ALABAMA DEPARTMENT OF PUBLIC HEALTH
DIVISION OF HEALTH CARE FACILITIES
ASSISTED LIVING UNIT
STATEMENT OF DEFICIENCIES
FOR
PINECREST ESTATES
582 SHIELDS ROAD
HUNTSVILLE, AL 35811
SURVEY DATE: JANUARY 25, 2007

This facility is licensed for 16 Specialty Care Assisted Living Facility beds. The census of the
facility on the survey date was 12.

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

Based on observation, review of facility documents, and interviews with the facility Owner, who
is also the Administrator, the facility RN and Unit Coordinator (who is also a Co-Owner),
facility staff, residents, and resident sponsors, the surveyor determined that EI#1,
Owner/Administrator, operated the facility in a day to day manner that resulted in 1 of 12
residents being physically abused, 10 of 12 residents being neglected, and 12 of 12 residents
being denied the right to live in a safe environment.

FINDINGS:
SEE ALL OTHER CITED DEFICIENCIES:

420-5-20-.03(1)(g) A specialty care assisted living facility shall obey all applicable federal
state and local laws, ordinances, and regulations. Code of Alabama, Section 34-2A-2
requires that on and after September 1, 2003, no assisted living facility in the state may
operate unless it is under the supervision of an administrator who holds a currently valid
assisted living administrator's license, or new initial provisional license, issued by the
board.

THIS RULE IS NOT MET AS EVIDENCED BY:

Based on a review of the facility's administrative records, interviews with EI#1, who is the
Owner and also the Administrator, and interviews with a representative of the Board of
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Examiners for the Alabama Assisted Living Administrators, the surveyor determined that EI#1
failed to renew his/her administrator's license.

FINDINGS:

On 01/20/07, at 4:00P.M., the surveyor asked El#1to provide the surveyor with a copy of his/her
current administrator's license. EI#1 stated that he/she could not find it.

On 01/23/07, at 8:30A.M., the surveyor contacted a representative of the Board of Examiners for
the Alabama Assisted Living Administrators. The representative stated that EI#1 had not been
licensed as an administrator in the state of Alabama since July 31, 2006, when his/her license
had expired due to his/her not sending in the renewal application for the 2006 and 2007 license.

420-5-20-.04(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 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
Staff Number 7AM -3 PM 3PM-11PM 11 PM -7 AM
2 1 -16 Residents 1 - 16 Residents 1 - 16 Residents
3 17 - 24 Residents 17 - 36 Residents 17 - 48 Residents
4 25 - 32 Resident 37 - 48 Residents 49 - 64 Residents
5 33 - 40 Residents 49 - 60 Residents 65 - 80 Residents
6 41 - 48 Residents 61 - 72 Residents 81 - 96 Residents
7 49 - 56 Residents 73 - 84 Residents 97 - 112 Residents
8 57 - 64 Residents 85 - 96 Residents 113 - 128 Residents
9 65 - 72 Residents 97 - 108 Residents 129 - 144 Residents
10 73 - 80 Residents 109 - 120 Residents 145 - 160 Residents
11 81 - 88 Residents 120 - 132 Residents 161 - 176 Residents
1 Additional ~ For each 8 residents, or For each 12 residents, For each 16 residents, or
Staff any fraction thereof, by or any fraction thereof, any fraction thereof, by

Page 2 of 54



which the census by which the census which the census exceeds
exceeds 88. exceeds 132 176

THIS RULE IS NOT MET AS EVIDENCED BY:

Based on observations, interviews with facility staff, and resident sponsors, the surveyor
determined that the facility failed to have sufficient additional staff on duty to meet the care
needs of all residents. The staffing deficiency includes: a) Not having additional staff on duty to
provide assistance with toileting, feeding, transferring of residents and ambulation for demented
residents. b) Activities were not provided for each individual resident's needs because the
facility did not have additional staff on duty to provide appropriate activities for residents with
dementia including activities to manage wandering and elopement seeking behavior. ¢) Not
having sufficient licensed staff on duty at all times to administer medications to demented
residents. d) Not staffing the facility at all times by one person who was currently certified in
Cardiopulmonary resuscitation (CPR). The deficient practice of not staffing the facility by one
person at all times currently certified in CPR is repeated from the survey dated April 7, 2005.

FINDINGS:
a) Not having additional staff on duty to provide assistance with toileting, feeding, assistance

with feeding, assistance with transfers for residents who were unable to transfer themselves or
support their body weight, and assistance with ambulation for demented residents.

Transfers:

On 01/17/07, at 7:30A.M., EI#16 placed his/her hands under RI#10's armpits, supported RI#10's
body weight in this manner, then pivoted RI#10 around from the recliner to the wheelchair.

On 01/19/07 at 10:30 A.M., the surveyor asked EI#9 if she was instructed to use two people on
transfers with certain residents and was told "No."

On 01/19/07 at 1:10 P.M., the surveyor asked EI#15 "On transfers, who needs 2 people?" EI#15
said RI#5, RI#9, RI#10. The surveyor asked "Why?" EI#15 said "Total lift."

On 01/22/07 at 2:25 P.M., the surveyor interviewed EI#2, RN/UC The surveyor asked EI#2 who
requires two people to transfer them. EI#2 said RI #10.

On 1/19/07 at 9:20 A.M., the surveyor asked the Hospice Nurse taking care of R.1. #10 how
many staff should transfer R.1. #10. The nurse replied, “2”.

Assistance with toileting
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RI#1 had an admission date to the facility of 06/21/2003. The surveyor noted that the RN care
plan for RI#1 documented in 2006, "Incontinent of bowel and bladder, confusion, does not
recognize needs. Incontinent Urine, Pull ups for protection, take to bathroom every 2 hours."
RI#1's "Resident Special Needs" sheet for the resident assistants use documented, "Take to
bathroom every 2 hours during the day to avoid incontinence.” RI#1 did not have a Physical Self
Maintenance Scale (PSMS) in his/her record for 2005 and 2006. EI#2, RN/UC, and EI#1,
Owner, stated that they had read the resident records and had written the PSMS sheet for 2005
and 2006 on the night of 01/21/2007. (El #1 and EI #2 had dated them 06/05 and 06/06) The
surveyor asked if the PSMS sheets for 2005 and 2006 had been in RI#1's record before
01/21/2007. EI#1 and El#2 stated, "No."

On 01/20/07, at 11:00 A.M., the surveyor observed RI#1 being assisted through the dining area
by two staff members (EI#11 and EI#18 who are both resident assistants). The surveyor
observed that the buttocks of RI#1's sweat pants was wet and smelled like urine when the staff
members walked RI#1 by the surveyor. The surveyor observed EI#11 and EI1#18 take RI#1 into
his/her bathroom. A few minutes later, the surveyor observed RI#1 walking with EI#11 and
EI#18 back through the dining area. RI#1 still had on the wet sweat pants.

On 01/20/07, at 11:20 A.M., the surveyor observed RI#1 wandering the halls and trying to push
the Exit doors open. RI#1 still had on the sweat pants that were wet on the buttocks and smelled
of urine.

On 01/20/07, at 11:45 A.M., the surveyor observed RI#1 seated in a dining room chair. RI#1
continued to wear the wet sweat pants and continued to have an odor of urine. The wetness of
the buttocks of RI#1's sweat pants was visible from the back of the open back dining chair.

On 01/20/07, at 12:30 P.M., the surveyor observed RI#1 eating lunch. RI#1 continued to wear
the sweat pants that had been wet at 11:00 A.M.

On 01/20/07, at 12:50 P.M., the surveyor observed RI#1 walking the halls and pushing on the
Exit doors. RI#1 continued to wear the same sweat pants but the buttocks were dry. The
surveyor continued to smell the odor of urine as RI#1 walked by.

On 01/20/07, at 1:00 P.M., the surveyor observed RI#1 walk through the dining area and go into
his/her bathroom. The surveyor observed RI#1 void into the toilet, flush the toilet, not wash
his/her hands, and return to the dining area. The surveyor observed that RI#1 continued to wear
the same sweat pants that he/she had on at 11:00 A.M. The surveyor observed that now the
waist band and upper middle seam and buttock area of the sweat pants were wet with urine for
approximately 5 to 6 inches from the waist down where RI#1 had voided on the pants. (No staff
member had assisted RI#1 in toileting). The surveyor observed that the odor of urine was now
very strong when RI#1 walked by the surveyor.

On 01/20/07, at 1:15 P.M., the surveyor observed RI#1 wandering through the halls in the wet
sweat pants with a very strong urine odor.
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On 01/20/07, at 1:30 P.M., the surveyor observed EI#11 and EI#18 take RI#1 into his/her
bathroom and change the wet sweat pants. The surveyor observed that RI#1 had wandered the
halls, eaten lunch, taken him/her self to the toilet without staff assistance, and had worn wet and
urine smelling sweat pants for 2 and one half hours during this time.

Meal time observations:

On 01/17/07, at approximately 8:15A.M., the surveyor observed RI#6 attempting to drink out of
a glass. RI#6 was not able to manage drinking out of the glass by him/her self. RI#6 spilled
most of the contents of the orange breakfast beverage onto the table and the floor. No staff
member was assisting RI#6 with drinking. EI#2, RN, Unit Coordinator (UC), approached the
table to administer medications to RI#6 and saw the orange breakfast beverage spilled on the
table and floor. EI#2 stated, "Oh. RI#6. Look what you've done."”

On 01/22/07, at 5:00 P.M., after reviewing RI#6's record, the surveyor noted that RI#6 had an
admission date to the facility of 09/26/05. RI#6 did not have a PSMS (Physical Self
Maintenance Scale) for 2006. RI#6's "Resident Special Needs" sheet in the resident assistant's
book documented, "Sometimes needs help with eating." The surveyor noted that the specific
type of help with eating was not documented for the resident assistants to follow. EI#2 told the
surveyor that he/she had not been able to update the PSMS or Resident Special Needs sheet but
had been planning for about 2 months to get them updated.

On 01/18/07, from 12:00 Noon, until 12:30 P.M., the surveyor observed RI#5 sitting at the
dining table between a family member and a visitor from RI#5's church. The surveyor observed
that the two visitors fed RI#5 his/her lunch. The surveyor also observed that RI#5's family
member assisted another resident (RI1#11) by placing his/her arm around RI#11's shoulders to
keep RI#11 sitting upright in the chair. RI#11 kept slumping over in the chair to the left. RI#5's
visitor would put his/her arm around RI#11's shoulders to gently keep RI#11 in an upright
position. RI#5's visitor was observed assisting RI#11 with eating his/her lunch by telling RI#11
to take a bite or putting a bite of food on a spoon, then feeding it to RI#11. No staff assistance
was observed for RI#5 or RI#11 during this meal.

On 01/21/07, at 4:00P.M., during an interview with EI#1, Owner, and EI#2, RN/UC, the
surveyor asked which residents had to be fed or assisted. EI#2 stated, "RI#5, RI#6, RI#7, RI#8,
RI#9, and RI1#10." The surveyor asked if 2 staff members could serve all 12 residents, feed the
total feeders and assist the others with eating. EI#2 stated, "Yes. They can walk around from
table to table and assist them.” The surveyor asked which residents could not feed themselves.
El#2 stated, RI#5 and RI#9 and that RI#6 and RI#9 are heavy assistance feeders.

Ambulation:

On 01/17/07, from 11:45A.M., until 12:20P.M., the surveyor observed the following: RI#7
assisted RI#8 with ambulation from their room into the dining room. The 2 staff members on
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duty were assisting other residents. RI#7 assisted RI#8 with eating the noon meal. RI#7 was
assisting RI1#8 up from the chair at the dining table when RI#8 started to fall. RI#8 stated, "I'm
falling.” RI#7 steadied RI#8 until RI#8 was able to walk. RI#7 assisted RI#8 to walk back to
their room. The 2 staff members were assisting other residents during this time and no assistance
was offered to RI#8 by the staff.

Interview with El #1 and El #2:

On 01/22/07, at 6:20P.M., during an interview with EI#1, Owner, and EI#2, RN/UC, the
surveyor discussed the facility not having enough staff to meet the care needs of the residents,
even with observations of EI#2 assisting at meal times and with toileting of residents. El#1
stated that he hoped to add one more person to the staff and a part time nurse in another month if
El#1 can get all 16 beds filled with residents. The surveyor informed EI#1 and EI#2 that the
facility had to be staffed to meet the current resident's needs now, not a month from now. EI#1
stated that the residents had declined over the years.

b) Not having additional staff on duty to provide appropriate activities for residents with
dementia including activities to manage wandering and elopement seeking behavior.

RI#1, had an admission date to the facility of 06/21/2003. RI#1 had eloped from the facility
prior to the survey of 04/07/05. RI#1 had eloped again from the building (according to
interviews with facility staff) in the fall of 2006. The surveyor observed no staff intervention to
redirect RI#1 when RI#1 exhibited wandering and elopement exit seeking behavior. The
surveyor observed that the two staff members on duty were busy assisting other residents. The
surveyor observed RI#1 was wandering the halls, going in and out of any door that was not
secured, and pushing on all exit doors trying to get out of the building on the following dates and
times:

01/17/07 at 8:25A.M., 11:00A.M., 12:45P.M., 1:50P.M., 3:45P.M., 4:45P.M., 5:35P.M., and
6:15P.M.

01/18/07 at 9:15A.M., 10:15A.M., 12:45P.M., 1:00 P.M., and 3:00P.M.

01/19/07 at 10:00A.M., 10:40A.M., 12:45P.M., 1:30P.M., 2:00P.M., 3:30P.M., 4:00P.M.,
5:30P.M., and 6:00P.M.

01/20/07 at 9:45A.M., 9:55A.M,, 11:20A.M., 1:15P.M., 2:45P.M., 3:00P.M., and 7:00P.M.
01/21/07 at 3:00P.M., 3:30P.M., 3:45P.M., and 4:00P.M.

On 01/22/07, at 1:00 P.M., during a telephone interview with RI#1's sponsor, the surveyor asked
if RI#1 wandered. The sponsor stated that RI#1 did walk and try to get out the door almost
constantly. The surveyor asked what type activities had the sponsor observed the facility
provide to RI#1. The sponsor stated coloring and sometimes a walk in the fenced yard and that
these were about all of the activities that he/she had observed. The sponsor then stated that
RI#1, RI#2, and RI#4 liked to dance and that the sponsor had observed them dance once in a
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while. The surveyor asked RI#1's sponsor if he/she felt that if RI#1 were involved in more
activities that R1#1 would wander less frequently. RI#1's sponsor stated that he/she felt RI#1
would benefit but that RI#1's attention span was short and that coloring was not RI#1's favorite
activity. The surveyor asked RI#1's sponsor why RI#1's closet door was locked. The sponsor
stated that RI#1 would take everything out of the closet over and over daily if the door was not
locked. RI#1's sponsor stated that RI#1 would go into other resident's rooms and bring things
like pictures and whatnots back to his/her room and they were easier to find if RI#1 did not have
access to the closet to hide the items.

The surveyor observed that RI#1, RI#2, RI#3, RI#4, RI#7 and RI1#12, were all capable of
assistance only with most actions such being reminded of meal times, toileting, and minor to
major assistance with dressing at times, and were all able to ambulate independently most of the
time except for RI#2 who required assistance of one person at times to ambulate. The surveyor
observed that the activities of coloring, once or twice daily, short walks in the fenced area for
RI#4 and RI#12 with a staff member observing, and one time dancing in 7 days were not
appropriate activities for the residents level of function. On 01/18/07 and 01/19/07 RI#1, RI#2
and RI#4 were sitting at a dining room table coloring from a coloring book. RI#1 and RI#2
would not remain sitting down and got up numerous times. The facility failed to provide
appropriate activities based on each individual's requirements and functioning levels for 6 of 12
residents.

c) Not having sufficient licensed staff on duty at all times to administer medications to residents
with dementia. RI#8 did not receive medications at noon due to a nurse not being available. The
medication was prescribed to assist in the management of behavior symptoms. Refer to
420-5-20-.05(3)(q)10

d) Not staffing the facility at all times by one person who was currently certified in
Cardiopulmonary resuscitation (CPR). Refer to 420-5-20-.04(11)(f)

420-5-20-.04(11)(f) 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).

THIS RULE IS NOT MET AS EVIDENCED BY:

Based on a review of the facility's employee records including CPR certifications, a review of
the Plan of Correction submitted by EI#2, Facility Co-Owner, in response to this same
deficiency cited 04/07/05, and interviews with facility staff and the facility's owner, the surveyor
determined that the deficient practice of not staffing the facility by one person at all times
currently certified in CPR is repeated from the survey dated April 7, 2005.

On 01/23/07, at 4:00P.M., after interviewing facility staff and reviewing employee files, the
surveyor observed current CPR certification for the following employees: EI#4, RN, EI#7, LPN
and EI#9, RA. EI#1, Owner, stated that these were the three employees who he/she had found to
be currently CPR certified. EI#1, Owner, and EI#2, RN/UC both stated that EI#4, RN, and EI#7,
LPN, were both part time employees who were only in the building during times of medication
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administration. EI#1 and EI#2 agreed with the surveyor that EI#9, RA, was not able to staff the
building during all shifts. The surveyor noted the following as El#2's (Facility CO Owner) plan
of correction on 04/07/05, "Facility shall be staffed by at least one individual who has current
certification for CPR. At least one individual on each shift will be completed by 05/15/05."

420-5-20-.05(3)(c) Medical Examination Record. Not more than thirty days prior to
admission of any resident to a specialty care assisted living facility, the resident or
prospective resident shall be examined by a physician, who shall report his or her findings
in writing to the facility.

THIS RULE IS NOT MET AS EVIDENCED BY:

Based on interviews and record reviews, the surveyor determined that the facility failed to have
the physician's medical examination not more than thirty days prior to admission for 1 of 12
residents.

FINDINGS:

On 01/22/07, at 6:30P.M., after reviewing RI#3's record, the surveyor interviewed EI#1, Owner,
and E1#2, RN/UC. RI#3 had an admission date to the facility documented in the nurses notes as
10/21/06. The physician's medical exam was dated 11/20/06, thirty one days after RI#3's facility
admission. The surveyor asked EI#1 and EI#2 why. EI#2 stated that the facility had accepted
RI#3 as a resident without the required medical exam.

