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$ 903 Initial Comments S 003
An unannounced complaint/incident investigation
survey was conducted at this residence.
Deficiencies were identified. 3/15/2024
S 230 Organization And Management 2.4.13.A §230 1. Resident ID # 4 was seen

Management Of Services
2.4.13 (A/B) Management of Services

A. Each residence shall provide services with
adequate professional and ancillary employees
and in accordance with applicable state faw.
Further, the residence shall assure that all
services are rendered in a safe and effective
manner and consistent with the requirements
herein. The residence shall provide all care and
services to ali residents in accordance with the
prevailing community standard of care.

This Requirement is not met as evidenced by:
Based on record review and staff inferview, it has
been determined that the residence failed to
provide care and services in accordance with the
prevailing community standards of care relative to
skin treatments for 1 of 4 sample residents.
reviewed for abuse, ID #4.

Findings are as following:

Mosby's 4th Edition, Fundamentals of Nursing,
page 314 states, "The physician is responsible for
directing medical treatment. Nurses are obligated
{o follow physician's orders unless they befleve
the orders are inerror or would harm the clients™

According to AHCPR (Agency for HealthCare

by skilled nursing on 3/5/2024.

2. Allresidents have had a skin check.
All Nurses have been re-educated
on obtaining a physician order
for skilled nursing if a resident
sustains a skin tear and/or other
skilled nursing need, as well as
notifying the responsible party.
The RN will assess the wound/skin
tear and document findings. The
staff have been re-educated on
the skin check protocol and notifying
the nurse of any skin tear/wound.

o

¢ g
o
N\

3. The staff will immediately notify

the Resident Care Director or
designee regarding a skin tear/
wound. The licensed nurse will
complete a weekly skin check

on a sampling of 10% of the residents
on a shower day and document on
the skin check form. All staff will be
re-educated by the RCD on adherence

Policy and Research) Clinical Practice Guideline, '

to the protocol by March 15, 2024,
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Bressure Ulcars in Adults: Prediction &
Prevention Number 3, May 1982, the skin of the'
vt risk” patient should be inspected on admission
and at least daily. '

A commuity reported allegation of potential
resident abuse was Teceived by the'Rhode Island
Department of Health on 2/21/2024; the -
allegation states in part, *.. [resident] occasionally
resistant to care, freg uently grabbed by arms fo'
Jead or restrain for care... This faciiity has fhany
patients itisn't capable of safely caring for..."

Record review revealed Resident ID #4 moved
into the residence in November of 2020 with a
diagnosis of dementia.

During a surveyor observation of the resideaton
212312024 at approximately 9:56 AM, in the:
presence of a Registered Nurse, Staff A, &
dressing that was not dated was identified on the
resident's left forearm. Upon removal of the
dressing by Staff A, an open wound was
observed on his/her forearm.

Record review révealed an "Internal
Accidentincident Staff Communication Form”
dated 2/48/2024 which states in pari, " njong
Skin tear L [lefi] arm...? [question] if from fall on
2/11/24.." - .

Record review failed to reveal evidence thata
physician's order was obtained for skilled nursing
services to provide wound care to the resident;
failed to reveal any available documentation from
a skilled nursing agency regarding assessment of
the wound, including a description of the wound
or freatments provided to the wound. Additionally,
the record failed to reveal a Registered Nurse
(RN} from the residence assessed the wound at

S 230

4. The Resident Care Director will review

all documented skin checks at stand
up and previous day incident reports
and review at the Quality Assurance
meeting for the next 6 months.
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s 230| Continued From page 2 5230
any time since the wound was identified on
2/18/2024.

During an interview on 242312024 at
approximately 10:51 AM with the Director of
Welinéss, she acknowledged the residenthas a
wound to hisfher left forearm. She further _
‘acknowledged the resident is not receiving skilled
nussing safvices for wound care from an outside
Agency, as required. Additionally, the Director
could not provide gidepce the resident’s wound
had besn assessed or treated since 2/18/2024
when it was identified. 3/15/2024
E

1. ResidentID#1 and #5 were officially
given a 30- day notice on 2/26/2024.

s 285/ Residency Requirements 2.4.14 A Residency 18285
Requirements

2.4.14 (A) Residency Requirements
A. EBagh licenses, of hisfher designee, through

the assessment and evaluation procedures 2. RCDto re-evaluateal tesidents
delineated in these regulations (see §2.4.16(C)

transfer status. If needed, obtain

of this Part) shall be responsible to ensure that x>~ PT/OT evaluati o and inform the
admission to and residency in an assisted living - <ible party. If any resi dent
residence be linifed o Dece HANELEE 20 N l:SP?ﬂ |t me;:at ti\i{e" crite;{ia a 30-day
mast the definition of "resident” in accordance AN does ngt MEEL H . 8380
v ' notice will be issued. Al pursing

with § 2.3(A)(32) of this Part.
ctaff have been re-educated on the

'“é l;is af;iquzre:;fdnt is n\gt n;at a; e\éigeﬁce% by Hospice Services policy, Change of
isedon 1 review, surveyor ohservation, K e ot
and staff interview, it has been determined that ReSfdent Status/Candﬂzcn and Safe
the residence retained a resident that does not Resident Handling.

meet the definition of a "resident” for 2 of 6
sample residents reviewed for appropriateness of
residency, ID#s 1and 8.

