June
17, 2009, at 7:30 AM, the surveyor observed El
#11, failed to administer Rl #9's Synthroid and
Zoloft medications as ordered. The surveyor
asked why the medications were not given. El
#11 said the medications were not available, the
medications had been reordered on June 16,
2009, but they had not been received. The MAR
documented that Rl #9 had last received the
medications on June 16, 2009, at 7:30 AM.

On June 18, 2009, at 3:15 PM, the missing
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medication concern was discussed with El #2. El
#2 said she didn't understand why the
medications weren't available because the
pharmacy delivers medications every day and
sometimes twice a day if needed.

On June 17, 2009, at 10:10 AM, the surveyor
accompanied EI#4, LPN, to observe the
medications stored in the facility's medication
cart. El#4 showed the surveyor a bottle of liquid
generic anti-diarrheal medication. EI#4 identified
the medication as being stock medication used
for any resident who needed it. El#4 stated this
bottle had been used for gastrointestinal
symptoms that had affected just about every
resident in the three assisted living buildings
around the end of April or first part of May in
2009. El#4 stated there was no way to track
which residents had received medication for the
stomach virus. El#4 stated medications given out
of the stock supply were not documented on a
resident's MAR when it was administered. El#4
stated that the anti-diarrheal medication had been
used from the stock supply and that the
physician's order had come from the standing
order list.

El#4 showed the surveyor the standing order list.
The surveyor observed that the standing order list
was in the MAR book and did not have a
physician's signature, or any resident's names on
it. El#4 stated this was the list used for the
standing orders for the stock medications. The
surveyor observed that the standing order list
documented the following order for anti-diarrheal
medication ..."Imodium 4 mg tab (tablet) then 2
mg tab after each episode of diarrhea x (times) 4
doses..." The order did not specify liquid
anti-diarrheal medication and was not signed by a
physician.

Health Care Facilities

STATE FORM

6899

Q38K11

If continuation sheet 48 of 82




PRINTED: 09/03/2009

FORM APPROVED
Alabama Department of Public Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
P3717 06/18/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PLANTATION MANOR ASSISTED LIVING Il 6424 OLD TUSCALOOSA HIGHWAY P O BOX 97
MC CALLA, AL 35111
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

A 601 | Continued From page 48 A 601

On June 18, 2009, at 10:10 AM, the surveyor
interviewed E| #4 regarding the use of standing
orders. El #4 said that when a standing order
was used for medications or treatments, the
order was not documented on the resident's
MAR, only in the nurses notes.

The surveyor reviewed the facility's policy and
procedure titled, "Standing Orders," which
documented, "Policy: It is the policy of Plantation
Manor that standing orders will be administered
per physician order. Procedure: The licensed
nurse will administer meds per guidelines
prescribed by physician."

The surveyor reviewed the facility's policy and
procedure manual which documented:

"Section 5: Medication Management. Medication
Administration Plan. Revised (EI#2's initials)
06/01/09...1. All medications administered to
residents for any reason will require a written
order by a physician or a PRN ...3. All orders will
be transcribed to a MAR..."

"Policy: Medication Administration. Effective
Date: March 1, 2001. Revised Dates:
06/01/09...Documentation Required: An RN or
LPN shall administer medications to residents in
the specialty care assisted living facility only in
accordance with physician orders and the Nurse
Practice Act. All medications shall be
contemporaneously documented on the
resident's medication administration record..."

A 603 420-5-20-.06 (2)(b) Care of Residents A 603

(b) An RN shall consult with the administrator on
all issues of resident safety and health and well
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being.

This Rule is not met as evidenced by:

Based on record review and interview, the RN
failed to consult with the administrator on issues
of resident safety, health, and well being. This
failure affected all 14 residents living in the facility
and placed the residents at an increased risk for
harm.

Findings include:

The surveyor interviewed EI#1, administrator, at
various times during the survey between June
16, 2009, at 9:30 AM, through June 18, 2009, at
5:00 PM. Whenever the surveyor asked El #1 a
question about a resident related issue, El #1 told
the surveyor that he would have to get either EI#2
or El#3 to supply the requested information. EI#1
stated he did not review or sign resident incident
reports. El #1 was not aware that there had been
a stomach virus outbreak, in the facility during the
month of April 2009.

On June 17, 2009, at 2:25 PM, during an
interview, El#2 stated she was aware of the viral
illness outbreak, but thought that only half of the
residents had been affected. El#2 stated the
virus had lasted about two weeks moving from
building to building but that she could not give
dates as she had not documented the event.

On June 17, 2009, at 2:40 PM, during an
interview, El #3 told the surveyor that if she was
in the building, and there was something going on
where the residents or caregivers needed
something and she was told about it then she
would get involved. Then EI #3 stated, "They
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really report everything to (El #2)".
A 604| 420-5-20-.06 (2)(c) Care of Residents A 604

(c) Assessment. The RN shall perform a
comprehensive assessment of each resident
upon admission, when a significant change in
health status or behavior occurs, and when the
monthly assessment identifies a problem in any
of the following areas:

1. Weight loss:

(i) Each month, the facility shall accurately weigh
and record the weight of each resident.

(i) A comprehensive assessment and plan of
care is required when a resident experiences a
significant unplanned weight loss.

