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§ 003 Initial Comments §003
5365 Resident assessments and service plans
An unannounced complaint/incident investigation Resident #2 chart “j“}h“ reconciled and corrected to
survey, ACTS reference numbers 87942, 88218, ;ﬁﬁ:ﬁt;“ BT mmmations OT, SF and hospics
08226, 88266, and 98283, was conducted at this Pargeted Complotion 19/10/24
residence on 11/13/2024 to determine Resident ID #3 chart will be recoifed and corrected to
compliance with state regulations. Deficiencies vofteot all availahle information: between tha time
were idenﬁﬁedl frame 8/7/24-8/31/24, 14/23/24 for PT.
. . Targeted Completion 12/16/24
S 365 Residency Requirements 2.4.16.D Resident 8 365
Assessment/Service Plans 1-: Director of Nursing /Wellness nurses will Receive
in-services on proper proceduve for adding dates of
: services to the 90 Day A nent for all outsid
2[:)!4 16 (d) Reslident Assessments and Service Q‘i services: Included will be; VIVA services type (OT, PT,
ans { @"‘ ./ | ST, Hospice, VNA), VNA name, the start date and end
RN\ date
. KN/ '
D. The assessment shall be reviewed and at Moo L ‘
intervals not to exceed twelve (12) months and ‘}.gf 3 Divestor of Nursing | Welluoss nurses will add notes
. 5 - aradr wil ate GOONCLE WELh ihe
EHCI'-\ ﬂme a resident's condition changes g 90-day Assessment, the Resident Cave Divector/
significantly, ~<U Wellness nurees will check neotes weekly in Yardi to
ensure the 90 day assessment arve updated and match
the dates of serviees for outside providers
3. Outside VINA services will give the Welluess
. . . , Department a list of our residents on services with
This Requirement is not met as evidenced by: VNA services on a weelkly basis and VNA will give
Based on !'B(?Dfd review and staff !nterview, it has updates to the Wellness department to ensure proper
been determined the residence failed to review communication
the resident's comprehensive assessment at 4- To ensure state regulalion compliance; a minimum
. o, g 71 i -
intervals not to exceed (1 2) months and each of 10% of charts will be audited moxnthly
time a resident's condition changed significantly
for 2 of 3 residents reviewed for outside services,
Resident 1D #s 2 and 3.
Findings are as follows:
1. Record review reveajed Resident ID #2 moved
into the residence in February of 2024 with a
diagnosls including, but not limited to, dementia,
hypertension, and osteopenia.
Record review of the resident's comprehensive
assessment dated 2/10/2024 failed to be updated
to reflect that the resident recelved occupational
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5365 Continued From page 1 8365
therapy (OT} services and speech therapy (ST)
services from 2/20/2024 through 4/20/2024. The
assessment further failed to document that the
resident started on hospice services with a start
of care date of 5/3/2024,
2. Record review revealed Resident ID #3 moved
into the residence In August of 2024 with a
diagnosis of atrial fibrillation {an irregular, often
rap]d heart rate that commonly calses poor bivod 537.5 Resident, assessments and service plans; Nurse
TEVIeW:
flow). Residents 1D # 2, #4, #5 charts will be recoiled and
. , . corrected to refleet 90-day nurse roview. It
Record review of the resident's comprehensive residents are now deceased 00-day review will reflect
assessment dated 8/7/2024 failed to be updated that.
to document that the resident received physical 1- Direotor of Nursing (RN)/Wellness Nurses (RN)
therapy (PT) services from 8/31/2024 through :;fj Z{itzgule all 90 assessments in Yardi to reflect
10/23/2024. : 2-The sch‘cduled Yardi assessments will be veviewed
. by the Direotor of Nursing /Wellness Nurses weekly
During a surveyor interview on 11/13/2024 at and completed on a weekly basis,
approx]mate[y 3:15 PM with the Executive 3- Director of Nursing /Wellness Nurses will write
i notes for all Residents on MELOA, when the resident
DireCtor’ in thB presence of the Resident Care is hack in the building the 90-day assessment will he
DII'@!:JtO!‘, she acknowledged that Re;&dent ID#2 completed or a change of condition will he completed
recejved OT, ST, and hosplce servicas and if applicable.
Resident ID #3 received PT services, She could 4-Yaxdi 90-day assessments will be audited monthly
not provide evidence the comprehensive by Director of Nursing (RIN)
services.
§ 375 Residency Requirements 2.4.16.F Resident 8375
Assessment/Service Plans
2.4.18 {F} Nurse Review
1. Nurse review is necessary for all lavels of
licensure.
a. Aregistered nurse shalfl visit the residence
at least once every thirty (30) days except as
Fagliities Regutation
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§ 375| Continued From page 2 5375

provided in § 2.4.16(F)(1)(b} of this Part and shall
complete a review to include the foliowing:

