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This Requirement  is not met as evidenced by:
Based on record review, observation, and staff 7
interview, it has baen determined the residerice
retained a resident that that does not mest the . .
definition of a resident as the staff utilizes a Hoyer
Iift for a singular resident reviewed for Hospice,
Resident ID #1, 3

Findings are as follows:

The definition of a Resident states in o
part,”...means an individual not requiring medical
or nursing care as provided in a health care
facilty but who as a result of choice andfor:
physical or menta limitation requires personal
assistance, lodging and meals and may require
the administration of medication and/or Imited
health services. A resident must be capable of -

l%t:illﬁet. Reguiation

self-preservation in emergency situations, unlass -

rr—s e,

NP

status of each resident will be added to .~
the weekly Risk meetings to ensure each
resident meets the definition of a resident
in Assisted Living residences, To prevent
re-occurrence moving forward, we are -
reviewing remarkable acuity issues both - {:
daily at morning meeting and weeklyat -

our enhanced risk meetings, which wijl .
cover residents that either needa
variance or elevated level of. care or
service, If. during those mestings a - -
resident needs a higher leve! of care than |
we can comforiably, safely, or legaily
provide, we will initiate those transition |-
conversations with residents and/or POA, | -

as appropriate, :
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An unannounced biennial State Licensure survey nud o3 0
and a complaint/incident investigation survey SEE T
(FOMG11, 10/18/2025) were conducted at this
residence. Deficiencies were identified relative fo eaciifies Requiation
the State Licensure survey. : Faciites 1
As of 10/22/25, Resident ID #1 transferred | 104225
§ 285 Residency Requirements 2.4.14 A Rasidency 8285 ' ;i
Reguirements to Tackwotton's Nursing Home,
2.4.14 (A) Residency Requirements As of 10MB/25, The Diractor.of: Wellness | 10-16-25
. ) or histher designee conducted an audit of _
A. Each licenses, or histher designee, through | . all residents in the Courtyard Memory "
the assessment and evaluation procedures Care program and the River's Edge
delineated in these regulations (see § 2.4.16(C) - Assisted Living program to identify any
of thfs Part) shall be responsible to ensure that - - / other residents not meeting the criteria of
admission to and residency in an assisted ving - aresident in Assisted Living resid s |
residence be limited to those individuals who - g residences.
meet the defirition of "resident’ In accordance {\-/ There were no other residents identified, |
with § 2.3(A)(32) of this Part. :
S23AE2) \De As of 111325, transfer and ambulation 11325
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appropriate to reslde in assisted living
residences,."

and Is receiving hospice sarvices,

following:

«Ambulation: total assist, bedbound
~Transferring: total assist, Hoyer lift

using the Hoyer fift,

agency.

the facility meets a more siringent Life Safety
Cade as reguired under R.). Gen. Laws § -
23-17.4-6({b}(3). Persons needing medical or
skilled nursing care, including daily professional
observation and evaluation, as provided in a
health care facllity, and/or persons who are
bedbotind or in need of the assistance of more
than one (1) person for ambulation are not

Racord review revealed the resident moved into
the sesidence In May of 2023 with a diagnosis
including, but not limited to, vascular dementia,
The resident resides on the secured memory unit %

Record review of the comprehensive assessment
dated 6/26/2026 revealed the resident was
admitted to hosplce services on 1/20/2026.

Further review of the assessment revealed the

Record review of the care plan, last reviewed on
B/18/2025, reveals the resident requires the
assist of two nursing assistants for fransfers

Record review of the progress note dated -
4130/20245 reveals a Hoyer It manual with sling
was delivered on this date, from the hoapice

Record review falled to reves! the resident was
appropriate for placement in an assisted
she/he “requires medical or skilled nursing care,

minutes will be discussed and reviewed at
the quarterly Quadity Improvement
Committee for at lzast three months.

