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TERRACE AT PRICEVILLE, THE

A 000 Initial Comments A 000
! On June 26, 2024, an unannounced licensure :
survey and complaint investigation was ;
conducted for this 38 bed Assisted Living Facility ;
(ALF) with a census of 27. ‘

There were two complaints investigated during
| this survey. LC#20220816008 and |
LC#20220712006 were unsubstantiated with no |
| deficiencies cited as a result of the complaint :
investigations.

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. The deficiencies
cited pose a potential risk of harm to the
residents and require a plan of correction. g

AB13 420-5-4-.06 (5) (a) (b) (c) (d) (e) Care of AB13
Residents.

! (5) Medications.

(a) Medications as defined in these
rules, may be administered to a resident of an
assisted living facility only after the drugs have
been prescribed specifically for the resident by an |
individual currently licensed to prescribe i
medications in Alabama. A currently licensed i
physician in good standing with the Medical
Licensure Commission of any state may
prescribe medications to a resident of an assisted
living facility only during the initial physical 1
examination. f

(b) A physician order is required for a
resident to manage and have custody of his or
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A613i Continued From page 1 | AB13

| her own medications.

(c) Aresident may have custody of and
manage over the counter topical medications with |
the written approval of a physician. A physician
order is not required for over the counter topical |
medications that are self-administered by '
residents and approved by the physician for
resident possession.

(d) Nothing in these rules shall preclude |
a facility from using a licensed nurse employed by
the facility or nursing agency to administer
medication to any resident. An RN or LPN shall
administer medications to residents in the
assisted living facility only in accordance with
physician orders and the Nurse Practice Act.

(e) A resident who is incapable of
recognizing his or her name, or understanding
the facility unit dose medication system, or does
not have the ability to protect himself or herself
from a medication error shall require medication
administration. Medication administration shall be |
provided only by a physician or by an RN or LPN.
If the resident cannot understand or be trained to |
understand the unit dose medication system used |
by the facility or cannot protect himself or herself
from medication errors by facility staff, the
resident will be appropriately discharged. .

This Rule is not met as evidenced hy:

| Based on observations, interviews and record
reviews, no physician's written approval was
present for a resident to have custody of and
manage over the counter (OTC) topical
medication. In addition, the facility failed to

| appropriately discharge a resident who do not
have the ability to protect himself/herself from |
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i medication error.
| Findings:

No Physician's Written Approval to Have Custody |
of and Manage OTC Medication

Resident Identifier (RI)#4 was admitted to the

facility on September 13, 2019 with diagnoses

which included diabetes mellitus, tachycardia,

anxiety, major depressive disorder, pulmonary

fibrosis, polyneuropathy, atrial fibrillation, chronic

| obstructive pulmonary disease, gastroesophageal
reflux disease, cardiomegaly, hyperlipidemia,
fibromyalgia, and chronic kidney disease. On
June 24, 2024, at approximately 8:50 AM,
surveyors observed a tube of topical Voltaren gel |
(OTC) on a table in RI#4's room. During record
review, on June 25, 2024, surveyors noted that
RI#4 did not have written approval from a
physician to allow RI#4 to maintain custody of

| OTC medications. During an interview on June

| 26, 2024, Employee Identifier (EI}#5 advised !

' surveyors that RI#4 had a physician's order for |
the OTC medication. Before the onsite survey |
ended on June 26, 2024, El#5 presented the
surveyors with a physician's order for RI#4 to
maintain OTC medication at bedside. The OTC
medication physician's order was dated for June
26, 2024, after the surveyors had observed the
medication in RI#4's room.

\
Resident Unable to Protect Self from a |
Medication Error

‘ RI#1 was admitted to the facility on November 14, |
2023, with diagnoses which included unspecified |

| dementia, hypertension, benign prostatic !
hyperplasia, constipation, chronic fatigue,
hyperlipidemia, overactive bladder, diabetes

Health Care Facilities
STATE FORM 6899

ZYU3 1

If continuation sheet 3 of 26




Alabama Department of Public Health

PRINTED: 07/18/2024
FORM APPROVED

STATEMENT OF-BEFICIENCIES
AND PLAN OF CORRECTION

{X1)-PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

D5209

B. WING

{(X2) MULTIPLE-CONSTRUCTION (X3) DATE-SURVEY
A. BUILDING:

COMPLETED

C
06/26/2024

NAME OF PROVIDER OR SUPPLIER

TERRACE AT PRICEVILLE, THE

STREET ADDRESS, CITY, STATE, ZIP CODE

200 TERRACE LANE
DECATUR, AL 35603

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

AB14
Residents.

 safety.

