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s b A
An ungnngunced biennial State licensure survay VAN G
and a eomplaintmcldent investigation survey
{300011, 1211812025 through 12M82025) weara ——
conducled at this residence. Deflciencles were Eaciiies REg
identified relative to the Stats lcansure survey.
5088 Licansure Requirernents 2.4.3 Qually Assurance | 8058
D Tag S 055 Licensure Requirements
2.4.3 Quallty Asaurance 2.4.3 Quality Assurance
A, In accordance with R.). Gen, Laws §
23-17.4-10,1, each asgisted living residence shall As sat forth from Licanse Requirementy
davalop, Implament and maintaln 2 documentad, 2.4.3 Quality Assurance within the statd
ongoing quallly assurance program. of Rhoda Istand Regulations, the
community whl ensure that the Qualily
1. The purpose of this program shalt be to Assurance program will include all of
attain and malntain & high quality assisled living the required components, and the
residence through an on-going procees of quality committas will include all of the
improvemaent that ma::togs qu?my, idengﬁas )
e e e achlovod, - o & The Executive Director will auit all
Quality Asgurance meetings every 84
2. Each licansed residence shall astablish a %Y» days lo verify that all required
quality improvament comaittes which shai a3} |committes mambers are prasent, 1/31/2026
include at least the following: assisled living tnf}/ ensure that plans of correction from
sdininistrator, registered nurse and a . |Rhada island Department of Health
tapresentative of distary services, 5 [Inspactions are belng monitored, and
: SO N |confirm that all reportable incidents are
3. The qually Improvement commitee shall |\~ traoked in compliance with the Quality
meet at least quarterly, shail maintain records of Assuranca Program requirements.
all quality improvement activities; and shall keap
records of commitige meatings that shall be
avatiable to the Department during any on-site
visit The Executive Director will review
4. The quality improvement committes shall and ensure compliance at the
roview and approve the quality Improvemant pian Quarterly Quality Assurance
for the residence at intervals not to excesd twalve
{12) months. Sald plan ehall he svallable (© the
Fatliies Higamiion
LASORATORY DIRECTOR'S OR PROVIDER/SLIPPLIER REPRESENTATIVE'S GIINATURE TLE {x4) DATE

BTATE FORM

NOE s

H continuation sheat { of 23

4429



4G12462145

R Denartrnent of Health
SYATEMENT OF DEFIGIENCIES
ANE FLAN OF CORRECTION

Bay Spring

04:20:57 p.m.  01-13-2026

PRINTED: {2/28/2035
FQRM APPROVER

1) PACVIDER/SUPPLIERIGLIA
IBENTIFICATIOCN NUMBER:

ALRDI4ET

B WikG

(X2 MULTIPLE GONSTRUGTION
A, BUILDING,

{X3) DATE BURVEY
COMPLETED

121812028

NAME GF PROVIDER OR GUPPLIER

ATRIA BAY BPRING

147 BAY SPRING AVENLIE

BARRINGTON, Rl (2006

STREET ADDRESS, CITY, BTATE, ZIP CODE

o)
PREFIX
TAG

HUMMARY BTATEMENT OF DEFICIENCIER
{BAGH DERIGIENGY MUST BE PRECEDED BY FULL
REGULATORY OR L40 1DENTIFYVING INFORMATICN)

o)
PREFIX
TAG

(BACH CORREGTIVE AGTION BHOLLD BE
CROBG-REFERENGED TO THE APPROPRIATE
BEFICENGY}

PROVIDER'S MLAN OF CORREGTHON (K2}
COMPLETE
bAve

8 066

Continued From page 1
public upan request.

5. Each assisted living residence shall
eeiablish a writlen quality improvement plan that
includas

2. Pragram objestives;

b, Oversight rasponsibitity (e.g., reports
1o the governing body, QI racords);

¢. Includes methods to identlfy, evaluate,
and correct antified problems;

d. Provides criteria to monitor personal
assistance and resident servives, Including, but
not Imited to:

(1) Resident/family satisfaclion;
{2) Medication adminlstration/errors;

{3} Reportable incidents as sperifiad
in § 2.4.17 of this Part;

(4) Residsnt falts;

{6} Plans of correction developed in
tesponse (o the Department' s inspection
raports,

B. in addition to the requirements of §§ 2.4.3(A)
{1} thesugh {5) of this Part, all assisted living
roslfencas with & "demantla cans” llcensa andfor
& "limited health servicas lcanse” shal glse
addrags the following areas in thelr quality
improvament plar;

1. Prevention and treatment of decubitus

& 056
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uleors:

2. Dghydration, and nulriiional status and
walgh! fose or gain; and

3. Changes in mental or psychologival stalus,

4. Guallty improvemant dooumantalion shali
ba Kept on fils for & mintimum of five (5] years.

This Requirgmaent is nof mef as evidenced by,
Bazed on record ravisw and staff interview, it hag
heen determined that the residence failad to
establish & quality assurantd committes which
shall Include at jenstthe following: the
Administrator, & reqlsterad nurse, and &
repragentative of diefary services. Additionally,
the wrillen qualily assurance prograrm faitad to
include all required components,

Findings 2re as follows:

Record review of the quality assurance meeting
minutes failed to revaal evidenice that a
representalive from dletary was in allendance as
rayuired, on the following dates: 3/26/2025,
6/26/2025, and B/24/2028,

