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¢ An unannounced complaintingident investigation |
- survey was conducted at this residence.
Deficiencies were identified.
5 285 Residency Requiremnents 2.4.14.A Residency 5285 _ . '
Requirements 1. Assessmanis Tor residenis in guestion were
reviewed and determinations made for safe discharg
2.4.14 {A) Residency Requirements per family and resident request. ‘

A Each licensee, or hisfher designee, through 2, Al resident assessments reviewed for poouracy o

w

the assessment and evaluation procedures

delineated in these regulations (see § 2.4.16(C)
_of this Part) shall be responsible to ensure that
- admission to and residency in an assisted living

residence be fimited to those individuals who

ensure that residents are appropriats for resldency p
Rl Assisted Living regulations.

3. Assassment nurse was educated by Director of
: Mursing on assisted living regulations and the

. meet the definition of "resident” in accordance 7, : mobility/functionality requirements for assisted living.
- with § 2.3(A)(32) of this Part. Qg
i & L4 Onguolng procedure to malniain compliance is a

i This Requirement is not met as evidenced by,
| Based on record review, surveyor observation,

. and staff interview, it has been determined that
! the residence refained a resident that does not
: meet the definition of a "resident” for 1 of 8
| sample residents reviewed, 1D #1,
i

Finding are as follows:

Per the Rules and Regulations for Licensing
Assisted Living Residences the definition of a
“ragident” states in part "...persons who are
bedbound or in need of the assistance of more
than one (1) person for ambuiation are not
apprapriate to reside in assisted living

{ residences..."

Per 2.4.1 (A)4) of the regulation states "Any
assisted Hving residence which offers 1o provide
. or provides services for residents receiving

menthly “At Risi” meeting in which ail residents with
mobility concerns are discussed in an interdisciplinar
means. I residents are considerad to need a higher
lgvel of care, a family meeting will be held and the
discharge will be plannied and executed per the Ri
Assisted Uving regulations,

5, Date of Compliance 11/1/2023.

e

. hospice services that are bed-bound or in need of
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assistance from more than one staff person for
ambulation is required fo 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, to provide limited
heafth services...”

Record review reveals this residence Is licensed
as a F1 facility. The residence does not have &
license endorsement to provide limited 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 with hospice services.

Record review revealed the resident moved into
the residence in April of 2022 with diagnoses
including dementia and chronic venous

! hypertension, Additional record review revealed
_ s/he was admitted o hospice services on

. 7182023,

Record review of Resident ID #1's
comprehensive assessment dated 7/8/2023
states in part, *...COC (change in
condition)...Physical Limitations: 8/31/23-
Increasing difficulty with ADLs (activity of daily
living) and ambulafion...[resident] now needs a
WIC (wheselchair) escort as short distance walks
i have now become more difficult...More frequently

[regident] is in need of a two person assist with

transfers... Transferring: 8/31/2023-recently has

needed the assistance of 2 staff members due to
_decrease physical strength...”

During a surveyor observation on 92072023 at
approximately 11:40 AM-11:50 AM, the resident
: was observed on the unit in & wheelchair. The
| resident was observed being propelled in the
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Continued From page 2

wheeichair to the dining room by stalf due to
hirnfher being unable to arnbulate,

; Additional record review of the resident's
: "Progress Notes" revealed sfhe does not meel

the definition of a resident as evidenced by:

- 9/11/2023: ".. Assisted to BR (bathroom) and
back 1o bed 1-2 transferfambulation...”

- 9/10/2023: “...[resident] has been 3-4 assist,
his/her legs staris shaking...2Znd shift reporting
2-3 assist {resident] has been requiring increased
assistance from bed to chair...uses wheelchair, .}

- 9/9/2023: *__1st shift [resident] has beena 3 1Y
assist with transfer...uses wheelchair...2nd shift
has been 2 assists from transfer...”

- 8/31/2023: "Functional status assessed due fo
reports of resident needing assist of two...soems
that his/her progressing dementia is causing

! him/her to Joose the ability to walk., Jresident] is

unable o lift [hisfher] legs..."

- 8/26/2023: .. [resident] was 2 assist to trahsfer

* from chair to chalr..."

During an interview on $/21/2023 at
! approximately 10:50 AM, the Executive Director

and the Director of Wellness acknowledged the

: resident was not appropriate for confinued
! residence due to the required assistancs of two
, staff for transfer and ambulation.

Residency Requirements 2.4.16.D Resident
Assessment/Setvice Plans

2.4.16 {d) Resident Assessments ahd Service

S 285

365
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{ Plans

D. The assessment shall be reviewed and at

" intervals not to exceed twelve (12) months and
each time a resident's condition changes
significantly.