A613; Continued From page 3

E mellitus, and vitamin D deficiencies. On June 26,
2024, the surveyors observed medication

| awareness testing of residents by El#5. RI#1 was |
identified as unable to correctly identify their
medications as well as the correct time to take
medications to protect themselves from a
medication error. RI#1 was presented with two
packets with a fictitious name (Mickey Mouse)
and stated he/she did not recognize the two
packets as being RI#1's medication. RI#1 stated,
"they always just bring me a cup with my pills in

| it". RI#1 never recognized the name on the

| fictitious medication packets even after EI#5

| prompted RI#1 multiple times. RI#1 was given
his/her medication packets and he/she just kept
feeling the pills in the blister pack. RI#1 was given
multiple prompts by EI#5 before he/she stated,
"that is my name". On June 26, 2024, both El#1
and EI#5 agreed RI#1 was unable to protect
himself/herself from a medication error and
stated RI#1 had recently declined. No 30-day
discharge notice had been issued to RI#1 at the
time of the onsite survey.

420-5-4-.06 (5)(f)(g)(6)(7)(a)-(i) Care of

(f) A resident may self-manage his or
her medications. For the purposes of these rules, |
self-manage shall mean the resident is capable
of maintaining possession and control of his or
her medications, who does maintain possession
and control of his or her medications, and
self-administers his or her medications without
creating an unreasonable risk to health and

(9) A resident that cannot self-manage
his or her own medication without creating an
unreasonable risk to health and safety may be

AB13

' AB14
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A 614 | Continued From page 4 AB14

assisted with self-administration of medication by
any assisted living facility staff, including staff
members who hold no professional licensure
provided:

| 1. The resident can and does identify

| his or her name on the medication package and

| has a reasonable understanding of the unit dose
packaging system in use by the facility such that
the resident could protect himself or herself from
medication errors when unit dose packages are
brought to the resident by facility staff. The .
resident shall have the opportunity to
demonstrate his or her ability to correctly utilize
the unit dose package system at every

| opportunity for medication use.

(6) Assistance with self-administration of
medication includes the following practices:

(a) Reminding a resident that it is time to
take a medication or medications, where such
medications have been prescribed for a specific
time of day, a specific number of times per day, |

| specific intervals of time, or for a specific time in |
| relation to mealtimes or other activities such as
arising from bed or retiring to bed.

(b) Physically assisting a resident by
opening or helping to open a container holding
medications.

(c) Offering liquids to a resident to assist
| that resident in ingesting oral medications.

(d) Physically bringing a container of
medication to a resident. i
|

(7) Assistance with self-administration of |

|
Health Care Facilities
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medications shall under no circumstances
include any of the following practices:

(a)
in
these rules.

(b) Determining the amount of
medication to be given. If a medication is not
available in unit dose packaging, unlicensed
facility staff may measure the prescribed amount
of medication only under the direction and control
of the resident, provided that the resident is
capable of determining the amount of medication
to be given.

C©
kind.

(d) Telling or reminding a resident that it |
is time to take a PRN, or as needed medication.

Medication administration as defined |

Giving a resident injections of any

(e) Placing medications in a feeding
tube.
(f) Giving enemas or suppositories.
: (9) Crushing or splitting medications,
| provided

| that a physician has ordered a specific
medication to be crushed or split and the resident
is capable of self-managing his or her own
medication or the resident is capable of _
medication self-administration with assistance ;
and would be capable of crushing or splitting his
or her own medications but for limitations of
mobility or dexterity, may be assisted with
crushing or splitting medications by unlicensed
staff so long as the assistance provided is under
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A 614 Continued From page 6 | AB14
|

| the total control and direction of the resident. If
the facility chooses to offer this assistance, the
facility shall develop and implement a policy and |
procedure to ensure safe practices by facility
staff.