fiving, as
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§ 285 Continued From page 2 S 285
including daily professional observation and
evaluation, as pravided in 3 health care faclity."
- During surveyor observations of the resident at
approximately noon time on 10/14/2025 and on
10/15/2025 the resident was sleeping in bed.
During & surveyor interview on 10/16/2025 at
11:40 AM with the Administrator, she
acknowledged the resident is receiving limited
health services; hospice setvices, is bed bound,
and requires a Hoyer lift for transfars.
$ 378 Residency Requirements 2.4.16.F Resident S375 | Asoff0/16/25 the mostrecent so-day. - | 10-16:26
Assessment/Service Plans reviews of residentiD #s 2, 3and 4 were |
updated to include vitals,
2.4.16 (F) Nurse Review o
. Tha 90-day reviews on all other residents in
1. Nurse review is necessary for all lavels of the Courlyard Memory Care program and
llcensure. - the River’s Edge Assisted | iving program
a. A registered nurse shall visit the residence dated from 10168125 to current, have been:
at least once every thirty (30) days exceptas Updated to include vitals, s
provided in § 2.4.16(F)(1)(b) of this Pari and shall o -
complete a review to include the foliowing: As 0f 1016726, the 90-day review form has . | -
. e been updated to inciude vitals,
(1) Monitar the medication regimen for gl _ o L
residents; As of 114325, the Administrator or hismher

{2) Review any new
evaluate the health status of all residents by
identifying symptoms of iilness and/or changes in

physiclan orders and |

discovered, and remarkable issues will be -4

designes will review e0-day forms weskly at
Risk meetings, corrections will be made asg .

11-13-25

mentaliphysicai health status; discussed at quarterly QI meetings for at
least threa months. '
{3) Evaluate the appropriateness of '
placement for each resident:
(4) Make any necessary
recommendations fo the administrator;
Faciites Reguiaiion .
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Continued Froim page 3

. (8) Foliow up o previous
recommendations;

{6} Provide a signed, written report in the
residence documenting:

. (BB) Recommendations for
followsup;

_ {CC) Progress on previous
recommendations;

. (DD) Verification that the medication
listed hy the pharmacist on the medise, blister
pack or madication container is cuirent with
physician orders (M-1 level only);

symptbms of iiness and/or changes in mental or
physical health stafus and appropriatensss of
placenent,

o {FF) Such reports shalt be on fila af
the residence.

{7y Complate the quarterly evaluation of
the residence’s registered medication alde(s)
administration of medication. (Approved
Depariment form is avatiable for downloading
orline).

Ecensed reglatered nurses (lLe., at least one

ofi- site, the nurse review shall be completed at.

(AA) Date and time of assessment,

{EE) Physical assessment identifying

b. In those residences that have one or mosre

full-ime equivaleni equal to thirty-five (35) hours)

8375
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PREFIX,
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TAG
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8375

Continued From page 4
least once every ninety (90) days.

This Requirement 'is not met as evidenced by:
Based on record review and staff Interview, it has
been determined the residence fajled to ensure:
that nurse raviews held the required components
for 4 of 4 sample residents with nurse reviews,
Resident!D#51,2,3, and 4.

Findings are as follows:

1. Record review revealed Resident 1 #1 moved
intc the residence in May of 2023. A "Nurse
Review” was complefed on 8/13/2025.

2. Record review revealed Resident iD #2 moved

| Inte the regidence in July of 2025, A "Nurss.

Review" was completed on 10/8/2025.

3. Record review revealed Resident ID #3 moved
into the residence in May of 2025. A "Nurse
Review" was completed on Br16£2025.

4, Record review revealed Resident ID #4 moved |

into the residence in November of 2024. "Nurse
Reviews" ware completed on 5/30/2025,
8/20/2025, and 10/15/2025,

Record review of the above residants’ "Nurse
Review(s)" failed to reveal evidence of a physical
assessment of each residant, as required.

