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Initial Comments

On March 1, 2023, an unannounced probational
licensure follow-up survey and complaint
investigation was conducted for this 73 bed
Assistad Living Facility (ALF) with a census of 31.

There were three (3) complaints investigated
during this survey. L.C#20220516002,
LC#20220621012 and LC#20220628002 were
unsubstantiated with no deficiencies cited as a
result of the complaint investigations.

Deficlencies 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 corraction.

420-5-4-.05 (3) (d} Records and Repaorts.

{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
shall 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 to 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 or legal rights, benefits, or privileges
guaranteed by law or the Constitution of the U.S.
solely by reason of status as a resident of the
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live in a safe and decent envirecnment, 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
be freated 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
correspondence, access to a telephone, and
visiting with any person of his or her choice, at
any reasonable time.

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

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

9. Every resident shall have the right to
exercise civil and religious liberties, including the
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 cars, dental care, or other health
care services except those required to control
communicable diseases.

1. 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
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the facility, the facility's management and
governing authority, and to any other person
without restraint, inferference, 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
records to any individual 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 s
plainly documented in the admission agreement.
A resident may voluntarily perform work or
services for the facllity, provided that:

(i) 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 to be performed and sets forth the
compensation fo be paid for the service, unless
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.

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

16. 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.

17. Every resident shall have the right to
have the name, telephone number, and address
of the Department's Bureau of Health Provider
Standards, the Local Ombudsman, the
Department of Human Resources, and the
telephone numbers of the Department of Public
Health toll-free Assisted Living Facilities
Complaint Hotline and the Department of Human
Resources follfree Elder Abuse Hotline. All of
this informaticn shall be posted in a conspicuous
location in a resident common area.

i8. 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 results of the most recent
inspection and any resulting corrective action
plan shall be posted.

19. Every resident shall have the right to
30 days prior written notice to both resident and
sponsor of any increase of feas 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 roommate
unless the change is necessary because the
resident or the resident's roommate engages in a
pattern of conduct that is harmful or dangerous fo

A. BUILDING:
D5150 B. WING 03/01/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
2551 EASTCHASE LANE
GS AT EASTCHASE A
CROSSIN SSISTED LIVIN MONTGOMERY, AL 36117
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A B504| Continued From page 4 A 504

Health Care Facilliies
STATE FORM

6699

RBNX11

If continuation sheet 5 of 15




Alabama Department of Public Health

PRINTED: 03/06/2023
FORM APPRCVED

himself or herself or to other residents.

21. Every resident shali have the right to
wear his or her own clothes, to keep and use his
or her own personal possessions including toilet
articles except for personal possessions too large
to be stored in the resident's room.

22, Every resident shall have the right to
be afferded privacy for sleeping 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 reascnable
hours and to freely come and go from the home.

24, Every resident shall have the right to
participate in devising the resident's care plan,
including providing for the resident's preferences
for physician, hospital, 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 observations and interviews, the facility
failed to provide health care consistant with
established and recognized standards within the
community by ensuring residents' topical
medications were applied as ordered.

Findings:

On the morning of February 28, 2023, the
surveyor observed Emplovee ldentifier (EI}#8
assisting with medications for Resident ldentifier
(RI)#8. RI#8's medications included Nystatin
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cream to be applied to affected areas twice daily
and Diclofenac Sodium gel to be applied four
times daily. EI#8 placed a dose of the Nystatin
cream and a dose of the Diclofenac gel in small
cups and placed the cups on the table beside
RI#8's chair. EI#8 informed RI#8 that she (EI#8)
was leaving the medications for RI#8 to apply.
EI#8 then left RI#8's room and documented the
medication as administered on R#8's Medication
Assistance Record (MARY).

On the morning of March 1, 2023, the surveyor
observed EI#9 assisting with medications for
RI#3. RI#3's medications included Nystatin cream
to be applied to affected area twice daily. RI#3's
spouse was present in RI#3's room. E#2 placed
a dose of the Nystatin cream in a small cup and
gave the cup to RI#3's spouse. EI#9 instructed
RI#3's spouse that she (E9) was |leaving the
medication for the spouse to apply after RI#3's
hath. EI#9 then left RI#3's room and documented
the medication as administered on RI#3's MAR,

For both Ri#3 and RI#8, facility staff did not
observe the resldents applying the medication as
ordered. EM1 and EW3 agreed this practice was
not an accepted community standard of care for
medication assistance.

420-5-4-.06 (1) Care of Residents.

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

(a) Designation of Attending Physician.
Upon admissicn, each resident shall be asked to
designate an attending physician of his or her
choice. If the resident is unable to designate an

A 504

A 601

Health Care Facllities
STATE FORM

6589

RENX11

If continuation shest 7 of 156




PRINTED: 03/06/2023

FORM APPROVED
Alabama Department of Public Health
STATEMENT OF DEEICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; i COMPLETED
A. BUILDING:
R-C
D5150 B. WING 03/01/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
2551 EASTCHASE LANE
CROSSINGS AT EASTCHASE ASSISTED LIVIN
S MONTGOMERY, AL 36117
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
A601| Continued From page 7 A601

attending physiclan, or does not wish to
designate an attending physician, the facility shall
assist the resident in identifying an attending
physician whoe will serve the resident. A resident
shall be permitted to change the designation of
his or her attending physician at any time.
Whenever a resident requires medical attention,
an attempt shall first be made to contact the
resident's attending physician, except in medical
emergencies requiring activation of the local EMS
system (911 or another emergency call).