{1) Monitor the medication regimen for all
rasidents;

(2) Review any new physician orders and |

evaluate the health status of all resldents by
identifying symptoms of ilness and/or changes in
mental/physical health status;

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

{4) Make any necessary
recommendations to the administrator;

{5) Follow up on previous
recommendations;

(6) Provide a signed, written report In the
resldence documenting:

(AA) Date and time of agsessment;

(BB} Recommendations for
follow-up;

(CC) Progress on previous
recommendations;

(DD) Verification that the medication
listed by the pharmacist on the mediset, blister
pack or medication container is current with
physician orders (M-1 level only);

(EE) Physical assessment identifying
symptoms of iliness and/or changes in mental or
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physical health status and appropriateness of
placement;

(FF) Such reports shall be on file at
the residence.

(7) Complete the quarterly evaluation of
the residence's registered medication aide(s)
administration of medication, (Approved
Department form is available for downioading
ontine).

b, In those residences that have one or more
licensed registered nurses (L.e., at least one
full-time equivalent equal to thirty-five (35) hours)
on- site, the nurse review shall be completed at
least once every hinety (90) days.

This Requirement is not met as evidenced by.
Based on record review and staff interview it has
been determined the residence failed to ensure
quarterly nurse reviews were completed at least
once every ninety (90} days for 3 of 3 sample
residents, ResidentiD #s 2, 4, and 5.

Findings are as follows: -

1, Record review revealed Resident iD #2 moved
Into the residence in February of 2024 with
diagnoses including, but not limited to, dementia,
hypertension, and osteopenia.

Record review falled to reveal that a nurse review
was compleied for this resident.

2. Record review revealed Resident ID #4 moved
Into the residence in May of 2024 with a diagnosis
including, but not limited to, depression.
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5385 Service Plan:
Record review failed ?0 rev_eal that a nurse review Resident ID I# Service plan will he reviewed for
was compieted for this resident. 10/17/24 and signed by Director of nursing and
. Executive Director.
3. Record review revealed Resldent 1D #5 moved Targeted Date of completion:12/20/24
into the residence in April of 2024 with a
diagnosis including, but not limited to, Aizheimer's Resident T 2# Sevvice plan will be reviewed for 2/14/24
disease. I and signed by Director of nursing and Executive
' Py Director,
Record review failed fo reveal that a nurse review L/ | Targeted Date of completion:12/20/2¢
this resident. N
was cornpleted for thi nt \%}%\i‘
. . s Lo Resident 1D 3# Service plan will be reviewed for 8/7/24
Durmg a SUI:VByDr mterylew on 11/1 _3]2024 at - and signed by Director of nursing and Executive
12:39 PM with the Resident Care Director, in the Directar.
presence of tha Executive Director, she was Targeted Date of completion: 13/20/24
unable to provide evidence that the
above-mentioned nurse reviews were completed, Tesident ID 5# Service plan will be reviewed for 4/17/24
as requll‘ed. and signed by Director of nursing and Exeeculive
Director.
S 385| Residency Requirements 2.4.16,G.2 Resident §385 | Targeted Date of complotion:12/20/24

Assessment/Service Plan
2.4.16 (G)(2) Service Plans

2. The service plan shall be developed by a
registered nurse and/or the certified assisted
iving residence administrator, and shall be
signed, approved, and dated by both parties.

This Requirement is not met as evidenced by:
Based on record review and staff interview it has
been determined the residence failed to have the
service plan signed, approved, and dated by a
registered nurse andfor the certified assisted
living residence administrator for 4 of 5 sample
residents reviewed, Resident ID#s 1,2, 3, and 5.

Findings are as foliows:

1- Director of Nursing (RN) Wellness
nurses{ RN) will review the dashboard daily on Yardi
and complete all scheduled Service Plana

2- When Service Plans are completed the
Wellnese Nurse will call families to set up servie Plan
meetings

3- Director of Nursing (RN) and Executive
Director will sign and review Serviee plan with residents
and/or families

4- Director of Narsing (RIN}will perform

monthly Q & A anditing at least 10% of the charts

Targeted completion:1/31/26
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Continued From page 5

1, Record review revealed Resident 1D #1 moved
into the residence in April of 2022 with a
diagnosis including, but not limited o, dementta.