Furthar record review of the qualily assurance
mesling minutes faiied fo reves) evidenca thata
registered nursa was in altendance o 9/24£2026,

Record review of the wiitten plan fafled to moniler
reporiable incidents, Additionatly, the plan falled
{o include monitoring plens of comreation In
response 1o FRhode Island Depatment of Heaith's
Inspections.
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During a surveyor intarvisw on 12/18/2028 at 2.30
Pht with the Administrator, she coutd not provids
avidence the quality assurance committee had
the required participants and components,
§ 080, Lizensura Requirement 2.4.6.C Safe Resident & 080 .
Handling D Tag S 090 Licensura Requiremant
2.4.6.(C) Safe Resident Handling
2.4.8 (C) Safe Resident Handling
C. Each licensed askisted ving residence must ;
have a wiltien safe resident handling program, ?{2 set forth on Licensure )
quirements 2.4.6 {C) Safe Resident
with input from the safe handling commities, lo Handli ithin the state of Rhod
prevent musculoskeletal disorders among heath analing within ine state of Rhode
care workers and Injuries to reskdents, Ag part of Island regulations, the community wili
this program, each licensad assisted living ahsure ta conduct a resident handling
rastdance shalk hazard assessment on admission and
quartarly on the spegial care unit,
1. Implemant 2 safe resident handiing paliay |/
for aif shifts and units of the resldence thatwil ¢ g‘\; ‘
achieve the maximum raasonable reduction of i 1) In response o Resident ID#1, a
manual fifting, transferring, and repasitioning of residant handling hazard assassment |1/9/2026
all or most of @ resldants weight, except in ~3 | wag compleled for the resident.
emergency, lile-threatening, or otherwise g\-\’i&}
exceptional circumstances, \\\‘9 2 In response to Resident 1D #2, a
2. Conduct a resident handiing hazard o resident h?f;dgnfg hteazard a;;se?smant 1/9/2026
nasessment. This assessment should consider was completed for the resident,
such varlables as handling-handling tasks, fypes
of units, resident populations, and the physical 3} In respanse o Resident 1D 43, a
anvironment of resident care araas; resident handiing hazard assessment | 1/8/2026
was completed for the resident,
3. Develop a process to identtly the Bs compla
appropiiste use of the aale resident handling
pisflay hasad on the resldent ' s physical and
mertatl condiflon, the resident's cholce, and the
avatiabiily of ifting equipmaent or it lsams, The
policy shall include a means to address
ciroumstances under which it would ba medicaily
Frchiias Nagulation
STATH FORM o et H connuation shant 4 of 23

7428



5012462145 Bay Spring 04:22:09pm.  01-13-2026
PRINTED: 12R28/2025
FORM APPROVED
Rl De 1 of Heslth
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {02 MULTIFLE QONSTRUGTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUROING: COMPLETED
ALRMAGT 8, VNG 121812025
HAME DF PROVIDER OR SUPPUIER BTREET ADDRESS, CITY, BYATE, ZIP GORE
147 BAY SPRING AVERLE
ATRIA BAY GPRING BARRINGTON, Ri 02808
DAY D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIRER'S PLAN OF CORRECTION (K5
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5 080{ Confinued From page 4 8 ot Al resi .
coniraindicalsd lo use fiting of ransfer ads or Al resident handing hezard v g0
assistive davices for partioular residants; i svery
days at at admission by Resident
4. Designate and train a registered nuree or Service Director or dasignee.
othar appropHate likenged hedalth care
profassionat to serve as an axpert resource, and Th —— . .
iraln all direct cara staff on safe ragident handiing @ community will nservica nursing 111412026
policies, squipmant, and devices before staff on Licensure Requirements 2.4.6
Implamentation, and at intervals not fo exceed | (C) Safe Resldent Handiing.
tweive (12) months, of 85 chahges are madato |/
the: safe handling policies, aquipment andfor Egﬁ J
devices being used, and W'+ |Resident Service Director or designee
o | and Executlve Director will raview
§. Conducl & petformance evaluation of (he RS
safa resident handling policy at Intervats not to , \j\\ compllance at quarterly Quality
5 Assurance Meeting.

sxcend twelva (12) months, with the resulte of the
avaluation reporied o the safe resident handiing
committee or other apgroprlately daslignatec
commiftes. The avaluation shall determing the
axtant to which nplementalion of the program
has resufted in & reduction in musculoskelatal
dlsorder clalms and days of lost work atiributable
to musciio-skeletal disorder coused by resident
handing, and Include recommendations to
inpresus the program's efféctivenass,

This Recquirament 15 not met as evidanced by
Based on record feview and staff interviaw, the
raskiance feiled to conduct a resident handling
hazard assessment for three of three sampls
realdents residing oh the special care unit,
Resgidant I #8 1, 2, and 3,

Findings e as follows:
Review of iha facilty policy illed, "Safe Rasident

Handiing" states In par, ".. Residents will be
assasued quarterty for changes in transfer

Faciitas Reguistion
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ENCY)
§ 080| Continusd From page § 80680
requitaments..”