(iii) A significant weight loss is defined as a 5% or
greater weight loss in a period of one month or
less, or a 7.5% or greater weight loss in a period
of three months or less, or a 10% or greater
weight loss in a period of six months or less. Any
weight loss shall be considered to be an
unplanned weight loss unless the affected
resident has been placed on a restricted calorie
diet specifically for the purpose of reducing the
resident's weight, and such diet has been
approved by the resident's attending physician.

2. Falls.
3. Elopements (a cognitively impaired resident
exits a secure perimeter without immediate and

appropriate staff intervention).

4. Behavioral symptoms.
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5. Adverse reactions to prescribed medications,
or circumstances which contraindicate
medications that have been prescribed for the
resident.

This Rule is not met as evidenced by:

Based on observation, record review, and
interview, the RN failed to document
comprehensive assessments when there was a
significant change in the resident's condition.
This failure affected three of five sampled
residents (RI #1, #2, and #3) with the potential to
affect all fourteen residents living in the facility.
This failure placed all fourteen residents at an
increased risk for harm. Please refer to related
deficiencies for more information A401, A512 and
AB03.

Findings include:
RI#1

RI #1's record was reviewed and documented
that RI #1 was admitted to the facility on July 14,
2008. The care plan updated on July 15, 2008,
documented that Rl #1 used a walker, could
transfer and do all ADL by herself.

Nurses notes dated August 10, 2008, and
September 15, 2008, documented RI #1 had two
falls with in 30 days. The fall on September 15,
2008, resulted in a fractured left wrist that
required surgical repair and treatment.

RI #1's medical examination dated March 19,
2009, documented that RI #1 required assistance
with all activities of daily living (ADL).

On June 16, 17, 18, 2009, at various times, the
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surveyor observed RI #1 propel herself in a
wheelchair going to and from her room and the
dining room. RI #1 also had oxygen she used
when she was in her room.

On June 17, 2009, during an interview with EI #3,
the surveyor verified there had been no
comprehensive assessment completed after R
#1's two falls in 30 days, a fractured wrist, and a
decline in mobility (ambulatory with a cane upon
admission, now in a wheelchair). The one and
only comprehensive assessment was completed
on July 14, 2008, when RI #1 was first admitted
to the facility.

RI#2

RI #2 was admitted to the facility on April 05,
2006.

Nurses notes dated December 2, 2008, and
December 21, 2008, documented two falls within
30 days. There was no comprehensive
assessment for this significant change related to
falls.

RI#3

RI #3 was admitted to the facility on May 14,
2007.

A nurses note dated April 4, (2009), documented
that RI #3 fell trying to sit in a chair in the hallway,
which resulted in a small skin tear to his right
hand. This fall was not addressed in the monthly
assessments for April or May of 2009.

On June 17, 2009, at 2:40 PM, during an
interview, El #3 told the surveyor that if she was
in the building, and there was something going on
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where the residents or caregivers needed
something and she was told about it, then she
would get involved. Then EI #3 stated, "they
really report everything to (El #2)".
A 605 420-5-20-.06 (2)(d) Care of Residents A 605

(d) Resident Care Problem Areas. An RN shall
identify resident care problem areas and
formulate written interventions to address those
problems, and to evaluate if the planned
interventions were successful. An RN shall
perform a monthly assessment of each resident
in the specialty care assisted living facility. The
monthly assessment shall include a review of
monthly weights, falls, incidents, elopements,
behavioral symptoms, significant changes and
medications.

This Rule is not met as evidenced by:

Based on observations, record review, and
interview, the RN failed to identify resident care
problems and formulate interventions to address
those problems. This failure had the potential to
affect all fourteen residents living in the facility
and placed the residents at an increased risk for
harm.

Findings include:
Please refer to deficiency numbers A401, A512,
A603 and A606, for detailed information related

to this deficiency.

On June 17, 2009, at 2:40 PM, the surveyor
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interviewed El #3. The surveyor asked if El #3
completed a care plan after RI #1's fall on August
10, 2008, or September 15, 2008. El #3 stated, "I
don't do care plans, only assessments." The
surveyor asked who was responsible to complete
care plans. El #3 stated, "Doctor or (El #2)."
A 617 420-5-20-.06 (2)(s) Care of Residents A 617

(s) Annual Physical Examination. A physician
shall assess each resident prior to admission and
at least annually thereafter and shall submit
written documentation that the resident's health
and safety needs can be met in the facility.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to ensure that residents received annual
physician medical examinations to ensure the
residents' health and safety needs can be met by
the facility. This failure affected three of five
sampled residents (RI #3, #4 and #5) with the
potential to affect all fourteen residents living in
the facility and placed all fourteen residents at an
increased risk for harm.

Findings include:

RI #3

RI #3 was admitted to the facility on May 14,
2007, with diagnoses which included:
hypertension, hypokalemia, hypothyroidism,
anxiety with depression, and organic brain

syndrome.

RI #3 had physician orders for the following
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medications: Haldol 0.5 mg two tablets every
bedtime and one tablet every morning; Depakote
250 mg twice a day; Razadyne 8 mg every day;
Micro K 10 meq two capsules every day;
Synthroid 75 mcg every day; Hydrodiuril 25 mg
every day; Colace 100 mg every day; Dulcolax 5
mg every day; Desyrel 100 mg every bedtime and
Hytrin 1 mg every bedtime.