This Requirement is not met as evidenced by:
Based on record review and staff interview, it has
been determined the residence failed o review
the resident's comprehensive assessment at
intervals not to exceed (12) months and each
time a resident's eondition changes significantly
for 2 of 8 sample residents, ID #s 2 and 6.

- Findings are as follows:
. 1. Record review revealed Resident 1D #2 moved

! into the residence in April of 2021 with a
| diagnosis of urinary retention.

Record review revealed the resident received
outside services for physical therapy,
occupational therapy, and skilied nursing with a

Record review of the resident's comprehensive
agsessment dated 3/26/2023 failed to reveal

: that the resident received the above-mentioned
 outside services.

E 2. Record review reveaied Resident 1D #6 moved
into the residence in June of 2022 with a

i diagnosis of Chronic Obstructive Pulmonary
Disease.

" Record review revealed the resident received
physical therapy with & start of care date of

|
i S 365

start of care date of 7/19/2023 through 8/21/2023.°

evidence the assessment was updated to reflect

4. Assessments for residents in question have besn
reviewed and been updated accordingly.

2. Will scomplete an audit of all residents (o ensure
assegsments are completed within the approprate
timeframe. Audit will be completed by 10/27/23.

3. Afracking shest has been implemented to ensure 4
annual and 30-day narse reviews are completed with
the correct timaframe. This is fo be reviewed quarieriy
‘by the Direcior of Health and Weliness. The tracking
%sheat {5 attached to this POC and all assepsments wi
meel the compliance standards by 11/30/33.

H

4, To mest ongoing compliance requirements, a new
nursing asssessmen! (App C) and sarvice plan will be
conducted annually and with any changes from the
resident's baseling {Le., a return from a hospiial
admission or shori-lerr rehabililation facility or a
significant dedline from their basaline).

5. Our first quarierly review will be completed on
Decembear 13, 2023 and will mest compliance
guidelines sat above,

s

i
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6/30/2023 and skilled nursing with a start of care
date of 6/28/2023. Additionally, the resident had a
hospitalization from 5/12/2023 through 6/27/2023.

Record review of the resident's comprehensive
assessment dated 12/22/2022 failed to reveal
evidence the assessment was updated to reflect
that the resident received outside services.
Additionally, the assessment did not have an
indication of the resident's hospitalization.

During a surveyor inferview on 9/20/2023 at
approximately 2:20 PM with the Director of
Wellness, she could not provide evidence the
assessments were updated for Resident 1D #2
and 6, as required.
$ 385 Residency Requirements 2.4.16.G.2 Resident
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
living residence administrator, and shali be
signed, approved, and dated by both parties.

, This Reguirement is not met as evidenced by:
E

i service plan signed, approved, and dated by a

| registered nurse and/or the certifled assisted

! living residence administrator for 6§ of 8 sample
residents reviewed, ResidentiD#s 1,2, 3, 4, 5,
and 6.

Findings are as follows:

o

ﬁ@\“

3385

! Based on record raview and staff interview it has
! been determined the residence failed to have the j

Al assessmards will be signed by the Execuuve Direct:
nd the assessing nurse. To ensure this fa o piace th
fellowing process has been put in place,

The assessing nurse will complate the assessment
1d service plan and roule it o the DHW, who will
wiew it for compleleness and accuracy. This includes
Lit iz not fimited 1o, the signature of the assessing nurs

¢ The DHW will pass it to the Execulive Director for
fma review and 1o sign the documents.

3 The assessment nurse will obtain the ramdent 80
responssble party's signature. :

4;, The assessment will be placed in the {:%‘za%’t.

5 Each quarter a review of new assessments will be
cenducted fo ensure process compliancs by the DHW.

nsigned service plans were from prior administration.
Current admiinisiration has and will continue o sign all
assessmants and service plans timely and wrth I the R
{}ept of Health guidelines.

g
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i

1. Record review revealed Resident ID #1 moved
into the residence in Apsit of 2022 with a
diagnesis of chronie vencus hypertension,

Record review revealed a service plan dated
71812023, Record review failed fo reveal evidence
that the service plan was signed and approved by
the Administrator as required.

2. Record review revealed Resident 1D #2 moved
into the residence in April of 2021 with a
diagnosis of urinary retention.

. Record review revealed a service plan dated

. 4/26/2023. Record revisw falled to reveal

| evidence that the service plan was signed and
- approved by the Administrator as required.

3. Record review revealed Resident |D #3 moved |

into the residence in March of 2023 with a

: diagnosis of dementia,

Record review ravealed a service plan dated
8/11/2023. Record review fajled to reveal
evidence that the service plan was signad and
approved by the Administrator as required.

! 4. Record review revealed Resident iD #4 moved
. into the residence in July of 2023 with a diagnosis
5 of dementia.