Record review revealed a service plan dated
10/17/2024. Record raview failed to reveal
evidence that the service plah was signed and
approved by the Executive Director (ED), as
required,

2, Record review revealed Resident 1D #2 moved
into the residence in February of 2024 with
diagnoses Including, but not limited to, dementia,
hypertension, and csteopenia.

Record review revealed a service plan dated
2/15/2024. Record review falled to reveal
evidence that the service plan was signed and
approved by the ED, as required.

3. Record review reveated Resident 1D #3 moved
into the resldence in August of 2024 with a
diagnosis of atrial fibrilation (an irregular, often
rapid heart rate that commonly causes poor blood
flow).

Record review revealed a service plan dated
81712024, Record review failed {o reveal evidence
that the service plan was signed and approved by
the ED, as required.

4, Record review revealed Resident ID #5 moved
into the residence In April of 2024 with a
diagnosis including, but not imited to, Alzheimer's
disease.

Record review revealed a service plan dated
4/17/2024. Record review failed to reveal
evidence that the service plan was signed and

8385
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$ 385; Continued From page 6 5385
approved by the ED, as required.
During a surveyor interview on 11/13/2024 at
approximately 3:15 PM with the ED, in the
presence of the Resldent Care Director, she
couid not provide evidence the service plans for
ResidentiD #s 1, 2, 3, and 5 were signed, as
required.
. : 5390 Resident assessment / service plan
S 380) Residency Requirgements 2.4.16.G.3 Resident 5 390 Resident ID #2 service plan will be recoiled and
ASSBSS!'RE!"IUSE rvice Pian corrected to reflect receiving hospice services 5/8/24,
o Targeted complation: 12/20/24
2.4.16 (G)(3) Service Plans b
Q\ Resident ID #3 service plan will be recoiled and
: . . corrected to reflect receiving PT servioe on 8/7/24.
3. The SEI"VIGG plan shall be rewdewedl by t;Oth \::f’ 1-: Divector of Nursing /Wellness nurses will Receive
parties at intervals not to ex?ee lme ve ( 2) \%\ in-services on proper procedure for adding dates of
months and each time a resident's condition \':j services to the 00 Day Assessment for all ontside

changes significantly and all changes shall be
acknowledged in writing by both parties.

This Requirement s not met as evidenced by:
Based on record review and staff interview it has
besn determined that the residence failed to
update the service plan each fime a resident's
condition changed significantly for 2 of 3
residents reviewed for outside services, Resident
ID#s2and 3,

Findings are as follows:

1. Record review revealed Resident D #2 moved
into the residence in February of 2024 with
diagnoses including, but not iimited to, dementla,
hypertension, and osteopenia.

Record review revealed the resident was
receiving hospice services with a start of care
date of 5/3/2024,

services; Included will be; VNA services type (OT, PT,
ST, Hospice, VINA), VNA name, the start date and end
date.

2- Direclor of Nursing / Wellness nwrses will add notes
in Yardi with dates of service to reconcile with the 90
day Assessinent, the Resident Cave Director/ Wellness
nusses will cheek notes weeldy in Vardi to ensure the 90
day assessitent ave updated and mateh the dates of
services for outside providers

3- Outside VINA services will give the Wellness
Department a list of oy residents on services with
VNA services on a weekly basis and VNA will give
updates to the Wellness department to ¢nsure proper
communication

4- To ensure state regulation complisnce; & minimum off
10% of charts will be nudited monthly

Targeted completion: 1/31/25

To ensure all residents’ service plan ave meeting state
reguiations a chart audit will be condncted. All
residents that have received services, had a change of
condition, annual reviews oxr are new resident will have
& service plan ereated hy RIN that reflects uny changes
to care.