RI #3's most recent physician medical
examination was dated May 11, 2007. There
were no medical examinations for the years 2008
or 2009.

Rl #4

RI #4 was admitted to the facility on November 7,
2007, with diagnoses which included:
Schizoaffective disorder depressed type, with a
history of a suicide attempt.

RI #4 had physician orders for the following
medications: Zyprexa 20 mg at bedtime; Lipitor
10 mg at bedtime; Haldol 10 mg at bedtime;
Restasis 0.05% one drop in both eyes twice a
day; Ativan 1 mg at bedtime; Cogentin 1 mg twice
a day; Lexapro 10 mg every morning; Haldol
Decanoate 150 mg intramuscularly (IM) every
three weeks and Ativan 0.5 mg every day.

RI #4's most current physician medical
examination was dated November 7, 2007.
There was no medical examination for the year
2008.

RI #5
RI #5 was admitted to the facility on September

16, 2005, with diagnoses which included:
hypertension, aortic stenosis, B12 deficiency,
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dementia, benign prostatic hypertrophy with
obstriction, congestive heart failure, coronary
heart disease and diverticulosis.

RI #5 had physician orders for the following
medications: Detrol LA 4 mg every day; Avodart
0.5 mg every day; Prilosec 20 mg every day;
Micro K 10 meq every day; Aricept 10 mg every
bedtime; and Foltx one tablet every day.

RI #5's most current physician medical
examination was dated September 8, 2007.
There was no medical examination for the year
2008.

On June 17, 2009, at 3:14 PM, during an
interview with El #2, the surveyor asked who was
responsible to ensure that resident records were
kept up to date. El #2 said the unit coordinator
had been ill last year and El #4 was the new unit
coordinator.

On June 18, 2009, at 10:10 AM, during an
interview with El #4, the surveyor asked if there
was a system in place for keeping the resident's
annual medical examinations up to date. El #4
said, "No, not really."

On June 18, 2009, at 10:40 AM, during an
interview with El #2, the surveyor verified that
annual physician medical examinations for Rl #3,
#4, and #5 were missing. The surveyor asked El
#2 if there was a system in place to ensure that
medical examinations were completed and
updated timely. El #2 said, "I'm in and out of the
building and try to see that things are done." The
surveyor asked if El #2 had a particular day
scheduled in each building to sit down and make
sure things are up to date and completed as
required. EIl #2 said, "No."
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A 629 420-5-20-.06 (4)(g)(h) Care of Residents A 629

(g) All medications administered to residents in a
specialty care 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.

(h) The medication administration record shall
include at least the following:

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

2. The name of the medication administered.
3. The dosage of the medication administered.
4. The method of administration.

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

6. The date and time of the medication
administration.

7. Any adverse reaction to the medication.

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

This Rule is not met as evidenced by:

Based on record review and interview the facility
failed to follow policies and procedures for
contemporaneous documentation of all
medications, including over the counter
medications on a medication administration
record (MAR). This failure had the potential to
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affect all fourteen residents living in the facility.
This failure placed all fourteen residents at an
increased risk for harm.

Findings include:

On June 17, 2009, at 9:25 AM, the surveyor
asked El #11, where she documented the use of
a standing order medication or treatment. EI #11
said in the nurses notes only, the standing order
medication or treatment was not written on the
MAR.

On June 17, 2009, at 10:10 AM, the surveyor
accompanied El#4, LPN, to observe the
medications stored in the facility's medication
cart. El#4 showed the surveyor a bottle of liquid
generic anti-diarrheal medication. EI#4 identified
the medication as being stock medication used
for any resident who needed it. El#4 stated this
bottle had been used for gastrointestinal
symptoms that had affected just about every
resident in the three assisted living buildings
around the end of April or first part of May in
2009. El#4 stated there was no way to track
which residents had received medication for the
gastointestinal illness. El#4 stated medications
given out of the stock supply were not
documented on a resident's MAR when it was
administered. El#4 stated that the anti-diarrheal
medication had been used from the stock supply
and that the physician's order had come from the
standing order list.

El#4 showed the surveyor the standing order list.
The surveyor observed that the standing order list
was in the MAR book and did not have a
physician's signature, or any resident's names on
it. El#4 stated this was the list used for the
standing orders for the stock medications. The
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surveyor observed that the standing order list
documented the following order for anti-diarrheal
medication ..."Imodium 4 mg tab (tablet) then 2
mg tab after each episode of diarrhea x (times) 4
doses..." The order did not specify liquid
anti-diarrheal medication and was not signed by a
physician.

On June 18, 2009, at 10:10 AM, the surveyor
interviewed EI| #4 regarding the use of standing
orders. El #4 said that when a standing order
was used for medications or treatments, the
order was not documented on the resident's
MAR, only in the nurses notes.

The surveyor reviewed the facility's policy and
procedure titled, "Standing Orders," which
documented, "Policy: It is the policy of Plantation
Manor that standing orders will be administered
per physician order. Procedure: The licensed
nurse will administer meds per guidelines
prescribed by physician."

The surveyor reviewed the facility's policy and
procedure manual which documented:

"Section 5: Medication Management. Medication
Administration Plan. Revised (El#2's initials)
06/01/09...1. All medications administered to
residents for any reason will require a written
order by a physician or a PRN ...3. All orders will
be transcribed to a MAR..."

