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

This Requirement is not met as evidenced by:

Based on record review and staff inferview, ithas |

been determined the residence failed to
document a description of the services and
interventions needed, including all services
provided by outside healthcare agencies, on the
service plan for ane of three residents receiving
physical therapy, Resident 1D #2.

Findings are as follows:

Retord review revealed Resident 1D #2 moved
into the residence in August of 2024 with
diagnoses including, but not limited to,
Alzheimer's diseass and age-related
osteoporosis.

Record review of progress notes revealed the
resident had an unwitnessed fall on 6/15/2025
and physical therapy was ordered on 6/17/2025
for gait instability.
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5 003 Initial Comments 003
An unannounced complaintfincident investigation Received
survey, ACTS reference number 101698, was L
determine compliance with state reguiations. 5 ~ hoRuEY
Deficiencies were identified. o
Facilities Reguiation
5380 Residency Reguirements 2.4.16.G.3 Resident 5390
_Assassme"”se”"‘e Plan In resppnse to tag $390, Residency Requirgments
2.4.16 (G)(3) Sewvice Plans 2.4.16.(5.3 Resident Assessment/Service Pfan:
3. The service plan shall be reviewed by bath A comgrehensive census of all residents receiving
parties at intervals not to exceed twelve (12) in-houge therapy services was conducted, gnd a
months and each time a resident's condition full audjt of each resident's chart was complgted to

verify that therapy services were accurately reflected

in thelirjindividualized service plans. A centralized

binder w
. completed by visiting service providers. An additional
audit was conducted o ensure that all residents
receiving outside services, including physi
occupational and speech therapy, had those services
appropfiately documented in their service plans.

idents receiving therapy services will
to ongding monitoring. As new residents a
therapy services or as progress notes are rgceived,
weekly |audits will be conducted to ensure that all

in the resident's service pla.
Documegntation of these audits will be main
all resigent records. Resuits of the audits will be

reviewad by the administrative team to ensdre ongoin
complignce and to address any identified gaps promp,

@ﬁi\é 25 ] |

e subject
initiated ¢

therapy services are promptly and accurately reflecteq

ensurejcontinued compliance and consistenicy across|

y.

ey

Faciiies Reguiaton _ - :
MBOMTGWDWWSWWRE TITLE D.. (X8} DATE

ro Ao O  Clecube Dreey  /3/25
STATEFORM - ese JYLBit I contimntion sheet 1 of 8




PRINTED: 08/19/2025

FORM APPROVED
RI Depariment of Health _ .
STATEMENT OF DEFICIENCIES £X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION MUMBER: A BUILDING: COMPLETED
C
, . . ALRO1515 B. WANG 08/14/2025
NANE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2783 WEST SHORE ROAD
HALCYON AT WEST BAY LLG WARWICK, RI 02889 B |
X4 1D SUMMARY STATEMENT OF DEFIGIENCIES T PROVIDER'S PLAN OF CORRECTION 5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY ORt LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
N DEFIGIENCY)}
5 300 Continued From page 1 1 5380
Record raview of the service plan, dated
8/20/2024, failed to identify physical therapy for
mobitity and gait instabllity was belng provided to
the resident by an outside agency beginning
6/17/2025.
During a surveyor interview on 8/14/2025 at 2:16
PM with the Director of Wellness, she W
acknowledged that the service pian did not reflect AR
the resident was receiving physical therapy, as G’J\
required. N
S 450, ticensure Requirements 2.4.18 Rights of 54350
Residents n response to tag 8450, Licensure Requiremgnts 2.4.1
24.18 Rights of Residents Rights of Residents:
A Every assisted living residence for adults hn order was entered into the resident's EMAR directin
licensed pursuant to these regulations shall taff to follow up with family every cight weeksi regardin
observe the standards stated In Rl Gen. Laws § podiatry care. Family will be asked whether thigy prefer
23-17.4-16, "Rights of Residents® and such other yvait for the next scheduled in-house podiatry glinic (dat
appropiate standards as may be prescribed in  provided) jor arrange for the resident to be seep by an
rules and regulations promulgated by the hutside priovider, as permitted by insurance, af approximately
Department with respect to each resident of the  hine weeks. Documentation of these discussians is required
residence. the resident's chart under progress notes.
B. For purposes of the following standards , daily chicklist has been implemented for al es to cormiplete
stated in §§ 2.4.18(B)(1) through (7) of this Part  guring maming and evening care to assess whether :
the term ﬁfgz!de“f'bdsﬁa" also mean the fes;g.e“fs esidents'toenails are appropriate or require ajtention. This
agent as designated in writing or legal guarcian. ﬂll be-consistently reviewed by nursing and the nurses will
= ollow up with families accordingly. Documentation of all
| 1. Upon request have access to all records mily corhmunications will be maintained in residents’ charts.
pertaining to the resident, including clinical - o : ;
records, within the next business day or 0 ensure accountability, the staff who is com leting the
immediétely in emergency st . hecklist will be required to initial and sign daily entries,
2. Upon admission and during the resident's irector of Health and Wellness will collect completed
stay be fully informed in a language the resident hecklists|weekly and conduct audits to confirn compliapce.
Lw_ B
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5 450| Conlinued From page 2 S 450
| understands, of ali resident rights and rules _
governing resident conduct and responsibiliies; | Both of these plans have been started and bean
_ i) |put into effect, as of 8/20/25.
‘a. Each resident shall receive a copy of their \
fights. !
N
'b. Each resident shall acknowledge receipt in N
writing; and O~

c. Each resident shall be informed promptiy of -
.any changes.