During a surveyor interview on 10/44/2025 at
approximately 12:40 PM, with the Weliness
Director, in the presence of the Adminlstrator, she
was unable to provide evidence that the "Nurse
Reviews" were completed with afl required
components., o B

53715
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§ 565 Residential Gare Services 2.4.24.8.1 Medcation | S50 | ResidentiD#5's medications, inciuding PRN | 10-16-28
Senvices medication are avallable and all physician
N orders match the medication label and the
2.4.24 (8) (1) Administration of Medications wMedication Administration Record. As of
. 10/16/25, Resident ID #1'S Humalog pen has
1. Resldences licensed at tha M1 level may been dated, the Breo Ellipta inhaler was
administer medications to residents including, but [ discarded, and Resident D #'s1and 2.
not limited to, removing medication containers i icat
h physician orders match the medication label
from storage, assisting with the removal of a Y | and the Medication Administration Record.
medication fram a container for residents with
disabllity which prevents independence I this act, L,
and/or administering the medication directly to the é From 10/27/25- 10/31/25, A Pharmerica Nurse
resident. consultant was hired to do an audit of alt
ﬁ%\ medication carts for both River's Edge
a. The resident of guardian must provide \\\ Assisted Living and the Cotirtyard Memory
written authorization for the resldence to provide Care program. Af findings are currently
administration of medlcations, being corrested.
- b. Medications shali be administered in The overnight medication technicians wil 11-13-26

accordance with written orders of a physician.
The residence must provide in writing, a
descriplion of services provided by the residence
to each physician, including limitations on service.

¢ ¢. All medications must be checkad against a
physician's orders by a kcensed nurse, or
pharmacist.

- d. The resident must be identlfied priorto
administration of any medication.

. &. The madication must be in the original
pharmacy-dispensed container with proper label
and direcions attached and be administerad in

conlinue to do weekly cart audits by floor. In-
addifion to this, as of 1443728, the Wellness
Director or hisfher dasignes will audit 4
resident MAR's weekly to ensure
compliance, as well as perform daily checks
of the medication technicians reconciliation
form located on each cart. In addition, a
med tech meeting will be held on 1114 o re-
educate all medication technicians on the
proper standard for medication
administration procedures.

As of 1143725, the cart sudits will be brought

accordanice with such label. to the Quality Assurance Committee for
three months.
. § Injectable medications, including but not
limited fo Insulln, which cannot be self-
administered by the resident, must be
administered by a licensed nurse.
Faciiles Reguiation -
STATE FORM " RB1J11 ¥ continustion sheet & of 18
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§ 5667 Continued From page 6 5585

9. There shefl ba written a policy/procedure
for the disposal of hypodermic needles, syringes
“and aother such instruments that is in compliance
with rules- and reguiations governing Hyoodermic

Needles, Syringes & Other Such Instruments -
{Part 20-15.6 of this Tille).

(1) The legal destruction of hypodesmic -
needles, syringes or other such instruments Is the
responsibility of the last entitted or authorized
possessor,

(AA) Ail personnei or residents 'Iegally
authorized to use digposa! syringes and needles,
shall destroy them after one {1) uge,

(BB) Excess and undesired neadies,
syringes and other such Instruments shail be
stored in impervious, rigid, puncture- resistant
container for disposal. Intact naedles shall be
placed directiy info the collection containers,

(CC) Personnel handling disposal. . .
waste materals such as needles, syringes, and -
other such instruments may treat and destroy
such waste by a DEM-approved altemative .. -
tfreatment/destruction technology or prapara the -
regulated medical waste for off-site transport by a
DEM-pemmitted medical waste transporter.

h. Individual medication records must be
retained for each resident to whom medications
&re being administered and each dose
administered to the resident must be properly
recorded.

L. Any medication administered by the
residence and refused by a resident shall ba

Fachites Regilation
STATE FORM oy
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044) 10
PREFIX
TAG

7 SUMMARY STATEMENT OF DERCIENCIES e
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PREFiX
TAG

CROBE-REFERENCED T0 THE APPROFRIATE

PROVIDER'S PLAN OF CORRECTION ) "

(EACH CORRECTIVE AGTION SHOULD BE COMRLETE 7
DATE

DEFICIFNEY)

8 565

Continued From page 7
documented and repotted, as appropriate.

| Medications shall be stored securely and in
such a manner to prevent spollage, dosage
efrors, administration errors, andfor inappropriate
access, Provisions for safe slorage may include
lockable containers, secure spaces, or lockable -
units, as appropriate to the residence and the
residant population.