"Policy: Medication Administration. Effective
Date: March 1, 2001. Revised Dates:
06/01/09...Documentation Required: An RN or
LPN shall administer medications to residents in
the specialty care assisted living facility only in
accordance with physician orders and the Nurse
Practice Act. All medications shall be
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contemporaneously documented on the
resident's medication administration record..."
A 630 420-5-20-.06 (4)(i) Care of Residents A 630

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

This Rule is not met as evidenced by:

Based on observation and interview, the facility
failed to ensure that medications were properly
secured or supervised at all times. The facility
also failed to have an adequate system in place
to account for controlled medications kept in the
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facility's custody. These failures had the potential
to affect all fourteen residents living in the facility.

Findings include:

On June 17, 2009, at 6:40 AM, during review of
the controlled medication counts with El #11, the
following discrepancies were found:

RI #1's Lortab 10/500 mg unit dose card
contained 67 tablets, the count sheet
documented 77 (ten tablets were unaccounted
for). The surveyor identified a documentation
error on the count sheet. The documentation
error occurred on June 8, 2009, at 8 AM. The
documentation error should have been
discovered during the afternoon shift to shift
count on June 8, 2009, if the controlled
medication counts were performed properly.
There were 25 shift to shift counts documented
from the time the documentation error occurred
on June 8, 2009, at 8 AM until the surveyor
counted with El #11, on June 17, 2009 at 6:40
AM, and found the discrepency.

RI #1's Darvocet N 100 mg unit dose card
contained 28 tablets, the count sheet
documented 27 tablets (one tablet was
unaccounted for).

RI #9's Xanax 0.25 mg unit dose card contained
55 tablets, the count sheet documented 56
tablets (one tablet was unaccounted for).

RI #10's Xanax 0.25 mg unit dose cards
contained 92 tablets, the count sheet
documented 95 tablets (3 tablets were
unaccounted for).

On June 17, 2009, at 7:15 AM, the controlled
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medication accounting practices and
discrepancies were discussed and verified with El
#1 and E| #3.

On June 17, 2009, between 7:24 AM and 8:50
AM, the surveyor observed that El #11 left the
medication cart unlocked and unsupervised while
she administered medications to the residents of
the facility. The medication cart was left sitting in
the nurse's room with the door open and the
medication cart unsupervised. El #11 took
residents' medications to the living room, dining
room, and RI #1's room during the medication
administration observation.

On June 17, 2009, at 9:25 AM, the surveyor
asked El #11 if she usually left the medication
cart and nurse's room unlocked and
unsupervised while she administered the
residents' medications. El#11 said she was
nervous and left the medication cart and
medication room unlocked because of running in
and out of the medication room to give the
medications. El #11 said she was always taught
to lock the cart and close the door every time,
"but | was nervous and forgot".

420-5-20-.06 (5) Care of Residents
(5) Storage of Medical Supplies and Poisons.

(a) First Aid Supplies. First aid supplies shall be
maintained in a place readily accessible to
persons providing personal care and services in
the specialty care assisted living facility. These
supplies will be inspected at least annually to
ensure their usability.

(b) Poisonous or External Use Substances.
Cleaning supplies or poisons shall be attended at

A 630

A 634
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all times or shall be kept in a secured area.

This Rule is not met as evidenced by:

Based on observation and interview, the facility
failed to ensure that poisons were either secured
or supervised at all times. This failure had the
potential to affect ten of fourteen independently
mobile residents living in the facility and placed
them at an increased risk for harm.

Findings include:

On June 16, 2009, between 10:00 AM and 10:50
AM, the surveyor accompanied by EI #5,
caregiver, made the following observations:

The laundry room was unlocked and had an open
quart sized plastic bag of powder laundry
detergent sitting on the dryer. The plastic bag
was half full and had no safety or warning labels
on the bag.

The housekeeping cart storage closet was
unlocked and unsupervised. The housekeeping
cart contained various cleaning chemicals which
included: a 32 ounce spray bottle of Windex with
ammonia D and alcohol (approximately ten
ounces in the bottle); a 32 ounce spray bottle of
liquid Comet cleaner with bleach (approximately
ten ounces in the bottle); a 24 ounce aerosol can
full of Lysol disinfectant spray; a one pound
aerosol can of wood polish (approximately four
ounces in the can) which documented, "...mild
eye and skin irritation...May be harmful if
swallowed...Respiratory irritation with
inhalation...". RI #5 was observed wandering
around in the area of the housekeeping cart.
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The main cleaning chemical and storage closet
was observed unlocked and unsupervised. The
door to the storage closet had a hasp for a
padlock (no padlock observed) and a twist lock
on the door knob (unlocked). The storage closet
contained approximately seven gallons of Pine
Sol liquid disinfectant cleaner (no safety caps);
seven 32 ounce spray bottles of Febreeze
deodorant spray; twelve 32 ounce spray bottles of
Lysol all purpose liquid cleaner which
documented, "...moderate eye irritation..."; three
25 ounce bottles of liquid dish detergent; two 32
ounce spray bottles of liquid Comet with bleach
which documented, "...eye irritant...may be
irritating to the skin...".

El #5 verified the above observations during an
interview at the time of each observation.

On June 17, 2009, between 5:30 AM and 5:45
AM, the surveyor made the following
observations:

The housekeeping cart storage closet was
unsecured and unsupervised. Rl #2 and RI #5
were sitting in the dining room around the corner
from the closet; staff were busy getting other
residents out of bed.