1) Record raview revealad Resldent 1D #1 wag
adredled o the spacial care unit in Aprit of 2025
witha diagnesis that includes, but is notlimited
to, alaxia (= nourclogical sign of poor muscls
confrol, causing clumey, Swkward movernants,
balance problerns, and difficulty with
covrdination).

Racord review falled lo reveal evidence thet an
Isitlad resident handling hezard assessmant was
camplated for the razident, Further review of the
record falled fo revesl July's quarerly
assossmunt wae completed, par policy,

2} Racord review revealad Rastdent 1D #2 was
admitted {o the special cara unil In September of
2023 with a diagnosls that Includes, but is nol
limited to, major neurocagnifive disorder,

Record reviaw falled to reveal evidence that an
inflisl safe resident handiing haxard assessment
was completed for the rasidant, Further review of
the record faited to roveat July's quarterly
assessment was complatad, par poliey.

3} Racord ravigw ravealed Resident iD #3 was
admitted lo the spactal cara unit In November of
2025,

Record review failed to revea] evidencs that &
safe resident handling hazard assessment was
complated for the residen! upon admission.

Buring a surveyor infervlew on 12/18/2025 at
approximately 1:30 PM with the Resident Servige
Direcior, she acknowledged that the residents’
initiat gafe handling hazard assessments are not
baing complated for the residents. She further

Facifities Reguigtion
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an NOIH

H contruaton sheet 6ol 23

9/29



4012462145

Bay Spring 04:72:59 p.m. 01-13-2026 10/29
PRINTEE: 12/20£2025
FORM APPROVED
1 et fth
STATEMENT OF DEFICIENGIER (Xf) PROVIGERISUPPLIER/OLIA (K2} MULTIPLE CONBTRUGTION {X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTHICATION NUMBER; A BUILGING: COMPLETED
ALRD1487 8. WING 121182025
HAME OF PROVIIER OR SUPPLIER STREETADDRESS, CITY, BTATE, ZP CODE
147 BAY SPRING AVENUE
ATRIA BAY SPRING BARRINGTON, R) 02808
et SUMMARY STATEMENT OF BEFICIENDIES D PROVIDER'S PLAN OF CORRECTION {8}
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED 8Y FULL PREF {EACH CORRECTIVE ACTION SHOLAD BE COMPLETE
46 REGULATORY OF LBC (DENTIFYING INEORMATION) TAG cnoss-nerenngggg!‘ég g%&mmnpﬁms OATE
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could not produce evidence that Resident ID #2
and 3's July's asEesaiments ware complated, pat
thair policy.
& 286 Qrganization And Managerment 2.4,14.8 g285 | Teg D & 2565 Organization and Management 2.4.14.

Management Of Services
2.4.44 (B) Manzagement Of Services

B. The reskienca ghall have a pelicy and
procedurs manus! thet s reviewsd and updated
by the administrator at intervals nof lo exceed
twelve (12) months, and shall include, but not be
limited to, the following ltams:!

1. Awritlen descriplion of all seivices
available (o residents that ghall be dasigned o
promote the resident ' s elforls to malvtain
independances;

2. Awritten slafement of admisston orlieds
thist shall Include, at a misimur, the following
information regarding the resident population:

&, Nalure and extent of disabling
condition(s) satved, and

b. Rastrictions {if any).

{1} The statement of admission
criteria shall include 3 statement that no
atherwise qualified applicant shall ba denfed
admission lo the residence solely on the basls of
age, sex, gender idenlly or expression, race,
cread, color, religlon, sexual orlantation, marits]
stalus, familist status, disability, source of
income, source of payment or profassion, or
national origin. :

(B) Management Of Services

As set forth on Qrganization and
Managemant 2.4.14 (B) Management
of Services within the state of Rhode
fetand reguiations, the community will
ensure a polioy and progedire manual
is reviewad and updated by the
adminisitator at intervals not o exceed
(12) twelve months as required.

The policy and procsedure manual
wilt be reviewed and updated by 1J31/2026
the administrator as required.

The Executive Direclor will audit and
review the poticy and procedure
manual at the quarterly Quality
Agsurance Meeling to snsure
compliance.

FAOas AEgUAton
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Faciliias RaguiBiion

Continued From page 7

“Thizs Requirement is not met as evidenced by:
Based oh record review and stetf intarview, it has
bean defermined that the residence failed to have
a palicy and procedure manual thal is reviewad
and updsted by the residence af intarvals not o
gxcaad twelve months,

Findings are as follows:

Record review of the policy ard procedure
manusl tiled, "Policy and Procedure Manual
Senlor Living Group Atria” falled to reveal
avidance that residence policies had been
reviewsd yearly,

During a surveyor intarviaw with the Adminfstrator
on 1271872024 af approximataly 3:00 PM, she
coutld not provide svidente that the policy and
procedur manual's conlents had been uptated
af intervals not to exceed twelve months, a8
tocuirad.

Rasidency Reguirements 2.4.17.0 Resident
Assessmant/Service Plang

2.4.17 (D) Resident Assessments and Senvice
Plans

[, The aesesernent shall be reviewed and at
intervalz not fo exceed twelve {12) months and
gach tima & rasidant's condition chenges
significantly.