: k. All medication in the resldence, regardiess
of whether controlied by employees or by the
resident, shalt be stored securely as stated in §
2.4.24(A)3)(a)(8) of this Part,

I Ali cenfrally stored medications ehallbe
maintained In accordanca with manufacturer's
labeling and administered by authorized
personnel,

This Requirement is not met as evidenced by:
Based on surveyor observation, record review,
and staff inferview, It has been determined that
the residenca felled to ensure medications shall
be stored securely and in such a manner to
prevent spoilage, dosage efrors, administration
errors, and/or that medications were appropriately
reconclied, administered, and disposed of In

acrordance with regulations for Resitent 10 #s 1,
2,5 andb.

Findings are as follows:
According to Baslc Nursing, Mosby 3rd edition,

Mhe registersd nurse checks ail transcribed
orders against the original order for accuracy and

3 565

- .
Facilities Reg
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§ 565 Continued From page 8 §565

thoroughness. If an order seems Incorract or
inappropriate, the nurse consits the physician,”

1) Resident ID #5's Medication Administration
Record (MAR) reveals the foliowing medication:

a. CoQ1Q (coenzyme supplement) take 30
mifligrams {mg) daily.

During a surveyor observation on 10/ 572025 at
12:20 PM, the CoQ10 battle in the medication
cart read CoQ10 100 mg daily,

Buring a surveyor interview with Licensed
Practical Nurse, Staff A, following the above
observation, he acknowledged the MAR read
Cot10 30 mg dally and the residenca was
administering 100 mg daily to the resident. -

Luring a surveyor Interview with the Wellness

Director on 10/15/2025 at approximately 2:00 PM,
she was unabla to provide evidence the 1.
residence reconciled the medications avallable to’

the physician's orders

b. Calcium Cilrate {a form of distary supplerﬁent
that provides calcium, an essential mineral for
bane health) 250 mg daily.

Record review of the MAR revealed this
medication was unavailable on 1071 172025,
1012125, 10/14/2025, and 10/16/2025; however,
it was documented as given on 10/ 3/2025,

During a surveyor intarview on 10/18/2025 at _
12:30 PM with Certified Medicalion Techniclan,
Staff B, she could not provide evidence that
Calcium Citrate was available to the resident, as
prascribed,

‘Farilities Regufaticn : T——
STATE FORM oh RB1J44 ¥ comtinuation sheot 9of 15
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Coentinued From page ©

¢. Loratadine (used to treat symptoms of
aflergies) 10 mg daily.

Record review of the MAR revealed this
medication was unavallable on 10/11/2025,
1041272025, and 10/14/2025: however, it was
documented as given on the 13th and 15th.

During & surveyor observation of the medication
cart, there was no avidence the resident's -
Loratadine was available to be administered.

During a surveyor Interview op 1011572025 at
12:30 PM with Staff B, she could not provide
evidence that Loratadine was available to the
resident on the above-mentioned dates.

d. Muscle rub {metiyl salicylate-menthol) [OTC]
(over the counter) cream 15-10% for pain,
administer every B hours as needed.

During a surveyor observation of the medication
cart, there was no evidence of the resident's
muscle rub being availabie to be administered.

During a surveyor interview on 10/15/2025 at
12:30 PM with Staff 8, she could not provide
evidence that musele rub was available to the
resident.

e. Senna 8.6 milligram tablet, administer 2 tablets
evaly B hours as nesded,

During a surveyor observation of the medication
cart, there was no evidence of the resident's
Senna belng avallable to be administered.

During a surveyor interview on 10/15/2025 at
12:30 PM with Staff B, she could not provide
evidence that the Senna tablets wers avallable to

$ 5685

Faciifies Regutation
STATE FORM

RE1J11

if confinuation sheet 10 of 18



. PRINTED: 10/20/2025

Rl Devariment of Health S : Lo R R S
STATEMENT OF DEFIGENCIES | (X1) FROVIDER/SUPPLERGLIA | 02} MULTIPLE CONSTRUCTION . {(X3) DATE SURVEY . -
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: - A, BUILDING: MPLETED
ALRD1482 B, WING 1011872025 -
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE R
R 800 WATERFRONT DRIVE - S
j TOCKWOTTON ON THE WATERFRONT, . EAST PROVIDENCE, RI 02944 =17 27 7 .
(X4y 1D - BUMMARY STATEMENT OF DEFICIENCIES R BT PROVIDER'S PLAN OF CORRESTION . | . o5
BREFIX (EACH DEFICIENCY MUST BE PRECEDEDBYFULL ©  Lrwmerik | . {EACH CORRECTIVE ACTICN SHOUID 8E ~ | cowpiame § ; -
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGYY. . .. ... N
8 585 Continued From page 10 S 585
the resident.