Record review revealed a service pian dated
7/10/2023. Record review failed to reveal
evidence that the service plan was signed and
approved by the Administrator as required,

- 5. Record review revealed Resident ID #5 moved
. into the residence in August of 2021 with a

cdiagnosis of Alzheimer's disease,

Facilities Regulation

STATE FORM

09

LFUF$4

IF confingation sheet 6 of 8




PRINTED: 09/28/2023

FORM APPROVED
R! Pepartment of Heaith o . .
BTATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION (<3) DATE SURVEY
AHD PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
c
ALRO1515 B. WG 0912172023

MNAME OF PROVIDER OR SUPPLIER

HALCYON AT WEST BAY LLC

STREET ADDRESS, CITY, STATE, ZiP CODE

2783 WEST SHORE ROAD
WARWICK, Rl 02388

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

xa) D
PREFIX |
e |

i

i

o]
PREFIX
TAG

CROSS-REFERENCGEDR TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION 5
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE
DATE
DEFICIENCY)

$ 385. Continued From page 6

: Record review revealed a service plan dated

| 81242022 and updated on 3/1/2023. Record
 review failed to reveal evidence that the service
i plan was signed and approved by the

. Administrator as required.

' 8. Record review revealed Resident [D #6 moved
| into the residence in June of 2022 with a

| diagnosis of Chronic Obstniciive Pulmonary

: Disease.

. Record revisw revealed a service plan datéd

. 8/29/2022 and updated on 3/1/2023. Record

| review failed to reveal evidence that the service
plan was signed and approved by the
Administrator as required.

During an interview on 9/21/2023 at
approximately 10:20 AM, the Adminisirator and
Director of Wellness could not provide evidence
the service plans for Resident ID#s 1, 2, 3, 4, 6,
. and 6 were signed, as reguired.

$ 390 Residency Requirements 2.4.16.G.3 Resident
- Assessment/Servics Plan

: 2 416 (G)3) Service Plans

: 3. The service plan shali be reviewed by both
| parties at intervals not fo exceed twalve (12)

: months and each time a resident's condition

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

“This Requirement is not met as evidencead by:
; Based on record review and staff interview, it has
been determined the residence failed to review

; the service plan each time a resident’s condition
' .

5385
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$ 390" Continued From page 7 | s3m0 _ ) )
; . . : © 1. Assessments for residents in question have bas
changes significantly and failed to accurately : | reviewed and been updated accordingly,
reflect that the resident is receiving outside : )
. services for 2 of 8 sample residents reviewed, g 2. The assessment nurge will complete an audit of b
. Resident ID#s 2 and 8. residents to ensure assessments ars completed ary
o include all eppropriate documsniation from cutside
Findings are as follows: [ services. Audit will be completed by 10/27/23.
1. Record review revealed Resident ID #2 moved | 3. A bimanthly tracking sheet will be provided by e
into the residence in April of 2021 witha Lo, ; : ) .
diagnosis of Lrinary retention : outside agendcies (o the DHW which will be used to
g ry - ;afj . ensure all outside services are documented on

. " - resident assessments and senvice plans. Thisis o
Record review revealed the resident received {5 " reviewed quarterly by the Director of H eialth and

| ggﬁgg:ﬁgﬁi;::;ﬁ?:f:;ﬁ: dra:-nF;yr'si ng with & &\}\Nx‘ | Wellness. The tracking sheet is attached to this PO
*start of care date of 7/19/2023 through 8/21/2023. zg‘aigg gsssgﬁ"g‘ggfz‘g”; mest the compjiance

. Record review of the resident’s service plan datedl : . . \
4/26/2023 failed to reveal evidence that the ‘ | 4. To mest ongoing compliance requirements, all

service plan was updated to reflect thai the outside services thal & resident is receiving will be
residant received the above-mentioned outside dlearly documented on the assessment and sarvicy
services. pian. This will include the SOC, what the service is
and the discharge dates of service,

2_Record review revealed Resident ID #8 moved

into the residence in June of 2022 with a - ;5. Our first quarterly review will be completed on
diagnosls of Chronic Obstrnictive Pulmonary | December 13, 2023 and will meet compliance
. Digease. ; i guidelines set above.

Record raview revealed the resident recelved |
physical therapy with a start of care date of !
6/30/2023 and skilled nursing with a start of care
date of 6/26/2023. Additionally, the resident had & |
hospitalization from 5122023 through 6/27/2023. |

Record review of the resident's service plan dated:
| 62912023 failed to Teveal evidence the service
: pian was updated to reflect that the resident i
! received outside services. Additionally, the : :
! service plan did not have an indication of the i
E resident's hospitalization.

[
133
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: service plans were updated for Resident D #2

During a surveyer interview on 9/20/2023 at
approximately 2:20 PM with the Director of
Weliness, she could not provide evidence the

and 6, as required.
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