This Requirement Is not met 35 evidenced by.
Baged on record review and staff ierview, It has
been determined that the residence falled to
reviaw the assessment st infervals not to exceed

& 285

& 300

iD Tag 5 380 Resldency Reguiremants
Resident Assessment/Searvices Plans

Az set forth by Residency Requirement
2.4.16 (D) Assessment and Service Pla
within the state of Rhode Island

Regulations, the community will ensure

A that the assessmant shall be reviewed

and at Infervals not to axcead twalve (1
months and each time a residenf's
condition changes significantly.

2.4.16.(D)

T
Pty

STATE FORM
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8360 Conlinued From page 8 ' 1) For Resident ID # 3 the community
{12) months and edch time & resident's condition will update the resident's assesemant tol 1/0/2026
changes significantly for & of 8 residents refiect the resident recsived speach
reviswed, ResidentiD #5 3, 4, 6,6, and 7. therapy from 11/30/2025-12/11/2025
Findings are ae follows:
. 2} For Resident 1D # 4, the community
1) Racord revisw ravealad Resident 12 #3 moved will update the resident's assessmeant {g
inte: the residence in October of 2021 with a feflsct the resident received physical
ggt:gr;::is incheding, but not limited (g, Alzheimer's therapy services 11/1/2024-12/4/2024 & 1/8/2026
9/27/2025-11/21/2025
Reviaw of the antrance conference farm revested speech therapy services
the resident had & star of care for speech 9/29/2025-10/22/25
therapy on 11/30/2028, skilled nursing services from
Review of the oulside agency note revealed thaf
on 12/11/2025 the resident was discharged from | 3) For Resident 1D #5 the cammunity wi
speech, N Hpdate the resident's assessment to
’-%.g-\ reflact resident received physioal therap
Record review of the resldent's comprehensive k\i% E Bervices 12/27/2024-1/36/2024 & 162026
assessment, dated 11/13/2026, falled fo reveal |1 S0/ DM4/2025-4/25/2025; evaluatad for 1
Ihe assessmant was updated o discontihue Y/ becupational therapy services and not
spaech thetapy. , dmitted on 1/6/2024 &
During & surveyor inferview with the Resldent \\‘
Service Diractor on 12118/2025 at approximately \Q\‘{ . _
8:30 AM, she acknowledged the assessmentwas | ™ | 4) For Resident iD #8 the community
hot Updatad to discontinue speech therapy, " | will update the resident's assessmant
to reflact the resident's paranold, 1/9/2026
%) Ragord review revealed Resident ID #4 moved Intrusive, and aggressive behaviors,
Into the resldence In Februssy of 2024 with a
dlagnosts including, but not fmited to,
thrombocytopenta (& condition with abnormatly 5} For Resident ID #7 the community
low platelst levels, reducing tha blaod's ability to will update the resident's assessment | 0o
dlot). to refiect the resident received physical
therapy servicas from 9/5/2025-
Review of the entrance conference form revealsd
tha ragident had a start of care for skitfed pureing
on Bi26/2025.
Facilitien Regulation
BYATE FORM il ettt #contiuslion shest §of 23
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§ 300| Continued From page » 5380 o .
Record review of the rastdent’s comprahensive :st;%n;r;:;fn:g gig::ﬂr:m
assessment, dated 8126/2025, revesled the Requirements 2.4.17 (D) Resldent | 111412028
resldent was recelving owlside sarvices with the A t and Servics Pl
following start of care dates: ssessment and Servics Plans.
H il
}gL %’;ﬁ?{gﬂfggg&yg :fwzﬁ‘d The Resident Services Directar will
-~ audit sl new and ourrent residents 3112026
The asssesment falled lo indicate theendof |/ 3,  |receiving outside servicas and
servios dates for the sbove-mentioned services, | Y| | @nsure that any documentad
o behaviors are accurately reflectsd in
Buring a survayar Interview with the Resident W thelr assessments.
Service Director on 12/16/2028 at approvimataly .
8:30 AM, she acknowledged the assessment did \g‘v
not reflect which therapy the resident was N |Resident Service Director or designee
fecsiving. RN and Executive Director will review

3) Reoord review ravealsd Resident 1D #5 moved
into the residence in Qotober of 2023 with
diagnoses including, but not timited 10, arthritis
and ¢hronks pulmonary edoma (where excess
fluldg fillg the air sacs In the lungs, making It hard
tir breathe).

Reviaw of an oulslde agancy note revealed that
on 872612025 the resident starlad PT (physicsl
therapy) twise per waek for four waeks,

Record raview of ha resldant’s comprehensive
asgcsament, daled 12/27/2024, Yieted *PT under
"therapies” withou! a start of care date or
discharge date.

During & surveyor intarviaw with the Resident
Service Director on 12/17/2025 al approximately
1:00 PM, she acknowladged the comprehensive
gssessment did not accurately reflect the above
sarvice,

4} Racord review revealed Resldent 1D #8 moved

caompiiance at the quartarly Quality
Assurance Mestings.
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# 380 Continued From page 10 §300

inf tha residence in Ootober of 2026 with &
dlagnosis including, but not limited to, lactose
infclarance.

Record review of the rasident's comprahensive
assesaemant, dated 1172602026 revealed Saction
Four titled, "Behavioral Informalion” falled to
raveal this section was updated lo reflact the
tasident's paranold, intrusive, and sggressive
behaviors,

The aseasement fallad to docuhent & diagnosis
that reflects these bahaviors of thelr ccourances.