2) During a surveyor ohservation on 10/14£2025
at 11:45 AM of the 4th ficor medication .- _
refrigerator revealed a Humalog insulin KwikPen
Opened and not dated, Manufacturers '
instructions state anca opened it is good for up to
28 days,

During a surveyor Interview following the above -
cbservation with Licensed Praclical Nurse, Staff
A, he could not provide evidence that the insulin
pen was dated when opened. :

3) During a surveyor observation on 10/14/2025
at approximately 12:15 PM of the overstock
closet on the second fioor, a Breo Ellipta inhalsr
was opened and not dated. Manufacturer's
directions indicate to discard the ivhaler B weeks -
after opening.

Buring a surveyor interview on 10/14/2025 at
approximately 12:15 PM with Staff B, she eould
not provide evidence that the inhaler wes dated
after being opened.

revealed the resident is prescribed
Acetaminophen 325 mg tablet, take 2 tablets
every 4 hours as needed,

4) Record review of Resident ID #2 's MAR

During a surveyor observation of the resident's
Aceteminophen card, It siated Acsiaminophen
325 mg tablet, take 1 tablet avery 4 hours as
needed.

During a surveyor interview with CMT, Staff Conf.
10/14/2025 at approximately 12:15 PM, she |
acknowiedged the order for the acetaminophen
, dki not match the tabet on the medication.
Faciilles Regufation
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5} Record review of Resident ID #1's IMAR B
revealed the resident is prescribed Senna Plus

8.6-50 mg tablet, administer 2 tablsts daily at
8:00 AM.

During a surveyor observation of the resident's
Senna plus card, it stated Senna Plus take 2
tablets daily at bedtime.

During & surveyor interview with Staff C on
10/14/2025 at approximately 12:15 PM, she
acknowledged the above-menticned medication
card did not have the correct dosage instructions
and should be administered at 8:00 AM and not
at bedtime,

During a surveyor interview with the Wellness
Director on 10/18/2025 at approximately 11:00
AM, she could not provide evidence the
rnedications listed above were franscribed,
stored, administered, and reconciled
appropriately, as requirad,

. o As of 10/16/25, the emergency flor plans | 10-16-25
70 .

8705 Ffﬁysmal Plant 2.4,30.1 Safely Requirements 5705 that were taken down when re-painfing,
2.4.30 (1) Safely Requirements have been placed hack up on each floor.
1. Each residence shall develop and malntain &
wiittan plan and procedurs for the evacuation of
the premises In case of fire or other emargency,
based on F1 / F2 licensure requirements, Fire
Safaty Cade-General Provisions (R.), Gen. Laws \\\
Chapter 23-28.1) requiremants.

@

- i tasidents wers affected. .

2

As of 1113/25, weekly visual checks of the | 11-13-26
emergency floor plans by the Director of |

- Maintenance or his/her designee wili be
dene to ensure complianca, -

1. Emergency steps of action shall be clearly

outlined and posted in conspicuous locations As of 11/13/25, these weekly audits will be
throughout th?;zsidenca brought to the Quality Improvement
: Committea for three months

m'ﬁoguiailun s
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2. Drilis simulating fire emergencies, testing |

the effectiveness of the fire evacuation plan shal)
be conducted at least six (6) times peryearona
bimonthly basis with a minimum of two (2) drills
conducted during the night when resldents are
sleaping with documentation of cheewad abllity of
residents to carry out evacuation procedures. Af
least fifty percent (50%} of these drills shall be
obstructed drills, as defined in Fire Safely
Code-General Provisions (R.I. Gen. Laws
Chapter 23-28.1).