Targeted completion: 1/31/25
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S 390| Continued From page 7 $390
Record review of the resident's service plan dated
2/15/2024 failed to be updated to reflect that the
resident Is recelving hospice setvices.
2. Record review revealed Resigent 1D #3 moved -
into the residence in August of 2024 with a
diagnosis of atrial fibrillation (an irregular, often
rapid heart rate that commonly causes poor bicod
fiow). '
840 Special Care license requirements
Record revlew revealed the resident was Restdent 1D #2 b a fall om 10/29/2% sasulting i
FECEFV;BQ physical therapy (PT) sarvices with a eaident had a fall on 10/29/24 resulting in injury
. Agency worker invelved in resident #2 care will not be
start of care date of 8/31/2024. ‘;'m\ rveturning to the facility, To prevent this from ocenrring
. . i \%}Z in the future ageney employees will receive report from
Record review of the resident's service pian dated ﬁ// ,g\ shift prior from facility staffing. Service plans will be
81712024 failed to be updated to reflect that the 3 reviewed with agency staffing to ensure they understand
resident is receiving PT services. g\t}“\\ how Lo provide care to residents. Il a resident is a one
N person assist oue staff member will remain with resident

through all part of eare 10 ensure resident safety, RN will
give an in service to all care staff to onsure safety of

During & surveyor interview on 11/13/2024 at

approximately 3:15 PM with the Administrator, in residents when providing care.

the presence of the Resident Care Director, she

acknowledged that Resident 1D #2 recelved 1- Resident Care Director/Wellness Nurses will

) . ! complete Introductory Sheet for all Residents in our

hOSpllce services and Resldgnt iD #3 recelved PT building. This will inelude; all ADL needs including if th

SBW!CBS. She could nOt provide evidence the vesident is independent or a 1 pexson assist for transfers

setvica plans for Resident ID #s 2 and 3 were and ambulation .

updated to reflect the above-mentioned outside 2 Resident Care Divector(RN)/Wellness Nurse

services. will review the Introductery sheet daily at Stand up
meeting with floor staff and a copy will be loft for all flogr
staff in the building to review on all shifts

S 840| Special Care License Requirements 2.5.2.L 5840
Specific Regquirements

Targeted completion: 1/31/25
2.5.2 (L) Specific Requirements

L. The Alzheimer Dementia Special Care
UnitfProgram shall provide a secure distinct living
environment appropriate for the resident
population. This requirement may include, but not
be limited to, a locked unit, secured perimeter, or

Facilities Regulation
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other mechanism to ensure resident safety and
guality of life. The residence shall have
glopement policies in place, specific to the
Unit/Program.

This Requirement Is not met as evidenced by:
Based on record review and staff interview, it has
been determined the resldence failed to ensure
the Alzheimer Dementia Spscial Care
Unit/Program provided a safe distinct living
environment for 1 of 3 residents reviewed for
falls, Resident 1D #2.

Findings ara as follows:

An initial reportable incident form submitted to the
Rhode Island Department of Health on
10/29/2024 alleges that a staff member was
assisting Resident 1D #2 in the bathroom. The
staff member laft the bathroom, the resident was
{eft on the toilet, and when s/he returned, the
resident was found on the bathroom floor.

The Residence's 5-day investigation report dated
14/1/2024 indicates the resident had a negative
outcome of a spinal fracture as a result of the fall,
Further, it indicates the staff member was an
agency staff that was not aware the resident
could nof be left alone or the residence's policies
regarding supervision on the unit.

Record review revealed the resident moved into
the residence In February of 2024 with a
diagnosis including, but not fimited to, dementia.

Review of the resident's mini mental state exam
dated 2/25/2024 reveals a score of 1 out of 30,
revealing that the resident has severe cognifive
impairment.

S840
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Review of a fall risk review dated 2/25/2024
reveals a score of 55, a scora of 25 or greater
indicates the resident would be prone to failing.

Record review of the comprehensive assessment |-

dated 2/10/2024 reveals that the resident is a
moderate assist for toileting, fransferring, and
ambulation, and an extensive assist for personal
hygiene. The assessment further reveals that the
resident is frequently confused and unable to
discern and/or avoid sifuations in which sthe may
be in danger and needs guidance and assistance,

Record review of the service plan dated
2/15/2024 reveals that the resident is an
extensive assist for tolleting.

During a surveyor interview on 11/13/2024 at 9:30
AM with Certified Medication Technician, Staff A,
s/he revealed that sthe would expect a staff
member to stay with this resident at all times
during toilefing.

During a surveyor interview on 11/13/2024 at 8:45
AM with the Executive Director, she revealed that
the resident is an assist for tolleting and that staff
need to be present at all times when tolleting
Resident |D #2. She could not provide evidence
that this resident was kept safe and appropriately
supervised for activities of dally living.

Fagcilities Regulation

STATE FORM

saoe 91281 ifoontinuation sheet 10 of 10