Finding are as follows:

A community reported allegation of potential
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S 285| Continued From page 3 5285
resident abuse was received by the Rhode fsland 3. The staff will immediately notify
Depariment of Hezith on 212112024, the the Resident Care Director or

allegation states in part, "...There are patients:

who cannot feed, clothe, or bathe themselves, of designee regarding a change of

even stand at all, who are totally dependent for all resident transfer status/condition.
care:.. This facility has many patients it isn't Staff will be re-educated by the
capable of safely caring for... RCD on adherence to the protocol

Per the Rules and Regulations for Licensing by March 15, 2024.
Assisted Living Residences the definition ofa
“resident” states in part *...persons who are
hedbound or in need of the assistance of more
thart orie {1) person for ambulation are niot
appropriate to reside in assisted living
residences..."

4. The Resident Care Director will review
any change of transfer status at
stand up and report to the Quality
Assurance meeting for the next
6 months.

Per 2.4.1 (A)(4) of the regulation "Any assisted
fiving residence which offers to provide or
provides services for residents receiving hospice
services that are bed-bound or in need of
assistance from more than one staff person for
ambulation is required to be licensed at the F1
level, as defined in § 2.4.2(A)(1 )(a) of this Part,
and must have a license endorsement, issued
pursuant to these regulations, fo provide limited
health services..."

Record review reveals this residence is licensed
at the F1 level. The residence does not have a
license endorsement to provide fimited health
services, which is required for any assisted living
residence which offers to provide or provides
residents that are bed-bound or in need of
assistance from more than one person for
ambulation while receiving hospice services.

1. Record review revealed Resident 1D #1 moved
into the residence in May of 2018 with a diagnosis
of vascular dementia.

Faciliies Regulation
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Revord raview of nursing progress notes from:
9/2/2023 through 2/19/2024 revealed the resident
had 14 unwitnessed incidents where hefshe was:
observed on the fioor by staff.

During & surveyor observation on 2/23/2024 at
approximately 1002 AM, Resident 1D #1 was
observed in the dining roomin & high-back
wheelchair (which provides extra upper body
support). The resident was observed being
propelied in the wheeichair by the staff due to
Rim/her being unable to ambulate. When asked
by the surveyor if the resident could ambulate, the
resident was observed to be unable to ambulate
with the assistance of two staff.

2 Record review revealed Resident 1D #5 moved
into the residence in November of 2022 with a
diagnosis of dementia.

Record review revealed the resident was
admitted to hospice services on 11/1 0/2023.

Record review of Resident 1D #5's
comprehensive assessment dated 12/26/2023
states in part, "...functional decline
non-ambulatory.. Ambulation status:
non-ambulatory..."

During & susveyor observation on 2123/2024 at
approximately 10:10 AM, Resident 1D #5 was
observed in the dining room in @ high-back
wheelchalr. The resident was observed being
propeiied in the wheglchair by the staff due to
him/her being unable to ambulate. When asked
by the surveyor if the resident could ambulate, the
resident was observed fo be unable to ambuiate
with the assistance of two staff.

During an interview immediately foliowing the

S$285
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§285| Continued From page 5 S 285
observations of Resident ID #s 1 and 5
attempting to ambutate, the two Nursing
Assistants (NA), Staff B and Staff C,
acknowledged the two residents are.
non-ambulatory.
During an interview on 2/23/2024 at
approximately 2:12 PM with the Director of
Wellness, she acknowledged that both Resident
ID #s 1 and 5 are non-ambulatary. 3/15/202 A
!
S 430, Residency Requirements 2.4.17.G Reporting S 430
Requirerments 1. Resident ID # 2 had a full skin check.
2.4.17 (G) Reporting Requirements 2. RCD completed skin checks on
G. The residence shall maintain evidence that all | .a ! reSIdel?ts f°.’ any sl;n integrity
reportable incidents have been thoroughly issues. All nursing staff have b‘?e"
investigated and that actions have been taken to re-educated on the Abuse policy
prevent further incidents while the investigation is N and Reporting Requirements policy.
in progress. Appropriate corrective action shall be [
taken, as necessary. The results of said 0
investigation shall be reported to the Department, | - - . .
within five (5) business days, on forms supplied S 3. The staff will |mmed|_ate|y notify
by the Department. the Resident Care Director or
designee regarding any bruise,
This Requl ¢ is not et 48 evidanced by skin tear or skin integrity issue.
is Requirement is not met as evidenced b : . .
Based on record review and staft interview, it has Ifa I:frm_se IS of.unknown etiology,
been determined theresidence faledfo The incident will be reported to the
thoroughly investigate and document an incident Department of Health and investigation
relative to any injury(ies) to a resident for 1of 4 Initiated. All staff will be re-educated
;azmpie residents reviewed relafive o abuse, D by the RCD on adherence to these policies
by March 15, 2024.
Findings are as follows:
A community reported allegation of potendial
resident abuss was received by the Rhode Island

Facilities Regulation
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S 430| Continued From page 6 - §430
Departriient of Health on _2/21!2824;’%_%;9 4. The Resident Care Director will
allegation states in part, *...There are muitiple review reportable of unknown
gt ecictad TG ToS] o : :
patients at [assisted living residence] with etiology at stand up an d report o'

handprint on their amms from being

pulled...patients assault each other...” the Quality Assurance meeting for

_ the next 6 months.
Record review revealed Resident |D #2 moved
into the residence in October of 2023 with a
diagnosis of Alzheimer's disease.

