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On April 4, 2024, an unannounced licensure
survey was conducted for this SO bed Assisted
Living Facility (ALF) with a census of 39.

Deficiencies were cited during this survey for
failure to operate in accordance with the Rules of
the Alabama State Board of Health (SBOH),
Alabama Department of Public Health (ADPH),
Chapter 420-5-4, Alabama Administrative Code,
for Assisted Living Facilities (ALF). The deficient
practices require a plan of correction.

A 504! 420-5-4-.05 (3) (d) Records and Reports. A 504

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

1. No resident shall be deprived of any
civil ar legal rights, benefits, ar privileges
guaranteed by law or the Constitution of the U.S.
salely by reason of status as a resident of the
facility.

2. Every resident shalt 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.

3. Every resident shall have the right to
Health Care Facilities
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be treated with consideration, respect, and due
recognition of personal dignity, individuality, and
the need for privacy.

4. Every resident shall have the right to
unrestricted private communication, including
receiving and sending unopened
carrespondence, access to a telephone, and
visiting with any person of his or her choice, at
any reasonable time.

5. Every resident shall have freedom ta
. participate in and benefit from social, religious,
and community services and activities and to
achieve the highest possible level of
independence, autonamy, and interaction within
the community.

6. Every resident shall have the right to
manage his or her own financial affairs. If a
resident or his or her legally appointed guardian
authorizes the administrator of the facility to
provide a safe place to keep funds on the
premises, an individual account record for each
resident shall be maintained by the administrator
and an up-to-date record shall be maintained for
all transactions.

7. Every resident shall have the right to
share a room with his spouse if both are
residents of the facility and agree to do so.

8. Every resident shall have the right to
a reasonable opportunity for regular exercise
several times a week and to be outdoors at
regullar and frequent intervals.

9. Every resident shall have the right to
exercise civil and religious liberties, including the
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right to independent personal decisions. No
religious beliefs or practices, nor compulsory
attendance at religious services, shall be
imposed upon any resident.

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.

11. Every resident shall have the right to
at least 30 days prior written notice of involuntary
relocation or termination of residence from the
facility unless the resident is a patient in a facility
providing a higher level of care and no longer

- meets the eligibility and continued stay

requirements in these rules, or for medical

reasons the resident is considered by a physician

to require an emergency relocation to a facility

providing a more skilled level of care, or unless

" the resident engages in a pattern of conduct that
is harmful or dangerous to himself or herself or to
other residents. Such actions will be documented
in the resident's admission record.

12. Every resident shall have the right to
present grievances and recommend changes in
policies, procedures, and services to the staff of
the facility, the facility's management and
governing authority, and to any other person
without restraint, interference, coercion,
discrimination, or reprisal.

13. Every resident shall have the right to
confidential treatment of personal and medical
records. A resident may authorize the release of
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records to any individuat of his or her choice.
Such authorization must be given by the resident
in writing and the written authorization must be
included in the resident's file.

14. Every resident shall have the right to
refuse to perform work or services for the facility
unless the resident expressly agrees to perform
such work or services and this agreement is
plainly documented in the admission agreement.
A resident may voluntarily perform work or
services for the facility, provided that:

0] The facility has documented the
resident’s desire to perform work in the resident's
plan of care, and the resident has signed this
plan of care.

(i) The plan of care specifies the nature
of the work ta be performed and sets forth the
compensation to be paid for the service, untess
the service is to be performed without
compensation; and

(iii) The resident has the right and
understands that he or she has the right to
terminate the agreement to work at any time
without recourse.

18. Every resident shall be fully informed,
prior to or at the time of admission and at regular
intervals during his or her stay, of services
available in the facility, and of related charges.