The laundry room was unlocked and
unsupervised, but the powder laundry detergent

was not in the laundry room.

The main chemical storage closet was secured
with a new padlock.

420-5-20-.06 (6)(a)(b) Care of Residents

(6) Admission and Retention of Residents with
Special Needs.

A 634

A 635
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(a) Screening. Residents shall be screened and
approved for admission into the specialty care
assisted living facility prior to admission to the
specialty care assisted living facility. The
screening shall include a clinical history, a mental
status examination to include aphasia screening,
a geriatric depression screen, a physical
functioning screen and a behavior screen.

(b) Cognitive Assessment Requirements. The
Physical Self Maintenance Scale (PSMS ) and
the Behavior Screening Form contained in
Appendix A herein, are required for each resident
admitted to the specialty care assisted living
facility. The resident's PSMS score shall be no
greater than 23 and the resident shall be
functioning without unmanageable behavior
problems. Residents shall not score a five in
feeding, dressing, grooming, bathing, or a four or
five in physical ambulation on the PSMS. Each
resident shall be carefully evaluated by an RN
and by the Unit Coordinator. The Physical Self
Maintenance Scale and the Behavioral Screening
Forms shall be required annually on each
resident. The PSMS and Behavior Screening
form shall be completed where there is a
significant change in the resident.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to ensure that each resident was carefully
evaluated annually and with any significant
change, utilizing the Behavior Screen (BS) and
Physical Self Maintenance Scale Forms (PSMS).
This deficient practice affected all five sampled
residents with the potential to affect all fourteen
residents living in the facility. Please refer to
related deficiencies for more information A401,
A512 and A603.
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Findings include:
RI#1

RI #1 was admitted to the facility on July 14,
2008. RI#1 had significant changes in her
condition related to falls and ADL decline with no
BS or PSMS assessments completed.

RI #2

RI #2 was admitted to the facility on April 5, 2006.
RI #2 had a significant change in condition
related to falls in December 2008, with no BS or
PSMS assessments completed. Rl #2 was due
for annual BS and PSMS assessments in April of
2008 and 2009, which were not completed.

RI#3

RI #3 was admitted to the facility on May 14,
2007. RI #3 was due for an annual BS and
PSMS assessments in May of 2008 and 2009,
which were not completed.

Rl #4

RI #4 was admitted to the facility on November 7,
2007. RI#4 was due for an annual BS and
PSMS assessments in November of 2008, which
were not completed.

RI#5

RI #5 was admitted to the facility on September
16, 2005. RI #5 was due for an annual BS and
PSMS assessments in September of 2008, which
were not completed.
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On June 17, 2009, at 3:14 PM, during an
interview with EIl #2, the surveyor asked who was
responsible to ensure that resident records were
kept up to date. El #2 said the unit coordinator,
who had been ill last year and now El #4 was the
new unit coordinator.

On June 18, 2009, at 10:10 AM, during an
interview with El #4, the surveyor asked if there
was a system in place for keeping the resident's
annual assessments up to date. El #4 said, "No,
not really."

On June 18, 2009, at 10:40 AM, during an
interview with El #2, the surveyor verified the
missing annual physician medical examinations
for RI #3, #4, and #5. The surveyor asked El #2,
if there was a system in place to ensure that
annual assessments were completed and
updated timely. El #2 said, "I'm in and out of the
building and try to see that things are done." The
surveyor asked if El #2 had a particular day
scheduled in each building to sit down and make
sure things are up to date and done as required.
El #2 said, "No."

420-5-20-.11(1)(a) Fire and Safety
(1) General.

(a) Evacuation Plan. Each specialty care assisted
living facility shall maintain a current written fire
control and evacuation plan. In facilities, which
have multiple, smoke compartments, an
evacuation floor plan shall be appropriately
posted in a conspicuous place. Fire control and
evacuation plans shall be kept current. Written
observations of the effectiveness of the fire drill
plan shall be filed and kept for at least three
years.

A 635

A1101
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This Rule is not met as evidenced by:

Based on observation and interview, the facility
failed to post current fire evacuation floor plans in
a conspicuous place in each smoke
compartment. This failure affected all fourteen
residents living in the facility and placed the
residents at an increased risk for harm due to
delayed egress from the facility in the event of a
fire or disaster.

Findings include:

On June 16, 2009, between 9:30 AM and 11:10
AM during tour of the facility, the surveyor noted
that there were no evaculation floor plans posted
in the different smoke compartments of the
facility.

On June 17, 2009, at 7:25 AM, the surveyor
accompanied by El #1, verified there were no
evacuation floor plans posted in each smoke
compartment.

420-5-20-.11(1)(b)(c) Fire and Safety

(b) Fire Dirills. Fire drills shall be conducted at
least once per month in all facilities at varying
times and days, quarterly on each shift of Group
and Congregate facilities. All fire drills shall be
initiated by the fire alarm system. The drills may
be announced in advance to the residents. The
drills shall involve the actual evacuation of
residents to assembly areas in adjacent smoke
compartments or to the exterior as specified in
the emergency plan to provide staff and residents

A1101

A1102
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with experience in exiting through all exits
required by the Code.