(h) Mixing medications with food or !
| liguids, provided that a physician has ordered a
medication to be mixed with focd or liquid and the
resident is capable of self-managing his or her
own medications or the resident is capable of
medication self-administration with assistance
and would be capable of mixing his or her own
medications with food or liquid but for limitations
of mobility or dexterity, may be assisted with
mixing medications with food or liquid by
unlicensed staff so long as the assistance
provided is under the total control and direction of |
the resident. If the facility chooses to offer this |
assistance, the facility shall develop and
implement a policy and procedure to ensure safe
practices by facility staff. ‘

! (i) Assisting with self-administration of |
eye drops, eardrops, nose drops, inhalers, i
nebulizers, or topical medications, provided that a |
resident who is capable of self-managing his or
her own medication or a resident who is capable
of medication self-administration with assistance |
and who would be capable of self-administration |
of his or her own medications but for limitations of |
mobility or dexterity, may be assisted with eye
drops, ear drops, nose drops, inhalers, '
nebulizers, or topical medications by unlicensed |
facility staff so long as the assistance provided is
under the total control and direction of the
resident. If the facility chooses to offer this
assistance, the facility shall develop and
implement a policy and procedure to ensure safe
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A 614 | Continued From page 7 i
practices by facility staff. l
i

This Rule is not met as evidenced by:

Based on observations, interviews and record
review, the facility failed to ensure a visually
impaired resident was able to protect
himself/herself from a medication error.

Findings: ;
I
RI#9 was admitted to the facility on February 26,
2021, with diagnoses which included coronary
artery disease, eye disorder, hypertension,
nonalcoholic steatohepatitis, and obstructive
| sleep apnea. On June 26, 2024, the surveyors
| observed ER5 conduct a medication awareness
| test for RI#9. RI#9 was visually impaired and
could not read the medication unit dose label
even with a magnifier. EI#5 stated, "staff just lets
(RI#9) feel the pills to verify medications”. The
facility failed to implement a medication
identification system for this visually impaired
resident. RI#9 could not protect himself/herself
from a medication error due to lack of a method
to identify medications. EI#5 agreed with the
surveyors' finding and advised the facility would
implement a method for RI#9 to identify
medications.

A 616 420-5-4-.06 (7) (k) (I) (m) (n) (o) Care of | AB16
Residents.

(k) Medications kept under the control or |
custody of an assisted living facility shall be .
packaged by the pharmacy and shall be i

' maintained by the facility in unit dose packaging. |
Health Care Facilities
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A616 Continued From page 8

| Medications kept under the control or custody of
an assisted living facility that are not available in
unit dose packaging must be packaged by the ;
pharmacy and administered by a physician, RN,
or LPN or self-administered with assistance
under the total control and direction of the
resident.

) Unless a resident can and does

self-manage his or her own medications, an
| assisted living facility shall require each resident
| to use a single pharmacy. This does not apply to
| emergency pharmacy services. All residents
need not use the same pharmacy that is used by |
other residents unless express policy of the .
assisted living facility provides otherwise and all |
residents are informed of such policy and
provided a copy of such policy prior to or at the
time of admission. The assisted living facility shall |
require pharmacies used for medication supply
for residents not self-managing their medications
to review all ordered medication regimens for
possible errors or adverse drug interactions and
to advise the facility and the prescribing health
care provider when these are detected.

(m) If controlled substances prescribed
for residents of any assisted living facility are kept
in the custody of the assisted living facility, they
shall be stored in a manner that is compliant with |
state and federal laws, the requirements of the |
Alabama State Board of Pharmacy, and any !
requirements prescribed by the State Board of |
‘ Health. At a minimum, controlled substances in
| the custody of the facility shall be stored using a
double lock system, under proper temperature
and humidity controls and permit only authorized
personnel access. The facility shall maintain a
system to account for all controlled substances in |
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A616 | Continued From page 9

its possession. All other medications in the
custody of the facility shall be stored using at
least a single lock, under proper temperature and
humidity controls and permit only authorized
personnel access. This shall include medications
stored in a resident's room when the staff and not |
the resident have access to the medications.
Medications may be kept in the custody of an
individual resident who can safely manage his or
her medications. Such medications may be 1
stored in a locked container accessible only to the |
resident and staff, or may be stored and secured
in the resident's living quarters, if the room is ,
single occupancy and has a locking entrance. i
|
|