During & surveyor nterviaw with the Residen
Service Direclor on 1271812025 al approximately
B:30 AM, sha acknowiedged the assessment did
not accurately reflact the resident's behaviors,

5} Record review revealed Resident 10 #7 movad
into the residerce in May of 2026 with & diagnosis
including, but notiimitad to, deep valn ivombosls
{whara 4 blaod ciot forms In & deap vain, Usually
int the legs, causing paln, swelling, and radnass),

Record review of a progress note, dated
10/2/2025, revealed the resident was discharged
from nursing services, Further review of &
pragress note, dated 10102025, reveated the
resident was dischargad from all oulside
Barvicas,

Record review of the rasident's comprehensive
assessment, datad 5/7/2025, revealad under
therapies, follow through with PT and OT
(ocoupationsl therapy). Additionally, skifled
nursing not decurmented.

During a sutvayor interview with tha Resldent
Service Direclor on 12/18/2025 at approximalely

Faciiles RAgURTER
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8:30 AM, she could not provide evidence that the
resident's assassment was scoursie for aulslde
gervices. Sha further revesled fhat the resident
was recaiving skitled nursing services from
/62026 through 10/2/2025, which was not
indflonted on the assessment,
54000 Residency Raquirements 2.4 17 F Resldent £ a4l _ ‘
Assassmgmsigew!ce Plens iD Tag 3 400 Residency Requirements
2.4.17 F Resident
2.4.47 (F) Nurse Review Assessments/Services Pans 2.4.17 (F)
1, Nurse review is necessary for alf fevals of
lisensure. )
As set forth on Residency
a. Aseglsterad nurse shatt visil the resldence Requirements 2.4.17 (F)
it least once avery thidy (30) days oxcept as Resident Assessments/Satvice
provided in § 2.4.18(F){(1)(b} of this Part and shall Plans 2.4.17 (F) Nurse Review 119/2026
cornplete & review to include the following: within the state of Rhode Island
! ) reguiations the community will
) (1’ Monttor the medication regiman Tor all o ansure nurse revisws will ba
residents; oy | completed avery 90 days and
{2} Reviaw any new physician orders and 1-1“% /| contahn all required components
N,
avaluale the haslth slatus of all residents by - for a physical assessment,
identifying symptoma of Biness andfor changes in
menialphysical health status; . .
Alf resident’s nurse raviews will be
(3) Evalusie the appropriataness of audit_ed aevery 90 days t_:y tha Resident
placement for aach tesident, Service Director or designee fo 1/3112026
ensure resident's welght is in ncluded
{4) Make any necessary in tha physical assessment saction of "
recommendations fo the administrator; Nurse Review" as requirad,
{5) Follow up on previous
recommendations;
(8) Provide a signed, witten raport in the
residence documsnting:
Faciiles Reguistion
SYATE FORM L NOITH ¥ éoniinuation eheal 12 of 23
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§ 400/ Continued From pags 12 8400 |1he community will Inservice nursing
, | 6faff on Residency Raquiraments 1/14/2026
{AA) Date and lime of assessmant; Saction 2.4.17 (F) Nurse Revisws.
{BB) Recommendations for
follow-up,

{CE) Progress on previous
recommendations;

{DB) Varification that the medication
listed by the pharmacist on the mediaet, bllster
pack of medication
containar ie eurrent with physiclan orders (M-1
tevel only);

{EE) Physical assessmant idantifying
symptoms of iiness andfor changes in mental or
physical heaith status and appropriateness of
placermant;

{FF) Such reporis shall be on file at
the residenca.

{7} Complete tha quarierly evaluation of
the residence ' & registerad medication alde(s}
sdministration of madication,

{Approved Department form is available for
downtoading online),

b. In those residences thal have ane
(1) ar morg ficensed registered nurses (L, at
least ona (1) full-time equivalent equal to
thirty-five (35} hours) onegite, the nurse review
shail be complatad at least ohee avery ninety {90)

days.

This Requiremant is hot met as svidanced by:
Based on record revisw and stalf Interview, it has
besn determined thal the resldance failad to
snsure thal nurse raviews held the required

Reasident Service Director or
designes and Executive Director wilf
raview compliance at the quarierly
Quality Assurance Meetings,

Faciiilea feguialon
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componants for 6 out of 6 sample residents with
nurge reviews, Resldent iD #2 2,3, 4, 6,7, and 8,

Findings are as follows:

1} Record review revealed Resldent 10 #2 moved
info the residence in June of 2021. A"Nurss
Review" was completed on 12/24/2024, 31412028,
611012025, 91712025, and 12/8/2025,

2) Record review revealed Resident 1D #3 moved
Inb the residencs in Oatober of 2021, A'Nurss
Revisw" was completed on 2/28/2025, 6/30/2025,
and §/6/2028,

3} Record review revealed Residenf I3 #4 moved
into the residencs in February of 2024. A"Nurse
Raview" was compleled on 212172026, /2212028,
81112026, and 9/25/2025,

4) Record raview revealed Resident ID #5 movad
into the residence In Ocleber of 2023, A"Nurse
Review” was complated on 11/24/2024,
211312025, 413072025, 8/30/2025, and 9712025,

5} Record review reveated Resident IR #7 moved
into the residence in May of 2026, A "Nurse
Review" was complated on 7M1 7/2028 and
101072025,

8) Recard review reveslad Resident (D #8 moved
into tha residence in January of 2024, A *Nurse
Review" wae complaled on 2/24/2028, 5/3/2028,
8/8/2025, and 14/2172025,

Recond raview of the above resldents "Nurde
Review(s)" falled (o reveal svidehce of a physical
gssessmant of gach rasident, as requirey.