(c) Fire Drills During Resident Sleeping Hours.
When drills are conducted between 9:00 PM and
6:00 AM, a coded announcement shall be
permitted to be used instead of the normal
audible fire alarm signals. These drills may be
conducted without disturbing sleeping residents,
by using simulated residents or empty
wheelchairs.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to conduct fire drills on a monthly basis in
accordance with their own policy and procedure.
This failure affected all fourteen residents living in
the facility and placed all fourteen residents at
risk for severe harm related to delayed egress
from the facility in the event of a fire.

Findings include:

During review of the fire drill records for
December 2007 through March 2009, the
surveyor observed fire drills were documented as

follows:

On December 11, 2007, fire drills were
completed for the first and second shifts.

On March 10, 2008, fire drills were completed for
the first and second shifts.

On March 11, 2008, a fire drill was completed for
the third shift.

On June 13, 2008, fire drills were completed for

Health Care Facilities

STATE FORM

0899 Q38K11

If continuation sheet 70 of 82




PRINTED: 09/03/2009

FORM APPROVED
Alabama Department of Public Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
P3717 06/18/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PLANTATION MANOR ASSISTED LIVING 1l 6424 OLD TUSCALOOSA HIGHWAY P O BOX 97
MC CALLA, AL 35111
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

A1102| Continued From page 70 A1102

the first and second shifts.

On June 14, 2008, a fire drill was completed for
the third shift.

On September 17, 2008, fire drills were
completed for the first and second shifts.

On September 18, 2008, a fire drill was
completed for the third shift.

On December 10, 2008, fire drills were completed
for the first and second shifts.

On December 11, 2008, a fire drill was completed
for the third shift.

On March 10, 2009, fire drills were completed for
the first and second shifts.

On March 11, 2009, a fire drill was completed for
the third shift.

The surveyor did not find any fire drill
documentation for the months of January,
February, April, May, July, August, October or
November of 2008; January, February, April or
May of 2009.

On June 17, 2009, at 2:25 PM, during an
interview with El #1 and El #2, the surveyor
requested that all of the monthly fire drills for
2008 and 2009 be provided for review. EI#2
stated that she had misunderstood the SBOH
rule and that monthly fire drills had not been
conducted.

Please note: The surveyor reviewed the facility's,
"Fire Prevention" policy, which documented,
"...Fire Drills- 1. Drills will be monthly on various

Health Care Facilities
STATE FORM 6899 Q38K11 If continuation sheet 71 of 82



PRINTED: 09/03/2009

FORM APPROVED
Alabama Department of Public Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
P3717 06/18/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6424 OLD TUSCALOOSA HIGHWAY P O BOX 97
PLANTATION MANOR ASSISTED LIVING Il MC CALLA, AL 35111
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
A1102| Continued From page 71 A1102
shifts 2. Drills will not be announced prior to
initiation 3. Assume all drills are actual fires.
Practice makes real situations easier to carry
out...".
A1205| 420-5-20-.12 (3)(a)(b)(c) Physical Plant A1205

(3) General Building Requirements - Family,
Group and Congregate.

(a) Structural Soundness and Repair. The
building shall be structurally sound, free from
leaks and excessive moisture, in good repair, and
painted with sufficient frequency to be reasonably
attractive inside and out. The interior and exterior
of the building shall be kept clean and orderly.

(b) Temperature to be Maintained. The facility
shall maintain a comfortable temperature. A
comfortable range is between 71-81 degrees
Fahrenheit.

(c) Lighting. Each resident's room shall have
artificial light adequate for reading and other uses
as needed. All entrances, hallways, stairways,
inclines, ramps, cellars, attics,storerooms,
kitchens, laundries, and service units shall have
sufficient artificial lighting to prevent accidents
and promote efficiency of service. Night lights
shall be provided in all hallways, stairways, and
bathrooms.
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A1205| Continued From page 72 A1205

This Rule is not met as evidenced by:

Based on observation, record review, and
interview, the facility failed to ensure that the
facility was free from leaks, in good repair, and
painted with sufficient frequency to be reasonably
attractive inside and out. This failure affected two
of fourteen residents (RI #5 and #7) living in the
facility.

Findings include:

On June 16, 2009, at 10:30 AM, the surveyor
observed that a large area of the wall behind RI
#7's bed and shelving unit was affected with
water damage which caused the paint to bubble
and peel off the wall.

On June 16, 2009, at 10:55 AM, the surveyor
observed that a small area of one wall in Rl #5's
room had water damage which caused the paint
to bubble and peel off the wall.

On June 17, 2009, at 7:25 AM, the surveyor
accompanied by El #1 observed the water
damaged walls in Rl #5's and RI #7's rooms. The
surveyor requested a copy of the purchase
order/invoice for the roof leak repair.

On June 17, 2009, at 8:00 AM, the surveyor
observed El #19, maintenance, arrived with
supplies and equipment to repair the damage to
RI #7 and RI #5's bedroom walls. The surveyor
requested El #19 measure the amount of water
damage to RI #7's bedroom wall. El #19
accompanied by the surveyor, observed the area
of water damaged wall measured, "sixty inches
(five feet) wide by seventy two inches (six feet)
long". The surveyor observed Rl #7's shelving
unit, which had been close to the water damaged
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A1205| Continued From page 73 A1205
wall, had a line of water damage, on the back of
the shelving unit, approximately one to two inches
above the floor. The surveyor asked El #19,
when the roof leak had occurred and been
repaired. El #19 said he wasn't sure when the
roof leak had occurred, but the repair had been
completed about a week ago.
On June 17, 2009, the surveyor received a copy
of the roof leak repair invoice and payment which
was dated April 9, 2009, (over two months prior to
the survey). Please note: RI#5 and #7's walls
were repaired and repainted by the end of June
18, 2009.
A1207| 420-5-20-.12 (3)(g)(h)(i) Physical Plant A1207

(g) Walls and Ceilings. All walls and ceilings shall
be of sound construction with an acceptable
surface and shall be kept clean and in good
repair.