420-5-20-.05(3)(f)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
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 occurrence of
similar incidents in the future.
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420-5-20-.05(3)(f)2. Incidents which require investigation are: (i) An accident or injury of
know or unknown origin that was unusual or suspicious in nature or for which medical
treatment was sought; (ii) A fracture or an injury resulting in hospitalization;

(iii) Elopement by a resident; (iv) Sexual contact or a report of sexual contact between a
resident and a staff member of the facility; (v) Sexual contact or a report of sexual contact
between residents of the facility when such contact is not freely consented to by both
residents or when one of the residents is incapable of consenting to sexual contact by
reason of mental impairment; (vi) Physical abuse, verbal abuse, emotional abuse, or a
report of such abuse, directed at a resident by a staff member or visitor of the facility; (vii)
Resident on resident physical abuse resulting in injury; (viii) Theft or the reported theft of
the money or personal belongings of a resident; (ix) An outbreak of a contagious disease or
condition among residents (for example, influenza, methicillin-resistant Staphylococcus
aureus, or scabies): (x) 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; (xi) Intentional self-inflicted injury, suicide, or suicide attempt by a resident; (xii)
an unplanned occurrence that results in media attention; (xiii) A medication error,
including overdose, that results in a resident being hospitalized; (xiv) Ingestion by a
resident of a toxic substance that requires medical intervention; (xv) A food-borne
outbreak; or (xvi) A malfunction of the sprinkler system, fire alarm system or a door
locking device.

The facility failed to meet 420-5-20-.05(3)(f)1 and 420-5-20-.05(3)(f)2 by not investigating and
completing detailed accurate reports within 24 hours of events for 2 of 2 residents who eloped
from the facility. The facility also failed to implement appropriate interventions immediately.

FINDINGS:

1) RI#1 eloped from the facility on 09/19/06. A detailed report was not completed at the time of
the elopement. RI#1's family or sponsor was not notified of the elopement within 24 hours of
the event. RI#1's physician was not notified of the elopement within 24 hours of the event.
Appropriate interventions were not implemented immediately for RI#1.

2) RI#12 eloped from the facility on 12/23/06. A detailed report was not completed at the time
of the elopement. RI#12's family was not notified of the elopement within 24 hours of the event.
RI#12's physician was not notified of the elopement within 24 hours of the event. Appropriate

interventions were not implemented immediately for R1#12.

Refer to 420-5-20-.05(3)(9)2.

420-5-20-.05(3)(f)3. In addition, the following shall be reported to the Assisted Living
Facilities Report Hotline: (i) A fracture or an injury resulting in hospitalization;

(ii) Elopement by a resident; (iii) Sexual contact or a report of sexual contact between a
resident and a staff member of the facility; (iv) Sexual contact or a report of sexual contact
between residents of the facility when such contact is not freely consented to by both
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residents or when one of the residents is incapable of consenting to sexual contact by
reason of mental impairment; (v) Physical abuse, verbal abuse, emotional abuse, or a
report of such abuse directed at a resident by a staff member or visitor of the facility; (vi)
Resident on resident physical abuse resulting in injury; (vii) 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; (viii) Intentional self-inflicted injury,
suicide, or suicide attempt by a resident; (ix) An unplanned occurrence that results in
media attention; (x) A medication error, including overdose, that results in a resident
being hospitalized; (xi) Ingestion by a resident of a toxic substance that requires medical
intervention; (xii) A food-borne outbreak; or (xiii) A malfunction of the sprinkler system,
fire alarm system or a door locking device.

420-5-20-.05(3)(f)4. The report to the Assisted Living Facilities Report Hotline shall be
made within 24 hours of the incident and shall include the following: (i) Facility name;

(if) Time and date of the report; (iii) Reporter's name; (iv) Name of resident(s) involved in
the incident; (v) Names of staff on duty at the time of the incident; (vi) Date and time of
the incident; (vii) Any injury or injuries to resident(s); (viii) Action taken by the facility in
response to the incident.

The facility failed to notify the Assisted Living Facilities Report Hotline within 24 hours of the
elopements of RI#1 on 09/19/06 and RI1#12 on 12/23/06.

FINDINGS:

1) RI#1 eloped from the facility on 09/19/06. The facility failed to notify the Assisted Living
Facilities Report Hotline within 24 hours of 09/19/06.

2) RI#12 eloped from the facility on 12/23/06. The facility failed to notify the Assisted Living
Facilities Report Hotline within 24 hours of 12/23/06.
Refer to 420-5-20-.05(3)(9)2.

420-5-20-.05(3(g))2. Every resident shall have the right to live in a safe and decent
environment, to be free from abuse, neglect, and exploitation, and to be free from chemical
and physical restraints. The surveyor references 420-5-20-.05(3)(e). For the purposes of these
rules, the following terms shall have the following definitions: 1. Abuse means the willful
infliction of injury, confinement, intimidation or punishment with resulting physical harm, pain,
or mental anguish. Abuse shall also include verbal abuse, sexual abuse, physical abuse, and
mental abuse, as defined below. 2. Verbal abuse means the use of oral, written, or gestured
language that willfully includes disparaging or derogatory terms to residents or their families, or
that is used or uttered within the hearing distance of residents or their families, regardless of their
age, ability to comprehend, or disability. Examples of verbal abuse include threats of harm, or
saying things to frighten a resident, such as telling a resident that the resident will never see his
or her family again. 3. Sexual abuse means any sexually oriented behavior directed at a resident
by a staff member, any sexually oriented behavior between residents that is not fully and freely
consented to by both residents involved, or any sexually oriented behavior between residents
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when either or both residents are incapable of consenting to the behavior because of cognitive
impairment. 4. Physical abuse means any willful act directed at a resident that is intended to
result in or that is likely to result in injury or pain. Physical abuse includes slapping, pinching,
kicking, shoving, and corporal punishment of any kind. 5. Mental abuse means any willful act
directed at a resident that is intended to result in or that is likely to result in mental distress or
mental anguish. It includes humiliation, harassment, threats of punishment, and threats of
deprivation. 6. Neglect means the failure to provide goods and services necessary to avoid
physical harm or mental distress or anguish.

THIS RULE IS NOT MET AS EVIDENCED BY:

Based on observations, interviews with residents, resident sponsors, facility staff, and outside
agencies (either providing services to the facility or assessing the facility for a safe
environment), and review of facility and outside agency records, the surveyor determined that
the facility's owner, EI#1, failed to provide every resident with the right to live in a safe
environment for 12 of 12 sampled residents. EI#1 additionally failed to ensure that 12 of 12
residents were free of abuse. EI#1 finally failed to ensure that 10 of 12 residents were free from
neglect. See All Other Cited Deficiencies and references in findings to deficiency numbers:

FINDINGS:

ABUSE
One of twelve residents was physically abused and the employee was allowed to continue to
work putting all twelve residents at risk for abuse.

On 01/19/07 at 3:00 P.M., the surveyor interviewed EI#12. EI#12 said she and EI#13 were
trying to get RI#2's pants and diaper (adult depend) off him/her. EI#12 said that EI#17 came in
for the third shift around 10:00 to 10:15P.M and entered the room when RI#2 was swinging at
them. EI#12 said that RI#2 kicked at EI#17 and then EI#17 stomped RI#2's foot and pinched RI
#2's leg. EI#12 then said that EI#17 placed her hand around RI1#2's neck and pushed RI#2 back
in the chair. EI#12 said that EI#17 kept repeating to RI#2 that she was military material and that
RI#2 did not want to mess with her. EI#12 said that she didn't report the incident to EI#1 till the
next day.

The surveyor interviewed EI #13 on 01/19/07 at 8:10 P.M. EI#13 said that she and EI #12 were
getting RI#2 ready for bed and he/she bit her and they left till he/she calmed down. EI #12 said
that EI#17 came in early and went back into RI#2's room with them and that RI1#2 was being
very active, hitting, kicking and so forth and kicked EI#17. EI#13 said that EI#17 stomped
RI#2's foot and pinched RI1#2's legs a couple of times. EI#13 said that EI#17 kept telling RI#2,
"You don't want to mess with me. I'm from the military, over and over." El #13 said RI1#2 was
fighting with EI#17 some more and all of a sudden, EI#17 grabbed RI#2's throat and pushed
RI#2 back in the chair. E1#13 said the next day was Sunday and she had to wait until EI1#1,
Owner, was at home to call him.. EI#13 said that after she told EI#1, he kept saying something
about redirection and trying to turn it around on her. EI#13 said that EI#17 continued to work
there. EI #13 said that EI1#1 kept talking to her and EI#12 like they were lying because El#1
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would say, "I don't know how it happened or if it really happened.” EI #1 was referring to
whether he believed that the abuse happened or not.

On 01/21/07 at 4:20 P.M., the surveyor interviewed EI#1 and EI#2. The surveyor stated "Tell
me about EI#17, RA, abusing RI#2." EI#1, Owner, said "I tried not to get in a situation of
accusing her of abuse. | paid a severance check of $56.00 for 10/09/06. She showed up on
10/09/06, don't know why and she didn't stay. She can't come back and sue me since she cashed
the severance check. She can't sue me." The surveyor asked "Did you do any investigation?"
El#1 said "I don't use that term (the word investigation.)" EI#1 said that he told the RA's to sit
down and write a statement and that he received statements from EI#12 and EI#13, but not from
EI#17. The surveyor asked if EI#1 had reported the allegation of abuse to the Department of
Human Resources of Madison County's Adult Abuse Investigative Unit and to the Assisted
Living Facilities Report Hotline within 24 hours of the allegation. EI#1 said "I'm given 5 days to
investigate. | wasn't going to do an incident report until marks showed up." The surveyor stated
"You waited until marks showed up?" The surveyor asked "What is your policy and procedures
when someone is accused of abuse?” EI#1 said that he gets them to sign statements and
interviews them. The surveyor asked "What is your policy for the person accused of abusing a
resident. Do they continue to work?" EI#1 said it depended on if it was just a mistake, like if it
happened changing a diaper. The surveyor asked "What is the policy on rehire?" EI#1 said "If
it's unclear it just depends. I'm not going to fire someone for gossip.” The surveyor said "You
have 2 people working for you, that gave signed, dated statements that EI#17 abused RI#2 and
you don't believe them?" EI#1 said "I don't believe anyone. Everyone lies. | tried to do my
best. If | failed. I failed.”

The surveyor asked EI#1 "Where is the time card for EI#17? Where she worked when she
assaulted RI #2?" EI#1 said "This is all | got. She must not have got clocked in. | know I paid
her. 1 didn't accuse her of it. 1 wasn't going to do that until marks showed up.” The surveyor
again asked "Well, did bruises appear on RI#2's foot and leg as was documented by EI#2, RN,
and RI#2's spouse on the event report?" EI#1 said "Yes, they did." The surveyor again asked
"Did you investigate?" EI#1 said "Yes". The surveyor said "And you decided after your
investigation that EI#17 had physically abused RI#2?" EI#1 said "No, | let her go for other
things."

The Employee Warning Report for EI#17 dated 10/1/07 was not signed by anyone from the
facility or by her. Type of violation checked was "Lateness/Early Quit, Substandard Work
Quality, Carelessness, Violation of Company Policies or Procedures, Threatening or Engaging in
Violence, Unfit for Duty, Insubordination, and Violation of Safety Rules.” Under Supervisor's,
Employees Statement it is documented, "RI #2 incident dated 09/30/06. Under employee's
statement it is documented "Refused to make a written statement as a witness and possible
participant in incident.” Under Previous Warnings it is documented "Several verbal warnings
about her attitudes and loud talking.” Under Timetable for improvement it is documented
"Waited until she was no call, no show." The surveyor asked EI#1 "This is why you dismissed
EI#17?" EI#1 said "Yes."

El#1 was finally able to find time cards for EI#17 that had been placed through the time clock
with dates for September 22, 23 and 24th on one card and the other card had October 5 and 6,
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2006. The incident of abuse to RI#2 happened on 09/30/06. EI#1 continued to let EI#17 work.
El#17 was issued a check on 10/06/07 for $301.68 and a check on 10/09/06 for $56.00.

NEGLECT

Ten of twelve residents were not free from neglect as evidence by two residents who had
previous elopements, six residents with significant to severe weight loss, three residents with
altered skin integrity and three residents with behavior symptoms:

Elopements: Two of twelve residents eloped from the facility. The surveyor references
420-5-20-.06(2)(c)3. Elopements (a cognitively impaired resident exits a secure perimeter
without immediate and appropriate staff intervention).

1) RI#1, has a diagnosis of dementia and has been a resident at the facility since 06/21/03. The

surveyor observed RI#1 wandering about the facility going in and out of other residents' rooms,
and to all of the exit doors pushing on the doors trying to go home. There were no interventions
by the facility staff to redirect RI#1's attention from the doors. There were no activities meeting
RI#1's needs to manage the wandering behavior.

On 01/19/07, at 11:45A.M., the surveyor observed EI#1, Owner, walking with RI#1 in the dining
room. The surveyor asked El#1 if RI#1 had left the facility unaccompanied for walks between
04/07/05 and today (01/19/07). EI#1 stated, "No. RI#1 has not.”

On 01/19/07, at 6:30P.M., during interviews with EI#12, Resident Assistant (RA), and EI#23,
RA, the surveyor asked if any resident had eloped (left the facility when the resident was not safe
outside the secure perimeter without being accompanied by another person). EI#12 and EI1#23
both told the surveyor that back in the fall of 2006 during the 2:30 to 10:30P.M. shift, EI#12,
RA, received a phone call from EI#23, RA. EI#23 reported to EI#12 that RI#1 was standing by
Shields road between the road and the church. EI#13, RA, accompanied RI#1 back the 0.2 mile
distance to the facility. EI#12 stated that he/she reported the event to EI#1, Owner, when EI#13
returned RI#1 to the building that afternoon.

On 01/21/07, at 4:20P.M., during an interview with EI#1, Owner, and EI#2, RN/UC, El#1
identified the secure perimeter for the facility as being the walls of the upper floor with the
maglocked doors. The surveyor asked if any resident had exited the secure perimeter between
04/07/05 and 01/21/07. EI#1 replied, "I think that RI#1 did get out once." The surveyor asked
El#1, "Did you tell me the other day (01/19/07) that R1#1 had not exited the secure perimeter
since 04/07/05?" EI#1 replied, "1 didn't remember it." The surveyor asked if EI#1 and EI#2
were made aware of the incident in the fall of 2006? EI#1 stated yes. EI#2 stated yes. The
surveyor asked if either EI#1 or EI#2 had filled out a report on the event. EI#1 replied, "I can't
remember." EI#2 replied, "I may not have. I'll have to look." The surveyor asked if EI#1 or
El#2 remembered if the event had been reported to RI#1's sponsor. EI#1 replied, "I can't
remember.” EI#2 replied, "I don't think that I did anything. It was EI#1's job as the
administrator to do." The surveyor asked what steps had been taken to prevent the secure
perimeter from being exited again. EI#1 replied, "Located the malfunctioning lock and fixed it."
The surveyor asked if there were documentation showing the lock had been repaired. El#2
replied, "Probably not. If you did not find it in the record it probably was not recorded.” The
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surveyor asked if the event was reported to the Assisted Living Facilities Report Hotline. EI#1
stated, "No. Probably not." EI#2 stated, "Probably not."”

On 01/22/07, at 6:20P.M., during an interview with EI#1 and EI#2, the surveyor asked if they
had located documentation regarding RI#1's elopement. EI#1 stated that EI#13, RA, had taken
out the garbage that night and had placed a piece of magnet into the door. The magnet
interrupted the signal disabling the maglock. EI#1 stated that the piece had been located and
removed from the maglock. EI#1 stated that the event had occurred 09/19/06 and was
documented in his/her administrative notebook. EI#2 handed the surveyor a facility
"Incident/Accident Report" for RI#1. The report did not have a date on it for the event. The
surveyor asked if the event report was written on 09/19/06. EI#1 and El#2 stated, "The event
report was written last night (01/21/07)." EI#1 stated, "I don't remember why | forgot to call the
department and make out the report. That was when | was so bad with this ear problem.” The
surveyor asked, "Was RI#1's family (sponsor) notified?" EI#1 replied, "No." The surveyor
asked, "Was RI#1's doctor notified?" EI#1 replied, "No." The surveyor asked, "Did you notify
the Assisted Living Facilities Report Hotline?" EI#1 replied, "No. | told everybody that we had
to do all of that in 24 hours but | didn't follow up on it." The surveyor observed the following
documentation on the report: RI#1's first and last name. Resident was able to open an outside
door due to a magnetic door malfunction. Staff did not see him/her leave. He/she went across
Toby Road into the church parking lot. A former employee call and informed us about it.
Immediately EI#1 and EI#2 went to investigate. EI#12 and EI#13 (both resident assistants'
names were documented on the report). EI#13 was discharged. Cause of the malfunction
removed and door functions properly. EI#1 has a medical (short term) issue which at times
inhibits memory. EI#1 failed to notify, though EI#1 did tell staff he/she would. Staff to be
retrained in watching the residents. El#1's name and EI#2's name were documented at the
bottom of the report.

2) RI#12 had an admission date to the facility of 11/24/06. RI#12's medical exam and plan of
care dated 11/20/06 documented Alzheimer's Disease as a diagnosis. RI#12's "Behavior Screen"
dated 11/20/06, documented, "Wandering/Pacing: Yes." RI#12's Physical Self Maintenance
Scale dated 11/20/06 documented, "Goes about grounds or city" for Physical Ambulation.

On 01/19/07, at 11:00A.M., during a visit with RI#12 in his/her room, a visitor in the room
showed the surveyor that the window to RI#12's room was screwed closed with two screws and
would not open. The surveyor assessed RI#12 as being oriented to name only. RI#12 was not
oriented to place, time or current events. The surveyor asked RI#12 why there were screws in
his/her window. RI#12 stated, "l have no idea.” RI#12's visitor stated that he/she had been told
that RI#12 had left the facility unaccompanied once by putting the window in the up position
then climbing out the window to the outside. RI#12's visitor stated that the windows were not
screwed shut when RI#12 was admitted to the building in November.

On 01/19/07, at 1:35P.M., a representative of the Madison County Fire Marshall's office arrived
at the facility and instructed EI#1, Owner, to remove the screws from RI#12's window and the
dining room window as they were a fire safety hazard. The surveyor asked EI#1, Owner, why
the screws were in RI#12's window. EI#1 replied, "I don't know how those screws got in the
window to RI#12's room. I'm not trying to throw you off or mislead you. | don't know how they
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got there." EI#1 then told the surveyor, "l know who did it and why. The prior resident's family
put the screws in the window."

On 01/19/07 at 1:40P.M., EI#1, Owner, told the surveyor, "I know exactly who put those screws
in RI#12's window but I'm not saying who."

On 01/19/07, at 2:00P.M., the surveyor observed that the screws that EI#1 identified as having
been removed from RI#12's window were long. The surveyor stated, "Those screws are long
ones." EI#1 replied, "They are 3 inch decking screws."

On 01/19/07, at 3:30P.M., during an interview with EI#15, Resident Assistant (RA), the
surveyor asked if EI#15 knew how the screws got into RI1#12's window and when. EI#15
replied, "I was in the kitchen one afternoon and saw a movement out of the kitchen door
window. | went outside and saw RI#12's window screen on the ground below the window.
RI#12 was standing by my car. This was right before Christmas." The surveyor asked EI#15 if
he/she were able to get RI#12 back into the building. EI#15 stated, "I just talked with RI#12 and
RI#12 was willing to go back inside with me." The surveyor asked EI#15 if he/she had notified
El#1, Owner, about RI#12 being outside the window. EI#15 replied, "Yes. As soon as we came
inside. EIl#1's family member came that night and put the screws in RI#12's window. | saw
him/her do it." The surveyor asked EI#15 if he/she knew who had put the screw in the dining
room window. EI#15 stated, "EI#1 did. | saw him/her put the screw in the window."