(n) Medication administration or
medication assistance records and written
physician orders for all over-the-counter drugs,
legend drugs, and controlled substances shall be |
retained for a period of not less than three years.
They shall be made available for inspection at
reasonable times by residents, anyone authorized |
by the resident, and by the sponsors of residents. |

; (o) Labeling of Drugs and Medicines. All
containers of prescribed medicines and drugs !
shall be labeled in accordance with the rules of |
the Alabama State Board of Pharmacy and shall
include appropriate cautionary labels, such as,

| "Shake Well," or "For External Use Only."

|

| This Rule is not met as evidenced by:
Based on observations, interviews and record

| reviews, the facility failed to ensure all
medications in the custody of the facility were
stored using at least a single lock. The facility

'~ also failed to ensure all medications were labeled

' AB16
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in accordance with the Alabama State Board of
Pharmacy.

Findings:
Medication Not Secured

RI#3 was admitted to the facility on March 7,
2019, with diagnoses which included
hypertension, cardiac arrhythmia, anxiety,
depression, chronic kidney disease, and
gastroesophageal reflux disease. RI#3 had a
physician's order to self-administer medication
per his/her medical exam. On June 24, 2024,
during a facility tour, the surveyors observed
RI#3's medication was not secured. RI#3 had
hisfher medication in a cabinet in the kitchen
which was not secured. RI#3 also had medication
on the kitchen counter. RI#3's door was
unlocked, and he/she stated he/she did not lock
his/her door. RI#3 stated, "l probably need to

| keep my medication locked up, but | never have". |

RI#7 was admitted to the facility on November 1,
2022, with diagnoses which included malignant
neoplasm of breast, hypothyroidism,
hypertension, osteoporosis, chronic obstructive
pulmonary disease and pulmonary fibrosis. RI#7
had a physician's order to self-administer
medication per his/her medical exam. On June
25, 2024, at approximately 11:40 AM during a
facility tour, the surveyors observed RI#7's
medication was not secured. RI#7 also had a
bottle of Gabapentin (Schedule 5 controlled
substance) on the kitchen counter unsecured.
RI#7 stated he/she did not lock the door when
leaving his/her room.

RI#8 was admitted to the facility on April 22, 2024 |
with diagnoses which included diabetes mellitus, |
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AB16 Continued From page 11 ‘

hypertension, rheumatoid arthritis, disease of
| blood of blood forming organs, hyperlipidemia,
osteoporosis, and hypothyroidism. RI#8 had a :
physician's order to self-administer medication |
| per his/her medical exam, dated April 15, 2024, |
On June 25, 2024, at approximately 12:00 PM,
surveyors observed RI#8's medication was not
secured. RI#8 had his’her medication in three i
separate drawers in the bathroom, unsecured.
RI#8 shared a room with his/her spouse who did
not have an order to self-administer medication.

On June 26, 2024, both El#1 and ER#5 agreed
that these residents' medications should be
secured and stated that these residents had been
instructed to keep their medications locked.

Medication Unit Dose System/Medication
Administration Record (MAR) Not Properly
Labeled

The surveyor performed a narcotic count with
El#11 on the afternoon of June 25, 2024. El#11
and the surveyor observed RI#4's narcotic MAR.
The frequency noted on the medication unit dose |
system label was "Oxycodone-Acetaminophen |
5325 milligram (mg) by mouth (PO) every 6
hours as needed (PRN)". The medication unit
dose label did not match the MAR which stated
"Oxycodone-Acetaminophen 5/325 mg take 1
| tablet by mouth twice daily". RI#4's prescription
| was changed on June 17, 2024. EI#11 stated |
| he/she would contact the pharmacy for a current |
| prescription label for the medication unit dose
system. Later the same day, El#11 advised
surveyors that a new medication label for
Oxycodone-Acetaminophen was being sent to the
facility. Refer to deficiency 613 for additional
information on RI#4.

AB16
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During record reviews on June 24, 25 and 26, ;
2024 the following was identified.

