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$ 003 Injtial Comments 5003 The filing is a Plan of Correction
R A complalntincident investiaa (POC} does not constitute that the
n unannounced compialinyincliaest mvestigaon deficiencies alleged did in fagt .
survey, ACTS reference number 102181 was i i is fi :
; . axist, rathar this POC is filed as
conducted at this residence on 10/06/2025 1o evidence of the facility's
determine compliance with state raguiations, A it t fo high Y fit d ¢
; def“c:iency was identifiad. commitiment to high quality resident |
tare in the full compliance with
state and federal ragulations.
5 360 Resudsncy quwrsmsnts 2.4, 16 G Resident 5360 Completion date for the aptimal

Assessmenthsmce Plans

2 4,16 {C) Resident Assessments and Service
Plans

C. The Pepartment-approvad assessment form,
or such other agsessment form as approved by
the-Department, shall be utiized in completing
the assesament on each resident who is admited
to the residence. (Approved Department form is
available for downloading online at
hitp:/fhealth.r.gov/forms/assessment/Assistedlivi § -
ngResident.pdf}.

1. Assisted living reaidences not intending {o
usea the Department's assessmeant form shall
gubmit their proposed assessment forms with a
cover [stter of intent to the Center for Health
Facilities Ragulation as specified in § 2.4 6(A) of
| this Part.

- 2.All assessment forms shall report
information appropriate to determine compatibility
and compliance with the residency criteria, and
shall indicate that the resfdent's neods can he
met by the assisted living residence within its
llcensure level, and shall gather information
appropriate for the development of an
“individualized sefvice plan,

a, The assessment forrn shall be

compliance with POC will ba
November 10, 2025,

As a.Plan Of Correction (POG) for
Tag S 360:

&) Residents ID#1 has since been
transferred from Memory Lane to
Camelot (which |s & secured
memaory care unit). The resident is
adjusting well. Memory Lane s not
a memory care unit and is not
tockad or alarmed. We are
renaming the unit so that there is
no confusion with the name of the
unit and the "type" of Unit.

b} We recognize the potential risk
to the residents if the
comprehensive unit assessments
and resident care plans are not
thoroughly and/or accurataely
completed. The Wellness Director
has reviewed comprehensive
assessmenis and care plans {o
ensure accuracy of the information
and thoroughness of complelion for
all new admissions {since this
incident) and any other resident

desighed to demonsfrate compliance with the tendencies.
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$ 360 | Continued From page 1 . . 3360 We have reviewed all residénts
assisted living reésidence’s criteria for residancy. on Memory Lane with to ensure
Do, . théy ara appmprlate to live on
b. The assessmant form shall also be this unit (vs. requiring the .
designed to demonstrate that the assisted living special care unlt, Camelot)
residenca can meet the resident’s neads and cognitive assessment and 80-
preferEﬁces . day compiete assessment. has
been done for all the resndents
3 The asswsment form shall also be ah Memory Lane with no
degigned ta provide information appropriate for identified isgues of eiopement )
the development of an individualized service plan risk, requiring transfer-to .
in‘atoordance with § 2.4.16(G}(1} of this Part. Camelot. We have not had 'to

transfer any resident off of
Memory Lane at this time.

¢} The Wellness Director is
. re-aducating those nurses who -
are respansible o complete
/  these assessments and care’

This Requitemsnt is notmet as evidenced by: plans of the importance of

Based on record review and staff interview, it hag ,‘59 assuring timely, accurate and
baen determined that the resident's OCJ\ thorough co’mpfeti an of
comprehensive assessment form failed to be A\ assessments to inciude ths
complated accurately and updated with all proper service plan based on
relevant Ibformation for the development of a the assessed area of '
service plan for 1 of 3 sample résidents on the risk/concern. with an enhanced
| Mamory Lane Unit, Resident 1D #1. focus on thé%e who mra newly
Flndi follows: admitted (with any cognitive
haings are as foows: , impairment) and monitering

their behaviors.{ f.e. wandeting)
for the first several days of
move-iti 30 as to ensure optimal
safety as they adjust to their

new environment, The Wellness
Director and The Adminitrator
will détermine when the new
move-in No longe:

requires

. Record review revesled an "Assisted Living

| Residence Required incident Reporting” form
sant to the Rhode Island Department of Health
(RIDOH) on 10/3/2025 which states In part,

-1 "...Elopemeant or wandering...Date of Incident:
10/3/2025..." This form reporied that the police
contacted the facllity after Resident 1D #1 was
found at d nearby hardware stors with confusion.