On 01/19/06, at 5:30P.M., during a visit with RI#12's visitors, the surveyor asked the visitors if
RI#12 had ever left the facility. One of the visitors stated that a staff member had told them that
RI#12 had opened the window in RI#12's bedroom, pushed out the screen, and climbed out the
window. The visitor stated that RI#12 had complained after the event that his/her tail bone hurt
ever since then. The surveyor asked the visitor if he/she was aware of any injuries from the
event. The visitor told the surveyor that yes he/she was aware of RI1#12's shoulder being bruised
and the right hip being bruised. The visitor stated that there was also bruising and a small cut on
RI#12's tail bone area as he/she (visitor) had looked at RI#12's tail bone. The visitor then stated
that EI#2, RN/UC, was putting some type cream on the area. The visitor stated this had occurred
some time in December of 2006. The visitor stated that the screws were not in RI#12's window
when he/she had been admitted to the facility in November of 2006.

On 01/20/07, at 3:00P.M., during a review of RI1#12's facility records, the surveyor noted:

Facility Nurses' Notes documentation for RI#12: a) 11/24/06, at 7:30P.M., wants to get ready
for bed, put on long johns, then put clothes back on and heavy jacket. b) 11/27/06-states,

"wants to go home." ¢) 12/05/06-continues to be confused and disoriented, talks about "going
home." d) 12/22/06-walking in yard with resident assistant, reached up on fence to try to climb
over. Injured left and right hands on barbed wire. RI#12 anxious states, "They are coming to get
me to take me home." Redirection not effective. Medication given as directed. e)
12/23/06-Early evening. RI#12 attempted to get out window of his/her room. Family
contacted-family member stayed the night with RI#12. EI#2, RN, and Unit Coordinator had
signed all documentation in the nurses notes.
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The "Nursing Care Plan” for RI#12 documented: "12/22/06-Attempt to leave facility.
Approach-Redirect and validate. Consult with family and physician. Medication changes.
El#2, RN/UC." There were no entries for the elopement by RI#12 on 12/23/06 on the "Nursing
Care Plan.”

RI#12 did not have a "Resident Specials Needs" sheet in the resident assistant's book to direct
RI#12's care and address wandering behavior and elopements.

A facility "Physicians Visit Report" sheet for RI#12 dated 01/08/07. EI#2 had sent the physician
the following documentation on the sheet, "RI#12 admitted to facility on 11/24/06. RI#12
wanders and gets lost. Can't find the bathroom. RI#12 becomes more confused and agitated at
night, does not sleep all day and all night, turns chairs and tables over, goes into other resident's
rooms, looks for his/her keys and automobile, tried to climb over the fence on 12/22/06. Next
day climbed out the window of his/her room after knocking out the screen."

On 01/21/07, at 4:30P.M., during an interview with EI#1, Owner, and EI#2, RN/UC, the
surveyor asked, "Has RI#12 ever climbed out of his/her window?" EI#1 stated, "Yes." The
surveyor asked, "Did you fill out a report?" EI#1 replied, "Probably not." The surveyor asked if
El#1 had reported it to the physician on 12/23/06? EI#1 stated, "Probably not." The surveyor
asked EI#2, RN/UC if the date of 01/08/07 was correct for the documentation notifying the
physician of the event that occurred 12/23/06. EI#2 stated, "Yes." The surveyor asked if the
event had been reported to the Assisted Living Facilities Report Hotline. EI#1 stated, "Probably
not." The surveyor then asked EI#1, "How did the screws get in RI#12's bedroom window and
when?" EI#1 replied, "My family member put them in that night. We were to remember to
remove them the next morning. We forgot to take them out. 1 am not medically able to keep up
with everything." The surveyor asked El#1, "Did you tell me a false hood when you told me
three different stories about the screws in RI#12's window on 01/19/07?" EI#1 replied, "Yes. |
did but I didn't do it intentionally. 1 really don't know what I'm saying sometimes."

On 01/22/07, at 6:20P.M., the surveyor received a copy of the facility's Incident/Accident Report
for RI#12 from EI#2, RN/UC. The date in the upper left corner of the report was 12/23/06.
Documentation of RI#12's first and last name. Other documentation: Window Screen of
bedroom window. Resident confused about place and persons/time. "States he/she wants to go
home." He/she went to his/her room - pushed screen out of window and climbed out. Resident
assistants saw him/her outside and went immediately to lead him/her back inside. Reinforce
instructions to resident assistants that they should be aware of where each resident is at all times.
Encourage RI#12 to participate in activities with other residents. The report was signed by EI#2,
RN/UC. The surveyor asked El#2 when the report had been filled out. El#2 stated, "Last
Night." The surveyor asked if last night was 01/21/07? EI#2 stated, "Yes."

NUTRITION/SKIN INTEGRITY/BEHAVIORS

The surveyor references 420-5-20-.06(2)(c)1(iii) which states that, 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 3 months or less, or a 10% or greater weight loss in a period of 6
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
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reducing the resident's weight, and such diet has been approved by the resident's attending
physician.

Six of twelve residents suffered significant to severe weight loss. The significant weight loss of
the residents was due to: 1) The facility's failure to assist resident who required assistance with
meals (reminders to: stay at the table and take a bite of food, return the resident to the table,
place a spoon with food on it in the resident's hand and guide it to the resident's mouth and feed
those residents who needed total assistance. 2) The facility's failure to direct care staff as to
how to provide nutritional supplements to residents who were losing weight. 3) The facility's
failure to develop and evaluate interventions to prevent weight loss and promote weight gain.
4)inadequate portions of food being prepared and served by the facility staff), 5) The facility's
Administrator and the facility's RN failed to contact a dietitian to evaluate residents with weight
loss and to provide guidance in menu planning for residents who required special dietary needs.

On 01/17/07 at 6:45 A.M., the surveyor noted that there was a purple note on the bulletin board
in the kitchen with documentation as follows: Give Boost to RI#11, RI#10, RI#12, and RI#7 for
weight loss. On these written instructions R1 #5 was not included as a resident to receive Boost.

On 01/17/07 from approximately 11:00 A.M., until 1:00 P.M., during the preparation and after
the meal was completed, the surveyor interviewed EI#16 about the lunch meal for that date. The
surveyor asked EI#16 how did he/she know how much of each item to prepare. EI#16 stated that
ElI#2, RN, would either put the number of packages to be prepared on the menu or tell the
resident assistants how much of each item to prepare. The surveyor reviewed the packages for
serving information and asked EI#16 how many packages of each item had been prepared for
lunch. The surveyor observed that the lunch meal did not have enough servings prepared for 11
residents (RI#4 was out of the building with a family member and did not eat lunch). The
surveyor observed that the servings for each resident differed in amounts. The surveyor
observed that food was left over after the meal. EI#16 prepared the following:

3 packages of Hormel Pork Roast au jus. The label on the package documented: Nutrition
Facts: Serving Size 5 ounces. Servings per container about 3.5. Calories per serving 180. The
total recommended servings of meat prepared for the meal was about 10.5 servings to be divided
between 11 residents. The surveyor observed that no second portions of the meat was offered to
any resident. After the meal was completed the surveyor asked EI#16 to tell the surveyor how
much of the meat was left over without having been served to the residents. EI#16 stated that
about 3/4 of a cup or 2 ounces left over.

3 packages of Knorr Lipton Asian Side Rice. The label on the package documented: Nutrition
Facts: Servings per container: 2.5 servings. Each serving equals 1 cup prepared food. Calories
290. The total recommended servings of the rice dish prepared for the meal was 7.5 servings to
be divided between 11 residents. The surveyor observed that no second portions of the rice side
dish was offered to any resident. After the meal was completed the surveyor asked EI#16 to tell
the surveyor how much of the rice was left over (had not been served to the residents). EI#16
stated there was approximately 3/4 of a cup left over or less than 1 serving.
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2 packages of Kroger Garden Blend Italian Style Frozen Vegetables. The label on the package
documented: Nutrition Facts: Serving Size 3/4 cup. Servings per container: about 5. Calories
per serving: 40. The total recommended servings of the vegetable dish prepared for the meal
was about 10 servings to be divided between 11 residents. The surveyor observed that no second
portions of vegetables were offered to any resident. After the meal was completed the surveyor
asked EI#16 to tell the surveyor how much of the vegetables were left over (had not been served
to the residents). EI#16 stated there was approximately 1 serving left or 3/4 cup.

The dessert for the lunch meal consisted of either approximately 2 or 4 ounces in two different
size custard cups or dessert cups. The surveyor observed EI#16 measure to the lines on the
different size cups by pouring water from a measuring cup with 8 ounces of water in the cup.
The smaller cups held two ounces or 1/4 cup of ice cream. The larger cups held four ounces or
1/2 cup of ice cream. The label on the ice cream container documented: Serving Size: 1/2 cup.
Calories per 1/2 cup: 130 calories. The surveyor observed that no second portions of ice cream
were offered to any resident. RI#6 who was not allowed milk products received a small
prepackaged clear cup of fruit. The label on the box that the cup of fruit was removed from gave
the caloric content of one prepackaged cup of fruit as containing 90 calories. RI#6 ate all of
his/her fruit snack.

The light tea served with the lunch meal label documented: Each 8 ounce serving has zero
calories, zero sodium, zero carbohydrates, and zero protein. Not a significant source of calories
from fat, saturated fat, trans fat, cholesterol, dietary fiber, vitamin A, Vitamin C, Calcium or
Iron.

On 01/17/06, at 5:00 P.M., the surveyor interviewed EI#15 regarding the preparation of the
evening meal. EI#15 stated that the two small cans of tuna fish would not feed 12 people a
sandwich so he/she had gone back to the basement and brought up two larger cans. EI#15
stated, | fix and offer everyone seconds when | work but usually only RI#1, RI#4, RI#7, and
RI#12 will eat a second serving. EI#2 tells us to fix 2 small cans of tuna but that is not enough.
It takes two small ones and two large ones. The surveyor received a label from each size tuna
can. EI#15 stated, "l use 2 slices of bread, and serve each resident a whole sandwich when | am
here." The menu for supper is a whole tuna fish salad sandwich, some potato chips, pudding and
tea. | add eggs and other things to the tuna where they can eat it. The surveyor observed the
tuna labels documented: the two small cans contained about 2.5 servings each (1/4 cup servings)
and the two larger cans contained about 5 servings each. The surveyor observed that this was
about 15 servings of tuna for the evening meal. EI#15 stated that he/she had added to the four
cans of tuna the following: 4 large boiled eggs, 3 tablespoons of mayonnaise, four teaspoons of
sweet pickle relish, two teaspoons of mustard and some black pepper.

Even though the facility was not always preparing enough appropriate serving sizes for each
meal, they also would not allow a family member to bring food to their loved one. On 01/19/07,
at 5:30 P.M., the surveyor observed the visitors give RI#12 a large hamburger, a serving of
French fries, and a soft drink from a fast food restaurant. The surveyor observed RI1#12 eat the
entire meal in his/her bedroom while visiting with the visitors. (Grandson and wife) The
surveyor asked if RI#12 was losing weight and both of them said yes. The wife of the grandson
said that RI#12 loves hamburgers and they knew that he/she would eat it and maybe RI1#12
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would gain some weight. RI#12 finished eating the meal and stated, "That hamburger and fries
was so good."

On 01/19/07, at approximately 6:15 P.M., EI#15 came into the sun room asking that the surveyor
go into the living area and stop an argument between EI#1 and one of RI#12's visitors. The
surveyor entered the area and heard El#1 yelling at the visitor, Do not bring any food in here to
RI#12. You have a sack from a hamburger place in your hands, R1#12 won't eat the meals here
if you bring in food. The surveyor intervened and separated Dr. Hacker and the visitor.

On 01/18/07 at 12:05 P.M., the surveyor interviewed EI#18, RA on day shift. The surveyor
asked "Is anyone receiving supplements?" EI#18 said "Sometime RI #8, RI #9, RI #12 if they
eat 50% or less." The surveyor asked "Who instructed you on this?" EI#18 said EI#2, RN/Unit
Coordinator. The surveyor asked if she was aware of anyone loosing weight and she said "No."

The surveyor interviewed EI#9 on 01/18/07 at 12:30 P.M., and asked who EI#9 gave Boost to
and when would it be given. EI#9 said that Boost was given to RI#12, RI#9, and sometimes RI
#10. EI#9 said that she gives Boost to these residents if they eat less than 25% of meal and
sometimes will give as a snack. The surveyor asked where she documented when she gave the
Boost to the residents and she said "In the ADLs." The surveyor said "Show me." EI#9 got a
book from the cabinet and showed me RI#8's "Activities of Daily Living™ sheet and pointed to
January 3, under "Meal 2" and "Boost" was written in the space where the percentage of meal is
normally documented.

On 01/19/07 at 10:30 A.M., the surveyor interviewed EI#9, RA for day shift. The surveyor
asked if she was aware of any resident losing weight and was told "No." The surveyor asked
EI#9 to explain how she figured the percentages of the amount of food each resident ate and was
told the following:

25% if 2 or 3 bites

50% if ate just meat or just the 2 vegetables

75% if ate all of the meet and ate one half of each vegetable.

The surveyor asked EI#9 if any resident was on a special diet. EI#9 replied " RI#9 pureed
sometimes, RI1#3 and RI#10 chopped up meats, RI#6 no dairy products and RI#11 can't eat
bacon.”

On 01/19/07 at 12:20 P.M., the surveyor interviewed EI#16, RA for day shift. The surveyor
asked what residents were losing weight. EI#16 said that there was a list in the kitchen to give
boost to RI#12, RI#10, RI#3, and RI#11. The surveyor asked "When do you give Boost?"
EI#16 said "When they don't eat." The surveyor asked where she documented it and she said in
the ADL book. The surveyor asked "Where?" EI#16 said she wrote it where the percentage of
food went. The surveyor asked EI#16 to explain how she figured the percentages of the amount
of food each resident ate and was told the following:

25% was if the resident ate 1 or 2 bites of food

50% and 100% is if the resident ate half the food.

The surveyor asked EI#16 what she did when the resident ate all their food and she said "give
them dessert.” The surveyor asked "You don't offer more food?" EI#16 said "No."

Page 19 of 54



The surveyor asked "Have you been taught how to transfer residents?" EI#16 said "Not here."
The surveyor asked "What about the residents that have problems with feeding, have you been
taught or received specific instructions on RI#5, RI#9, RI#10?" EI#16 said "No, | just learned as
I went."

On 01/19/07 at 12:45 P.M., the surveyor interviewed EI#16, RA. The surveyor asked "How do
you know what amount to cook?" EI#16 said "EI#2 will write it sometimes on the menu, like 2
bags of vegetables, like the other day. If EI#2 doesn't tell me, we fix what we want so there is
enough.” The surveyor asked "Do you mean not enough food sometimes?" EI#16 said "Barely."
The surveyor asked "Is there usually food left over to ask residents if they want seconds?"

EI#16 said "No."

On 01/19/07 at 1:10 P.M., the surveyor interviewed EI#15, RA. the surveyor asked "How do
you decide how much you are going to cook each meal?" EI#15 said "l go by the menu. 1
sometimes fix a little more than on the menu.” The surveyor asked "Why?" EI#15 said
"Because sometimes it doesn't make enough.” The surveyor asked "Have you ever brought it to
El#1 and EI#2's attention?" EI#15 said "Yes." The surveyor said "What did they say?" EI#15
said "They like to go by the serving size on the packages of food." The surveyor said "We've
looked at servings on packages and it is not enough.” EI#15 said "l know." The surveyor asked
if there were sometimes food leftover and EI#15 said "If they aren't here (EI#1 and EI#2), |
cook a lot. If they are here, | don't." The surveyor asked "Why are you afraid to cook like you
want?" EI#15 said "They will say why are you cooking more than what's on the menu. They
fuss.”

On 01/20/07 at 9:50 A.M., the surveyor interviewed EI1#22, LPN. (Employed since
Thanksgiving Day 2006). The surveyor asked "Are you aware of anyone with weight loss?"
El#22 said "No ma'am. 1 did weights last month and they were fine to me." The surveyor asked
"How did you figure they were fine? Did you just look at the month before?" EI#22 said "Yes
ma'am.” The surveyor asked "Have you ever been told that anyone's losing weight?" El#22
said "No." The surveyor asked "How are you made aware of changes in the residents?" EIl#22
said EI#2 and the RAs (Resident Assistants).” The surveyor asked "Verbal?" EI#22 said "yes."
The surveyor said "I asked you earlier if you were aware of RI #10's skin tear, you said no.
Shouldn't you be made aware?" EI#22 said "Yes." The surveyor asked "So, you are told of
changes to residents if EI#2 happens to be here or if the RAs happen to mention something about
the resident to you?" EI#22 said "Yes, that's correct.” The surveyor stated "So there is no
formal documented way to know of the changes in the residents?” EI#22 said "No. There is a
notebook on the medication cart that has when resident goes to the doctor and the medication
changes. That's all."

On 01/21/07 at 4:15 P.M., the surveyor interviewed EI#1, Administrator and EI#2, RN/Unit
Coordinator. The surveyor asked "Do you have a weight loss policy?" EI#2 said "Policy for
losing weight? | would weigh them more than once a month, call the doctor, notify the family,
increase calorie count and give supplements and snacks.” EI#1 said "in our weight management
policy if they miss eating a meal or eat less than 50% of the meal they get a boost, the second
refusal we call the family." the surveyor said "Anytime any resident eats less than 50% they
give a boost. EI#1 and EI#2 both said "Yes" The surveyor asked "Where is it recorded?" EI#2
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said "on the ADL sheets." The surveyor asked what residents needed assistance or needed to be
fed. EI#2 said "RI#10, RI#9, RI#7, RI#8, RI#6, RI#5."

There is only 2 Resident Assistants scheduled for each shift with no cook or dietary help. The
surveyor asked "Do you expect 1 person or 2 people to assist or feed all the people who requires
feeding?" EI#2 "Yes, one can walk around from table to table assisting the people and the other
staff sits at a table close to the kitchen with the feeders.” The surveyor said "From my
observations that is not so, the two workers are at one table. There is a wall that blocks the view
of the other two tables from the staff." EI#2 said that they don't do. The surveyor asked "So you
are aware that this is a problem?" EI#2 said "They do right when I'm here." The surveyor asked
"Have they been taught to record by percentages the amount eaten?” EI#2 said "There is a chart
on the wall." EI#1 said "They can't figure out percentages. They should have learned that in
school. | taught them to figure out 1/2 a plate.” EI#2 said "When I'm not here they don't feed
them right. They take the plate away before I see it when I'm here. | know they are
documenting the wrong percentage."