. Medication unit dose labels:

Oxycodone-Acetaminophen 5/325 milligram (mg)
by mouth (PO) every 6 hours as needed (PRN)
Furosemide 20 mg Take one tablet by mouth
every morning and take one tablet by mouth
every day at 12 PM

Acetaminophen ER 650 mg Take one tablet by
mouth every 6 hours as directed

MAR:

Oxycodone-Acetaminophen 5/325 mg take 1
tablet by mouth twice daily

Furosemide 20 mg Take 1 tablet by mouth twice
daily

Acetaminophen 650 mg 1 PO three times a day
(TID)

The surveyor observed EI#11 perform a

medication pass on June 24, 2024, at

approximately 3:07 PM. RI#5 was admitted to the

| facility on January 5, 2023, with diagneses which
include atrial fibrillation, diabetes mellitus,
hypothyroidism, coronary artery disease,
hypertension, mitral regurgitation, and mtracranlal
meningioma. The surveyor reviewed RI#5's
medication unit dose system labels and MAR's.
The surveyor's findings are listed below.

| Medication unit dose labels:

| Atorvastatin 10 mg Take one tablet by mouth
every morning
Escitalopram 10 mg Take one tablet by mouth
every morning
Estradiol 0.5 mg Take one tablet by mouth every
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Levocetirizine 5 mg Take one tablet by mouth
every morning

Levothyroxine 100 m'crogram (mcg) Take one
tablet by mouth every morning

Omeprazole DR 40 mg Take one tablet by mouth
every morning .
Tizanidine HCL 4 mg Take one tablet by mouth
every morning for muscle pain

Montelukast 10 mg Take one tablet by mouth
every morning

Furosemide 40 mg Take one tablet by mouth
every morning

Pioglitazone HCL 30 mg Take one tablet by
mouth every morning

Century Multi 50 F&T Take one tablet by mouth

| every morning

| Myrbetrig 50 mg Take one tablet by mouth every
morning

Potassium CL ER 20 milliequivalents (mEq) Take |
one tablet by mouth every morning

MAR:
Atorvastatin 10 mg Take one tablet by mouth
once daily
Escitalopram 10 mg Take one tablet by mouth
once daily
Estradiol 0.5 mg Take one tablet by mouth once
daily
I Levocetirizine 5 mg Take one tablet by mouth
' once daily ;
| Levothyroxine 100 mcg Take one tablet by mouth |
once daily ‘
Omeprazole DR 40 mg Take one tablet by mouth |
once daily
Tizanidine HCL 4 mg Take one tablet by mouth
once daily
Montelukast 10 mg Take one tablet by mouth ;
once daily

Hezalth Care Facilities
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Lasix 40 mg PO every (q)day every morning
Pioglitazone HCL 30 mg Take one tablet by
mouth once daily

Multivitamin T PO every day (qd) every morning
Myrbetrig 50 mg PO qd every AM

Potassium CL ER 20 (mEq) 1 tablet PO qd every -
AM

RI#10 was admitted to the facility on January 16,
2023, with diagnoses which include benign
prostatic hyperplasia, gastroesophageal reflux
disease, diabetes mellitus, hypertension,
hypothyroidism, pain, tinea unguium, open angle
glaucoma, mood affective disorder, and
frontotemporal neurocognitive disorder. On June
24, 2024, at approximately 4:08 PM the surveyor
observed El#11 perform a medication pass. The
surveyor observed RI#10's medication unit dose
system labels and MAR's as follows.

Medication unit dose labels:

! Atorvastatin 40 mg Take one tablet by mouth
every day at 5PM
Tamsulosin 0.4 mg Take one capsule by mouth
every morning and take one capsule every day at
5PM
Latanoprost 0.005 percent 1 drop in both eyes at
bedtime

MAR's

Atorvastatin 40 mg Take 1 tablet by mouth at
bedtime

| Tamsulosin 0.4 mg Take 1 capsule by mouth
twice daily

Latanoprost 0.005 percent Instill 1 drop(s) in both
eyes at bedtime :

During an interview with El#4 on June 25, 2024,

Health Care Facilities
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' at approximately 8:30 AM, El#4 stated, "we have |
had a lot of problems with the MAR's". El#4 was |
trying to get all the MAR's and medication from
the same company to try to decrease the !
mistakes. Currently the MARs and the i
medications came from separate pharmacies. ;
MAR's were received on the first of every month. |
| Surveyors reminded El#4 that all MAR's,
| medication unit dose labels, and physician's
orders should match. El#4 agreed with the
surveyor's findings.
AB18 420-5-4-.06 (9) Care of Residents. AB18

(9) Oxygen Therapy. ;

(a) A resident of an assisted living facility
that requires oxygen therapy shall self-manage
his or her own oxygen therapy or self-administer
his or her own oxygen therapy with assistance of
facility staff. A resident that cannot safely
self-manage or self-administer his or her own i
oxygen therapy with assistance shall have
oxygen administered only by a physician, RN, or
| LPN. Aresident that cannot direct his or her

administration of oxygen and cannot be taught to
direct his or her administration of oxygen shall be .
appropriately discharged. .