During a surveyor Interview with the Director of

18/29
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84008 Continued From page 14 5400
Resident Sarvices on 1211612025 at
approximately 12:00 PM, ghe was unable to
provide evidence that the "Nurse Reviews" ware
eamplzizd with all reguiced semgenants fus ke
above-meantionad rasidents.
5 418 Resldency Requirements 2.4.17.G.3 Resldent 5416 ID Tag S 415 Residency
Assessment/Servics Pla Requirements 2.4.17.3.3 Resident
Assessment/Service Pan 2.4.17 (G)
2.4.17 {GY(3) Sewvica Plans (3) Service Plans
3, The servlce plan shall be revi:wacl[ byg%h
partiag 8 inlervals not 1o excesd twelve . L
monthe and each time & resident’s conditlon As sot forth by Residency Requirements
changes significantly and all changes shall be 2.4.17 (G) (3) Service Plans within the
acknowledgad in writing by both parties, state of Rhodle lsiand regulations the
comimunity will ensure tha service plan
‘This Requirement is nol met as evidenoed by: (/* shall be reviewad by both parties at
Basad on racord review and staff interview, ithas § | ?‘?i Itervals not ko excead twelve (12}
heen detarmined thal the residence falled to \\U\i . Imonths and each time a residents
update the service plant sach time a resident's / lcondition changes significantly and all
tondition changed significantly for 6 of 7 -~ 3 {changes shall be acknowledged in
residents reviewed, Resident ID#5 3, 4, §, &, and \fzi writing by both parties.
B ~
' AN
Findings are a follows: O\ | 1) For Resident 1D #3 the community
will update the resident's sarvice plan | 4mm00e
1) Record review revealed Resident i0#3 moved to reflact the resident received speech
fndo the regidence In October of 2029 with a therapy gervice 11/30/2025-12/11/2028,
dtegnosis including, but not limited to, Alzheimer's
diseasa. 2} For Resident 10 #4 the community wifl
updata the resident's service plan o
Review of the entrance conference form revealed reflact the resident racelved physical [ 1/6/2026
the resident slarled speech therapy on tharapy D27/2025-11/21/2025
/3072025,
Retord review of the setvice plan, datad
Ni21/20%5, falied to raveal speech therapy
andgmission and discharge dates; speach therapy
FachTaS Faguann
STATE FORM b NoOI7H1 1 continuatian shast 1561 23
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§ 15| Continued From pags 15 a8 3) For Resident I #5 the community
was discontinue on 12/11/2028, will ensure the resident's service plan 1/ai2026
. ) will be updated to reflact resident
During & survayor Interview with the Resident recelved physical therapy services
Barviues Bliwghe v 12118/2028 o I unimé!ély UL - F D2
8:45 AM, she ecknowledged the service plan was
not updated for speach therapy seénvices, 4) For Resident 1D #6 the commurity
will ensure the resident's service plan
2} Record review revealad Rasident 1D #4 moved |/ b will be updated to reflect resident's 11912026
inlo the residence in Febryary of 2024 with » paranoid, intrusive and aggressive
diagnosis including, bul not limHed to, '
thrombocytopanta {a conditian with abnormaty A3
tow platelet levels, reducing the blood's ablity to \EJ
clot), \j\ 5) For Resident 1D # 8 the community
3;7\3 will ensure tha rasident's service plah
Record reviaw of the resident's service plan, . will be updated to reflect the resident | 499026
dated §/26/2025, faied to reveal the resident was started physical therapy services on
recelving PT (physical tharapy) services with 11/22/2025 and started occupational
starl of care dale of 8/27/2025. therapy services on 11/22/2025,
During a suiveyor intarview witlh the Resident
Servica Diractar on 12/1872025 et approximately
B:45 AM, she ravealed the resident's PT services
was discontinued on 11/2172025. Sha
aaknowledged the service plan failed to reveal PT
sefvices,
33 Rucord review revealed Resident #6 moved
to the residence b October of 2023 with
diagnoses icluding, but ret limited to, arthritis
and ¢hronic pimonary edema {where excess
flulds filis the air sacs in the lungs, making § hard
lo broaths).
Review of an otiside agency note revealed the
rosident started PT on 6/29/2025 iwice par week
for 4 weaks,
Record review of the sarvice plan, dated
6/20/2025, revenled the reaident had a PT
evafuation without a start of care date.
W&gui&licn
STATE FORM - Motz iF contruation shest 18 of 21
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Continued From page 16

Puring & surveyar interview with the Resident
Service Divector on 12118/2025 at approximately
§:45 A, she acknowledged there was no starl of
care of discharge date for PT on the service plan,

4) Record review revealed Resident #3 moved
into the residence In Oclober of 2026 with &
diagnosis Including, bt nof limited to, lactose
intoluranes.