1) RI #5, Weight Loss:

RI # 5 was admitted to the facility on 10/18/03. A hospital discharge summary dated 8/04/04
documents that the resident should receive pureed food with thin liquids. On 01/20/07 at 12:10
P.M., the surveyor observed the resident being fed by the family member. There were big strips
of baked chicken on the plate. The family member told the surveyor the resident could not eat
the chicken. On 01/27/07 at 3:35 p.m. the surveyor asked EI#2 when the diet order changed
from pureed. EI#2 stated they did not get an order to change the diet. EI#2 stated at first the
facility did feed the resident a pureed diet but then the resident started eating regular food. The
medical exam dated 12/05/05 documents a diagnosis of dementia. The facility’s Nursing Plan of
Care” dated 05/18/06 documents that RI #5 requires total care with activities of daily living and
must be hand fed. RI#5 suffered a 6.4% severe weight loss from a May 2006 weight of 105
pounds to a June 2006 weight of 98.25 pounds. The “Nursing Plan of Care” dated 06/20/06
documents that RI #5 had weight loss and to give Boost as a diet supplement. During interviews
with EI#18 on 01/18/07 at 12:05 P.M., EI#9 on 1/18/07 at 12:30 P.M. and EI#16 on -1/19/07 at
12:20 P.M. it was revealed that none of the employee knew RI#5 was losing weight or that the
resident was to receive the Boost supplement. The “Nursing Plan of Care” 07/06; 08/06; and
09/06 documents the resident’s weight was stable at 96# to 98#. It further documents that the
resident’s appetite was good and that the facility would continue with the plan of care. RI#5 lost
an additional 3 pounds from a September weight of 98 pounds to an October weight of 95
pounds. There were no other interventions documented in the record.

On 01/22/07 at 3:35 p.m. El#2 was asked if there was a comprehensive assessment and a

medical exam and plan completed for RI#5 due to the hospital stay and weight loss. EI#2 stated
there was not. The surveyor asked if there was an annual PSMS or Behavior Screen for the year
2005. EIl#2 said, no. The surveyor asked if there were any additional care plans or interventions
besides what was found in the chart. EI#2 replied no. The surveyor asked "On the discharge
summary dated 08/04/04 from the hospital it is documented that RI#5 should receive pureed
food with thin liquids. When did this diet change? Did you get an order?" EI#2 said "No, at first
we did feed him/her pureed and then he/she started eating regular food." The surveyor said "You
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know you need an order to change. There was a reason for that order.” EI#2 said "Well, he/she
was eating regular food okay." The surveyor stated "I saw his/her family member feeding
him/her at lunch time and there were big strips of baked chicken on the plate and the family
member said that he/she couldn't eat that.” EI#2 did not reply.

The RA's (Resident Assistants) have an ADL notebook that they document on daily what
activities of daily living was completed for each resident and the percentage of meal and snacks
eaten. There is also a form filled out on each resident called "Resident Special Needs" and has
the "special needs" of the resident documented on it that the RA's need to be aware of to meet the
resident's needs. On RI #5's form the only intervention documented is to "give boost if less than
75% of meal eaten. Other interventions are to turn every 2 hours during the night, check every 2
hours for wetness.” The surveyor interviewed EI#9 and EI1#16 and they said that when they give
a resident a supplement they document it in the ADL book.

On 01/22/07 at 3:45 P.M., the surveyor interviewed El#2, RN/Unit Coordinator and asked
"When you say 'give boost if less than 75% of meal eaten' in the ADL book, do you mean 75%
or less or just less than 75%?" EI#2 said "75% or less."

On 01/20/07 at 11:35 A.M., the surveyor reviewed the ADL book and noted that RI#5 ate 75%
on January 1, 2007 and there was no supplement documented as given.

The surveyor observed RI#5's family member come every day at lunch time and fed RI#5. On
01/20/07 at 12:50 P.M., the surveyor interviewed RI#5's family member and asked "Has RI #5
lost weight?" RI#5's family member said "I think he/she has. | come almost everyday at lunch.
I make sure he/she gets fed well."

2) RI#6, Weight Loss:

RI#6 was admitted to the facility on 09/26/05. The medical exam dated 09/26/05 documented
RI#6's diagnoses are CAD, HNT., GERD, and Dementia. It is also documented that RI#6 is
dependent on grooming, bathing, dressing, and toileting and transfer with the assistance of one
person. On the facility's "Nursing Plan of Care" dated 10/25/05 it is documented that the
resident has a decreased appetite. The intervention was to "consult with family and primary
physician." On 04/30/06 a on the "Nursing Plan of Care" it is documented that there are "no
significant changes.” The RA's (Resident Assistants) have an ADL notebook that they document
on daily what type activities of daily living was completed for each resident and the percentage
of meal and snacks eaten. The "Resident Special Needs" form in the ADL Book documented
"No milk products. Give fruit or cookies instead of ice cream or pudding.” There are no
interventions or instructions to address the resident's significant weight loss in either the Nursing
Plan of Care or the ADL Book for the Resident Assistants.

On 01/17/07 at 10:30 A.M., the surveyor reviewed RI#6's record and noted the following
weights:

04/06 = 156 pounds
05/06 = 151 pounds

Page 22 of 54



06/06 = 148 pounds
07/06 = 148 pounds
08/06 = 154 pounds
09/06 = 145 pounds
10/06 = 142 pounds
11/06 = 142 pounds
12/06 = 142 pounds
01/19/07 = 139 pounds

RI#6 lost 9 pounds in one month from 08/06 to 09/06. (154 pounds to 145). This is a 6% weight
loss and is significant. RI#6 lost 12 pounds in three months from 08/06 to 11/06. (154 pounds to
142). This is a 8% weight loss and is significant. RI#6 lost 15 pounds in five months from
08/06 to 01/07. (154 pounds to 139). This is a 10% weight loss and is significant.

On 01/17/07 at 8:10 A.M., the surveyor observed RI#6 eat breakfast. RI#6 received 1 piece of
toast with butter and jelly, 2 pieces of bacon, scrambled eggs, and 8 ounces of orange drink.
RI#6 ate/drank 100 % of everything except his/her serving of eggs (consumed about 25% of the
eggs) by feeding him/her self with a spoon and by using his/her hands. The surveyor observed
RI1 #6 knock over his/her orange drink on the floor, then take RI#2's orange drink and drink it.
From 8:00 to 8:10 A.M., the surveyor observed RI#6 make sucking sounds through his/her straw
from a empty glass. RI#6 finished his/her breakfast without any encouragement from staff nor
did any staff ask if RI#6 wanted more to drink or more to eat.

On 01/17/07 at 11:50 A.M., the surveyor observed RI#6 each lunch. RI#6 received some

Knorr Lipton Asian Side Rice (observations during meal preparation revealed there was not
enough rice prepared to serve 12 residents), mixed vegetables, large pieces of shredded pork
roast, 1 slice of white bread, one prepackaged plastic container of peaches, and a tea mix. RI#6
ate 25% of the rice and mixed vegetables, a couple of bites of pork roast and 0% of bread, 100%
of the small plastic container of peaches and drank 100% of the tea mix which mix did not
contain any caloric or nutritional value. RI#6 was brought to the table to eat, sat there and slept
till 12:20 P.M. The surveyor observed EI#16, RA sit down and spoon feed RI#6 at 12:20 P.M.
EI#16 finished trying to feed RI#6 at 12:30 P.M. RI#6 was not offered any other alternative
foods by the staff. It is documented that this resident ate 75% of lunch on 1/17/07. The surveyor
observed RI#6 eat 25% of the lunch. No Boost was offered to this resident.

On 01/17/07 at 5:18 P.M., the surveyor observed RI#6 eat supper. RI#6 received a tuna fish
sandwich on white bread, some potato chips, a prepackaged cup of fruit mixture, and light tea
mix. RI#6 ate 100% of the food by using his/her fingers. RI#6 finished at 5:31 P.M., his/her
plate/glass was taken away with no offer of additional food or drink. Again the surveyor
observed RI #6 making loud sucking sounds from straws attempting to drink from an empty
glass.

On 01/22/07 at 2:25 P.M., the surveyor interviewed El#2, RN/UC. The surveyor asked "Where
is the comprehensive assessment and the care plan to address the significant weight loss?" EI#2
said "Probably didn't make a comprehensive assessment.” The surveyor asked "Are there any
more care plans besides what in the chart?" EI#2 said "No."
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RI #6, Skin Integrity:

On 01/17/07 at 10:30 A.M., the surveyor reviewed RI#6's record and noted the following:

--07/30/06 Nurse Note, Right and Left arm red with breaks in skins. Resident picks at his/her
arms to make skin tears.

--08/07/06 Nurse Note, Increased redness, resident picking at arms to cause bleeding. Antibiotic
by mouth. (There is an order for Keflex 500 mg, 1 tab by mouth twice a day)

--08/10/06 Nurse Note, Upper extremities improving. Arms covered with Stockingnette to
prevent picking.

--11/01/06 Nurse Note, Continues to pick his/her arms and sometimes break in skin.

--01/01/07 Nurse Note. This is the last date a nurse note is documented and there is no mention
of skins tears. There were also no notes that indicated when the resident got the skin tears, if
they received treatment and when they healed.

On 01/22/07 at 2:30 P.M., the surveyor interviewed El#2, RN/UC and asked "Where is the
incident report for these skin tears and the ones he has now?" EI#2 said "I didn't fill out incident
reports on every tear."

On 01/18/07 at 12:40 P.M., the surveyor interviewed EI#18, RA. The surveyor asked "What
happened to RI#6's arms and hands?" EI#18 said "He likes to pick at arms and hands. He/she
gets skin tears too, bumping or accidentally with transfers. He picks at the scabs. " The
surveyor asked "What do you do to prevent it?" EI#18 said "I've been instructed to put socks,
rubber gloves on him.. It still doesn't keep him from doing it." The surveyor said "I haven't seen
any stockinettes or coverings on RI#6's arms.” EI#18 did not reply.

On 01/19/07 at 9:35 A.M., the surveyor completed a body audit on RI#6 with EI#9, RA. There
were no marks noted on the body except for the arms and hands. RI#6 had numerous scabs and
bruises on both arms and hands. On the left arm/hand there were 8 scabs from the size of a dime
to a quarter. On the right arm/hand there were 6 scabs the size of a dime. There was bruising
noted on top of the entirety of both hands and in the location of all the scabs. The surveyor did
not observe stockinettes or coverings on RI#6's arms.

On 01/22/07 at 2:30 P.M., the surveyor interviewed EI#2, RN/UC and asked, "Where is the
comprehensive assessment and care plan to address RI#6's skin integrity?" EI#2 said "I probably
didn't make a comprehensive assessment.” The surveyor asked "Are there any more care plans
besides what is in the chart?" EI#2 said "No."

The surveyor showed EI#2 the "Resident Special Needs" sheet for RI#6 and asked her if this is
what she expected the RAs to follow in meeting the resident’'s needs. EI#2 said "Yes." The
surveyor stated "Yet there is no mention about skin integrity, using stockinette's, or about
feeding." EI#2 said "No, I've been meaning to update these. I've told everyone.”

3) RI#7, Weight L oss and Behavioral Symptom:
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RI#7 was admitted on 08/11/06. The medical exam dated August 2, 2006, documented that RI
#7 is diagnosed with Congestive Heart Failure and Mild Dementia. It also documented that RI
#7 is independent with grooming, bathing, dressing, toileting, and can ambulate and transfer with
the assistance of one person. On the facility's "Nursing Care Plan" dated 08/11/06 it is
documented that RI#7 is not able to complete all ADLs, and needs assistance with bathing,
shaving, and dressing as needed. On 10/25/06 the care plan documented that RI#7 had increased
agitation and impatience with RI#8 (RI#7's wife), with risk of possible abuse. The intervention
documented "Conference with family and physician. Appointment with physician. Report
further incidents.” In the RA's ADL notebook there is a form that is filled out for RI#7 that
documents what the RA's need to be aware of to meet RI#7's needs. There is no interventions
for the RASs to address the agitation with the RI#7's wife.

On 01/17/07 at 11:15 A.M., the surveyor reviewed RI#7's weights and noted the following:

08/06 = 152
09/06 = 148
10/06 = 149
11/06 = 151
12/06 = 144
01/19/07 = 143

RI#7 lost 7 pounds in 1 month from November 2006 to December 2006. (From 151 pounds to
144). This is a 5% weight loss and is significant. RI#7 had lost 2 more pounds when the
surveyors requested the resident be weighed on 01/19/07.

On 01/17/07 at 7:55 A.M., the surveyor observed RI#7 holding RI#8's arm and walking to the
dining room table. RI#7 pulled out RI#8's chair, helped RI#8 sit down and pushed the chair back
up to the table. At 7:57 A.M., the surveyor observed RI#7 eat his breakfast. RI#7 received 1/2
piece of toast with butter and jelly on it, 3 pieces of bacon, scrambled eggs, orange drink and
coffee. RI#7 ate 100% by 8:15 A.M. While RI #7 ate he also fed RI#8. When RI#7 finished
his meal, RI#7 stood up beside RI#8 and fed her. At 8:25 A.M., RI#7 then pulled out RI #8's
chair, and helped RI#8 stand up. RI#7 then walked RI#8 back to the bedroom by holding on to
RI#8's arm. Staff did not offer to help feed RI#8, nor did they offer RI#7 any more food or
drink.

At every meal time RI#7 and RI#8 came to the meal together, with RI#7 holding on to RI#8,
pulling out the chair, helping RI#8 to sit, feeding RI#8, pulling out the chair, helping RI#8 up
and holding RI #8's arm to walk back across the dining and living areas to the bedroom.

On 01/17/07 at 11:50 A.M., the surveyor observed RI#7 eat lunch. RI#7 ate 100% of the lunch
and drink. (Pork roast, mixed vegetables, rice, 1/2 slice of bread, tea mix and ice cream) While
RI#7 ate he also fed RI1#8 her food. They both finished at 12:20 P.M. Staff did not offer to help
feed RI#8, nor did they offer RI#7 any more food or drink.

On 01/17/07 at 5:18 P.M., the surveyor observed RI#7 eat supper. RI#7 ate 100% of the food
and drink. (Tuna fish sandwich on white bread, chips, tea mixture and vanilla pudding) While
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RI#7 ate he also fed RI#8 her food. They both finished at 5:47 P.M. Staff did not offer to help
feed RI#8, nor did they offer RI#7 any more food or drink.

On 01/17/07 at 11:15 A.M., the surveyor reviewed RI#7's record and noted the following:

-- 10/01/06 Nursing Note, ..."Always has spouse with him. Help her to walk and to eat..."

-- 10/15/06 Nursing Note, "It has been observed by RAs and by the nurse that (R1#7) became
impatient with his spouse (RI1#8). Sometimes speaks harshly to (RI#8.) Sometimes holds on to
(RI1#8's) arm very firmly to force (RI#8) to sit or stand. (RI#7) is forgetful - does not remember
that this happened. Instructions to staff to watch closely and check on the couple often to report
any incidents."”

-- 10/23/06 Nursing Note, "Resident became impatient with spouse while monthly weights being
done. Tried to force (RI#8) to sit in the weight chair."

-- 10/25/06 Nursing Note, "Resident became impatient with spouse (RI1#8). Struck out at (RI#8)
and used bad language. The two were separated. Family notified and advised to have (RI#7)
evaluated by a physician.”

-- 10/26/06 Nursing Note, "Resident transported to physicians office...no changes to orders. To
observe and document any incident and report to physician."

On 01/22/07 at 2:50 P.M., the surveyor interviewed EI#2, RN/UC. The surveyor asked do you
have a comprehensive assessment for RI#7's weight loss and behavior symptoms?* EI#2 said
"No." The surveyor asked do you have any other care plans besides what is in RI#7's record?
El#2 said "No." The surveyor asked why on the RA's sheet is there no interventions to address
RI#7's behavior and weight loss? EI#2 said "I've been meaning to update, but haven't had time."
The surveyor stated, what concerns me is that | have observed for 7 days RI#7 doing everything
for RI#8. RI#7 brings RI#8 to the dining room, helps her sit, feeds her, helps her get up, and
takes RI#8 back to the bedroom. RI#8 has severe dementia. She cannot even carry on a
conversation. RI#7 is constantly trying to answer questions from RI#8 that make no sense. El#2
said "The RAs are supposed to help feed RI#8."

4) RI#8, Weight Loss and Behavioral Symptoms:

RI#8 was admitted on 08/11/06. The medical exam was dated 08/02/06. RI#8 is diagnosed with
Alzheimer's, and decreased T4 (thyroid function). It is also documented that R1#8 is dependent
with grooming, bathing, dressing, and toileting, and can ambulate and transfer with the
assistance of one person. On the facility's "Nursing Care Plan" dated 08/11/06 it is documented
that RI#8 is confused, has an unsteady gait, unable to bathe and dress properly, unable to feed
self, and has poor eye sight. The interventions that are documented for these problems are assist
with transfers and ambulation, assist with feeding, and change disposable briefs as needed. On
the facility's "Nursing Care Plan™ dated 09/06 (no specific date) it is documented that RI1#8 loses
interest in food sometimes and becomes agitated when encouraged to eat. RI#8 resists hands on
care and has an unsteady gait. The interventions that are documented for these problems is to
give plenty of time. Leave alone and return in a few moments to encourage again and to assist
with ambulation, use wheelchair when needed. In the RA's ADL notebook there is a form that is
filled out for RI#8 that documents what the RA's need to be aware of to meet her needs. The
only intervention documented to address the problem of weight loss is to give boost if less that

Page 26 of 54



75% of meal eaten. The surveyor interviewed EI#9 and EI1#16 and they said that when they give
a resident a supplement they document it in the ADL book. There are no interventions in the
ADL book for the resident assistants that address the behavior symptoms.

The surveyor reviewed the ADL book for percentages of food eaten and when Boost was given
to RI#8 and noted the following documentation:

-- RI#8 ate 50% of her food at breakfast on 01/01/07 and no supplement was given.

-- RI#8 ate 75% of her food for lunch on 01/02/07 and no supplement was given.

-- RI#8 had no documentation as to what percentage was eaten for lunch on 01/05/07, 01/06/07,
01/07/08, and 01/08/07.

-- RI#8 ate 75% of her food on 01/11/07 and no supplement was given.

-- RI#8 ate 75% of her lunch on 01/14/07 and no supplement was given.

-- RI#8 ate 75% of her lunch on 01/17/07 and no supplement was given.