186. Every resident shall be fully informed,
as evidenced by the resident's written
acknowledgment, prior to or at the time of
admission, of all rules and regulations governing
residents' conduct and responsibilities.
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17. Every resident shall have the right to
i have the name, telephone number, and address
of the Department's Bureau of Health Pravider
Standards, the Local Ombudsman, the
Department of Human Resources, and the
telephone numbers of the Department of Public
Health toli-free Assisted Living Facilities
Complaint Hotline and the Department of Human
Resources toll-free Elder Abuse Hotline. All of
this information shall be posted in a conspicuous
- location in a resident common area.

18. All state inspection reports and any
" resulting corrective action plan from the past 24
months shall be posted in a prominent location. If
- there has been no inspection in the past 24
months, then the resuits of the most recent
inspection and any resuiting corrective action
plan shall be posted.

19. Every resident shall have the right to
30 days prior written notice to both resident and
- spansor of any increase of fees or charges.

20. Every resident shall have the right to
30 days prior written notice of any involuntary
change in the resident's room or rocommate
unless the change is necessary because the
resident or the resident's roommate engages in a
pattern of conduct that is harmful or dangerous to
himself or herself or to other residents.

21. Every resident shall have the right to
wear his or her own clothes, to keep and use his
or her own persanal possessions including toilet
articles except for personal possessions too large

' to be stored in the resident's room.
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22. Every resident shall have the right to
be afforded privacy for sleeoing and for storage
of personal belongings.

23 Every resident shall have the right to
have free access to day rooms, dining, and other
group living or common areas at reasonable
hours and to freely come and go from the home.

24. Every resident shali have the right to
participate in devising the resident's care plan,
including providing for the resident's preferences
for physician, haspital, nursing home, acquisition
of medication, emergency plans, Advance
Directives, and funeral arrangements. A copy of
this care plan shall be kept in the resident's file.

This Rule is not met as evidenced by:
Based on observation and interview the facility
failed to ensure the Alabama Department of
Public Health toll-free Assisted Living Facilities
. Unit Compiaint Hotline phone number was
posted. Also, community standards of care were
not followed for medication assistance when

actually taken medications.
Findings include:

Posting:

On April 2, 2024 at approximately 9:00 AM an
observation was made for the required postings.
The Alabama Department of Public Health
toll-free Assisted Living Facilities Unit Complaint
Hotline phane number was not found posted.

On April 4, 2024 at approximately 9:30 AM,
Employee Identifier (EI}#1, the Wellness

facility staff failed to observe that the resident had

AB04 - Facility failed to post the Alabama
Department of Public of Public Health toll-free
Assisted Living Facilities Unit Complaint Hotline
phone number.

The Alabama Department of
Public Health Toll-free Assisted
Living Facilities Unit Complaint
Hotline phone number was
posted to a prominent location in
our assisted living community
before the surveyor left the
building and will remain posted.
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Director/Administrator, said the hotline number
was now posted and she had been unaware that )
it had not been posted prior to the survey. A504 - Community standards of care were not
followed for medication assistance when staff
Medications: failed to observe that the resident had actually
taken the medication.
RI#5 was admilted to the facility on January 13,
2022 with diagnoses to include Hypertension and
' Benign Prostate Hypertrophy. The medical record
revealed RI#5 was prescribed Finasteride 5 mg Community standards of care for
(milligrams) and Lisinopril 10 mg.. The most medication assistance will be
- recent Medical Exam dated January 26, 2024 followed by facility nursing staff
revealed RI#S5 required assistance/supervision by watching the resident swallow
with managing medications. the medication before leaving the
On April 2, 2024 at approximately 2:00 PM, an ESIERSISIES)
interview was conducted with Ri#5. RI#5 shared .
he/she had not taken one of their blood pressure The director of Wellness or
medications in two years. designee will perfarm audits for
each shift to watch the nurse
On April 2, 2024 at approximately 2:15 PM, an perform medication pass. These
observation was made of an unlocked cabinet in audits will be twice monthly for 90
RI#5's apartment. in the cabinet was a brown days and then monthly for the
cylinder bottle with 9 blue pills later identified as remainder of 2024.
Finasteride, 9 pink pills later identified as
Lisinopril and a Melatonin gummy. These Educate family/resident on proper
medications were identified as prescription medications allowed in room and
medications facility staff had assisted the resident
with, however, the resident admitted he/she had proper ;torage of those
not taken them. A boltle of Pepto-Bismal with an medications by May 1, 2024.
expiration date of March 2023 was also found in
the cabinet. Educate nursing staff on how to
properly assist with medication by
On April 2, 2024 at approximately 2:45 PM, El#2, May 1, 2024.
a Licensed Practical Nurse (LPN) was
interviewed. After observing, removing and Documentation of reeducation and
identifying the medications found in R#5's room, audits will be kept in a binder in
El#2 said the blue pills were Finasteride 5mg and the administrator's office.
the pink pills were Lisinopril 10 mg.. EI#2 said
RI#5 was not supposed to have his/her
Health Care Facilities
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" incident, as defined below, occurs in an assisted
living facility, the facility administrator shall be
immediately notified, the facility shall conduct a

