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Record review of nursing progress notes revealed
the resident had behavior issues including being
disruptive, verbally inappropriate, and/or socially
inappropriate towards others on the following
dates: 8/3, 8/1, 7/11, 6/30, 6/28, 6/28, 6/14, 5/23,

5122, 5112, 5/8, 4/20, 4/17, and 4/10/2023.

Record review failed to reveal evidence that the
resident's assessment was updated to reflect
hisfher significant condition change, as required.

During a surveyor interview with the Director of
Wellness on 8/3/2023 at approximately 2:46 PM,
she could not provide evidence the resident's
assessment was updated to reflect the significant

change in his/her condition, as required. 5390

Resident # 1 a Service Plan was completed|
. . . on 8/8/2023 which included [l current
S 390: Residency Requirements 2.4.16.G.3 Resident S 390 behaviors.

ArsessmentService Plan A1l resident Change in Condition

: assessments completed since 5/3/2023 were
2416 (G)3) Service Plans laudited to ensure the Service Plan was
updated to reflect any significant change inj

3. The service plan shall be reviewed by both oyt

parties at intervals not to exceed twelve {12) \ \\\ com{xtxon.

months and each time a resident's condition R 5/ All licensed nurses were educated on
changes significantly and all changes shall be =" fincluding behavior changes on Change in

i : 7y |Condition assessments and Service Plans.
acknowledged in writing by both parties. ' f Change in Condition assessments and
7 [Service Plans will be audited for accuracy
This Requirement is not met as evidenced by: monthly for 90 days

Based on record review and staff interview, it has Completed on: 8/21/23

been determined the residence failed to review
the service plan each time a resident's condition
changes significantly for 1 of 3 sample residents
reviewed, Resident ID #1.

Findings are as follows:
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Record review revealed Resident ID #1 moved
into the residence in Aprit of 2023 with a
diagnosis of dementia.

Record review revealed the last service plan
completed was the initial service plan dated
3/28/2023, which was completed pror to the
resident moving into the residence.

Record review of the above-mentioned service
plan states in part, *...Psychosocial: Actions: no
behavior issues, Resident does not have curent
or history of disruptive, aggressive, verbal or
socially inappropriate behavior...”

Record review of nursing progress notes revealed
the resident had behavior issues including being
distuptive, verbally inappropriate, andfor socially
inappropriale towards others on the following
dates: 8/3, 8/1, 7/11, 6/30, 6/28, 6/28, 6/14, 5/23,
522, 5112, 5/8, 4120, 4/17, and 4/10/2023,

Record review failed to reveal evidence that the
resident's service plan was updated to reflect
hisfher significant condition change and
interventions the facility utilized, as required.

During a surveyor interview with the Director of
Weliness on 8/3/2023 at approximately 2:46 PM,
she could not provide evidence the resident's
service plan was updated to reflect the significant
change in his/her condition and services bsing
provided by the residence, as required

Residency Requiremenis2.4.17.D Reporting
Requirements

2.4.17 (D) Licensure Reguirements

S320

S415

Faciliies Reguiation
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D. Any empioyee of an assisted living residence
who has reasonable cause to believe that a
resident has been abused, exploited, neglected,
or mistreated shall within twenty-four (24) hours
of thereceipt of said information, fransfer such to
the Director and to the Office of the Long- Term
Care Ombudsman. Any person required {o make
a repoit pursuant o this section shall be deemed
to have complied with these requirements if a
report is made to a high manageral agent. Once
notified, said agent shall be required o meet the
above reporting requirements. The residence
shall establish a written policy or procedure for
repotting abused, exploited or negiscted
residents that complies with the provisions of this
section. The report may be submitted by
telephone but shall be foliowed up in writing.

1. Upon receipt of such information or
allegation, the Director shall forthwith conduct
such investigation as may be necessary and
submit a repor of findings of the investigation(s}
to the Attorney General of the State of Rhode
Isiand.

This Requirement is not met as evidenced by:
Based on record review and staff interview, it has
been determined the residence failed o ensure
employees of an assisted living residence who
have reascnable cause {o balieve that a resident
has been abused, exploited, neglected, or
mistreated shall within twenty-four (24) hours of
the receipt of said information make a report to a
high managerial agent and to the appropriate
state agency for 2 of 3 sample residents
reviewed, Resident ID #s 1 and 2.

Findings are as follows:

S415:

All resident incidents that occumed since
5/3/2023 were reviewed to ensure that all
reportable incidents were reported
appropriately.

The staff was re-educated on identifying
and reporting Resident abuse, exploitation,
neglect and mistreatment.

'The Executive Director and or the Wellness
Director will submit any report of potential
abuse, exploitation, neglect or mistreatment
of a resident {o the Rhode Island
Department of Health and Ombudsman
within 24 hours of occurrence.

Resident incidents will be audited bi-weekly
for 90 days {o ensure any incident that
requires reporting to the RIDOH has
cceurred.

Started on; 8/21/23
Will be completed on: 9/1/23
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According to 2.4.17 {D) of The Rules and
Regulations for Licensing Assisted Living which
states in part, *...Any employee of an assisted
living residence who has reasonable cause to
believe that a resident has been abused,
exploited, neglected, or mistreated, shall within
twenty-four (24} hours of the receipt of said
information, transfer such to the Director and to
the Office of the Long-Term Care
Ombudsman.. 1. Upon receipt of such
information or allegation, the Director shall
forthwith conduct such investigation as may be
necessary and submita report of findings to the
investigation{s) to the Attomey General of the
State of Rhode Island "

Record review revealed an "Assisted Living
Residence Regquired Incident Reporting” form
sert to the Rhode island Department of Health
(RIDOH} on 8/1/2023 which states in part,
"...Resident to ResidentAbuse.. Dateof Incident:
8/1/2023 Time: 11:10 AM..”. This form reporied
that two residents were involved, one who was
the perpetrator, Resident 1D #1, and the cther
who was the victim of sexual abuse, Resident iD
#2.

1. Record review revealed Resident 1D #1 moved
into the residence in April of 2023 with a
diagnasis of dementia.

Record review of a progress note dated
7/11/2023 states in part, "Ovemight staff found
another resident... in [hisfher] room during rounds
at 4:15 am. [Resident ID #2] was naked in bed,
and [Resident ID #1] had [his/her] arm around
[him/her).. "

2, Record review revealed Resident ID #2 moved
into the residence in August of 2022 with a
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diagnosis of dementia,

Record review of a progress note dated
7/11/2023 at 12:30 PM, states in part, "Ovemight
staff reported that during rounds at 4:15 AM,
resident [ID #2) was found in another resident’s
fiD #1] room, (s/he] was naked in bed with that
resident’'s amm around [him/her)...”

Record review failed to reveal evidence that the
above incident was thoroughly investigated or
reported to the state agency, as required.

During a surveyor interview with the Director of
Weliness on 8/3/2023 at 2:45 PM, she could not
provide evidence that the above-mentioned
incident was investigated or reporied, as
required,

Faciifies Reguason
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