Biuting a siveyor interviaw with the Aéministrator
on 127028 at 2:05 PM, she revealed she gave
ihe resident @ 10.day notice dua to histher
parancid and aggressive behaviors,

Record review of the service pian, daled
B/26/2025, failed to reveal the sarvite plan was
updatad to rafect the restdant’s paranold,
Intrusive, and aggressive behaviors,

5) Racord reviaw revealed Resident 10 #8 moved
into the residence in January of 2024 with a
diagnosis including, but not limited to,
vetaoporozis.

Record raview of the service plan, dated
142472028, falled to reftact that the resident
staried PT anet OT gervices with a sfart of care
data of 11/22/2025,

During a surveyor interview with (he Resident
Service Direclor on 121182025 af approxinately
8:45 AM, she acknowtsdged the resident siarted
PT and OT gervives on 11/22/2026. She further
sould not provide svidencs the sarvice plan was
updated to incluide the sbove sarvices,

S48
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; 12 Tag 8 480 Licensure Requirements
80 . :
§ 460 gggml::g Requirenients 2.4.18.A Rights of 54 2.4.18.A Rights of Residents 2.4.19 (A
Rights of Rasidents.
2.4.18 (A) Rights of Residents .
As set forth en Licensure Requirement
A, Every asslsted living residance for sduits 2.4.19, A Rights of Residents Section 1
licensad pursuant to these Regufations shall ) 2.4.18 {A) Rights of Residents within th
gbserve the standards stated In R| Gen. Laws § |/ state of Rhode island regulations the
appropriate slandarde as may be presoribed by 1\ N\ 1 amployess profect the the resident's
Rules and Regulations promulpatéd by the »{\‘” /.:‘\?i Hights contained in these regulations and
ﬁeg;nment with respect to each residant of the w.‘\*:\ to observe the standards stated in R.I
fesicence. W | Gen. Laws 23-17-4-16 (a)(2)(ix) relative to
W identifying information for the residenis
e listad in the faclity's survey resulis hinder.
Thig Requirement i not mel as evidenced by:
Bagred 9?1 gurveyor observation and staff in responds to surveyor observation
interview, It hag been datermined the residence pn 12/16/2025 the "Resldent/Staff
falled fo impiament procedures to ensure that all Roster(s)" fram survey dated 11812026
of the resldence's employees protect the 2/2/2022 & 1/23/2024 will be
rasidents rghls contained in thees reguiations remaved from the facility's survey
and to observe the standands siated n R.. Gan, y ‘ :
Laws § 23-17.4-18 (a){2)(ix) relafive o Identifying The Facility's survey binder will be
infarmation for the reaidents listed in the facility's audited by the Executive Director
survey results binder, after every inspaction resulls are
placed to ensure the " 1/31/2026
Findings are as follows: Rasident/Staff Roster{s)" s not
jdent's privacy |
Puring & surveyor obaervation on 1211642025 al present and resident’s privecy is
8:08 AR of the residence's survey binder, a copy .
of the "Resident/Staff Roster(s)", dated 2/2/2022 The cormimtnity wil Inservice
and 142312024, from the surveys wera reveated, gdministrative staff on Licensure
Raguirements 2.4,19.A Rasident 114/2026
During & surveyor inlsrview with the Administrator Righis
on 1201612025 at 12:37 PM, she cotld not provide
svidence the residents’ privacy was protectid,
Faciiltas Reguiation
STATE FORM e NG44 H eaatnuation shael 18 of 23
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§ 540, Residential Care Services 24.22.0(1-6) liness | So40 | SOMPhance at the Quarterly Quality

Ancf Emergencies

2.4.22 (CY {1-5) Repoting of Communicable
Digensey

C. Reporting of Communlcable Diseases

1. Each resldence shall raport promptly (o the
Cenler for Acuta infactious Diseases
Epidemlolepy (IDE), ases of communicable
dlsaases designated as "reportable diseages"
when such cases are dingnosad in the regidance
in accordance with Pait 30-05-1 of this Tille,
Reporiing and Testing of infectious,
Environmental and Ocoupationsl Digeasss,

2, When infectious digeases present a potontial
hazard to residents or pergonnel, thase shall be
reportad to tha Center for Acute infectious
Digeagas Ppidemiology (IDE) sven i not
dasignated as "reporiabls diseases,”

3. When auttreaks of food-borns liness are
suspected, guch occurrences shall be reportad
Immediately to the Center for Acule infectious
{yisnasas Fpidemiology ADE) or lo the Center for
Food Protection,

4. Residencas must comply with the provisions of
R} Gen. Laws § 23-28.36-3, which requires
notification of fire fighters, police officers and
smergancy medical technicians aflsr exposure to
infectious dispases,

& Infection Controt

Infaetion control provisions shall be astablished
for the mutual protection of rasidents, employees,

Assurance Mesting,

{D Tag 8 540 Residential Care
Services 2.4.22.C (1-5) lliness and
Emetgences Section 2.4.22.C (1-5)
Reporting of Communicable

As set forth on Residential Care
Servicas 2.4.22.0(1-5) Section 2.4.22
C (1-5) Reporting of Communicable
Dissases within the state of Rhode
Island Regulations the community will
ensure to establish infection control
provistons for the mutual protection of
residants, employees, and the public
relative to developing by including
protocels for ransfer/discharge to
home. hospitals, and/or nursing
facilities of a resident with infections

The Executive Dirgctor and the
Resident Service Dirsetor will ensure
the residence's "Policy and Procedure
Manual" includes the protocols for
transfarfdischargs to home, hospitals,
andfor bursing faciiities of a resident
with infections disease.

