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5 003! Jnitial Comments. S003
Adi unannaunced biennial State Licensure survey
and a complaint/incident investigation survey
(25UT1 1111 5/2023) were-conducted at this
residence. Deficlencies were identified relative to
the State Licensure survey.
S 365/ Residency Requirements 2.4.16.0 Resident S 365
Assessment/Service Plans Effective-immediately, Couétyard Memoryi 1 , L /9 3
2416 (d) Resi d Sanvi Care Nurse Manager will do an audit of all;
Pi4a};]s (d) Resident Assessments and Service Courtyard Memory Care charts; specifically
I comprehensive dssessinents, to ensuie that
D. The asseéssment shall be reviewed and at appropriate documentation reflecting
intervals nof to exceed twelvé (12) months and outside services are being done. :
each time a resident's condition changes A j 3‘)‘ /%
significantly.. y/’;ﬁé Effective 12/1/23, the Courtyard Memory A A
{ &}\f) Care Nurse Manager-will utilize the-
_ o . o ) \V/ addendum sheet for-all residents to ensure
ghls Igequsr.em%nt is not méet ?Sﬁqwtden_;ed tg[yh ~" .| that.each outside service is documented
asec on record review and staff in erview, It has V appropriately in the com reliensive
been determined the residence failed.to review. | .~ PP opriately P ;
NN ) R : A\ assessment.
the resident's comprehensive assessment at N n / A
intervals not to'exceed (12) months and each S o TP 1l / .
time. & resident's condition changes significantly Effective 12/1/23, thie Assisted Living
requiring outside services for 2 of 7 samiple Administrator or his/her desigrice will
residents.reviewed, ID #s 4 and 6. Bring copies.of the addendum sheets to
the quarterly QI meetinigs for audit and-
Findings are as follows: , evaluation of efféctiveness of said document;

This will continue until such time that a
standard-practice has been implemented.

1. Record review revealed Resident 1D #4 moved
into.the residence in- January of 2022 with a.
diagnosis of dementia..

Record review revealed the resident was-
-admitted to palliative-care sefvices on-January P A o
.26, 2023. The resident received paliiative care | YeL UL 023
services-from January 26, 2023, through ﬁ
September 12,2023, and resumed palliative care
on 10/23/2023 which is ongoing..

Facilities Regulation.

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

STATE FORM 5899 ESQDN If continuation sheet 1.0f&

Mw AL din. ] s



RI Department of Health

PRINTED: 11117/2023
FORM APPROVED

STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF GORRECTION IDENTIFICATION NUMBER:

ALR01482

A; BUILDING:

{X2) MULTIPLE-CONSTRUGTION:

B.-WING

(X3 DATE SURVEY
COMPLETED

11/15/2023

TOCKWOTTON ON THE WATERFRONT

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS; CITY, STATE, ZiP CODE
500 WATERFRONT DRIVE.
EAST PROVIDENCE, Rl 02814

(X4).ID 'SUMMARY-STATEMENT-OF DEFIGIENCIES’
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY-OR L.SC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE* COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE: DATE.

5365 | Continued From page 1

Record review of the resident's comprehensive
assessment dated 10/31/2023 failed-to réveal
evidence the assessment was updated to reflect:
that the resident is receiving the
above-mentioned outside services.

2. Record review revealed Resident ID #6 moved
into the residence in December of 2016 with a
diagnosis of dementia,

Record review revealed the resident is receiving
occupational therapy with a start of care date of
10/10/2023.

Record review of fhe resident's comprehensive.
assessment dated 1/28/2023 failed to reveal
evidence the asséssment was updated to reflect
that the resident is receiving the
above-mentioned eutside services:

During a surveyor interview on 11/15/2023 at
approxirmately 1:05 PM with the Memory Care
Manager, shé acknowledged the
above-mentioned résidents are réceiving outside
services. Addxtlonally, she acknowledged
Resident ID #s 4.and 6 assessnients weré not
updated to reflect the outside services, .as
required.

$:390, Residency Requirements 2.4.16.G.3: Resident.
Assessment/Service Plan

2.4.16 (G)(3) Service Plans

‘3. The service plan shall be reviewed by both
parties at intervals not to ‘exceed twelve (12)
.months and each time a resident's condition
changes Stgmﬁcantly and all changes shall be

5365

5390

Effective immediately, Courtyard Memor)a }g . / }99
Care Nurse Managet will do an audit of alf 2
Courtyard: Memory Care charts, specifically.
service plans, to-ensure that appropriate
documentation reflecting outside services
are being done.
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§'390| Gontinued From page 2 8390
.acknowledged in writing by both parties. . ‘ . / '
Effective 12/1/23, the Courtyard Memory | {2{1/7$
- ) . , . Care Nurse Manager will utilize the .
This: Requlremrednt is not. mc?t ?sﬁew:lenced ?tyh addendum sheet for all residents.to ensure
Based-on record review and staff interview, it has 1that-each outside service.is documented
heen determined the residence failed-to review appropriately i the comprehiensive
the service plan each fime-a resident's condifion ppr¢ p. e ym P
changes significantly, and failed t0 accurately assesstiient.
reflect that the resident is-receiving outside o N [ ;)/ i /Q ¢
services for 2 of 7 sample residents reviewed, Effective 12/1/23; the Assisted Living ]
Resident ID #s 4 and 6. -Administrator or his/her designee will
L . Bring copies of the addendum sheets to
- Findings are as follows:- the quarterly QI meetings for-audit and
' o N evaluation of effectiveness of said document.
1. Record review revealed Resident 1D #4 moved. f\j} This will continue vnfil such '[;sl:: t([j;?:ner ’
info the residence in January of 2022 with a (V4 standard practice has b ] i
diagnosis.of demeiitia. % ard practice hias been implemente
Recofd review revealted the resident was n )

adinitted to palliative care’services on.January
26,:2023; The resident recelved palliative care

services from January 26, 2023, through

September 12, 2023, and resumed palliative care

.on 10i23/2023 which Is ongeing.