" thorough investigation, and appropriate corrective

* actions and interventions shall be devised and
implemented immediately. A detailed and
accurate report shall be completed within 72
hours of the incident. The report shall be given
immediately upon campletion to the administrator

for review.

1. Incidents which require investigation
are:

0] An accident or injury of known aor

unknown arigin that was unusual or suspicious in
nature such as bruising, pain, or injury that is not
consistent with actions necessary in providing day
to day care to a resident or for which medical
treatment was sought.

(i) A fracture or an injury resulting in
medical attention. For the purposes of these
rules, medical attention shall be defined as care
that rises above the level of first aid, including but
not limited to: a physician ardered portable X-ray,
a visit to an emergency department, urgent care
facility, clinic or physician office.

(iii) The onset of wandering behavior by
any resident who is nat fully cognitively intact.

(iv) Elopement by a resident.
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medications. ER#2 said the Pepto-Bismol was
expired
A 508 420.5.4-.05 (3) (h) Records and Reports A 508
(h) Incident Investigatiocn. When an
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(v) Suspected, alleged, confessed,

witnessed, or actual abuse of a resident or
residents by staff, visitors, or other residents. This
includes all types of abuse including mental

_abuse, physical abuse, sexual abuse, and verbal
abuse as defined in these rules.

(vi} Suspected, alleged, confessed,
witnessed, or actual neglect of a resident or
residents as defined in these rules.

(vii) Suspected, alleged, confessed,
witnessed, or actual exploitation of a resident or
residents as defined in these rules.

(viii) An outbreak (for purposes of
these rules, an outbreak is cansidered to be two
or more affected people within 72 hours or [ess)
of a contagious disease or condition including
those listed in Appendix | of Alabama
Agdministrative Code Sec. 420-4-1-.04 (for
example food-borne iliness, scabies, influenza, or
Staphylococcus aureus).

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

(x) Intentional self-inflicted injury.
suicide, or suicide attempt by a resident.

(xi) An unplanned occurrence that results
in media attention.

(xii) A medication error, overdose, or over

Health Care Facilities
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sedation.

{xitt) Ingestion by a resident of a toxic
substance that requires medical attention.

(xiv) Any indication of malfunction of
the sprinkler system, or fire alarm system.

2. In addition to other items required by
the facility's policies and procedures, the incident
investigation shall contain the following:

(i Names of all residents involved.

(i) Names of all staff involved including
person in charge at the time of the incident.

(i) When the administrator was notified

(date and time).

(iv) Circumstances under which the
incident occurred.

(v) When the incident occurred (date
and time).
(vi) Where the incident occurred (for

example, bathroom, bedroom, street, or jawn).
{vii)

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

Immediate actions taken.

(ix) Immediate treatment rendered.