The Executive Director or designes
will raview compiiance at the quarterly
Quality Assurance Meetings,

143172024
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Continued From page 18

and the public, The rasidence shall ba
responsitde for no less then the following:

g, Establishing and maintaining a
teskdence-speciiic Infaction prevention prograny,

b. Establishing policies governing the
admigsion and isclation of residents wilh known
or suspected infectious diseases,

©. Devataping, evaluating and revising on &
continuing basis Infection control policles,
procedures and technlques Tar all appropriate
ataae of the razidence;

d. Daveloping and implermenting protovels
for:

{1) Discharge planning to home that
include full instructions 1o the family or carsglvers
ragarding necagaary infaction control measures,
and

(2) Hospital andlor nursing faclity
tranafar of rasidents with infectious diseases
which may present the risk of continuing
transmission, Examples of suth disaases
inthcde, but are nol imited to, luberculosis (TH),
Mathictiin resistant staphylncoccus sureus
{(MRSA), vancormygin rexistant enterccocel
{VRE}, and closlidium difficile,;

This Requirament & not mel as evidenced by.
Bosed on racord raview and staff interview, It has
baen datermined the faciify falled to estabiish
infection control provisions for tha mutusd
protection of resldents, smployeas, and the publiz

S540
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Felative to davelaping and implementing protecols
for fransfer/dischargs fo hotna, hospitals, andfor
nursing facliities, of residents with Infectious
dlssases which may pressnt the risk of continuing
lrangmisslon such as tuberetlosls (TB),
Methioilin resistant staphylococcus aureus
{MRSA), vancomyeln rasistant entéracoce! (VRIY,
end clostridivm difficile.

Findings are as follows:

Review of the residence’s "Policy and Procedure
Manuaf® falled 1o Intluda protocols for
transfer/discharge (o home, hospitals, andfor
nureing fachilies of 2 resident with infectipus
diseases,

Diuring B surveyor Infetview with the
Administrator, in the presence of the Resident
Sarvica Diractor, on 1271812026 at approximately
4:00 PM, she could not pravide evidence of the
diseharga plannlng protocols of residents with
Infectious diseases to home, the hospital, andior
2 nursing faciiity,

Residential Gare Servines 2.4.23.C Dietatic
Serviges

2.4.23 (C) Dietetic Servicas

C. The food service In each residence shall
comply with the appropriale requiretnents of R
Gen, Laws Chapters 21-27 and 21-31, Parl
80-10-1 of this Tlile, Rhods Island Food Cade,
ant such other applicable stalutory or reguiatory
provisions.

This Requirement is ot metl as evidencad by:

5 640

| Sarvices 2.4.23.0C Dietetic Services
> | within the state of Rhods Island
s Jragulations the community wilt ensure

Distetic Services

Asg set forth by Residential Care

the facllity complies with all
appropriate standards of the Rhode
lsland Food Code relative to the main

ID Tag # & 560 Resldential Care Servjces 2.4.23

c
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Baged on surveyor obsarvation, revord raview,
and slaff intarview, | has heen deterrmninad that
{he fachity falled to comply with all appropriate
stendards of the Rhode 1sland Food Code relalive
{o the main kitchen,

Findings are as follows:

Record review of tha 2022 Food Cade published
by the U.S. Food and Drug Administration Section
2-30H.14 When o Wash sletes in pard, "..FOOD
EMPLOYEES ghali clean their hands and
expogad portions of their arms as specified under
§ 2-301.12 immediately before engaglng in
FQOD preparation inchding working with
axposed FOOD, clean EQUIPMENT and
UTENSILS, and unwrapped SINGLE-GERVICE
and SINGLE-USE ARTICLES P and...{E) Alter
handling solled EQUIPMENT or UTENSILS.."

During 2 surveyor observation, in the presencs of
the Director of Dining Services, dusing the Intisl
tour of the main kifchen ah 12/16/2028 at
approximately 8:18 AM, revealed Dishwasher,
Staft A, handling dirty dlshas, rinsing his hands for
a coupla of seotnds, then handiing clean dishes.

The Blirgotor of Dining Services acknowledgad
Staff A did not wash his hands whan gaing from
ity dishes to clean.

During o follow-up obsarvalion on 12/18/2025 at
approximately 8:00 AM, Staif Awas again
handling dirly dishes, rinsing his hands for 2
couple of seconds, then handting clean dishes.

Following the above obearvation, the Director of
Pining Sarvines could not provide evidence Stafl
Alolfowed appropiiale hand washing
requirarients,

5 8680

e

The community will ensuive aff kilchen
staff will be In serviced on the
appropriate hand washing
reqiirements to comply with the
Rhode Island Food Code,

The Director of Dining Servicas will
spot check staff members on hand
washing requiremants weakly and
educate as naaded x 90 days,

The Diractor of Dining Sarvies or
designes and Executive Director will
raview compliance at the Cuarterly
Quallty Asslirahcs Meetings.

11 9/2023L
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