Record review revealed the following nursing
progress notes:

- 11/14/2023: "Resident was noted at 4:20 PM by
activity aide to be walking down the hall with area
above and below right eye to have swelling.;
Abrasion also noted below right eye..”

- 12/1712023; "Staff noted Jarge amount of
bruising to left buttock and a large braise to the
back of left thigh...Staff have not reported & fall..”

_ 112212024: *Staff noticed that this resident's jeft
hand was swollen, puffy and bruise...”

Record review failed to reveal evidence the
above-mentioned injuries had occurred as a
result of & particular incident and were thoroughly
investigated.

During an interview on 2/23/2024 at _
approximately 11:50 AM with the Director of
Wellness, she couid not provide evidence the
sbove-mentioned injuries were the resultof a
particutar incident and were thoroughly
investigated.

s 730 Practices and Procedures, Violations, Sa S 730
2 4.32.B Variance Procedure

Facilties Regulalion
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1. Sent initial variance for
2.4.31 (B) Variance Procedure Resident ID # 5 on 3/7/2024.
B. A request for a variance shall be filed by a high
managerial agent of the assisted fiving residence 5 submitted initial hospice
in writing, and must set forth in detail the basis ) . for all r:n t residents
upon which the request is made including: variances for all current
' receiving Hospice services on 3/7/2024.
1. Identification of the specific regulatory The Executive Director and Resident
section(s) herein; Care Director was re-educated on
2. Altemative actions, processes, or the variance protocol.
procedures that through the faciliy's ,
implementation will faciiitate compliance with the

specific regulatory intent, and how the Residence 3. The variance tickler will be updated
will ensure staff awareness and training regarding | (- with the initial date of submission
the variance, when appropria L ’ and 180 days thereafter, if approved.

3 Avariance period shall not excesd the The Executive Director and Resident
assisted living residence’s ficense period. An Care Director will be re-educated
“assisted living residence must request renswal of by March 15, 2024.

the variance when it submits its annual license
renewal appiication.

4. Upon the filing of-each reguest for variance 4. The Resident Care Director will
mf‘ih ﬁ'fe erartmeﬂt, and W%thin a: l‘easonable’ review a“ new VarianCES at Stand up
time thereafter, the Department shall notify the ' and report to the Qu ality Assurance

applicant by certified mail of its approval or in the
case of a denial, a hearing date, time and place
may be scheduled if the residence appeals the
denial and held in accordance with the provisions
of § 2.4.33 of this Part.

meeting for the next 6 months.

This Requirement is not metas evidenced by:
Based on record review and staff interview, it has
been determined the residence fafied fo oblaina
variance for approval from the Departrnent for a
Facilifies Regulation '
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singular resident reviewed that is receiving
hospice services, Resident iD #5.

Findings are as follows:

Per the Rules and Regulations for Licensing
Assisted Living Residences, the definition of a
resident states in part, “Resident’ means "...an
individual not requiring medical or nursing care as
provided in a health care facility but who as a
result of choice and/or physical or mental
limitation requires personat assistance, lodging
and meals and may require the administration of
medication and/or limited health
services...Persons needing medical or skilled
nursing care, including datly professional
observation and evaluation, as provided in a
health care facility, and/or persons who are
bedbound or in need of the assistance of more
than one (1) person for ambulation is not
appropriate to reside in assisted living
residences. However, an established resident
may receive daily skilled nursing care or therapy
from a licensed health care provider fora
condition that results from a temporary illness 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 living residence assumes
responsibility for ensuring that the required care
is received. Furthermore, @ new resident may
receive daily therapy seivices and/or limited
skilled nursing care services, as defined through
these Reguiations, from a Rhode Istand licensed
health care provider for a condition that results
from a temporary illness or injury for up to
forty-five (45) days subject to anextension of

additional days as approved by the Department..."

Facilities Regutation
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A community reported afiegation of potential

resident abuse was received by the Rhode Island

Department of Health on 212412624, the
allegation states in part, » . [résident]...not suited
to be in assisted living..."

Record review revealed Resident ID #5 moved
into the residence in November of 2022 with 2
diagnosis of dementia.

Record review revealed the resident was

admitted to hospice services on 1111 0/2023.

Record review failed to reveal evidence an
approved variance for hospice services provided
by an outside agency was obtained from the
Department, as required.

During a surveyor interview on 2/23/2024 at
approximately 1:34 PM with the Director of
Wellness, she acknowledged the
above-mentioned resident is receiving hospice
services. Additionally, she was unable fo provide
evidence an approval was obtained from the
Department, as required.

$730
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