(h) Windows. Non-stationary windows shall be so
constructed and maintained so that they fit
snugly, and are capable of being opened and
closed easily. Windows in specialty care facilities
may have devices, which prevent full opening of
the window.

(i) Ceiling Height. Each room occupied by
residents shall have a ceiling height of eight feet
or more. Existing facilities with ceiling heights
less than eight feet shall be acceptable when the
height complies with the codes.

This Rule is not met as evidenced by:

Based on observation and interview, the facility
failed to ensure that the non-stationary window in
RI #5's bathroom was maintained to open and
close easily. This failure affected one of fourteen
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residents living in the facility.
Findings include:

On June 16, 2009, at 10:55 AM, the surveyor
observed that there were two fly strips hanging in
RI #5's bedroom area. The surveyor then
observed the window in RI #5's bathroom was not
able to be closed completely and had a opening
that would allow the entrance of bugs and pests
into RI #5's room. There were cobwebs, debris,
and dead bugs observed on the mini blind
covering the window, in RI #5's bathtub, and on
the bathroom window ledge.

On June 17, 2009, at 7:25 AM, the surveyor
accompanied by El #1, verified the above
observation. El #1 said he would see that RI #5's
bathroom window was repaired.

420-5-20-.12 (3)(0) Physical Plant

(o) Fire Extinguishers. Fire extinguishers shall be
provided for each hall, kitchen, and laundry, of
type and capacity appropriate to the need.

1. Each fire extinguisher shall receive an annual
inspection with maintenance, and recharging
when necessary, by a fire equipment servicing
representative. An annual servicing tag shall be
attached to the extinguisher reflecting the name
of the servicing company, representative, day,
month and year of maintenance.

2. A visual inspection of each fire extinguisher
shall be conducted monthly by a designated staff
of the facility and documented on the attached
extinguisher tag by the designated staff person.

A1207

A1211
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This Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that there was a fire extinguisher
available for use in the laundry room. This failure
affected all fourteen residents living in the facility.
Findings include:
On June 16, 2009, at 10:15 AM, the surveyor
accompanied by El #5 observed that there was
no fire extinguisher available in the laundry room.
On June 17, 2009, at 7:25 AM, the surveyor
accompanied by EIl #1, verified there was no fire
extinguisher available in the laundry room.
A1213| 420-5-20-.12 (3)(s)(t) Physical Plant A1213

(s) Fire Alarm System. Where fire alarm systems
are required, a corridor smoke detection system
shall be installed on each floor, including areas
open to the exit access corridor, to comply with
NFPA 72, connected to the facility's fire alarm
system. In lieu of corridor smoke detection,
smoke detectors connected to the building fire
alarm system may be installed in each resident's
room, open areas and at smoke doors (except
that corridor smoke detection shall not be deleted
when its use is dictated by other requirements).

(t) Fire Alarm and Sprinkler System.
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1. Fire alarm and sprinkler system outages of
more than four hours require evacuation of the
facility or the establishment of a continuous fire
watch. The fire watch procedure must be
coordinated with the Department and the local
Fire Marshal. Outages and fire watch
documentation shall be reported to the
Department of Public Health within 12 hours or
no later than the next duty day, and shall be
corrected expeditiously.

2. The fire alarm system and the sprinkler system
shall be inspected by licensed, trained and
qualified personnel at least semi-annually for
compliance with the respective codes. Inspection
and Testing reports shall be maintained at the
facility for a period of at least 2 years.

This Rule is not met as evidenced by:

Based on staff interviews and review of the fire
alarm inspection reports, the facility failed to
ensure the fire alarm system was inspected by
licensed, trained and qualified personnel at least
semi-annually. This failure affected all 14
residents living in the facility.

Findings include:

During review of the sprinkler and fire alarm
system inspection reports, the surveyor observed
that the facility fire alarm system had been
inspected one time in 2008 (May 21, 2008).

On June 17, 2009, at 11:55 AM, the surveyor
asked El #19, how often the fire alarm system
was inspected in 2008. El #19 said there was
only one inspection in 2008.

420-5-20-.12 (7)(c) Physical Plant

A1213

A1224
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A1224| Continued From page 77 A1224

(c) Areas to Wander and Secure Perimeter.

1. 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.
Such walls or fences shall be at least six feet
high.

2. Each walled or fenced area shall have at least
one gate, located along the discharge path of
travel from the building egress doors to the public
way. Gates shall be readily unlockable from either
side by the staff or by automatic means.
"Automatic means" shall be in the same manner
as locked or delayed-egress exit doors.

3. If the facility's emergency plan utilizes fenced
or walled outdoor spaces as refuge areas for
containment of residents, each refuge area shall
be of sufficient size to accommodate all
occupants at a distance of not less than 50 feet
from the building while providing a net area of 15
square feet per person. A gate shall be located
within this refuge area.