On 01/17/07 at 7:55 A.M., the surveyor observed RI#7 holding RI#8's arm and walked to dining
room table. RI#7 pulled out RI#8's chair, helped RI#8 sit down, and pushed the chair back up to
the table. At 7:57 A.M., the surveyor observed RI#7 eat his own breakfast. RI#7 then fed RI#8.
RI#8 received and ate 0% of 1/2 piece of toast with butter and jelly on it, 100% of 3 pieces of
bacon, 25% of scrambled eggs (18 large eggs had been prepared for 12 residents), and drank
50% of an 8 ounce glass of orange breakfast beverage. After RI#7 finished his meal, RI#7 stood
up beside RI#8 and attempted to finish feeding RI#8. At 8:25 A.M., RI#7 pulled out RI #8's
chair, helped RI#8 stand up and walked RI#8 back through the living area and to the bedroom
while holding on to RI#8's arm to assist RI#8 with ambulating. The staff did not encourage nor
did they offer to feed RI#8. It is documented in the ADL book that RI1#8 ate 100% of his/her
breakfast. The surveyor observed that RI#8 ate 50% of the breakfast. No Boost was offered to
RI #7.

Note: At every meal time RI#7 and RI#8 came to meal together, with RI#7 holding on to RI#8,
pulling out the chair, helping RI#8 to sit, feeding RI#8, pulling out the chair, helping RI#8 up
and holding RI #8's arm to walk back across the dining and living areas to the bedroom.

On 01/17/07 at 11:50 A.M., RI#8 came to lunch with RI#7's assistance. During this meal RI#7
again fed RI#8 while eating his own meal. RI#8 ate only a few bites of lunch. RI#8 did eat
100% of the 1/4 to 1/2 cup of strawberry ice cream, and drank 100% of the light tea mix. RI#8
finished eating at 12:20 P.M. Staff did not encourage nor did they offer to feed RI#8. Itis
documented in the ADL book that RI#8 ate 75% of the lunch meal when the surveyor observed
RI1#8 eat 25%. Boost was not offered to RI1#8.

On 01/17/07 at 5:18 P.M., RI#8 came to supper with RI#7 assisting her. During this meal RI #7
again fed RI#8 while he ate his meal. RI#8 ate 100% of the tuna fish sandwich and potato
chips, 75% of tea mix, and 25% of his chocolate pudding. While eating her tuna fish sandwich
RI#8 said "so good." There was no staff around to hear her comment, offer more, or help feed
her. RI#8 finished eating at 5:57 P.M.

On 01/17/7 at 11:30 A.M., the surveyor reviewed RI#8's weights and noted the following:
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08/06 = 128 pounds
09/06 = 130 pounds
10/06 = 130 pounds
11/06 = 130 pounds
12/06 = 123 pounds
01/19/07 = 121 pounds

RI#8 lost 7 pounds in 1 month from 11/06 to 12/06. (From 130 pounds to 123 pounds). Thisis a
5% weight loss and is significant. On 01/19/07 when the surveyor had the resident weighed.
RI#8 had lost 2 more pounds and weighed 121 pounds.

On 1/21/07 at 6:20 P.M., the surveyor interviewed EI#2, RN/UC. The surveyor asked if EI#2
had a comprehensive assessment for RI#8's weight loss and behavior problems. EI#2 said "No."
The surveyor asked "Did you realize that you were suppose to do a comprehensive assessment
on significant changes?" EI#2 said "I probably did.” The surveyor noted documentation sent to
the physician on 01/12/07 as follows: ...Sometimes he/she resists hands - on - care. He/she
becomes confused with any change. He she does not understand information conveys and poor
eyesight contributes to his/her confusion. He/she become agitated. RI#7 tries to control RI#8,
but this increases the agitation. RI#8's weight in August was 132 pounds. In November it was
130 pounds. In December it dropped to 123 pounds. Appetite only fair. Refused to eat at times,
and becomes more agitated if encouraged to eat. We offer Boost when less than 50% of food is
eaten. We do not always have a nurse at the facility at noon, the 12.5 Seroquel is missed... The
physician wrote an order to discontinue the Zoloft and 12.5 mg noon dose of Seroquel, and to
start Remeron 7.5 mg every evening. After this acknowledgment of weight loss and behavior
problems there are no added interventions on the nursing care plan In the resident aid's ADL
book it instructs the staff to give boost if 75% or less, even though the documentation for 1/12/07
above by El#2 states the facility gives boost to RI#8 if 50% or less is consumed.

5) RI#9, Weight loss, Altered skin integrity (Stage Il pressure ulcer and skin tears of
unknown origin).

RI#9 had an admission date to the facility of 08/21/00. RI#9 had an admission date to an area
hospice agency of 08/08/2004 with a diagnosis of Alzheimer's.

Nutrition

RI#9 had the following weights documented in the facility's record: April 2006 - 104.5 pounds,
May 2006 - 96 pounds, June 2006 - 92.25 pounds, July 2006 - 90 pounds, August 2006 - 87
pounds, September 2006 - 85 pounds, October 2006 - 86 pounds, November 2006 - 85 pounds,
December 2006 - 85 pounds.

RI#9 lost 8.5 pounds from April until May of 2006. This is a 8% severe weight loss. RI#9 lost
14.45 pounds from April until July of 2006. This is 14.7% severe weight loss. RI#9 lost 19.5
pounds from April until September of 2006. This is a significant weight loss.

The nursing plan of care for RI#9 from 03/20/06 through the current entry date of 12/01/06 did
not address weight loss as being a problem for RI#9. The alternating pressure mattress use was
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not addressed in the plan of care. The facility's "Resident Special Needs" forms for RI1#9 used
by the direct care givers (resident assistants) documented. Turn every 2 hours during the night.. .
. Give Boost if less than 75% of meal eaten. Food has to be blended. The resident assistant
Activities of Daily Living record for RI#9 dated January 2007 contained documentation that
RI#9 ate 100% of each breakfast and lunch meal served from 01/01/07 through 01/18/07 when
the surveyor received the copy of the list.

On 01/17/07, at 11:20A.M., the surveyor interviewed EI#9, Resident Assistant. EI#9 told the
surveyor that the night shift did not feed anyone breakfast. EI#9 stated that he/she had cooked
RI#9 about 1 and 1/2 servings of 3 minute oats in water, added one teaspoon each of butter and
sugar this morning. The oatmeal and one-half slice of toasted bread with a thin smear each of
butter and jelly with 8 ounces of orange breakfast beverage (similar to Tang) had comprised
RI#9's breakfast meal. EI#9 stated that RI#9 consumed 100% of the meal. EI#9 stated that
RI#9's foods were to be blended but that the blender was not working so she just prepared soft
type foods to feed RI#9. EI#9 stated that RI#9 had a breakfast bar and a glass of water for the
10:00A.M. snack. The surveyor asked how long had the blender not worked. EI#9 stated about
2 to 3 weeks.

On 01/17/07 at 11:45A.M., the surveyor observed RI#9 being fed by EI#16. The food was not
blended for the resident. The lunch consisted of large chunks of pork roast, mixed vegetables,
rice and a half slice of bread. The surveyor observed the resident to only eat 25%. EIl #16
documented the resident ate 100%. RI #9 kept his/her head down on chest with his/her eyes
shut. EI#16, RA attempted to feed, but RI1#9 did not attempt to eat. El #16 managed to spoon
feed RI#9 by pushing her hand on RI#9's forehead so his/her would go up and then put food in
his/her mouth. EI#16 did this to also get Rl #9 to drink out of a straw while she held the glass.
The staff did not offer any alternatives or attempt to give the resident anything else to drink. The
ADL does not document that Boost was given after the lunch meal.

On 01/19/07, at 3:30P.M., during an interview with EI#15, Resident Assistant, the surveyor
asked EI#15 how long had the blender been broken. EI#15 stated for 2 to 3 weeks and that they
were unable to blend RI#9's foods.

On 01/18/07, at 4:00P.M., during an interview with EI#12, Resident Assistant, the surveyor
asked how long had the blender been broken. EI#12 stated for 2 to 3 weeks.

On 01/22/07, at 3:00P.M., the surveyor asked EI#23, Resident Assistant, how long had the
blender not been in working order. EI#23 replied, "2 to 3 weeks." The surveyor asked EI#23 if
the resident assistants had any other way to blend RI1#9's food. EI#23 replied, "No."

On 01/22/07, at 3:30P.M., the surveyor asked EI#23 to accompany the surveyor to the kitchen.
The surveyor observed that the blender would sound as if it was on but that the blender blades
did not turn to chop food. The surveyor observed that the blender was not operable to blend
RI#9's foods. The surveyor asked if EI#1 or EI#2 had been told that the blender was not
working and when. EI#23 stated both EI#1 and EI#2 were told when it stopped working. EI#23
stated that EI#2 stated that they would not buy a cheap one from a dollar store. EI#15 who was
in the area waiting to see El#1 stated that EI#1 had been told about the blender when it had quit
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working. EI#15 stated that EI#1 had replied that it was a good one from a reputable company
and should not have quit working.

On 01/22/07, at 5:25P.M., the surveyor observed El#1, Owner, come to the half door at the
kitchen with a blender in his/her hands. EI#1 instructed EI#12 and EI#23 that in the future to let
El#1 or EI#2 know when an appliance would not work and not to wait 2 to 3 days before
reporting it.

On 01/21/07, at 1:30P.M., the surveyor interviewed EI#9, Resident Assistant, and asked if the
blender had been replaced or repaired. EI#9 stated, "No." EI#9 told the surveyor that RI#9 had
eaten about 50% of his/her lunch but had consumed all of the 8 ounces of tea. EI#9 stated that
he/she had put a supplement drink in the refrigerator to get cold to serve RI#9 due to the poor
intake of the lunch meal of chicken nuggets, mixed vegetables, prepackaged potato salad and
light bread, and ice cream. The surveyor asked how did EI#9 know to give a supplement drink
to RI#9. EI#9 stated, "RI#9 is on the list in the kitchen to give a supplement if RI1#9 eats less
than 75% of a meal." The surveyor told EI#9 that the list in the kitchen did not have RI#9's
name on it to receive a supplement. EI#9 stated, "Well R1#9 should be and | give RI#9 a
supplement if RI#9 won't eat. |1 may not have an order from anyone to do it but I do.”

On 01/21/07 at 4:20P.M., during an interview with EI#1, Owner, and EI#2, RN/UC, regarding
the weight loss of RI#9, EI#2 showed the surveyor a notebook that documented RI#9's weight of
85 pounds in December of 06 and was now 83 pounds in January of 07. The surveyor observed
that R1#9 had lost 2 pounds from December of 06 until January of 07. The surveyor asked E1#2
if the physician had been contacted regarding RI#9's significant weight loss from April of 06
until now. EI#2 replied that he/she could not contact RI#9's physician directly as RI#9 was a
hospice patient and the hospice nurse had to contact the physician.

During the 01/21/07, 4:20P.M., interview with EI#1 and EI#2, the surveyor asked EI#2 had a
dietitian been consulted regarding RI#9's significant weight loss. EI#2 stated no. EI#1 stated
that E1#2 was a registered nurse and did the menu planning. EI#1 stated that EI#2 was well
qualified for menu and diet planning so there was not a need to have a dietitian review the meal
plans. The surveyor asked if a dietitian had reviewed the menus and meal plans for all of the
residents. EI#2 stated, "No."

During the 01/21/07, 4:20P.M., interview with EI#1 and El#2, the surveyor asked how long the
blender did not work. EI#1 stated about 2-3 days. The surveyor asked El#1 and EI#2 if a
resident continued to lose weight as RI#9 had done, what did the facility do to revise actions to
prevent weight loss. El#1 and EI#2 stated, "We call the family and the doctor. If they are on
hospice we have to contact them and hospice takes care of it." The surveyor asked if the facility
could have increased calories by serving beverages to EI#9 other than the non caloric tea and
water. EI#2 stated yes. The surveyor asked if the facility had substituted liquids at meals and
snack times that contained caloric value for RI#9. EI#2 stated no. EI#1 stated that the major
purpose of the 10:00A.M., 3:00P.M., and 7:00P.M., snack times was to get water into the
residents. RI#1 stated that the snack itself was optional for the resident assistants to decide if
they gave one or not. The surveyor told EI#1 and EI#2 about the small portions observed being
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prepared and served on 01/17/07 at lunch. EI#1 stated that he/she had told the resident assistants
to serve small portions as El#1's many years experience with Alzheimer's residents had shown
that large portions overwhelmed the residents. The surveyor asked if there were any
substitutions on the menu or alternate selections when a resident did not eat the meal served or a
portion of the meal served. EI#1 and EI#2 stated no.

Skin Integrity

On 01/17/07, at 5:40A.M., the surveyor accompanied EI#10, Resident Assistant (RA), into
RI#9's room. The surveyor observed RI#9 lying in a hospital bed with full side rails. RI#9 was
curled in a fetal position. The surveyor observed that the Intermittent Pressure Mattress box was
in the off position and that the mattress on the bed was not inflated. The surveyor observed
EI#10 remove an adult diaper from RI#9. The diaper was approximately 50% saturated with
dark brown foul smelling urine. The surveyor observed EI#10 change RI1#9's diaper and dress
RI#9 in a sweat pants and shirt. The surveyor observed EI#10 sit RI#9 on the side of the bed.
RI#9 was not able to sit upright without support. EI#10 then grasped RI#9 by one forearm to
support RI#9's weight and position while changing RI#9's clothes. RI#9's body weight was
pulling against EI#10's grasp on the one forearm. EI#10 alternated holding one forearm and then
the other to put the sweat shirt on RI#9. The surveyor observed the following during RI1#9 being
dressed: a) Duoderm dressing to left trochanter. b) 4x4 type dressing with tape on right
forearm. c) Duoderm type dressing to right trochanter. EI#21 came into RI#9's room and
helped EI#10 return RI#9 to a supine position in the bed. The surveyor asked EI#10 if the
alternating pressure mattress was supposed to be on for RI#9. EI#10 stated yes. The surveyor
observed EI#10 turn the device to the on position.

On 01/18/07, at 9:15A.M., and at10:50A.M., the surveyor interviewed an RN from the area
hospice agency that provides services to RI#9. The hospice RN told the surveyor that he/she had
been RI#9's nurse for about two years for a diagnosis of Dementia. The hospice RN stated that
he/she had never seen RI#9 ambulate, that RI#9 required maximum assistance of 2 people with
all activities of daily living including being fed meals, transferring from bed to wheelchair or
geri chair. RI#9 had been losing weight and that the facility weighed RI1#9 on chair scales once
monthly and recorded the weight, that the hospice agency had suggested pureeing RI#9's foods
for all meals, and that the alternating pressure mattress was to be used for RI#9 to aid in
prevention on pressure sores. The hospice RN stated that he/she understood that earlier in the
week some areas had been found on RI#9 and that EI#2, RN, had put dressings on the areas.

On 01/18/07, at 11:00A.M., the surveyor accompanied EI#2, RN/UC, and the RN from the area
hospice agency to RI#9's room. The surveyor observed El#2 and the hospice RN assess the
following areas on RI#9's body: a) Left hip had a 3.0 cm (centimeter) by 3.0 cm bright pink area
without skin break. b) Left trochanter after Duoderm type dressing removed was a 1.5cm by
2.0cm pale pink area of skin without skin break. ¢) Right trochanter after Duoderm type
dressing removed was measured as a 4.0 cm by 3.0 cm area of bright red skin with an area of
broken skin inside the red area measuring 0.5 cm by 1.0 cm. The hospice RN and EI#2 stated
that the area was a Stage Il pressure area. d) Right forearm 4x4 dressing and tape removed.

The dressing was approximately 50% saturated with dried brown exudate. The area was
measured as, 4.0 cm long by 0.25cm wide, by 0.10 cm deep and noted to be a skin tear. The
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surveyor asked what had caused the skin tear. EI#2 stated that RI#9 scratches with his/her
fingernails and tears the skin.

On 1/19/07 at 3:30 PM the surveyor asked EI#15 how the power box to the alternating pressure
mattress in RI#9's room was for and what the box operated. EI#15 stated that he/she had never
seen the green light on the box on before today and had no idea of what the box operated.

On 1/18/07 at 4:00 P.M. the surveyor asked what the box at the foot of RI#9's bed operated.
EI#12 stated that he/she did not know as the box was never operated during the second shift.
The surveyor asked EI#12 if the green light was illuminated on the box during the second shift.
El#12 stated, "No. It is never on."

On 01/21/07 at 4:20P.M., during an interview with EI#1 and EI#2, the surveyor asked where the
information was located for the resident assistants to know how they were supposed to operate
the alternating pressure mattress for EI#9, how to tell that the mattress was on and operating to
prevent pressure spots. EI#2 replied, "They are told." The surveyor asked why the mattresses
for RI#9 and RI#10 had been observed off during the survey. EI#2 stated, "Well. When they are
out of bed it is okay to turn them off." The surveyor asked why would you turn the mattress off
when the resident was out of bed. EI#2 stated, "They possibly forget to turn it back on."”

6) R1 #10, Weight Loss and Skin Integrity:

RI#10 was admitted on 02/01/03. On the medical exam dated 10/17/06, RI1#10 is diagnosed with
Dementia and Parkinson's. It is also documented that RI#10 can ambulate and transfer with the
assistance of one person and is dependent with grooming, bathing, dressing, and toileting. On
the Hospice Nurse Notes dated 10/03/06 it is documented that resident is confused, withdrawn,
non ambulatory, uses a wheelchair and has contractures to upper extremities. It is also
documented that the resident is incontinent of bowel and bladder. In the RA's ADL notebook
there is a form that is filled out for RI1#10 that documents what the RA's need to be aware of to
meet RI#10's needs, the only intervention documented to address the problem of weight loss is to
give boost if less than 75% of meal eaten and has to be fed. There is no interventions to address
RI#10' s fragile skin or the need of two persons to transfer. On the facility's "Nursing Care Plan™
it is documented on 07/14/04 to "encourage diet, offer snack, "Boost" as need.” On 01/16/06 it is
documented that there is a decreased ability to feed self. Gets food on floor and table, will assist
with feeding, encourage self feeding. Eats food when fed.

On 01/17/07 at 1:10 P.M., the surveyor reviewed RI#10's record and noted the following:

--12/05 =113 pounds

-- 01/06 = 107 pounds

-- 02/06 = 112 pounds

-- 03/06 = 110 pounds

-- 04/06 = 98 pounds

-- 05/06 = 100 pounds

-- 06/06 = 86 1/2 pounds
-- 07/06 = 95 pounds
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-- 08/06 - no documentation of a weight
-- 09/06 = 88 pounds

-- 10/06 = 91 pounds

-- 11/06 = 90 pounds

-- 01/19/07 = 83 pounds

RI#10 lost 6 pounds in 1 month from 12/05 to 01/06. (From 113 pounds to 107) This is a 5%
weight loss and is significant. RI#10 lost 26.5 pounds in 6 months from 12/05 to 06/06. (From
113 pounds to 86 1/2) This is a 23 weight loss and is severe. RI#10 lost 13.5 pounds in 1 month
from 05/06 to 06/06 (From 100 to 86 1/2 ) This is a 13.5% weight loss and is severe. RI#10 lost
7 pounds in 2 months from 07/06 to 09/06 (From 96 pounds to 88). This is a 7% weight loss and
is significant. RI#10 lost 7 pounds in 2 months from 11/06 to 01/19/07 (90 pounds to 83). The
surveyor request that RI#10 be weighed on 01/19/07 and the weight was 83 pounds. This is a
8% weight loss and is severe.