(x} Symptoms, pain, or injury discussed
with the physician, and the date and time the
physician was notified.
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(xi} Names, telephone numbers, and

addresses of witnesses.

(xii) Date and time relatives ar sponsor
were notified.

(xiii) Out-of-facility treatment.
(xiv) Follow-up care.

(xv) Qutcome resolution.

(xvi) The action taken by the facility to
. prevent the accurrence of similar incidents in the
future.
{xvii) The investigative file includes the

_incident report itself, the incident investigation
and all records, documents, statements, images,
and information created or reviewed in
connection with the investigation.

(xviii) The entire investigative file shall
be made available for inspection and copying by
representatives of the Department upon request.

(xix) The entire investigative file and
documentation of all corrective action taken shalf
be retained for a period of not less than 3 years
after the resident is discharged or dies.

(xx) {nterventions devised as a result of
the investigation shall be included in a resident
record that is available to the personal care staff.

3. In addition, the following incidents
shall be reported to the Department's Online
incident Reporting System within 24 hours of the

Health Care Facilities
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incident:
M A fracture or an injury resulting in

death, EMS activation, ar the need for medical
attention as defined in these rules.

i) Elopement by a resident.

(iti) Suspected, alleged, confessed, or
witnessed abuse, neglect, or exploitation of a
resident or residents by staff, visitors, or other
residents. This includes all types of abuse
including mental abuse, physicai abuse, sexual
abuse, and verbal abuse as defined in these

, rules. The victim's sponsor or responsible family
member shall be notified within 24 hours. All

. incidents of suspected abuse, neglect. or
exploitation shall be reported immediately to the
Department of Human Resources or to
appropriate law enforcement authorities as
required by law. These documents shall be
retained with the facility investigative file.

(iv) A fire, earthquake, storm, other act of
God, or other occurrence (for example, a natural
gas leak or a bomb threat) that causes physical

. damage to the building in which the facility is
located, or that results in the evacuation or partial
evacuation of the facility.

(v) |ntentional self-inflicted injury,
suicide, or suicide attempt by a resident.

(vi} An unplanned occurrence that results
in media attention.

(vii) Any medication error, overdose, or
over sedation. The incident shall be immediately
reparted to the attending physician, facility
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medical director, or back-up physician

(viii) Ingestion by a resident of a toxic
substance that requires medical attention.

(ix) Notifiable diseases and health
conditions listed in Appendix | of the Alabama
Administrative Code Sec. 420-4-1-.04. shall be
reparted by the facility to the State Health Officer
or the County Health Officer within the time
frames specified in 420-4-1-.04. The facility shall
maintain documentation of any reports of
notifiable diseases or health conditions. This
documentation shall be retained for a period of
not less than 3 years.

(x) Any indication of maifunction of the
sprinkler system, or fire alarm system.

4 The report to the Department's
Online Incident Reporting System shall include
the following:

(i) Facility name and diract phone
number.

(i) Time and date of the report.
{iii} Reporter's name.

(iv) Name of resident(s), staff, or
visitor(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) A brief description of the incident.

Heaith Care Facilities
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(viil Any injury or injuries to
resident(s).
(ix) Action taken by the facility in
response to the incident. A508 - The facility failed to report an incident
within 24 hours.
' This Rule is not met as evidenced by:
Based on interview and review of a facility
incident report the facility failed to report an
incident within 24 hours.
Findings include:
Facility will submit all state incident
On April 4, 2024 at approximately 1:15 PM, the reports within 24 hours of the original
facility incident reported revealed an incident that incident.
occurred on 12/02/2023 at 5:45 PM was not
reported until 12/04/2023. Educate staff to report the incident to
On April 4, 2024 at approximately 1:30 PM. E#1, \tNellness dl;e::tor at E_Itme ofblnc_l;(ie(;‘ut
the Weliness Director/Administrator said a fall 0 ensure sla ereportis SEBITIES
occurred an 12/02/2023 at 5:45 PM was not on time. Training to be completed by
reported until 12/04/2023. E#1 said the incident May 1, 2024
should have been reported within 24 hours. o
The Administrator or designee will
AB04 420-5-4-08 (4) Physical Facilities. A 804 perform monthly audits until the end
of 2024 to ensure all state reports
(4) Food Service Facilities. are submitted on time.
(a) Floors. Floors in food service areas Documentation of re-education
shall be of such construction as to be easily : ) . )
cleaned, sound, smoaoth, non-absorbent, without ;’antdhau%lts'wllltbei k,eptf'g a binder
cracks or crevices, and shall be provided with n the administrator's oftice.
approved and conveniently located facilities for
Health Care Facilities
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the disposal of floor wash water.