(b) Oxygen use including date, time,
rate, and proper function of the equipment shall
be documented on the medication administration |
or medication assistance record at least once per ‘
shift unless oxygen therapy is self-managed by ‘
|

the resident.

(c) If a resident receives oxygen therapy
| in a facility:

Health Care Facilities
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1. All oxygen equipment, such as

tubing, masks, and nasal cannula shall be
maintained in a safe and sanitary condition.

2 All oxygen tanks shall be safely
maintained and stored.

: 3 The facility shall require safe use of
oxygen therapy. No smoking and appropriate
precautionary signs shall be posted.

4, The facility shall ensure that each
resident using oxygen therapy maintains an
adequate supply of oxygen.

Refer to National Fire Protection Association |
(NFPA) 99 for oxygen storage requirements.

This Rule is not met as evidenced by: ‘
Based on observations and interviews, the facility
failed to safely store oxygen tanks and display
appropriate oxygen signs. In addition, a resident's
| oxygen use was not documented on the
| resident's MAR.

Findings:

During a facility tour on June 24, 2024, the
surveyors observed RI#5's room which contained
one small oxygen tank which was sitting on the

| kitchen countertop unsecured. Also, a large

| oxygen bottle was observed standing upright next |
to the bathroom door unsecured. RI#5 stated that |
his/her family assisted with oxygen supplies. For
more information on RI#5 refer to deficiency 616.

Review of RI#5's facility records, on June 25 and |
26, 2024 revealed RI#5's oxygen use was not '
documented on RI#5's MAR. RI#5 informed the
Health Care Facilities
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surveyors that his/her family assisted with
managing the oxygen, not facility staff, but that |
RI#5 did not manage the oxygen independently.

During an interview on June 26, 2024, El#1, E#4, :
EI#5, and EI#8 agreed with the findings. '

A 621 420-5-4-.06 (11) (b) Care of Residents. - AB21

: (b) Retention

|

' 1. An assisted living facility shall not
allow any resident to return to the assisted living
facility from a higher level of care if that resident
requires care that exceeds the level of care the |
facility is licensed to provide or the facility is '
capable of providing.

2. An assisted living facility shall not

retain a resident that has symptoms or behaviors

| that infringe on the rights or safety of residents

i currently in the facility.

|

, 3. Residents who have unmanageable
behaviors or behaviors that may be dangerous to
themselves or others shall not be retained in an
assisted living facility.

4. An assisted living facility shall not |
retain a resident who requires medical or skilled |
nursing care which is expected to exceed 90 daysi
unless: ;

| (i) The individual is capable of i
| performing and does perform all tasks related to
| his or her own care; OR

(i) The individual is incapable of
performing some or all tasks related to his or her |

Health Care Facilities
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own care due to limitations of mobility or dexterity |
BUT the individual has sufficient cognitive ability |
to direct his or her own care AND the individual is |
able to direct others and does direct others to i
provide the physical assistance needed to
complete such tasks, AND the facility staff is
capable of providing such assistance and does
provide such assistance. If the facility chooses to
offer this assistance, the facility shall develop and
implement a policy and procedure to ensure safe ‘
practices by facility staff.

5 If a resident of an assisted living
facility is diagnosed with a terminal iliness other
than dementia and requires hospice care, the
resident may be admitted to a properly licensed
' and certified hospice program. A resident
receiving hospice care may remain in the facility
beyond 90 days. If the facility is unable or
becomes unable to meet the needs of a resident
receiving hospice care, or if a resident receiving
hospice care requires care beyond what the
facility may lawfully provide pursuant to this
section, then the facility shall promptly make
arrangements to discharge or transfer the
resident to a safe and appropriate placement in
accordance with the discharge procedures and
prearranged plan required by these rules for
assisted living facilities.