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

{c) All physician orders shall be written in
accardance with community standards. If verbal
orders are used, they are to be used infrequently.
A physician verbal order shall only be accepted
by an RN or LPN employed by the facility and
authorized to do so by facility policy and
procedures and state law. All verbal orders shall
be reduced to writing on the physicians' order
sheet by a licensed facllity nurse and shall be
dated and signed by the nurse receiving the
order. All orders, including verbal orders, shall be
dated, timed, and authenticated promptly by the
ordering practitioner, or another practitioner who
is responsible for the care of the resident and
authorized to write orders by facility policy. All
verbal orders must be authenticated within such
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time period as provided by facility policy, but in no
case shall exceed 30 days following entry of the
order.

This Rule is not met as evidenced by:
Based on interviews and record reviews, the
facility failed to follow physician's orders for a
resident's medications.

Findings:

RI#3 was admitted to the facility on March 4,
2021 and had diagnoses which included stenosis
of the lumbar spine, gout, hypertension,
metastasis of prostate cancer, anemia, atrial
fibrillation and gastroesophageal reflux disease.
RI#3 had a physician's order for Lumigan eye
drops one drop to be instilled in each eye daily.
During an interview on February 28, 2023, R#3
reported to the surveyor that multiple doses of the
Lumigan had been omitted due to the eye drops
not being available at the facility.

On March 1, 2023, RE#3 facility MAR for the
month of February 2023 was reviewed. The
doses of Lumigan on February 2, 3 and 16, 2023
ware Initialed and the initials of the staff member
were circled, indicating the dose was not given.
The notes on RI#3's MAR for these dates read
"awaiting pharmacy delivery". The omitted doses
were discussed with EH1 and EI#3 on March 1,
2023 and no additional documentation was
provided to indicate the doses were given or that
RI#3's physician was aware of the omitted doses.
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Residents.

{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
safety.

{9) A resldent that cannot self-manage
his or her own medication without creating an
unreasonable risk to health and safety may be
assisted with self-administration of medication by
any assisted living facility staff, including staff
members who hold no professiconal 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,
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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) Phystcally bringing a container of
medication to a resident.

{7 Assistance with self-administration of
medications shall under no circumstances
include any of the following practices:

(a) Medication administration as defined
in
these rules.

(b) Determining the amount of

medication to be given. If a medication is not
availabla 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) Giving a resident injections of any
kind.

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

{(e) Placing medications in a feeding
fube.
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) Giving enemas or suppositories.
{g) 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
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
liquids, provided that a physician has ordered a
medication to be mixed with foad 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 fimitations
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 hy facility staff.

(i)

Assisting with self-administration of
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eye drops, eardrops, nose drops, inhalers,
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
mobllity 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
rasident. If the facility chooses to offer this
assistance, the faclility shall develop and
implement a policy and procedure to ensure safe
practices by facllity staff.

This Rule s not met as evidenced hy:

Based on observations and interviews, residents
were unable to utilize the unit dose packaging
system to identify their medications and protect
themselves from medication errors.

Findings:

On the morning of March 1, 2023, the surveyor
observed medication assistance by EI9. Three
residents (R1¥#3, Ri#4 and RI#5) were unable to
identify their name and the time of their
medications on the packets due to visual
impairment. These residents were not provided
with a tactile method to identify the medications.
All three residents were at increased risk of
medication error due to this deficient practice.
El#3 agreed the residents should have a tactile
method of identifying medications and
immediately ordered identifiers for the medication
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A 615 420-5-4-.06 (7) (j) Care of Residents. AB15

) All medications administered to
residents and all medications self-administered
with assistance of facility staff in an assisted living
facility shall be contemporaneously recorded on a
standard medication administration or medication
assistance record. "Contemporaneously
recorded" means recorded at the same time or
immediately after medications are administered.
The medication administration or medication
assistance record shall include at [east the
following:

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

2. The name of the medication
administered or assisted.

3 The dosage of the medication
administered or assisted.

4, The method of administration or
assistance.
5. The site of injection or application, if

the medication was injected or applied.

6. The date and time of the medication
administration or assistance.

7. Any adverse reaction to the
medication.
8. The printed name, initials, and written

signature of the individual administering the

Health Care Facllities
STATE FORM

6agy

RBNX11

If continuation sheet 14 of 15




PRINTED: 03/06/2023

FORM APPROVED
Alabama Department of Public Health
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
R-C
D5150 B. WING 03/01/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2551 EASTCHASE LANE
CROSSINGS AT EASTCHASE ASSISTED LIVIN
MONTGOMERY, AL 36117
X410 | SUMMARY STATEMENT OF DEFIGIENCIES D 1 PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
A615| Continued From page 14 AB15

medication or assisting the resident with
self-administration of the medication.

This Rule is not met as evidenced by:

Based on observations and interviews, the site of
insulin injections was not documented with each
dose.

Findings:

On the morning of February 28, 2023, the
surveyor observed EI#8 administer the following
injections. RI#7 recsived an injection of Lantus 25
units subcutaneously. RI#10 received an injection
of Lispro 20 units subcutaneously and an
injection of Lantus 50 units subcutaneously. The
sites of the injections were not documented by
EI#8 following administration of the injections.
When questioned, EI#8 stated there was not a
location on the MARSs to document the sites. On
March 1, 2023, the surveyor was informed by
El#3 that there was a location to document the
site of injections on residents' MARs and that
El#8 would be re-educated on documenting
medications.

CONNIE CHERRY, REGISTERED NURSE
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