3. The drills shall be permitied to be .
anrounced in advance fo the residents. The drilis
shafl involve the actual evacuation of all residents
to an assembly point as specified in the . .
emergency plan and shail provide residents with
experience in egressing through all sxits and
means of escape required by the Fire Safety
Cede-General Provisions (R.l Gen. Laws
Chapter 23-28.1). Exils and means of escape hot
used in any fire drill shafl not be credited in
meeting the requirements of the Fire Safely
Code-General Provisions (R.1. Gen, Laws
Chapter 23-28.1).

a. Dacumentation of fire drills shall be
maintained and shall include no less than the
following information:

{1) Name of the person conducting
the drifi; '

(2) Dale and time of the drill;

(3) Amount of time taken to evacuate | -

the building or unit;

{4) Type of drill {i.e., obstructed or
dk

(6) Record of problems encountered
and steps taken to rectify them:

unobstructe

5705

RE1J11
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(6) Employes observation of each
resident's ability to carry out evacuation
procedures.

4. Residents shail be instructed in all

exit may be unusabte due to fire and/or smoke,
Such instruction shall be documented in the
record deseribed in § 2.4.30{143){a) of this Part.

5. Each new resident shall be orented to the
fire drifl procedure on admission, with
documentation of the orientalion placed in the
resident's record,

This Requirement is not met as evidenced by:
Based on surveyor observation and staff
interview, & has been determined the residence
failed to post emergency steps of action in
conspicuous locations throughotut the residence.

Flndlngs are as follows;

During the initiaf four of the residence on
1071472025 at 8:25 AM, this surveyor did not
chserve any posted emergency ficor plans on the
first floor, the second floor, the fourth floor, and
the fifth fioor.

During a surveyor interview with the Administrator
on 1042025 at 9:55 AM, she acknowledged -
there were no emargency fioor plans posted
throughout the residence.

5734 Practices and Procedures, Violtions, Sa

2.4.32.B Varianca Procedure

alternative methods of escape since the primaty -

§705

S730 -

Facilities Regulation
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§ 730| Conlinued From page 14 5730 As 9ﬂ1ﬂ3/25 variances were sentin for | 11-43.25
Resident ID #'s 7 and 8. _
24.31 (B} Variance Procedure AS OF 1113125, an audit was done of all -~ :
B. Arequest for a variance shall be filed by a high | residants in Courtyard Msmory Care and
managarial agent of the assisted living residence Rwer's Edge Assisted Living who are on
in writing, and must set forth in detall the basis outside services to determine if there
upon which the request is made including: - were any more outstanding variances : - -
. _ neaded ~ no ouistanding variances were .

1. Identification of the spacific regulatory lneaded.. S

section(s) herein; (! R - 5 o
i @‘ As of 1113725, once oulside services start,

2. Alternative actions, pracesses, or The Wellness Director or histher designee,
procedures that thraugh the facility's - C | will putan order in the EMAR prompting
implementation will facilitate compliance with the: % e .

; ; : a\ | the nurse to do a variance starling at the
specific requlatory intent, and how the Residenca &y ; el ot
will ensure staff awareness and training regarding \\\# 40-day mark. In addition, variances will be
the variance, when appropriate. 1N dsscussed m our weekly Risk meetings, To

o : _ensure compliance with acuityand

3. A varlance period shafl not exceed the | variance parameters, updates wil ba ..
assisted living residence’s license period, An . _ made when discovered or scheduled,
assisted living residence must request renewal of | either after iearning of an isstie during
the varfance when it submits ils annual licanse -{ Risk audit processes, or when prompted |+
renewal application. o by our variance schedule that has been. . | ...

4. Upon the flling of each request for variance newly implementad. ' |
with the Department, and within a reasonable - - : I I
time thereatter, the Deparment shail notify the - N LT R L
appilcant by certified mall of its approval or in the As of 11/13/25, variance audits and Rigk = f
case of a denial, a hearing date, time and place - | meefing minutes will be broughtfothe . | . g
may be scheduled if the residence appeals the |, | Quaiity Improvernent Committee for three | - -
denlal and held in accordance with the provisions | months to ensure system compliance, -~ - |
of § 2.4.33 of this Part. '

This Requirement Is not met as evidenesg by:

Besed on record review and staff interviaw, it has | -

been determined that the residence fajled fo-

submit a variance for approval from the
Facilities Reguiation . : o o
STATE FORM o Re1J11 ¥ contirumtion shest 15 €18 -~
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Continued From page 15

Department for 3 of 3 resident's reviewed for
hospice/palliative services, Resident ID #'s 1, 6,

‘and 6.