On 01/17/07 at 7:57 A.M., the surveyor observed RI#10 eat breakfast until 8:20 A.M. The
surveyor observed RI#10 attempt to cut up his/her toast with a spoon and then tried using his/her
hands. EI#16 was sitting at the table and trying to feed RI1#10 and RI#5. EI#16 broke up RI
#10's bacon into pieces. RI#10 fed him/her self some of the breakfast. EI#16 finished feeding
RI #10, 100% of the scrambled eggs, 75% of the bacon, 0% of the toast, and 100 % of orange
drink. EI#16 had to hold the glass for RI #10 to drink out of the straw. It is documented in the
ADL book that RI#10 ate 100% of his/her breakfast and the surveyor observed that RI#10 ate
69%. The staff did not offer more eggs, any thing more to drink, or any Boost. .

On 01/17/07 at 11:45 A.M. the surveyor observed RI#10 eat lunch. RI#10 slept at the table until
12:13 P.M. EI#9 fed RI#10 until 12:25 P.M. RI#10 had a couple of bites of the rice, mixed
vegetable, and pork roast (the pork roast was shreddy and in large pieces), ate 100% of the
strawberry ice cream and 100% of the tea mix. It is documented in the ADL book that RI1#10 ate
75% of his/her lunch and the surveyor observed that RI#10 ate 25%. The staff did not offer the
resident alternative food items, anything else to drink, or any Boost.

On 01/18/07 at 9:20 A.M., the surveyor interviewed the Hospice Nurse taking care of RI#10.
The surveyor asked "Tell me about RI#10's care needs?" The Hospice nurse said that RI#10 was
total assist with ADLs. The surveyor asked "Is RI1#10 losing weight?" The Hospice nurse said
"Yes." The surveyor asked "What are the instructions or interventions for this?"" The Hospice
nurse said "Make sure that RI#10 eats what is offered, that the staff observes RI#10 and helps
him/her when he/she has difficulty with getting food to his/her mouth, and to cut up food small."
The surveyor asked "Are there any other recommendations?" The Hospice nurse said that she
thought it was Pinecrest's policy if residents eat 75% or less to give a supplement. The surveyor
asked how many staff should transfer RI#10. The nurse replied, "2."

On 01/22/07 at 3:15 P.M., the surveyor asked EI#2 about a nursing note dated 12/08/05 that

documented decreased appetite. The surveyor asked "Why no interventions?" EI#2 said "I
didn't realize.”
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On 01/21/07, at 12:30A.M., the surveyor observed RI#10 eating lunch. The surveyor observed
that R1#10's chicken nuggets remained in large pieces. The surveyor observed RI#10 chew for a
couple of minutes on a bite of food. RI#10 started coughing. RI#10 coughed out a piece of
chicken nugget that he/she had been chewing. The surveyor observed that the chicken nugget
had one small bite taken from one side but otherwise was a whole chicken nugget approximately
the size of a half dollar. (The Hospice nurse has stated in an interview that his/her food was to
be cut up small.)

On 01/17/07 at 5:45 A.M., the surveyor observed that RI#10 had a wound to the upper left arm.
The upper left arm was covered with white gauze and there was active bleeding. On 01/19/07 at
10:50 A.M., the surveyor, hospice nurse and EI#2, RN/UC completed a skin audit on RI #10.
The surveyor observed 2 resident assistants remove RI#10 from his/her wheelchair and place
him/her in bed. The resident was in a fetal position on a hospital bed. The surveyor asked El#2
when she became aware of wound on upper left arm and she said "Monday." The surveyor
asked "What happened?” EI#2 said "l don't know. He/she sometimes will grab and hold his/her
own skin." The surveyor said that she observed that RI#10 did not have much strength, could
barely hold a sandwich and that it looked to her that someone had grabbed RI1#10's arm. When
the white gauze was removed the Hospice nurse measured the wound to be 8 cm by 3 and 1/2
cm, depth .1 cm. (the full layers of skin were avulsed in this entire area).

On 01/20/07 at 2:00 P.M., the surveyor reviewed RI #10's incident reports and noted the
following:

-- Incident report dated 05/21/06. Hospice nurse-aide gave bed bath to resident. Discovered
skin tear on left arm as she was finishing bath. She was not aware of injury-does not know how
it happened. She is a very careful caregiver. RI#10 has very thin and fragile skin. The size of
tear was not documented. The wound was cleansed with aseptic technique, steri strips applied
and covered with dry dressing. The physician was not notified.

-- Incident report dated 08/18/06. Unknown cause. Skin tears both arms inner aspect of
forearms below the bend of elbow. Left 1 and 1/2 inch laceration. Right 3 cm diameter skin
tear. It is documented "Administrative review indicated possible employee abuse. This was
investigated and the suspect employee discharged.” When the surveyor read this report she
asked EI#1 to read this to her to make sure that she understood. The surveyor asked who had
El#1 terminated. EI#1 said "EI#24. There were a lot of bruises happening in that time frame."
The surveyor asked, "So you believe that EI#24 handled RI#10 roughly?" EI#1 said "Yes."
The physician was not notified because it was "Determined by RN examination as not
necessary."

On 01/20/07 at 4:10 P.M., the surveyor asked EI#1 for the employee record of EI#24. EI#1 said
that he had never heard of her, but had looked in the employee records and couldn't find one.
The surveyor showed EI#1 the incident report with EI#24's name on it and reminded EI#1 that
he said that he had terminated her (EI#24). EI #1 gave the surveyor a "Termination Report" on
El #24. August 19, 2006, is the date of EI#24's termination. In the comments EI#1 documented
"Quit in middle of administrative telephone call. Reported sleeping. Warning but did it again.
Reported handling residents roughly. Final issue was two skin tears on RI#10's arm." It is also
documented that the reason for termination was "company policy of not keeping sisters on the
pay roll." "After repeated attempts to contact E1#24, she called me on August 19, quit during the
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telephone call. It was part of my investigation and resident skin tears." EI#1, found some note
that he had in his personal notebook that he called "his brain."

-- Incident report dated 10/19/06 "Resident assistants reported finding bruise on resident's left
ear and front of left side of neck. Cause not known. Found when RAs came on duty this A.M.
Also skin tear right and left fore arms. The is not documentation as to the size of the tears. Itis
documented that hospice was notified but family was not. There is documentation written on
this incident report "Resident often grasps own".

The surveyor reviewed the nursing notes and discovered the following documentation on
additional skin tears that incident report were not filled out:

-- Nurse note dated 06/17/06. Skin tear left forearm, approximately 2 cm in length. Steri strips
applied with tegaderm dressing.

-- Nurse note dated 01/15/07. Skin tear upper left arm. First aid and dressing applied. (This is
the skin tear that the surveyor observed during the body audit).

On 01/21/07 at 4:40 P.M., the surveyor interviewed EI#2. The surveyor said to EI#2, "There
were numerous tears, no investigations. Did | miss them?" EI#2 said "No, skin is just fragile.”

On 01/22/07 at 3:15 P.M., the surveyor interviewed EI#2 and asked "Why were incident reports
not done for the skin tears and bruises on 06/17/06 and 01/15/07?" EI#2 said "Normal for
RI#10."

On 01/18/07 at 12:30 P.M., the surveyor interviewed EI#18, RA. The surveyor asked "Are you
aware of any problems with RI#10?" EI#18 said "None." The surveyor asked "You're not aware
of RI#10's lost weight?" EI#18 said "No." The surveyor asked "Have you noticed problems
with RI#10's skin?" EI#18 said there are sometime red spots on RI#10's side and hip, skin tears
on RI#10's arms. The surveyor asked if she had been taught anything about these problems and
she said "to put ointment on red spots, clean with spray and bandage. Don't know the name of
the ointment.” The surveyor asked "How did the tears happen?" EI#18 said "Just picking
him/her up or barely bumping into anything.” The surveyor asked "Require 1 or 2 people to
transfer?" EI#18 said "two, skin tears with one.” The surveyor asked "Why don't you use 2
people?" EI #18 said "They are busy." EI#18 said EI#2 said to turn every hour, check every
hour, lay down after lunch and get up for 3:00 P.M., snack.” The surveyor stated "I didn't see
that being done. Usually place in recliner till after lunch, then laid down." EI#18 made no
comment. The surveyor observed everyday from 01/17/07 to 01/22/07 that RI #10 got up and
was placed in a recliner in the living room till breakfast, then after breakfast he/she received
incontinent care, then was placed back in the recliner. At lunch time went back into wheelchair
to eat, then received incontinent care and was place in the bed for a nap.

On 01/23/07 at 3:15 P.M., the surveyor interviewed EI#2, RN/UC. The surveyor asked if there
was a comprehensive assessment to address R1#10's weight loss and skin tears. EI#2 said "No."
The surveyor asked if there were any other care plans beside what was in the chart. EI#2 said
"No." The surveyor asked if EI#2 had completed an annual Behavior Screen and PSMS for 2004
and 2005 for R1 #10. EI#2 looked in the record and said "No." The surveyor asked EI#2 if she
knew that she needed to do them. EI#2 said "Yes."
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On 01/19/07, at 1:30P.M., the surveyor observed that R1#10 was in his/her hospital bed. The
surveyor observed that the alternating pressure mattress was not on and that the mattress was
flat.

On 01/19/07, at 3:30P.M., the surveyor observed that R1#10 was in his/her hospital bed. The
alternating pressure mattress was not on. The mattress was flat.

On 01/19/07, at 3:30P.M., the surveyor showed EI#15 the power box to the alternating pressure
mattress in RI1#10's room and asked EI#15 to tell the surveyor what the box operated. EI#15
stated that he/she had never seen the a light on the box before and had no idea of what the box
operated.

On 01/19/07, at 3:40P.M., the surveyor asked EI#2, RN/UC, if the alternating pressure mattress
in RI#10's room was to be on. EI#2 stated, "Yes. Itis supposed to be on. I turned it off when
they got RI#10 up earlier. They were to turn it back on when they put RI1#10 back to bed.” The
surveyor told EI#2 that EI#15 stated that he/she was unaware of what the box was for. El#2
replied, "EI#15 has been told. EI#15 knows. They all know that they are to turn the mattresses
back on when they put RI1#10 back into the bed."”

On 01/18/07, at 4:00P.M., during an interview with EI#12, Resident Assistant, the surveyor
asked what the box at the foot of RI#10's bed operated. EI#12 stated that he/she did not know as
the box was never operated during the second shift. The surveyor asked EI#12 if the green light
was illuminated on the box during the second shift. EI#12 stated, "No. It is never on. | did not
know what it was."

RI#4, Behavior Symptoms:

RI#4 was admitted on 09/13/06. The medical exam dated 09/1/06 documented that RI#4 is
diagnosed with HT., Alzheimers with Dementia, and Hypothyroidism. It also documented that
RI#4 is independent in grooming, bathing, dressing, and toileting.

On 01/17/07 at 3:45 P.M., the surveyor reviewed RI#4's record and noted several incidents of
behavior in the nursing notes as follows:

-- On 09/23/06 at 11:15 P.M. "Reported that resident became increased agitated. Said people
were hitting and trying to him/her. RI#4 managed to unlock kitchen door. (Kitchen door is a
half door and anybody can reach over and unlock it) RI#4 got a knife did not try to hurt anyone,
but threatened. Ativan 0.5 mg given my mouth in ice cream”

-- On 09/23/06 at 12:00 P.M.. "Still claims people want to kill him/her. Claims that he/she is
locked up in a prison."” -- 09/24/06 at 6:00 P.M. Periodically complains of being locked up in a
prison. Unreasonable - Redirection not effective."

--09/29/06 "Agitated at times."
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--10/25/06 "Resident still has episodes of agitation and being locked up. Packs up his/her things
ready to leave. Sometimes includes other residents in his/her attitude of dissatisfaction.
Attempts at re-direction are successful sometimes, but usually it is better to leave RI#4 alone and
re-direct the other residents so the attention will be away from RI1#4."

--11/24/06 "Exhibits anger and agitation, being locked up. Redirection not effective"
--12/14/06 "Episode of anger and agitation about being locked up lasted about 10-15 minutes."

--12/17/06 "Staff called administrator about agitation of RI#4. States RI#4 is kicking at the
doors and picking up a chair. Also using very profane language.”

--01/04/07 6:00 P.M. Telephone call from resident assistant at Pinecrest. Reports that RI#4 is
very agitated and hostile. RI#4 picked up a chair and broke out a window. Also hit one of the
resident assistants."

A hand written statement by EI1#12, RA that was hit by RI#4 is as follows: "I, EI#12, was sitting
on the fire place in the living room doing the ADL Book. EI#15, RA was also there with me.
RI#4 was in the recliner, got up and tried to pick up RI#2. RI#2 began to fall, EI#15 then asked
RI#4 to sit RI#2 down. RI#4 let RI#2 fall back in the chair. RI#4 then ran towards me with
his/her fist. As | was getting up RI#4 hit me in the mouth on my left side. RI#4 then hit me
again in the jaw on the right side. 1 walked towards the kitchen for the phone. RI#4 ran after me
and EI#15. RI#4 then grabbed a chair and started busting the kitchen window trying to get out.
Called EI#1 around 6:30 P.M. RI #4 was uncontrollable, so EI#15 and | then called 911 around
6:35 P.M. When | spoke with the lady from 911 | told them that there was a man here in the
assisted living facility that was uncontrollable busting out the window that there was glass
everywhere and that we could not get to the residents..."”

A typed statement by El#1 related to the 1/4/07 incident documented: "At approximately 6:25
PM I received a call from EI#12, RA....EI#12 was very excited. She reported that RI#4 was
acting out. RI#4 had hit her in the face twice and had taken a dinning room chair and broken out
the dinning room window. She said she was bleeding at her lip. | could hear RI#4 cursing in the
background. She wanted to call 911. (EI#12 did call 911). There was a slight indication of pink
at her jaw. (Evaluation made by EI #2, RN/UC.) Later we evaluated her shortly before her
brother took her to the hospital. She had pain and could not open her mouth or take a bit without
pain. The Deputy Sheriff arrived and restrained RI #4 with handcuffs and took him the Sheriff's
car."

Nurses notes dated 01/04/07 10:50 P.M. document that RI#4 would be admitted to the
Behavioral ward at Huntsville Hospital.

A History and Physical from a local hospital documents the resident was admitted 01/0407 and
discharged on 01/09/07, and that, "The patient presents to the emergency room via HEMSI from
Assisted Living Facility after he/she broke out a window with a chair and hit a staff member.
The patient initially reported that he/she hit someone because they were trying to steal his/her
car. He/she currently believes that he/she is in the emergency room related to back pain. The
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patient's family member reports that prior to today the patient had only had two episodes of any
type of aggression and on both occasions had hit a wall. Patient has been exhibiting increased
irritability and agitation as well as confusion for approximately one month."

Nurses notes dated 01/09/07 6:30 P.M. document that RI#4 returned to Pinecrest Estate from
Huntsville Hospital Behavior ward.

On 01/17/07 at 3:45 P.M., the surveyor reviewed the Nursing Care Plan in regards to the
interventions put in place for RI#4's behavioral problem. See documentation as follows:

09/13/06 "Exhibits anger at being locked up.” Intervention is to redirect and validate. Provide
activities to get R1#4's mind off problem of losing independence.

11/06 "Occasional episodes of increased agitation and anger about being locked up."
Intervention is "Redirection not effective. Must leave alone until episode passes.”

12/17/06 exhibits more frequent increased agitation.” Intervention was that RI#4 had an
appointment with a physician on 12/19/06 and there was a change of medications. This
statement was sent to physician with the resident as follows: "RI #4 has had frequent recent
outbursts of anger and agitation. These episodes usually last for 15 - 20 minutes. Then RI#4 is
calm again and cooperative. Redirection is not effective at these times. Going outside with
his/her dog sometimes helps. RI#4 exhibits extreme anger. Sometimes kicking at doors and
furniture, trying to throw things. We have talked with RI#4's family member about a possible
referral for a psychiatric evaluation." The physicians orders from this visit (12/19/06) was "We
will set up appt (appointment) with Neurologist. Change in meds - Stop Cymbalta, Add
Namenda starter pack. Try to use Ativan as needed. Add Seroquel at night.”

RI#4's ADL sheet did not have any documentation regarding how to address RI#4's combative
behavioral episodes.

SAFE ENVIRONMENT
12 of 12 resident's were denied the right to live in a safe environment.

Six of six maglocked doors did not release upon activation of the fire alarm system on 01/19/07.
See cited deficiency number 420-5-20-.12 (7) 2 (iii).

The facility failed to check the maglocked doors at least once monthly to assure that the doors
functioned properly in accordance with required fire safety provisions. See cited deficiency
number 420-5-20-.12 (7) 2 (vi).

The facility failed to ensure that portable heaters were not used in the facility. See cited
deficiency number 420-5-20-.12 (6) (9).

El#1, Facility Owner, failed to ensure that the fire alarm system and the sprinkler system were
inspected by licensed, trained and qualified personnel at least semiannually in 2005 and 2006.

This safety related deficiency is repeated from the survey dated 04/07/05. See cited deficiency
number 420-5-20-.12 (3) (t) 3.
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The facility failed to conduct fire drills in a manner on a monthly basis to provide staff with
experience in exiting with residents as required by law. EI#1 failed to test the fire alarm system
on a monthly basis. See cited deficiency number 420-5-20.11 (1) (b).

The facility failed to ensure that all poisonous or external use products were either attended or
secured at all times where wandering demented residents were present. See cited deficiency
number 420-5-20-.06(5) (b).

The facility failed to ensure that all hot water accessible to demented residents did not exceed
110 degrees Fahrenheit. See cited deficiency number 420-5-20-.10 (1) (a) 2.

420-5-20-.05(3)(g)3. Every resident shall have the right to be treated with consideration,
respect, and due recognition of personal dignity, individuality, and the need for privacy.

THIS RULE IS NOT MET AS EVIDENCED BY:

Based on observation and interviews with facility staff and sponsors, the surveyor determined
that the facility violated 2 of 12 residents' right to dignity and the need for privacy.

FINDINGS:

1) On 01/17/07, at 5:30 A.M., the surveyor observed RI#6 sitting in a recliner in the living area.
RI#6 had pulled off his/her inner and outer garments from the waist down. Other residents in the
living area were RI#5, RI#6 and RI#12 sitting in recliners, and RI#10 was sitting in a wheel
chair. EI#21, Resident Assistant, assisted RI#6 to a standing position, did not attempt to cover
RI#6's lower naked body parts, and walked RI#6 across the living area in front of other residents
to RI#6's room. EI#21 then dressed the lower half of RI#6's body without shielding the room
from the people passing in front of the building on the street or from anyone in the building
passing by the door. RI#6 did not have a door to the frame of his/her room that opened directly
into the dining and living area of the facility.