The facility would in all cases remain
responsible for ensuring the appropriate delivery
of care and must take all necessary steps to
ensure that care needed by a resident is
delivered to the resident.

6. All skilled services provided in the
| facility, such as but not limited to wound care or
| insertion of a urinary catheter, shall be provided
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| by the staff of properly licensed or certified
' agencies. Skilled services shall not be delegated
to facility staff.

7. Residents that develop acute
infectious pulmonary disease, such as active
tuberculosis, or other diseases capable of
transmission to other individuals through normal
person-to-person contact shall be immediately
transferred to an appropriate level of care until |
' certified by a physician to be free of a contagious |

condition.

8. No assisted living facility shall be
operated in whole or in part in a manner that
prevents free and unhindered egress from the
facility by any of its residents.

9. An assisted living facility shall not
retain any resident who cannot safely reside in
the facility unless his or her egress from the
facility is restricted.

This Rule is not met as evidenced by:

Based on record review and interviews, the
facility retained a resident who was admitted to
hospice care with a diagnosis of Alzheimer's
disease with late onset.

Findings: g

Review of facility records and hospice records, on |
June 26, 2024, revealed the following information.
RI#2 was admitted to the facility on November 14,

| 2023, with diagnoses which included dementia

| without behavioral disturbances, psychotic

! disturbances, mood disturbance, anxiety, major ;
depressive disorder and gastroesophageal reflux |
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A 703

disease. RI#2 was admitted to hospice care on |
February 28, 2024, at the facility, with a primary |
diagnosis of Alzheimer's disease with late onset, |
and a secondary diagnosis of unspecified
dementia. During an interview on June 26, 2024,
surveyors asked El#1 about RI#2's hospice
diagnosis. El#1 stated the diagnosis was
incorrect. EI#1 stated that RI#2 did not have a
diagnosis of Alzheimer's disease with late onset.
El#1 was planning to speak with the hospice
company about the diagnosis. However, EI#1
agreed the hospice diagnosis did not meet the
criteria for retention in an ALF.

420-5-4-.07 (3) Food Service.

(3)

(a) Number of Meals. No fewer than
three meals shall be provided each 24 hours.
Food service shall be provided in a resident's
room during temporary illness if necessary. The
diet shall be well-balanced, palatable, properly
prepared, and sufficient in quantity and quality to
meet the nutritional needs of the residents in _
accordance with Dietary Reference Intakes of the
Food and Nutrition Board of the National

Dietary Service.

| Research Council, National Academy of

Sciences. The food must be adapted in type and
preparation to the habits, preferences, and
physical abilities of the residents.

(b) Timing of Meals. A time schedule for |
serving meals to residents and personnel shall be |
established. Meals shall be served approximately |
five hours apart with no more than 14 hours ;
between the evening meal and breakfast. The '
time schedule of meals shall be posted with the
menu. The facility shall make evening snacks

A 703
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available after service of the evening meal. The
facility shall provide fluids throughout the day and
shall make between-meal nourishment (snacks)
available.

(c) Menu. The menu shall be planned
and written at least 1 week in advance. The
current week's menu shall be posted in the food
service area and shall be kept on file for the
following 2 weeks. For any resident with a
physician's order for a therapeutic diet, the famhty
shall have a copy of the diet and the facility shall
document the adjustment of its menu to
accommodate the resident's needs.

(d) Alternate food selections or
substitutes shall be made available to all
residents.

(e) A facility shall not obtain food from

charitable organizations. A facility shall not avoid
serving a meal by sending or transporting
residents to missions, soup kitchens, or other
charitable facilities for meals.

(f) The amount of food on hand shall be
sufficient to serve three meals per day to all
residents for 3 days. Non-perishable food and
potable water shall be maintained in the facility in |
sufficient quantity to serve three meals per day to |
all residents for 3 days. ‘

This Rule is not met as evidenced by: i
Based on observations and interviews, the facility |

| failed to maintain adequate emergency water for !
| all residents. '
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Findings:

Emergency Water

The surveyor performed a kitchen tour with

EI#10, on June 25, 2024 at approximately 9:50 |
AM. The surveyor observed the emergency water |
was not sufficient to maintain all residents for ;
three days. The facility had 84 gallons on hand for |
approximately 60 residents (Assisted Living
Facility & SCALF). During an interview on June

25, 2024, EI#10 agreed with the surveyor's
findings and advised she (EI#10) would order
more emergency water.