Findings are as follows:

Per the Rules and Regulations for Licensing
assisted Living Residences, " .. .an established
resident may receive daily skified nursing care or
therapy from alicensed health care provider for a
condition that results from a temporary iilness or
injury for up to forty-five (45) days subject to an
extension of additional days as approved by the
Department, or if the: resident is under the care of
a Rhode Island licensed hospice agency provided

‘the assisted fiving residence assumes

responsibility for ensuring that the requiredigare
is received. Furthermore, a new resident may
receive daily therapy services and/or Yimited
skilled nursing care services, as defined through
these Regulations, from a Rhode Island licensed
health care provider for a condition that resuits
from a temporary iliness or injury for up to -
forty-five (45) days subject to an extension of
additional days as approved by the Department...”

1} Record review revealad Resident 1D #1 moved

into the residence in May of 2023 with a diagnosis

of vagcular dementia.

Record review revealed the resident was
admitted to hospice services on 1/20/2025.

Record review falled {o reveal evidence an
approved varfance for hospice services providad
by an outside agency was obtained from the
Depariment, as required,

2) Record review revealed Resident IO #7 moved
into the residence in June of 2023 with a-

$730

acdiitias Fagulation
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diagnosis of malignant neoptasn of the thyroid
gland. ' : B

Recond review revealed the resident was . _
admitted to palliative care services on 6/ 18/2023.

Record review failed to reveal avidence of an
approved variance for palliative care services

provided by an outside agency was obtained from
the Department, as required. =~ .

3) Record review revesled Resident 1D #8 moved
into the residence in December of 2024 with '
diagntises including, but not fimited to, fight
proximal esophageal stricture {asevers
narrowing of the upper part of the esophagus that
makes swallowing very difficult and can cause
pain, regurgitation, and weight loss) and Zenker's
divertictium (food, pifis, and even thick mucus
can get stuck in the pouch nstead of going
through the esophagus).

Record review failed to reveal éw‘denca ofan
approved variance for palliative care services

provided by an outside agency was obtained from | -

the Departr:eint, as required..

During a surveyor Interview on 10/15/2025 at
approximately 2:00 PM with the Administrator,
she acknowledged the above-mentioned -
residents are receiving hospice/paliiative :
selvices. Additionally, she was unable to provide
avidence an approval was obtained from the
Department, as required.

Limited Health Services Lincanse Require
2.6.2.N Specific Requirements

262 (N) Spedific Requirements

Faclffes Regoiation

$730

{
ap

1 se2o

As of 1018125, the Quality Improvement _
Committee meeting was moved to a
Tuesday to allow for the meeting to align
with the Nurse Practitioners schedule,

104625
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§ 020| Continued From page 17 S 920 No residents were affected.
N. All limited health services shall operate and As of 10/16/25, the administrator or histher
provide services in accordance with the prevalling dasignes will ensure that the Nurse -
community standard of care, Practitioner or the Physician, attend the

quarterly Quality iImprovement Commitiee
meaetings.

This Requirement Is not met as evidenced by:
Based on record review and siaff inferview, & has
been determined the residence, which Is licensed
ta provide limited health services, failed to have a
livensed physician, a cerified nurse practiioner,
or a licensed physician assistant as a member of
the Quality Improvementi Committee.

Findings are as foflows:

Recerd review of the attendance for the Quality
impravement committee meslings on 12312025,
4/28/2025, and 7/31/2025, failed to reveal a
licensed physician, a certified nurse practitioner,
or a licensed physician assistant in attendance,
as required.

During a surveyor interview with the Administrator
on 10/16/2025 at 9:20 AM, she could not provide
evidence a licensed physician, a certified nurse
practitioner, or a licensed physician assistant
were in attendance at the Quality Improvement
meetings, as required.

Facifies Reguistion - ' : - L
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