2) On 01/20/07, at 11:00 A.M., the surveyor observed RI#1 being assisted through the dining
area by two staff members (EI#11 and EI#18 who are both resident assistants). The surveyor
observed that the buttocks of RI#1's sweat pants was wet and smelled like urine when the staff
members walked RI1#1 by the surveyor. The surveyor observed EI#11 and EI#18 take RI#1 into
his/her bathroom. A few minutes later, the surveyor observed RI#1 walking with EI#11 and
EI#18 back through the dining area. RI#1 still had on the wet sweat pants.

On 01/20/07, at 11:20 A.M., the surveyor observed RI#1 wandering the halls and trying to push
the Exit doors open. RI#1 still had on the sweat pants that were wet on the buttocks and smelled
of urine.

On 01/20/07, at 11:45 A.M., the surveyor observed RI#1 seated in a dining room chair. RI#1

continued to wear the wet sweat pants and continued to have an odor of urine. The wetness of
the buttocks of RI#1's sweat pants was visible from the back of the open back dining chair.
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On 01/20/07, at 12:30 P.M., the surveyor observed RI#1 eating lunch. RI#1 continued to wear
the sweat pants that had been wet at 11:00 A.M.

On 01/20/07, at 12:50 P.M., the surveyor observed RI#1 walking the halls and pushing on the
Exit doors. RI#1 continued to wear the same sweat pants but the buttocks were dry. The
surveyor continued to smell the odor of urine as RI#1 walked by.

On 01/20/07, at 1:00 P.M., the surveyor observed RI#1 walk through the dining area and go into
his/her bathroom. The surveyor observed RI#1 void into the toilet, flush the toilet, not wash
his/her hands, and return to the dining area. The surveyor observed that RI#1 continued to wear
the same sweat pants that he/she had on at 11:00 A.M. The surveyor observed that now the
waist band and upper middle seam and buttock area of the sweat pants were wet with urine for
approximately 5 to 6 inches from the waist down where RI#1 had voided on the pants. (No staff
member had assisted RI#1 in toileting). The surveyor observed that the odor of urine was now
very strong when RI1#1 walked by the surveyor.

On 01/20/07, at 1:15 P.M., the surveyor observed RI#1 wandering through the halls in the wet
sweat pants with a very strong urine odor.

On 01/20/07, at 1:30 P.M., the surveyor observed EI#11 and EI#18 take RI#1 into his/her
bathroom and change the wet sweat pants. The surveyor observed that RI#1 had wandered the
halls, eaten lunch, taken him/her self to the toilet without staff assistance, and had worn wet and
urine smelling sweat pants for 2 and one half hours during this time.

420-5-20-.05(3)(g)10. Every resident shall have access to adequate and appropriate health
care consistent with established and recognized standards within the community including
the right to receive or reject medical care, dental care, or other health care services except
those required to control communicable diseases.

THIS RULE IS NOT MET AS EVIDENCED BY:

Based on observation, interviews with facility staff, and a review of the resident's medications
and medication administration records, the surveyor determined that the facility failed to ensure
that 3 of 12 residents received medications as ordered by the physician. This failure resulted in
the 3 residents not having access to adequate and appropriate health care.

FINDINGS:

On 01/21/07 at 11:35 A.M., the surveyor observed the medications for residents in the
medication cart and documented those medications. At 1:25 P.M., the surveyor reviewed the
MARs and the orders for each resident and compared them to the actual medications in the med
cart and noted the following errors. The facility utilizes a unit dosage card of medication. The
staff documents on this card whether the medicine is given or not.
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1) RI#6: RI#6 had an admission date to the facility on 09/26/05. The following medication
errors were found on 01/21/07: Trazadone 50 mg, 12/29/06, 30 tabs, take 1 tablet every evening.
There was no documentation on this card that RI #6 received Trazadone for 01/07/07.

On 01/21/07 at 2:45 P.M., the surveyor interviewed EI#2, RN/UC. The surveyor asked "'When a
nurse gives a medication you have them document on the card the date administered?" EI#2 said
"Yes." The surveyor said "Look at this card (Trazadone unit dose medication card), January 7th
is not on this card as given. By looking a this card, do you agree it was not given?" EI#2 said
"Yes."

The surveyor reviewed the January 2006 MARs and noted that RI #6 receives Amantadine 100
mg twice a day at 8:00 A.M. and 5:00 P.M. On 01/04/07 at 5:00 P.M. the date was circled and
on the back of the MARs it was documented "Amantadine 100 mg unavailable." The surveyor
asked EI#2 about this documentation and she said "Probably hadn't came in."

2) RI#8 had an admission date to the facility of 08/11/06.

On 01/17/07 at 11:30 A.M., the surveyor reviewed RI #8's records and noted documentation sent
to the physician on 01/12/07 as follows:

"...We do not always have a nurse at the facility at noon, the 12.5 Seroquel is missed..." The
physician wrote order to discontinue the Zoloft and 12.5 mg noon dose of Seroquel, and to start
Remeron 7.5 mg every evening.

On 01/18/07 at 10:45 A.M., the surveyor interviewed EI#2, RN/UC. The surveyor pointed to
initials that had been circled on dates that Seroquel 25 mg (1/2 tab) at noon on the January 2007
MARs and asked who initial they were and El#2 said they were "mine" The surveyor asked why
it was circled. EI#2 said "didn't get medication." The surveyor asked "Why not?" El#2 said
"There was not a nurse here all the time at noon." The surveyor said "So she didn't get 7" EI#2
said "Yes, | got a discontinue order 01/09/07." (Note above that the Seroquel was not
discontinued at noon until 01/12/07 and the physician was not aware that Rl #8 had not been
receiving it till that date.) The surveyor asked "So any time there is a circle, a nurse wasn't here
to give and RI#8 didn't get the ordered medicine?" EI#2 said "Yes."

On 01/18/07 at 11:30 A.M., the surveyor reviewed Rl #s MARs. The physicians order
documented Seroquel 25 mg (1/2 at a.m. and at noon, circled initials.

The following dates on the Medication Administration Records document the noon dose of
Seroquel was not administered:

-- On the September 2006 MARs it is documented that RI #8 did not receive this medication on
09/02,06, 09/11/06, 09/12/06, and 09/13/06.

-- On the October 2006 MARs it is documented that RI #8 did not receive this medication on
10/01/06, 10/09/06, 10/13/06, 10/14/06, 10/15/06, 10/24/06, 10/25/06, 10/28/06 and 10/29/06.
-- On the November 2006 MARs it is documented that RI #8 did not receive this medication on
11/05/06, 11/11/06, 11/18/06, 11/19/06, and 11/21/06.

Page 41 of 54



-- On the December 2006 MARs it is documented that RI #8 did not receive this medication on
12/01/06, 12/02/06, 12/04/06, 12/08/06, 12/12/06, 12/18/06, 12/20/06 to 12/28/06, and
12/31/06.

-- On the January 2007 MARs it is documented that RI #8 did not receive this medication
01/02/07, 01/03/07, 01/04/07, 01/07/07, 01/10/07, and 01/11/07 (Discontinue order received on
01/12/07)

-- On the unit dosage card of medication for Seroquel 25 mg (1/2 at a.m. and at noon) the % a.m.
Dose was not documented as being administered on 01/17/07. On 01/21/07 at 3:00 P.M., the
surveyor showed the card to EI#2 and she agrees that the medicine must not have been given but
does not know why.

-- On a unit dosage card of medication for Remeron 15 mg, take 1/2 at night is documented on
the card the dates the medications were administered. There is no date on the card for 01/18/07
to show that this medication was administered on this day.. On 01/21/07 at 3:00 P.M ., the
surveyor showed the card to EI#2 and she agrees that the medicine must not have been given but
does not know why.

-- On a unit dosage card of medication for Seroquel 100 mg, Take one at bedtime it is
documented on the card the dates the medications were administered. There is no date on the
card to indicate that RI #8 received his/her medication on 01/03/07, 01/04/07, 01/05/07,
01/06/07, 01/07/07, and 01/15/07. On 01/21/07 at 3:00 P.M ., the surveyor showed the card to
El#2 and she agrees that the medicine must not have been given but does not know why.

3) RI#12 had an admission date to the facility of 11/24/06. RI#12 had a medical exam dated
11/20/06 with a diagnosis of Alzheimer's Dementia. The physician had documented that R1#12
could not self administer medications. RI#12 had the following medication errors made by the
facility's licensed staff:

a) RI#12's physician ordered a tetanus injection on 12/01/06. The tetanus injection was not
given until 12/23/06. This was after RI1#12 had cut his/her hands on a barbed wire fence on
12/22/06 at the facility. EI#2 had documented on the December Medication Administration
Record for RI#12 that the injection was administered by EI#2 on 12/23/06. On 01/22/07 during
an interview, EI#2 stated to the surveyor the tetanus ordered 12/01/06 was for a dog bite
received by RI#12 before admission to the facility. The tetanus injection was not administered
to RI#12 until 22 days after the physician had given the order to administer the tetanus.

On 01/22/07, at 4:00 P.M., the surveyor interviewed El#2, RN. The surveyor asked EI#2 if a
dog had bitten RI#12 at the facility. EI#2 stated that the dog bite occurred before RI1#12 was
admitted to the facility on 11/24/06 but the physician had dated the order for the tetnus on
12/01/06. The surveyor asked EI#2 if RI#12 received the tetnus on 12/01/06. EI#2 replied that
RI#12 had not received the tetnus on 12/01/06 as the facility did not have tetnus. The surveyor
asked EI#2 if the tetnus was administered on 12/23/06. EI#2 stated yes as El#2 had to wait until
a family member brought the tetnus to the facility on 12/23/06 before EI#2 could administer it.
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b) On 12/22/06, RI#12's physician gave an order for Lexapro 10mg one tablet each evening.
RI#12's December 2006 Medication Administration Record documented that on 12/22/06 at 6:30
P.M., EI#2, RN/UC, had administered one half tablet of Lexapro 10mg to RI#12.

On 01/22/07, at 4:00 P.M., EI#2, RN, told the surveyor that he/she had not received a physician's
order to give the one half tablet of Lexapro on 12/22/06. EIl#2 told the surveyor, "I did not have
an order for the one half tablet of Lexapro. | just gave it. | guess it was because it was so close
to the Ativan that I gave that day.” The surveyor observed that the Ativan 0.5mg had been
documented on the MAR by EI#2 as having been administered at 3:30 P.M.

c) On 01/21/07, at 1:30 P.M., after reviewing RI#12's medications that had been provided to the
surveyor by EI#2, RN, the surveyor observed that RI#12 had an order for Namenda dated
01/08/07, "Begin Namenda per starter Kit." The starter kit had the days aligned from left to right
on the card of medication from the kit with 7 tablets across the card. The weeks were aligned
from top to bottom with each week’s dosage of tablets as follows:

Week one - 7 days of Namenda 5mg each morning.

Week two - 7 days of Namenda 5mg each morning and 5mg each evening (twice daily - same
dosage each time of day).

Week three - 7 days of Namenda 10mg each morning and 5mg each evening (twice daily -
different dosage each time of day).

Week four - 7 days of Namenda 10mg each morning and 10mg each evening (twice daily - same
dosage each time of day.).

RI#12's MAR showed the first dose of Namenda 5mg being administered on 01/09/07 in the
morning. On 01/21/07 at 1:30 P.M., the surveyor observed that RI#12's Namenda Starter Kit
Card had 20 Namenda 5mg tablets missing from the card. The surveyor observed that if the
medications had been given as ordered by the physician that only 18 Namenda 5mg tablets
should have been removed from the card. The surveyor observed that the card had been dated as
having a 5mg tablet being administered each morning and each evening on 01/15/07 but that the
twice daily dosage should not have begun until 01/16/07.

On 01/21/07 at 3:30 P.M., the surveyor showed EI#2 that 20 tablets had been removed from the
card not 18 as had been ordered. EI#2 stated that he/she was not familiar with the starter kit
cards for Namenda, had other nurses administering medications to RI#12 and therefore could not
state what had occurred to cause the error of too many tablets missing. On 01/22/07, at 4:00
P.M., the surveyor asked EI#2, RN, if he/she had figured out what had happened with RI#12's
Namenda. EI#2 stated, "No."

420-5-20-.06 (2)(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:
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1. Weight loss:

(i) Each month, the facility shall accurately weigh and record the weight of each resident.
(if) 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 3 months or less, or a 10% or greater weight loss in a period of 6 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.
THIS RULE IS NOT MET AS EVIDENCED BY:

Based on a review of the facility's resident records and interviews with facility staff, the surveyor
determined that E1#2, RN/UC, failed to perform comprehensive assessments for 10 of 12
sampled residents.

FINDINGS:

1) RI#1 eloped 09/19/06. EI#2 did not perform a comprehensive assessment for the elopement.
There was not a comprehensive assessment in RI#1's record.

On 01/22/07, after asking EI#2 for the comprehensive assessment for RI#1, the surveyor asked if
it was located any where else. EI#2 stated that if the surveyor had not found it in the nurses
notes, the resident assistant's plan, and the RN care plan then it is not here.

2) RI#2 had two falls in less than thirty days with sustained injuries. RI#2 fell on 11/09/06
sustaining a large bruise on his/her right thigh. RI#2 fell on 12/03/06 sustaining a cut above
his/her right eye that required medical treatment to suture the cut in an area emergency room.

On 01/22/07, after asking EI#2 for the comprehensive assessment for RI#2's falls, the surveyor
asked if it was located anywhere else. EI#2 stated that if the surveyor had not found it in the
nurses notes, the resident assistant's plan, and the RN care plan then it is not here.

3) RI#9 had significant weight loss from April 2006 through November 2006. EI#2 should have
performed comprehensive assessments on RI#9 for the following: RI#9 lost 8.5 pounds from
April until May of 2006. This is a significant weight loss. RI#9 lost 12.25 pounds from April
until June of 2006. This is a significant weight loss. RI#9 lost 19.5 pounds from April until
September of 2006. This is a significant weight loss.
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On 01/22/07, after asking El#2 for the comprehensive assessment for RI#9's significant weight
loss from April 2006 until May 2006, from April 2006 until June 2006, and from April 2006
until September 2006, the surveyor asked if it was located anywhere else. EI#2 stated that if the
surveyor had not found them in the nurses notes, the resident assistant's plan, and the RN care
plan then it is not here.

4) RI#12 eloped from the facility on 12/23/06. EI#2 did not perform a comprehensive
assessment for the elopement. There was not a comprehensive assessment in RI#12's record.

On 01/22/07, after asking El#2 for the comprehensive assessment for RI#12, the surveyor asked
if it was located any where else. EI#2 stated that if the surveyor had not found it in the nurses
notes, the resident assistant's plan, and the RN care plan then it is not here.

5) RI #4 exhibited aggressive, combative behavior requiring hospitalization. The facility did
not perform a comprehensive assessment.

6) RI#5 suffered significant weight loss The facility did not perform comprehensive
assessments for the weight losses.

7) RI#6 suffered significant weight loss. The facility did not perform comprehensive
assessments for weight losses.

8) RI#7 suffered significant weight loss and displayed behavioral symptoms of agitation while
caring for his wife, RI#8. The facility did not perform comprehensive assessments for the weight
loss or the behavioral symptoms.

9) RI#8 suffered significant weight loss and displayed behavioral symptoms of resisting care.
The facility did not perform comprehensive assessments for the weight loss or the behavioral
symptoms.

10) RI#10 suffered severe weight loss and altered skin integrity due to skin tears. The facility
did not perform comprehensive assessments for the weight loss or the skin tears.

Refer to 420-5-20-.05(3)(9)(2)

420-5-20-.06(2)(d) Resident Care Problem Areas. An RN shall identify resident care
problem areas and formulate 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:
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Based on a review of the facility's resident records, and interviews with facility staff, the
surveyor determined that EI#2, RN/UC, failed to either identify resident care problem areas or
formulate interventions to address the problems for 10 of 12 sampled residents (R1#1, R1#2,
RI#4, RI#5, RI#6, RI#7, RI#8, RI#9, RI#10 and RI#12

Refer to 420-5-20-.06(2)(c) and 420-5-20-05(3)(g)(2).

420-5-20-.06(3)(a) Activity Program. There shall be an activity program designed to meet
the individual needs of each resident. Every day the facility shall provide activities
appropriate to residents with dementia. Residents who have wandering behaviors shall
have an activity program to manage this behavior.

THIS RULE IS NOT MET AS EVIDENCED BY:

Based on observations, a review of the facility's activity plan posted in the dining area, and
interviews with facility staff and resident's sponsors, the surveyor determined that the facility
failed to have an activity program designed to meet the individual needs of each resident.

FINDINGS:

See information for RI#1's and RI1#12's wandering behavior and elopements in cited deficiency
number 420-5-20-.05(3)(g)2-Residents' right to be free of neglect.

On 01/22/07, at 1:00 P.M., during a telephone interview with RI#1's sponsor, the surveyor asked
if RI#1 wandered. The sponsor stated that RI#1 did walk and try to get out the door almost
constantly. The surveyor asked what type activities had the sponsor observed the facility
provide to RI#1. The sponsor stated coloring and sometimes a walk in the fenced yard and that
these were about all of the activities that he/she had observed. The sponsor then stated that
RI#1, RI#2, and RI#4 liked to dance and that the sponsor had observed them dance once in a
while. The surveyor asked RI#1's sponsor if he/she felt that if RI#1 were involved in more
activities that RI1#1 would wander less frequently. RI#1's sponsor stated that he/she felt RI#1
would benefit but that RI#1's attention span was short and that coloring was not RI#1's favorite
activity. The surveyor asked RI#1's sponsor why RI#1's closet door was locked. The sponsor
stated that RI#1 would take everything out of the closet over and over daily if the door was not
locked. RI#1's sponsor stated that RI#1 would go into other resident's rooms and bring things
like pictures and whatnots back to his/her room and they were easier to find if RI#1 did not have
access to the closet to hide the items.

On 01/18/07 and 01/19/07 RI#1, RI#2 and RI#4 were sitting at a dining room table coloring from
a coloring book. RI#1 and RI#2 would not remain sitting down and got up numerous times.

