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S 003 Initial Comments S 003
An unannounced complaintfincident investigation SECEIVED
survey, ACTS reference numbers 91384, 91751, . '
91736, and 91100 was conducted at this . .
residence on 8/25/2023, A deficiency was SEP 18 72073
ideniified.
§ 815 Special Care License Requirements 2.5.2.G §815

Specific Requirements
2.5.2 (G) Specific Requirements

G. The Alzheimer Dementia Special Care
Unit/Program shall operate and provide services
to all residents of the unit/program in accordance
with the prevailing community standard of care
for residents with the particular needs and
behaviors with dementia

This Reguirement is not met as evidenced by:
Based on record review and staff inferview, it has
been determined, the residence failed to provide
all care and setvices In accordance with the
prevailing community standard of care for
residents with particular needs and behaviors
related to dementia, including weight and
nulritional status, for one of three residents
reviewed, Resident [D #1.

Findings are as follows:

According to Gerbntological Nursing; Scope and
Standards of Practice, "The nurse collecis
comprehensive data pertinent & the older aduli's
physical and mental health or situation. Priorifizes
data coliection activities based on the older
adult's immediate condition ar needs, personal
goals for physical and mental health
care...coliects data in a systematic and ongoing

Effective immediately, Resident Care
Director will do an audit of ail Courtyard
Memory Care charts, specifically nursing
documentation, to ensure that appropriate
documentation reflecting changes of
condition and overall health decline are
being done,

Effective 9/18/23, the Administrator or
his/her designee, will conduct weekly
Risk meetings with the Courtyard Memory
Care staff to review the status of every
Courtyard Memory Care resident, paying
particulay attention to any physical decline.

Effective 9/18/23, the Assisted Living
Administrator or his/her designee will
bring meefing minutes from the weekly
Risk meetings to the quarterly QI meetings
for audit and evaluation of effectiveness
of the Risk meeting. This will continue
until such time that a standard practice

has been implemented.

Facllities Reguiation

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

., TILE;
o

Unluiiibey pILAdmn.

PEybATE

& (1¢/13

STATE FORM

[:1: 1]

2501

)

if confinuation shest 1 of 3



PRINTED: 0970172023

‘ ‘ _ FORM APPROVED
RI Depariment of Health-
STATEMENT OF DEFICIENGIES (1) PROVIDERISUPPLIERICLIA (¥2) MULTIPLE CONETRUCTION {X3) DATE SURVEY
AND PLAN-OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETED
] C
ALR01482 B. WING, 0872512023
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
L . . 500 WATERFRONT DRIVE
TOCKWOTTON ON THE WATERFRONT A N R
HE W. EAST PROVIDENCE, RI 02914
s SUMMARY. STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORREGTION {%5)
PREFIX {EACH DEFICIENCY NiUST BE PRECEDED BY FULL- PREFIX. {EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSE IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
’ DEFECIEHCY)
8 815} Continued.Frorm page 1 5815

process using appropriate evidence-based,

standardized asséssment tools and technigues.”

1D #1 has diagnoses including, but not limited to,
demeéntia and Alzheimer's. disease. Thé Resident
was'admitted to the Memory Care unit in October
of 2021 due fo a decling in cognitive funcilon.

Recard review of 1D #1's record-revesisda
downward trend in the resident's overall
f_unCEIGr}ir}g and status. overthe course of several
months, as evideénced by the following:

-Weight doctumented in January of 2022 126.2
pounds-and in December of 2022 98.8 pounds-

~Falis with no injuries docurented on 2/1 912022,

4712022, A/ 17!2(}22 and 712612022,

-TH 712023 Assessment to esiablish Palligtive
Caré, "In thig last manth fhe/she] has beeh more
wheelchair dependent due to pain, stage IV
[Avaseular necrosis] feft femoral head...™

712312023 Left hip pain progressively worse aver
the last 48 hours, sent to hospital fof evaluation,
Upon admission s/he was found to have a left’
fernur fracture and was admitted fof.surgéry

Record review of residerit charting notes and
other documentation fail to reveal evidence of
monitoring relative to weight or physical status
changes. )

Record review of the resident's 90-day nurse
review and. comprehenswe assessment fail to
reveal any nursing interventions orassessments
compieted related to-chariges in flie resident's
weight or physical decline.
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An inferview was not-able-fo be-comipleted with
the residerit dua to'an admilssion info a.

rehabilitation faclllty.

During a surveyor interview.on 8/25/2023 at

-approximately1:35. PM, the Administrator

acknowledged that Res:dent D #1 did nothave:

-appropriate docuriientation reflecting changes of

condition and overall Realth. status decline.
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