(b) Walls and Ceilings. Walls and
ceilings of food service areas shall be of tight and
substantial construction, and smoothly finished.
The walls and ceilings shall be without harizontal
ledges and shall be washable up to the highest
level reached by splash and spray. Roofs and
walls shall be maintained free of leaks. All
openings to the exterior shall be provided with
doors or windows which prevent the entrance of
rain or dust during inclement weather.

(c) Screens or Outside Openings
Openings to the outside shall be effectively
screened, or suitable provisions made equal to
screening (such as fly fans). Screen dooars shall
be equipped with self-closing devices.

(d) Lighting. The kitchen, dishwashing
area and the dining room shall have adequate
light.

(e) Ventilation. Vent/exhaust hoods,
vented to the outdoors, shall be provided over
cooking surfaces to aid in removing cooking
odors. Existing recirculating vent hoods in Family
facilities may remain in use when filters are
cleaned or replaced regularly to prevent excess
grease accumulation. Group assisted living
facilities with residential stoves may use a
residential hood sized for the stove. Commercial
exhaust hoods shall be installed when
cammercial cooking equipment is used.
Congregate facilities shall use a commercial
exhaust hood system.

1§ Employee Toilet Facilities. Toilet
rooms, if provided, shall not open directly into any

Health Care Facilities
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room or space in which food is prepared, stored,
displayed, or served, nor into any room in which
utensils are washed or stored. Toilet rooms shall
include a lavatory and shall be well lighted and
ventilated.

(@) Hand Washing Facilities. Each
Group and Congregate assisted living facility
shall provide a hand washing lavatory in the
kitchens which shall be equipped with a soap
dispenser and a supply of soap, disposable
tawels, and hot and cold running water through a
mixing valve or combination faucet. The use of a
common towel and common bar scap is
prohibited. Hands shall not be washed in sinks
where food is prepared. Existing Group and
Congregate facilities that enlarge or renovate
kitchens shall install a hand wash sink.

(h) Refrigeration Facilities. Adequate
refrigeratian facilities, automatic in operation for
the storage of perishable foods shall be provided.
Refrigeration shall be maintained at 41 degrees
Fahrenheit or less. All refrigerators shall be
provided with thermometers. All refrigerators shall
be kept clean.

(i) Equipment and Utensil Construction.
Equipment and utensils, except single service
utensils, shall be so constructed as to be easily
cleaned and shall be kept in good repair. Na
cadmium plated, lead, or readily corrodible
utensils or equipment shall be used.

) Separation of Kitchen from Resident
Rooms and Sleeping Quarters. Any room used
for sleeping quarters shall be separated from the
food service area by a solid wall with no direct
openings. Sleeping accommodations shall not be

Health Care Facililies
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permitted within the food service area.

(k) Clean Rooms. Floors, walls, and
ceilings of rooms in the food service area shall be
clean and free of an accumulation of rubbish,
dust, grease, dirt, etc.

) Clean Equipment. Equipment in the
food service area shall be clean and free of dust,
grease, dirt, etc.

(m) Clean Counters, Tables, Tablecloths,
and Napkins. Tables and counters, which are
used for food service, shall be kept clean.