The following documentation was posted in the dining area of the facility:

Activities are consistent with the regulations of the Public health department stated at Chapter
420-5-20-.06(3)(a)-Activity Program: (a) Activity Program: There shall be an activity program
designed to meet the individual needs of each resident. Every day the facility shall provide
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activities appropriate to residents with dementia. Residents who have wandering behaviors shall
have an activity program to manage this behavior. (b) Pets residing at the facility or used in
activity programs shall be in good health and shall have current vaccinations as required by law.
There is a dog residing at Pine Crest Estate that belongs to RI#4. All residents suffer from
Aphasia, Apraxia, Amnesia, and Agnosia at different levels which vary by individual and from
day to day. So activities are not scheduled in the manner of a regular assisted living facility.
Morning activities time is at 10:00 A.M., each day. Hydration and snack is provided. Before
lunch the ladies may do their nails, fix their hair, and receive special hygiene. Before lunch the
men are shaved, if they were not shaved before breakfast. Their nails are checked. Music of the
1940 to 1950 era is played or religious music is played. Select television especially game shows
and old movies. Action is provided with the weather permits by going into the fenced yard.
Sometimes "tea time" is out there. Supervised walking in the yard is according to ability and
disposition. Any church related visitation is encouraged at this time. Lunch is scheduled at
11:00 as a part of the active morning schedule. Afternoon activity time at 1:00. This is "quiet
time." Afternoon activity time at 3:00. Everyone is encouraged to be socially active and
involved in a type of activity which involves working together at a table with persons who have
similar abilities or in a group action such as playing with large soft balls, etc. These activities
must be specialized. Often those which are planned do not work and another activity has to be
substituted. The yard is also used at this time. The staff workers bring out different things to fit
resident's needs. A regular daily calendar is not used because of the nature of dementia. We
believe this approach is consistent with the resident needs and with the regulations.

420-5-20-.06(5)(b) Poisonous or External Use Substances. Cleaning supplies or poisons
shall be attended at all times or shall be kept in a secured area.

THIS RULE IS NOT MET AS EVIDENCED BY:

Based on observation, the surveyor determined that the facility staff failed to either attend or
secure at all times poisonous or external use substances. The facility had wandering demented
residents who had access to these substances.

FINDINGS:

On 01/17/07, at 5:40 A.M., the surveyor accompanied EI#10 into RI#9's room. The surveyor
observed that the door to RI#9's room and bathroom were unlocked. The surveyor observed the
following items in RI#9's bedroom or bathroom that were unsecured and unattended when EI1#10
left the room to go into other resident's rooms to assist them with morning care:

One 9 ounce bottle of Dollar General Classic Scent After Shave with the following on the
manufacturer's label: "Keep Away from Children. For External Use Only. Flammable.”

One 16 ounce can of Zep Smoke Odor Eliminator with the following on the manufacturer's label:
"Warning Eye Irritant. May be harmful if swallowed. May cause irritation to skin and mucous
membranes. First Aid: Eyes: Flush for 15 minutes with water, get medical help immediately.
Inhalation: Fresh Air. Ingestion: Do not induce vomiting. If conscious give plenty of water.
Get medical help immediately."
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The surveyor observed RI#1, RI#4, and RI#12 wandering in the facility with the unattended,
unsecured poisonous substances. The surveyor took the two items to EI#10 who was now in
RI#2's bedroom. The surveyor instructed EI#10 to keep the items with him/her until they could
be secured.

420-5-20-.06(6)(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.

THIS RULE IS NOT MET AS EVIDENCED BY:

Based on observation, facility record reviews, and interviews with facility staff, the surveyor
determined that EI#1, Owner, and El#2, RN/UC, failed to perform annual PSMS and Behavior
Screens on residents who resided in the facility over a year. RI#1, RI#5, RI#6, RI#9, and RI#10
had resided in the facility over one year.

FINDINGS:

1) RI#1 had an admission date to the facility of 06/21/03. RI#1 did not have a PSMS or
behavior screen for 2005 or 2006 in his/her facility record.

2) RI#5 had an admission date to the facility of 10/18/03. RI #5 did not have a PSMS or
behavior screen for 2005 in his/her facility record..

3) RI#6 had an admission date to the facility of 09/26/05. RI #6 did not have a PSMS or
behavior screen for 2006 in his/her facility record.

4) RI#9 had an admission date to the facility of 08/21/00. RI#9 did not have a PSMS or
behavior screen for 2005 or 2006 in his/her facility record.

5) RI#10 had an admission date to the facility of 02/01/03. RI #10 did not have a PSMS or
behavior screen for 2004 or 2005 in his/her facility record.

On 01/22/07, at 6:20 P.M., the surveyor asked EI#2, RN/UC, if he/she had located the requested
PSMS and behavior screens for RI#1 and RI#9 for 2005 and 2006. EI#1 and El#2 told the
surveyor that they had written the PSMS and behavior screens for RI#1 and RI#9 last night for
the years of 2005 and 2006 after carefully reviewing RI#1 and RI#9's resident records to ensure
that the screens contained the correct information. The surveyor asked if the PSMS and behavior
screens for RI#1 and RI#9 had existed prior to the night before. EI#1 and El#2 stated, "No."
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(EI#1 and EI#2 admitted to completing these forms after the surveyor asked for them because the
surveyor could not locate them in the record)

420-5-20-.10(1)(a)2. Water under pressure of not less than fifteen pounds per square inch
shall be piped within the building to all sinks, toilets, lavatories, tubs, showers and other
fixtures requiring water. Tubs, showers, sinks, lavatories, and other fixtures used by
residents shall have hot water supplied. Hot water accessible to residents shall in no case
exceed 110 degrees Fahrenheit.

THIS RULE IS NOT MET AS EVIDENCED BY:

Based on observation and an interview with the facility's plumber, the surveyor determined that
the facility failed to ensure that demented wandering residents had access to hot water that
exceeded 110 degrees Fahrenheit.

FINDINGS:

On 01/20/07, at 9:45 A.M., the surveyor accompanied EI#2 into RI#1's bathroom. The hot water
temperature measured 122 degrees Fahrenheit.

On 01/20/07, at 12:25 P.M., the surveyor interviewed the plumber who had just adjusted the
thermostat on one water heater. The plumber stated that the thermostat had been set to 125
degrees Fahrenheit and that he/she had turned it down to 110 degrees Fahrenheit.

420-5-20-.11(1)(b) Fire Drills. Fire drills shall be conducted at least once per month,
quarterly on each shift. 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 with experience in exiting through all exits required by the Code.

THIS RULE IS NOT MET AS EVIDENCED BY:

Based on a review of the facility's records for fire drills and interviews with facility staff, the
surveyor determined that EI#1, Owner, failed to conduct fire drills at least once per month that
involved the actual evacuation of residents to provide staff with experience in exiting the smoke
compartments or building with residents who are demented.

FINDINGS:

On 01/17/07 at 10:30 A.M., the surveyor reviewed the fire drill records for the facility. The
surveyor observed that no fire drill records from January 2006 through December of 2006
contained any names of facility staff.

On 01/19/07, at 1:45 P.M., during a test of the fire alarm system, the surveyor observed that all 6
maglocked doors did not release. The surveyor asked El#1, Owner, to call the alarm system to
ensure that the signal had gone through to the monitoring panel. EI#1 told the surveyor after the
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call that the signal had not gone through to the monitoring panel at the outside monitoring
company. EI#1 was instructed that a fire watch was to be started until system fixed or that
he/she had to notify family members to come pick up residents. EIl#1 opted to do a fire watch.

On 01/19/07, at 7:30 P.M, after the fire alarm system had been repaired, the repairman provided
the surveyor with a print out from the alarm monitoring company. The surveyor observed after
the repairman left the building that the last date of testing on the print out appeared to be July 6,
2006.

On 01/22/07, at approximately 11:40 A.M., the surveyor interviewed the repairman who had
been at the facility on 01/19/07. The repairman stated that his monitoring company had not
received a call to test the alarm system since it had been installed in June of 2006. He stated that
the July 2006 was a malfunction of the system that required a maintenance service call to reset.
The surveyor asked if the monitoring system would record if the system was placed in test mode
for monthly fire drills. He replied yes but that no testing on a monthly basis by the facility had
been done.

On 01/22/07 at 3:20 P.M., the surveyor asked EI#12, RA, EI#15, RA, and EI#23, RA
individually if he/she had participated in a fire drill since he/she had been employed at the
facility. EI#12 stated no. EI#15 stated no. EI#23 stated no. All three stated that as far as they
knew that EI#1's fire drills were on paper only.

On 01/22/07 at 5:30 P.M., during an interview with El#1, the surveyor asked El#1 to tell the
surveyor how fire drills are conducted in the building. EI#1 stated that each staff member had
been instructed in fire drills and had participated in fire drills. EI#1 stated that an assigned staff
member was responsible for getting residents out of the building, a staff member was assigned to
be near the telephone, that all doors and windows were checked, and that a staff member was
assigned to remain with the residents. The surveyor asked EI#1 who contacted the fire alarm
company to notify them of the test of the fire alarm system. EI#1 stated, "I do." The surveyor
asked EI#1 how often was the company called to notify them of testing the system. EI#1 stated,
"Once a month during fire drills." The surveyor asked who was responsible to contact the
company to let them know that the test was over. EI#1 stated, "1 do."” The surveyor asked how
often the maglocked doors were tested to see if they released. EI#1 stated, "During each fire
drill."

On 01/23/07, at 4:00 P.M., the surveyor asked EI#1 during an interview if he called in a test to
the monitoring company on each fire drill, if each maglock was tested for release during each
fire drill, and if all residents were evacuated to another smoke barrier compartment during
waking hours of fire drills. EI#1 stated, "No. Not all of the time."

420-5-20-.12(3)(t)3. The fire alarm system and the sprinkler system shall be inspected by
licensed, trained and qualified personnel at least semiannually for compliance with the
respective codes. Inspection reports shall be maintained at the facility.

THIS RULE IS NOT MET AS EVIDENCED BY:
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Based on a review of the facility's records, and interviews with the facility owner, EI#1, and
outside licensed, trained, and qualified personnel, the surveyor determined that E1#1, facility
owner, failed to have the fire alarm system and the sprinkler system inspected at least
semiannually in 2005 and 2006. The surveyor also determined this is a repeat deficiency from
the survey of 04/07/05.

FINDINGS:

El#1, Facility Owner, had responded with the following plan of action to address the same
deficiency cited 04/07/05: Semi Annual Inspections: 1. Schedule a review meeting with Accel
Alarm within ten working days from this date. Length of time necessary to fit his schedule. 2.
Work out a form for him to indicate the correct tests are made timely. 3. Attach his
documentation to that form. 4. Place this documentation in the notebook for fire and safety
documentation. Prevent reoccurrence: 1. Write a contract with Accel Alarm where the above
conditions shall be obligated under that contract. 2. Place a copy of that contract in the note
book along with the other documents. EI#1's signature.

On 01/17/07, at 10:30 A.M., the surveyor asked EI#1, Owner, for the documentation and
contracts that had been in his plan of action to correct the deficiency from 04/07/05. The
information supplied to the surveyor by EI#1 was a letter to Accel Alarm, dated September 4,
2005. The following documentation was in this letter signed by EI#1, Owner: The contract
confirming that you would make the required semiannual sprinkler check with a licensed, trained
and qualified person has not been received. Also you have failed to perform the semiannual
inspection which is now past due. The failure to make these inspections on that schedule in the
past was considered a "systemic" problem which caused our overall rating to fall in the survey.
The State considers this a serious threat to life, health, and safety to our residents which must be
corrected in a timely fashion. We appreciate the manner in which you have responded to our
calls to repair anomalies in our security and fire control systems. However, there remains a
serious problem in the new system which you installed recently. Each time we call you have
responded that you needed to call the monitoring system with some technical information to
clear the matter. The most recent issue is that when we do a fire drill we are notified that our
distress signal is not being received by them. | notified you of this in July and you said you
would take care of it. Yet, in our fire drill of August 18, 2005 this condition existed. | called
you. In on our most recent fire drill on September 29, 2005 the condition remains. Because of
the above, we will experience severe consequences from the State of Alabama if they are not
corrected. It has the potential of causing us to lose our business especially since it represents, to
them, a failure to make timely corrections and to make proper documentation consequent to the
April survey. The Regulations require us to report any situation of endangerment that threatens
life, health or safety. We are more than willing to bring our accounts current when the
corrections are completed, EI#1, President and Administrator.

El#1, Owner, did not obtain the required inspections until 06/14/06. This was 14 months after

the cited deficiency regarding fire safety violations in a building where demented elderly people
with disabilities resided.
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On 01/17/07 at 10:30 A.M., the surveyor reviewed the facility records for the years prior to last
survey, 2005 and 2006 for Fire Alarm system and sprinkler system inspections. The surveyor
noted that the Fire Alarm system had been inspected on 06/14/06 and 02/04/05. The surveyor
noted that the sprinkler system had been inspected 06/14/06. The surveyor interviewed
representatives from the two agencies that had supplied the facility with fire alarm system and
sprinkler system inspections. One interview was conducted 01/19/07 at 6:00 P.M. One
interview was conducted 01/22/07, at 11:45 A.M. per telephone. The representative of each
agency verified that the dates documented in the facility records were the only dates the systems
had been inspected.

420-5-20-.12(6)(g) The use of portable heaters is prohibited.
THIS RULE IS NOT MET AS EVIDENCED BY:

Based on observation and interviews with facility staff, the surveyor determined that the facility
owner failed to ensure that portable heaters were not used in the facility.

FINDINGS:

On 01/19/07, at 1:00 P.M., the surveyor accompanied a representative from the area Fire
Marshall's office and EI#1, Owner, on a safety tour of the facility. RI#1 had a portable heater in
his/her room. The Fire Marshall's representative instructed EI#1, Owner, that portable heaters
were not allowed in this type of facility. The surveyor also instructed EI#1, Owner, that portable
heaters were not allowed. The surveyor observed that the wall heating and air unit on the other
side of RI#1's bed was not plugged into the outlet. The surveyor was not able to insert the plug
into the outlet to test the wall unit.

On 01/20/07, at 9:45 A.M., the surveyor observed that the portable heater remained in RI1#1's
room. The heater was switched on and the surveyor was not able to place her hand on the
surface of the heater due to the heat being emitted from the portable unit. The surveyor observed
again that the wall unit in RI#1's bedroom was not plugged into the outlet and not working.

On 01/20/07, at 9:55 A.M., the surveyor asked EI#2, RN/UC, and CO-Owner of the facility, to
accompany her into RI#1's room. The portable heater remained on and hot. The surveyor and
El#2 had to walk past the portable heater to get to RI#1's bathroom to test the water.

On 01/20/07, at 10:15 A.M., the portable heater remained in RI#1's room, was operational and
hot air was being emitted from the heater.

On 01/20/07, at 11:00 A.M., the surveyor observed EI#11, RA, and EI#18, RA, accompany RI#1
past the heater on their way to RI#1's bathroom. The portable heater remained on and
operational.

On 01/20/07, at 11:35 A.M., EI#1, Owner, was in the dining area. The surveyor showed El#1,
Owner, that the portable heater remained operational in RI#1's bedroom. The surveyor asked
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El#1 if the wall unit in RI#1's room was operational. EI#1 stated, "Yes. | just forgot to take that
heater out of RI#1's room."

On 01/20/07, at 12:25 P.M., the surveyor observed that the portable heater remained in RI#1's
room, was operational, was emitting hot air from the heater, and RI#1 was constantly in and out
of his/her bedroom and bathroom. The surveyor again showed El#1, Owner, that the portable
heater remained operational in RI#1's bedroom. The surveyor observed El#1 turn the switch to
the heater off, unplug the heater and remove it from RI#1's bedroom into the adjacent sun room.

420-5-20-.12 (7) 2. (iii) Locks shall release automatically upon activation of the fire alarm
system.

THIS RULE IS NOT MET AS EVIDENCED BY:

Based on observation, the surveyor determined that 6 of 6 maglocked Exit doors did not release
automatically upon activation of the fire alarm system.

FINDINGS:

On 01/19/07, at 1:45 P.M., during a test of the fire alarm system in the facility, the surveyor
accompanied EI#1, Owner, and a representative of the area Fire Marshall's office to check the 6
maglocked doors. Six of six maglocked doors did not release automatically. The doors would
not open to allow exit from the building. EI#1 was instructed to release the doors and post
persons to watch the Exits until the system could be repaired. EI#1 stated that only the
representative from the fire alarm inspection company could release the doors from the main
panel. EI#1 stated that he did not know how to release the doors but that when the alarm was off
that the keypads still functioned, therefore he did not consider that the doors would not release.
The Fire Marshall's representative and the surveyor instructed EI#1 to start a fire watch or
discharge all of the 12 demented elderly residents with disabilities until the system was repaired.

420-5-4-.12 (7) 2. (vi) The facility shall assure, at least monthly, that locked or
delayed-egress exit doors function properly, in accordance with required fire safety
provisions.

THIS RULE IS NOT MET AS EVIDENCED BY:

Based on observation and interviews with facility staff, the surveyor determined that EI#1,
Owner, failed to ensure that each maglocked (delayed-egress) exit door was checked at least
monthly to ensure that the doors were functioning and releasing.

FINDINGS:

On 01/19/07, at 1:45 P.M., the surveyor accompanied El#1, and a representative of the area Fire

Marshall's office during a test of the fire alarm system. Six of the six maglocked exit doors did
not release. The doors would not open. The surveyor asked EI#1, Owner, if the doors were

Page 53 of 54



tested for operational ability. EI#1 stated the doors were tested during each fire drill once
monthly.

On 01/22/07 at 5:30 P.M., during an interview with EI#1, the surveyor asked EI#1 to tell the
surveyor how fire drills are conducted in the building. EI#1 stated that each staff member had
been instructed in fire drills and had participated in fire drills. EI#1 stated that an assigned staff
member was responsible for getting residents out of the building, a staff member was assigned to
be near the telephone, that all doors and windows were checked, and that a staff member was
assigned to remain with the residents. The surveyor asked EI#1 who contacted the fire alarm
company to notify them of the test of the fire alarm system. EI#1 stated, "I do." The surveyor
asked EI#1 how often was the company called to notify them of testing the system. EI#1 stated,
"Once a month during fire drills."” The surveyor asked who was responsible to contact the
company to let them know that the test was over. EI#1 stated, "1 do." The surveyor asked how
often the maglocked doors were tested to see if they released. EI#1 stated, "During each fire
drill."

On 01/22/07 at 3:20 P.M., the surveyor asked EI#12, (employed for the past 7 months) RA;
EI#15, RA; and EI#23, RA (employed April 2005 to July 2006, resigned and started back
01/10/07) individually if he/she had participated in a fire drill since he/she had been employed at
the facility. EI#12 stated no. EI#15 stated no. EI#23 stated no. All three stated that as far as
they knew that EI#1's fire drills were on paper only.

On 01/23/07, at 4:00 P.M., the surveyor asked El#1 during an interview if he called in a test to
the monitoring company on each fire drill, if each maglock was tested for release during each
fire drill, and if all residents were evacuated to another smoke barrier compartment during
waking hours of fire drills. EI#1 stated, "No. Not all of the time." The monitoring company
said that nobody from the facility had ever called to place the system on test for a fire drill since
June 2006 when the contract was first signed with this new company.
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