4. If the facility's emergency plan uses the fenced
or walled outdoor spaces merely as areas that
are immediately passed through and exited, not
as refuge areas for containment of residents,
there is no size or area requirement for the
fenced or walled spaces.

5. An outdoor courtyard, which is completely
surrounded by the building, must have at least
two separate doorways, located remotely from
each other, leading into separate smoke
compartments of the building.
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This Rule is not met as evidenced by:

Based on observation, record review, and
interview, the facility failed to maintain a secure
perimeter. This failure had the potential to effect
10 of 14 independently mobile residents living in
the facility. The lack of a secure perimeter placed
10 of 14 residents at a great risk for injury or
death.

THIS IS A REPEAT DEFICIENCY FROM THE
PRIOR SURVEY COMPLETED ON February 20,
2004.

Findings include:

On June 16, 2009, at 9:30 AM, three surveyors
observed the facility's gate, located near the
parking area in front of the kitchen door, was
unsecured and standing open. The surveyor
observed that the padlock for the gate, had been
locked with the gate in the open position.

On June 16, 2009, at 9:35 AM, the surveyor
entered the facility through the gate and through
the front door which was not secured or alarmed.

On June 16, 2009, at 9:37 AM, the surveyor
observed nine residents sitting in the living room
/dining area, outside of the kitchen. All three
doors of the kitchen were open and the kitchen
was unsupervised. One kitchen door accessed
the dining/living room area. The second kitchen
door accessed the back hallway and exit door.
The third kitchen door accessed the unsecured
front yard which lead to the parking lot (to the left)
and the two lane paved road to the right of the
facility.
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On June 16, 2009, at 10:16 AM, the surveyor
accompanied by El #5, observed the exit door by
rooms 102 and 101 was not secured and not
alarmed. El #5 demonstrated to the surveyor that
the alarm worked, but had not been properly
reset to alarm when the door was opened. The
door exited to the unfenced back yard. The yard
ended at a thickly wooded area, a parking area to
the right, and a two lane road to the left.

On June 16, 2009, at 11:05 AM, the surveyor
observed the exit door by room 111, was not
secured and not alarmed. The door exited to the
area where the trash cans were stored and the
unfenced back yard. The yard ended at a thickly
wooded area, a parking area to the right, and a
two lane road to the left.

On June 16, 2009, at 11:10 AM, the surveyor
asked EI| #5 if the exit door by room 111 was left
unsecured and unalarmed during the day. EI#5
said, "l don't know if (El #14) left the door alarm
off when she took the trash out earlier.

On June 16, 2009, at 11:35 AM, the surveyor
interviewed El #5 and asked if she had a key to
the padlock on the fence gate in front of the
kitchen. EI #5 said she had a key and showed
the surveyor how the key worked to open the
padlock. EI #5 left the gate unsecured at the time
of the surveyor's observation to allow the food
delivery man access to the facility. The facility
food delivery was made at 12:00 PM (the gate
had been unlocked and unsupervised for almost
thirty minutes). El #5 told the surveyor that the
water delivery serviceman had visited earlier in
the day and that was probably why the gate was
unlocked when the surveyors arrived that
morning.
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On June 17, 2009, at 5:50 AM, the surveyor
observed all three doors of the kitchen were open
and the kitchen was unsupervised.

On June 17, 2009, the surveyor reviewed the
policy and procedure book provided by El#1 and
El#2. The surveyor did not find a policy and
procedure regarding the maintenance of a
secure perimeter.

The policy and procedure titled, "Elopement
Prevention," documented..."January 1,
2001...Purpose: To provide safe, elopement free
environment for all residents. Procedures: |I.
Any/all staff in area will immediately respond to all
door alarms..."

The policy and procedure titled, "Response to
Door Alarms," documented..."January 1,
2001...Purpose: To ensure adequate rapid
response to all door alarms thereby providing
safe resident environment. Procedures: |. Door
alarms will be on and functioning properly at all
times. Il. Any/all staff in area will immediately
respond to all sounding door alarms..."

On June 17, 2009, at 7:25 AM and 11:00 AM
during an interview with El #1, the surveyor
requested the facility's policy and procedure for
its secure perimeter.

On June 17, 2009, at 9:50 AM, during an
interview with El #2, the surveyor requested the
facility's policy and procedure for its secure
perimeter.

On June 17, 2009, at 2:25 PM, during an
interview with El #1 and El #2, the surveyor
requested the facility's policy and procedure for

Health Care Facilities

STATE FORM

6899

Q38K11

If continuation sheet 81 of 82




PRINTED: 09/03/2009

FORM APPROVED
Alabama Department of Public Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
P3717 06/18/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PLANTATION MANOR ASSISTED LIVING 1l 6424 OLD TUSCALOOSA HIGHWAY P O BOX 97
MC CALLA, AL 35111
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A1224| Continued From page 81 A1224

its secure perimeter.

On June 18, 2009, at 7:55 AM, the surveyor
received the facility's policy and procedure titled,
"Secured Perimeter," from El #2. The policy
documented, "Secured Perimeter Policy: The
perimeter around assisted living facilities will be
secured. Procedure: All visitors, residents and
staff of Plantation Manor will be instructed to
close outside gate securely..." The policy was not
dated nor signed.
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