Record review revealed ID #1 moved irito the
residencein September of 2025 with a diagnosis
Faellittes Regulstion
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+ Record review failed to reveal evidence that the
. | faciity impiemented any interventions following
- the wandering noted on 9/28/2025 to ensure the

stay and was admittad to the unlocked “memory”

| Record review falled to reveal evidence that any
+ plan of care was created until 10/3/2028, the day

- . . 20 AUSTIN AVENUE
STILLWATER ASSISTED LIVING AND &
. WILLED  GREENVILLE, RI 07828 _
x4 1D " SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORRECTION- 5
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$360; Contirued From page 2 | 8360

of dementia.

Record review of the initial comprehensive
assessmertt, dated B/28/2025, revealed the
resident did not wander. Further raview revealad
the resident was at the facility for a short-term

unit, This unit is not secure, which is a requirment
for a-memory sare unit

Record review of a prograss note dated
8/29/2028 at 1:42 PM revealad per the 11:00 PM
- 7:00°AM siaff, ID #1 was out of hisfher raom

repeatedly attempting to leave the unit. Further
review revealed the resident was found /1%
wandering In the skilled nuraing facility and was Qj\
1 returned to the unit twice. Q /
N\

Review of the nursing shift {o shift report revesied
the fallowing; .

-9/29/2025 - ., frequent wandering off urit {and]
feund-in nursing home lobby...monitar
fraquenty.." .

~10/3/2025 - *...elopeld] to hardware store,
returnad by [town name redacted] police around
1AM

resident’s safety. Additionally, 1D #1 was able to
sucessfully elope to a hardware store on a nearby
main street while being monitored frequently.

of the siopement.

Huring a surveyor interview with the Director of

our enhanced monitoring and
that will be based on a.review
of their adjustment to the new
environment and awareness
of their syrroundings. We are
also hiring a "receptionist(s)”
7 Days per week-thisis a
new paosition for us. This |
person will be located near
the front door and will be
expected to manitor the Jobby
areaffront door during
designated work hours
{approximately 10am-6pm) as
an additional safety measure
(and hospitality focus)

d} The administrator ia
responsible for ensuring this
PQOC Is.executed timely and
effectively, We will conduct
random audits (accuracy and
completion of the
assezsmeants and service
plans} and formally monitor
this for the next three. manths
after which time, the QAPR|
Committes will evaluate cur
level of compliance and
determing it we will “drap” the
indicator or continue basad
on our level of improvemenf,

Faciiities Regulation
BTATE FORM ' . £889 OHJ211 : If sontinuation shest 3 of 4.



NOV/13/2025/THU 11:27 AM FAX No, F. 006/008
PRINTED: 10/10/20258
. FORM APPROVED
RI Depariment of Health
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILGING: COMPLETED
c
el = ALR01508: BWING - el 10/06/2025

NAME DF PROVIDER OR SUPPLIER

STILLWATER ASSISTED LIVING AND SKILLED

STREET ADBRESS, OITY, STATE, Zif CODE

20 AUSTIN AVENUE
GREENVILLE, Rl 02828

v

Clinical Services an 10/6/2025 at 2:28 PM, she

| acknawlsdged that there had not been any

Interventions in place regarding wandering or
elopament untit after [ #1's successful
elopement to the hardware store on 10/3/2025.
Addiftonally, she cold not provide evidence that
any plan of care was in place prior to 10/3/2025 to
pravent the resident from being at risk since

i hisfher admission in September.
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