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for 1 of 3 residents reviewed for falls, Resident ID
#.

Findings are as follows:

Record raview of an incident reported to the
Rhode istand Depariment of Health on 1/22/2025
revealad that a resident was found on the floor in
his/her apartment and was uneble to move
his/er log. Additionally, the report revealed the
resident was transported to the hospital and

admitted with a right femur (thigh bone) fracture.

designee will print a report of the nursing
eMAR to ensure that all comprehensive
assessments are being updated. These
reports will be reviewed at the quarterly
Quality Impravement Committee meetings
untli such time that a standard practice has
been implemented.
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§ 00 Initial Comments $003
An unannounced complaintincident investigation
survey, ACTS reference numbers 89351, 59289,
and 89280, was conducted at this residence on FEB 7 g 2005
02/04£2025 to determine compliance with state
regulations. Deficlencies were Identified as &
result of this survey.
8 385 Residency Requirements 2.4.16.D Resident 8385 | Effective Inmediately, the Resident Care |} }Q J }95
Assessment/Servica Plans Director or his/her designee, will update
Resident 1D #1's comprehensive
2.4.18 {d) Resldent Assessments and Service assessment. :
Plans
Effective immediately, the Resident Care 9/94/}5
D. The assessment shall be reviewed and at Director or histher designee, will audit the
intervals not to exceed twelve (12) months and comprehensive assessments of all
:Eag?'nhiﬂf::ﬁ: resident's condition changes residents to ensure that all are up to date.
u Effective 2122725, the Resident Care 9/39/95
Director or hisher designee, will enter
ane ooty | Y|
review an , it has T ;
been determined the residence failed to review & 't"‘;""’" “"g notify and alert nurses when
the residents comprehaﬂs;ve a's:_le:sr_rdaem at ey are due.
Intervals not to exceed (12) months and each _ . :
time a resident's condition changes significantly Once a manth, the administrator, or hismher 3/ NP
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Record review revealed the resident moved into
the residence in March of 2020 with a diagnosis
Including, but not limited fo, age-related
ostecporosis (a bone disease that occurs when
bones become weaker).
Record review revealed the resident’s last
comprehensive assessment was completed on
Fabruary 70, 2022,
Record review fallad to reveal evidence the
assessment was reviewed annually for 2023 and
2024, as required.
During & surveyor interview on 2/4/2025 at
approximately 2:08 PM with the Administrator,
sha was unabile to provide evidencs that the
resident's comprehensive assessment had been
reviewed annually since it was last complated i
February of 2022, as requirad.
; he Resident Care S
5 375 Resldency Requirements 2.4,18.F Resident gs7s | Effective immediately, t \ &/
AssassmenVService Plans Director or histher designee, will
con'!piete a recent 90 day review on
2.4.16 {F) Nurse Review Residant ID #1. 5 199 /J g
Effective immediately, the Resident Care |
1. Nurss review s necessary for all levels of &, | Director or hisher designee, will audit
llcensure, S\ | the 50 day reviews of all residents to
. I are up to date.
a. Areglstored nurse shall visitthe residence | O | ensure thatallare up R / s
atleast once every thirly (30) days exceptas Effective 2/22/25, the Resident Care 232 F
provided in § 2.4.18{F)(1){b} of this Part and shall Director or his/her designee, will enter
complete a review to inciude tha following: orders in MatrixCare for 90 day reviews,
which will notify and alert nurses when
{1) Monitor the medication regimen for aif they are due.
residents;
{2) Review any new physician orders and
evaiuate tha health status of afl residents by
Fagll tion
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Continued From page 2

Identifying symptoms of iliness and/or changes in
mental/physical haalih status;

(3) Evaluate the appropriateness of
piacement for each resident;

(4) Make any necessary
recommendations to the administrator;

(6) Follow up on pravious
recommendations;

{B) Provide a signed, written report In the
residence documenting:

(AA) Date and time of assessment:

(BB) Recommendations for
follow-up;

(CC) Progress on previous
racommendations;

(DD) Verification that the medication
listed by the pharmacist on the medisst, blister
pack or medication containaer is currant with
physician orders (M-1 lavel only);

{EE) Physical assessment identifying
symptoms of linass andfor changes in mental or
physical health status and appropriafeness of
placement;

{FF} Such reports shall ba on file at
the residencs, '

(7) Completa the quarterly evaluation of
the residence's registered medication aide(s)

5376 Once a month, the adminlstrator, or his/
her designee will print a report of the
nursing eMAR to ensure that ali 90 day
reviews are belng completed. These
reports will be reviewed at the quarterly
Quality Improvement Committee meatings
. 19 until such time that a standard practice
\:3\ has been implemented.
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administration of medication. (Approved

Deparimeant form Is avallable for downloading
online),

b. In those residences that have one or more
licansed registered nurses (i.e., at least one
ful-ime equivalent equal to thirly-five {25) hours)
on- site, the nurse review shall be completed at
least once every ninety (80) days.

This Requirement Is not met as evidenced by
Based on record review and staff interview, it has
been determined the residencs falled to complete
nurse reviews every 80 days as required for 1 of
3 resldents reviewad, Resident ID #1.

Finding are as follows:

Record review of an incikdent reported 1o the
Rhode Island Department of Health on 1/22/2025
revegled that a resident was found on tha floor in
his/her apariment and was unable to move
histher leg. Addftionally, the report revealed the
resident was transported to the hospital and
admitted with & right femur (thigh bone) fracture.

Record raview revealed the resident moved Into
the residence In March of 2020 with a diagnosls
including, but not limited to, age-related
osteoporosis (a bone disease that occurs when
bones become wezker),

Record review revealed the resident's last 80-day
nurse review was completed on 6/4/2024.

Record review falled to reveal evidence nurse
reviews were completed svery 90 days, as
required since 6/4/2024.
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During a surveyor interview on 2/4/2025 at

approximalely 2:10 PM with the Administrator,

she was unable to provide evidence that the

nurse reviews had heen completed svery 60

days, as required.
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