Record review of the resident's service plan dated
1142023 failed o reveal gvidence the senvice

plan was updated to reflect that the resident is
“recelving the above-mentioned outside services,

2. Record review revealed Resident ID #6 moved .
xnto the residence in December of 20116 with a.
dizgnosis of dementia.

‘Record treview revealed the resident is receiving
pegtipational therapy with a-start of care date of

10/10/2023.

Record review of the resident's-service plan daited

172012023 failed to reveal evidence the service
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$390{ Continued From page 3 5390
plan was updated fo reflect that the resident is
receiving th& above-meritioned ocutside services.
Ouring a'surveyor interview on 11!1 5/2023 at
approximiately 1:05.PM with the Memory Care
Manager, she-acknowledged the
above:mentioned residents are receiving outside
semvices. Additionally, she-acknowledged
Resident [D #s 4 and 6 service plans were not
updated to reflect the outside sefvices, as
required,
8725 \Pl:g:]ccees Fi%(:; Gl;'lgﬁtr:gc!ures Violations, Sa 2.4.32.A| 8725 Effective immediately, Courtyard Memory (:l {{ / 2
Care Nurse Manager will do an audit of all
2.4.32 (A) Variahce Procedure Courtyard Memorty Care residents who are
receiving outside-services, to ensure that an
A. The Department may grant a variance either appropriate variance has been submitted.
upon‘its own motion or upon request of the
applicant from the provisions of any.rule or . Y , " . i
regulation in a‘specific case if it finds thata literal | Effective:12/1/23, the Courtyard Memory IS
enforcement of such. provision will resultin Y, Care Nurse Manager will utilize the
unhécessary hardship to the applicant and-that- | W/ 1 addendum sheet.for all résidents to ensuie
such a variarice'will not be contrary to the:public " \35 that a variance has been submitted for
'|'qt¢a_rg$t Apubllc health and/or health-and safety of N appropiiate outside Sefvices.
residents. W : ‘
Effective 12/1/23, the Assisted. Living | | Dz ! / 7%
Administrator or his/her designee will bring
'éhls E;equnremeant is not mgt ?sﬁew;jenced btyh copies of the addendim sheets to the
ased on recard review and staff interview, it has ; Y et e £ it and
been determined the residence failed to submit.a quarterl.y Ql;n;:tm'gs for a.u(ti.lt ag d .
variance for approval from the Department for a evaluation of effectiveness of said cocumgnt.
5mgular §amp|g r(esgdent;ecewmg paﬁmtwe care This Wll.l continee until such timethata
services, Resident 1D #4. standard-practice has been implemented..
Findings are as foliows:
Per the Rules and Regulations for Licensing
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Assisted Living Residénces, the definition of a-
resident states in part, "Resident” means-*...an
individual not requiring medical or nursing care as
provided in & health care facility but who as-a
result of choicé and/or physical of mental

Jlimitation requires, personal assistance, jodging

and meals and may require-the administration of
medication and/or limited health

services...Persons needing medical or skilled

nursing care, - including daily professional
observation and.evaluyation, as previded in a

‘health care facility, and/of 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 fiving
residences.. However an estabnshed resident

‘may receive daily skilled nursing care or therapy

from a licensed health care provider fora

,condxtnqn. 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 Rhodg Island ligensed hosplce agency provided
the dssisted living residence assumes
responSIbiltty for ensuring that the required care

‘is received, Furthermore;, a new resident may
‘receive daliy therapy services and/or limited

skitled nursing care services, as définéd throtigh

‘these Regulations, from a Rhode lstand licensed

health care provider for a- condition that results
from a temporary ilingss or injury for up to-
forty-five (45) days subject to an ‘extension 6f

-additional days:as appreved by the Depariment...”

According to the Mayo Clinic,’ paliiéﬁve care "is

specialized medical care that focuses on
provndmg relief from pain and other symptoms of
a serious illness.”

Record review revealed Resident 1D #4 moved
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into the residence ir January 2022 with a

diagnosis of dementia.

Record review revesled the resident was -
admitted to palliative care servicas on January
28, 2023. The residerif received palliative care-
-services from January 26, 2023, thréugh
September 12,2023, and resumed palliative care
on 10/23/2023which is ongoing.

Review of the resident's record failed to reveal
evidence an approved variance was obtained.
from the Department: as required.

During a surveyor interview-on 11/ 15/2023 at
approximately 1:10 PM with the Memory Care
Manager, she acknowledged the A
;aboveﬂnentioned, resident is receiving palliative
care services. Additionally, she acknowledged. an
approval was not obtained from the Department,
-as required.
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