On June 26, 2024, EI#10 advised surveyors that
the additional emergency water had been
ordered.

On June 27, 2024, the surveyor received an
invoice indicating the facility received 60 extra
gallons of water.

A1002 420-5-4-.10 (2) Sanitation and Housekeeping. | A1002

(2) Housekeeping and Physical Plant
Maintenance. The facility must provide a safe,
functional, sanitary, decent, and comfortable
environment for residents, staff, and the public.

(a) Equipment and Supplies. The home
shall maintain an adequate quantity of
housekeeping and maintenance equipment and
supplies.

i (b) Bathtubs and Lavatories. Bathtubs ;
i and lavatories shall be kept clean and in proper

| working order, and shall not be used for

| laundering.
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(c) Resident Bedrooms. Resident

bedrooms shall be cleaned and dusted as often
as necessary to maintain a clean, attractive
appearance.

(d) General Storage.

1. Broken beds, extra mattresses, mop
buckets, and dust rags shall not be kept in
hallways, closets, corners, or occupied resident
rooms. Such items must be stored neatly and
orderly in designated storage rooms.

2. The use of attics for storage of
combustible materials shall be prohibited unless
protected by an automatic sprinkler system and
then only in small quantities so as not to create a
hazardous condition.

3. Basements used for storage shall
meet acceptable standards for storage and shall
be designed and constructed in a manner that
protects against fire hazards.

4. Flammable materials such as
gasoline, motor fuels, lighter fluid, turpentine,
acetone, and oil-based paint shall not be stored in
the facility. Unless prohibited by a facility's own
policies, however, a cognitively intact resident
who uses lighter fluid to fill a personal cigarette
lighter, or one who uses flammable materials
such as paint or glue in connection with a
personal hobby, may store small quantities of
those materials in a safe and secure manner
within his or her own room.

2} Poisonous or External Use
Substances. Facility cleaning supplies and

Health Care Facilities
STATE FORM paoa

ZYU3 N

If continuation sheet 24 of 26



PRINTED: 07/18/2024

_ FORM APPROVED
Alabama Department of Public Health
STATEMENT OF DEFICIENCIES (X1)- PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3)- DATE SURVEY.
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A HUEDING: COMPLETED
(65
D5209 B. WING 06/26/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
200 TERRACE LANE
TERRACE AT PRICEVILLE, THE
d DECATUR, AL 35603
(X4)ID | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

A1002 Continued From page 24 . A1002

poisons shall be attended at all times or shall be
kept in a secure area.

| This Rule is not met as evidenced by:
Based on observations and interviews, the facility
failed to provide a safe, functional and sanitary
environment for residents, staff and the public.

Findings:
Main Laundry Room

i On June 24, 2024, at approximately 3:00 PM, the
| following observation was made. The door to the
main staff laundry room was unlocked. In the
laundry room was a bottle of high-performance
neutral floor cleaner, heavy duty alkaline
bathroom cleaner, bio-enzymatic odor eliminator
and all-purpose carpet cleaner. The laundry door
remained unlocked throughout the survey until
June 26, 2024. During the exit interview on June
26, 2024, at approximately 10:25 AM, EI#8
advised surveyors that the door to the laundry
room had been locked with a sign advising staff
that door is to always remain locked. Before
exiting the facility, surveyors did observe the
laundry room door was locked with the signage
visible on the door.

Insulin Needles .

During a facility tour on June 25, 2024, at

approximately 12:00 PM the following

observations were made. The surveyor asked

RI#8 where he/she placed his/her insulin needles

| after he/she administered the medication. RI#8
stated." | just wrap them up in some tissue and |
throw them in the trash can.” The surveyor asked |
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' RI#8 if the facility gave him/her some kind of
sharp container for his/her insulin needles and
RI#8 replied "no". Refer to deficiency 616 for
more information on RI#8.

During the exit interview, EI#1, El#4, EI#8 and
| EI#5 agreed with surveyor's findings.

' CONNIE CHERRY, REGISTERED NURSE
TROY BLACK, REGISTERED NURSE
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