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S 360 Residency Requirements 2.4.16(C} Resident

5 / ; Assessment/Service Plans

: 2.4.16 (C) Resident Assessments and Service
Plans

i C. The Depariment-approved assessment form,
i or such ather assessment form as approved by

i the Department, shall be utilized in completing

" the assessment on each resident who is admitted
| to the residence. (Approved Department form is
: available for downloading online at
{ http://health.f.gov/forms/assessment/AssistedLivi
! ngResident.pdf).

; 1. Assisted [iving residences not intending to

: use the Department's assessment form shall

* submit their proposed assessment forms with a
| cover letter of intent to the Center for Health
Faciliies Regulation as specified in § 2.4.6(A) of
i this Part.

2. Al assessment farms shall report information
appropriate io determine compatibility and
" comptiance with the residency critetia, and shall
: indicate that the resident's needs can be met by
the assisted living residence within its ficensure
Jevel, and shall gather information appropriate for

a. The assessment form shall be designed to
i demonstrate compliance with the assisted living
I residence’s criteria for residency.

i b. The assessment form shall also be designed

! the development of an individualized service plan,
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S 003 {nitiat Commenis 8003

i An unannounced complaintincident investigation -

. - . 1

i survey was conducted at this residence. A :

¢ deficiency was identified. :

! S

S 380

The filing of this Plan of Correction (POC)
does not constitute that the deficiencies
alleged did in fact exist, rather this POC is
filed as evidence of the facility’s continuing
commitment to high quality resident care in .-
full compliance with state and federal :
regulations. Completion date for optimal

compliance with POC will be February 28,
2023.
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a) Residents ID#1 did not experience any

: to demonstrate that the assisted living residence -
| can meet the resident's needs and preferences. adverse outcome. The Wellness Director
: has since reviewed and revised the
3. The assessment form shall aiso be designed comprehensive assessment accordingl
i to provide information appropriate for the . =_ 5 &Ly
. development of an individualized service plan in A proper plan is in place based on the

accordance with § 2.4.16(G){1) of this Part. resident’s assessed status.
b) We recognize the potential risk to

This Requirement is not met as evidenced by

i Based on record review and staff interview it has | . residents  if the  comprehensive
. been determined the resident's comprergensive { assessments are not thoroughly and/or
assessment form failed to report the resident's : _ accurately completed. The Wellness
- needs and gather information appropriate for the : . . ] ) R
: development of an individualized service plan for Director has since reviewed all residents

j one of three sample residents reviewed, ID # 1. comprehensive. assessments to ensure
: accuracy of  information and

| Findings are as follows: . ]
: 9 thoroughness of completion of all

| Review of a facitity reported incident submitted to sections of the assessment tool, to
- the Rhode Island Department of Health on ) . ] dpini e ol

- 1/27/2023 by the Wellness Director revealed that | . A include the A ) strator.s signa ture._

. on 1/27/2023 the facility received a call from a ¢) The Wellness Director is re-educating
! nearby attorney's office stating that Resident D those nurses who are responsible to
| #1 was sitting in the office and the facility would ' complete these assessments of the
| need to pick him/her up. . ..

| importance of assuring timely, accurate
: Record review revealed Resident ID # 1 was » and thorough completion of assessments
i admitted to the residence in January 2021 with to include the proper service plan based

: diagnoses including, but not limited to bipolar h .
! disorder hypertension, and coronary artery on the assessed areas of risk/concern.
: disease. : The Administrator will ensure his

_ ] : signature is evident on said assessments.
. Record review of the resident’s comprehensive The Welln. . ..
: assessment dated 10/7/2021 revealed the secticn ¢ Wellness Director and Administrator

; related to " Behavioral information” was not will meet routinely and conduct random
| completed, this section specifically relates to audits of charts to ensure compliance
i wandering behavior. . .

! . with these requirements.

. Further review of the comprehensive assessment
* also revealed that the assessment had never
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been signed as approved by the Administrator. d) The Administrator is reéﬁonsible to

and Director of Wellness on 1/31/2023 at 1:00
{ PM both acknowiedged that the resident's

! and failed to provide information regarding the
i resident's wandering assessment.

- had not signed the admission comprehensive
- assessment, as requifred.

i

. During a surveyor interview with the Administrator

| comprehensive assessment was not complete

| The Administrator further écknowle&ged thathe

ensure this POC is executed timely and
effectively. We will conduct random

audits (accuracy and completion of
assessments and service plans) and
formally monitor this for the next three
months after which time, the QAPI
Committee will evaluate our level of
compliance and determine if we will
“drop” the indicator or continue.
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