" Tablecloths and cloth napkins shall be laundered

after each use

(n Location and Space Requirements.
Food service facilities shall be located in a
specifically designated area and shall include the
following rooms and space: kitchen, dishwashing,
food storage, and dining room.

(o) Equipment. Minimum equipment in
the kitchen shall include the following:

1. Range. In a Family or Group assisted
living facility, a residential use range is permitted.
A Congregate assisted living facility shall have a
heavy-duty
range suitable for institutional use with double
oven, or equivalent.

2. Refrigerator. A Family or Group
assisted living facility may use a residential
refrigerator. A Congregate assisted living facility
shall have a heavy duty refrigerator suitable for
institutional use.

Health Care Facilities
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3. Fire extinguisher. A five-pound type

BC for residential hoods, and K type for
commercial hoods.

4. Dishwashing. The dishwashing
equipment for Family and Group assisted living
facilities shall be either residential type using cold

i water sanitizers or commercial type with a

" booster water heater. Dishwashing equipment for
all Congregate assisted living facilities shall be

. commercial type using a booster water heater or
an automatic dispensing sanitizing chemical

" system.

5. A three-campartment sink with a
booster heater ar chemical sanitizing system for
the third compartment shall be provided in
Congregate assisted living facilities.

6. Garbage cans with caver.

{(p) Food Storage. A well-ventilated, cool
food storage room, pantry, or cabinets shall be
provided. Adequate shelving, kins, suitable cans,
and raised platforms shall be provided and kept
clean. Perishable food shall be stored at least six
inches abave the floor. The stareroom shall be of
such construction as ta prevent the invasion of
rodents and insects, the seepage of dust and
water, leakage, ar any other source of
contamination.

{a) Dining Room. A resident dining room,
or rooms, shall be provided which is large enough
to seat not less than 100 percent of the bed
capacity.

(r) Water Heating Equipment.
Equipment for heating an ampie supply of water,

Health Care Faciiities
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under pressure, for all washing purposes shall be
provided. Hot water shall be piped to all
hand-washing facilities, and to each compartment
of all dishwashing and laundry sinks. Water
heaters shall be automatic type

This Rule is not met as evidenced by:

Based on observation and interview the facility
failed to ensure equipment in the kitchen was
maintained in sanitary condition.

Findings include

An observation was conducted of the kitchen on
April 4, 2024 at approximately 7:15 AM. This
observation was made with EI#3, the Dietary
Manager. EI#3 identified a heavy accumulation of
dust-like debris on the two exterior grates on the
front of the ice machine above where the ice was
stored. EI#3 removed a black, slimy, mold-like
substance from the inside of the ice machine.
This substance was observed approximately
three inches above the ice that was stored in the
ice machine. E#3 also observed with the
surveyor a heavy accumulation of what appeared
to be food particies bake on the doors and
sidewalls of the two convection ovens. The
steamer machine was found with the steam water
in the bottom of the machine to be very cloudy
and containing food particles as well as a
separated yellow grease like substance floating
on the water.

An interview was conducted on April 4, 2024 at
approximately 7:30 AM with ER#3. EI#3 reported
the ice machine was not included in the cleaning
schedule. E#3 said the observations made

A804 Facility failed to ensure equipment in the
kitchen was maintained in a sanitary condition.

Facility will ensure equipment in
the kitchen is maintained in a
sanitary condition.

Educate staff on proper
maintenance of kitchen equipment
to be completed by May 1, 2024.

Cleaning of kitchen equipment to
be performed weekly.

Audits of kitchen sanitation will be
performed weekly for 2 months,
then monthly until the end of the
year.

Documentation will be kept in a
binder in the director of weliness'
or designee's office.
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created the potential for cross contamination.

THERESA HARRISON, REGISTERED NURSE

Haalth Care Facilities
STATE FORM

e M1L511