3. Beinformed in wriing, prior fo, or at the time
of admission or at the signing of a rasidential
contract or agreement of:

a. The scope of the services available through
ihe residence’s service program, inciuding heaith |
services, and of all related fees and charges,
including charges not covered either under
federal and/or state programs by other third parly
payers or by the residence’s basic rate;

b. The residence's policies regarding overdue
payment including notice provisions and a
scheduls for late fea charges;

c. The residence's policy reganding acceptance
of state and federal govarnment reimbursement
for care in the residence both at time of
admission and during the course of residency if
the resident depletes his or her own private
resources,;

d. The residence's critera for occupancy and
{ermination of residency agreements;

e. The residence's capacily to serve residents
with physica! and cognitive impairments;

Faciiiies Regulation T
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f. Support any health services that the

residence includes In its service package or will
make appropriate arrangements to provide these
sefvices;

4, Upon provision of at least thirty (30) days
notice, if a resident chooses to leave a residence,

ihe resident shall be refunded any advanced
payment made provided that the resident is

current in all payments;

5. The residence can discharge a resident only
for the foliowing reasons and within the following
guidefines:

a. Exceptin life-threatening emergencies and
for nonpayment of faes and costs, the residence
gives thirty {30) days’ advance written notice of
termination of residency agreement with a

statement containirg the reason, the effective
-date of termination, the residents right to an

appeal under state law, and the namefaddress of
the State Ombudsperson's office,

b. If resident does not meet the reguirements
for residency criteria stated in the residency
agreement or requirements of stale or local laws
or regulations,

c. ifresident is a danger to seif or the welfare of
others; and the residence has attempted to make
a reasonable accommedation without success to
address resident behavior in ways that would
make termination of residency agreement or
change unnecessary, which would be
documented in the resident’s records;

d. For failure to pay all fees and costs stated in

5450
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- the contract, resulling in bills more than thiry (30)

days outstanding. A resident who has been given
notice fo vacate for nonpayment of rent has the
right to retain possession of the premises, up fo

any time prior to eviction from the premises, by

tendeting to the provider the entire amount of

1 fees for services, rent, interest, and costs then

due, The provider may impose reasonable late
fees for overdue payment; provided that the

resident has received due nofice of such charges |

in accordance with the residence's policies.
Chronic and repeated failure to pay rentis a
violation of the [ease covenant. However the
residence rmust make reasonable efforts to
accommodate temporary financial hardship and
provide information on government or private
subsidies available that may be available fo help

-with costs; and

e. The residence makes a good faith sffort fo
counsel the resident i the resident shows
indications of no longer meeting residence criteria
or if service with a termination nofice is
anticipated;

6. To be able fo share a room or unit with a
spouse or other consenting resident of the
residence in accordance with terms of the
resident contract;

7. Tolive in a safe and clean environment.

C. n addition to the standards stated in R,
Gen. Laws § 23-17.4-18, residents are entitied to
the following:

1. Recelve dental services from a dentist of
his/her choice;

§ 450
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2. Each resident shall be given, in wriling, the
names, addresses, and telephone numbers of!
the Department; the Medicaid Fraud and Patient
Abuse Unit of the Deparment of Aiomey
General the State Ombudsperson; and local
police offices.

D. The residence must

‘ensure that all residence empioyees are aware of
‘and protect the resident’s tights contained in
these regulations;

most recent state licensing survey of the assisted
1 3ving residence; and

3. Provide each resident or his or her
representative upon admission, a copy of the
provisions of § 2.4.18 of this Part and shall
display in a conspicuous piace on the premises a
copy of the "Rights of Residents.”

This Reguirement is not met as evidenced by:
Based on record review and staff interview, it has
been determined the residence failed fo ensure.
that residents' rights were adhered (o relative to
one of three residents reviewed for activities of
daily living (ADLs), Resident ID #1.

Findings are as follows:

According to the Rhode Island (Rl) General Law
§ 23-17.4-18 "Rights of Residents", which states
in part, "...(a) Every assisted living residence for
adults licensed under this chapter shall observe
the following standards and any other appropriate
standards as may be prescribed in rules and
regulations promulgated by the licensing agency

1. Implement written policies and procedures o |

2. Have prominently displayed a posting of the

40
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ConhnuadFrom page 6
with respect fo-each residant of the residence: (1)
Residents are entitied to alf rights recognized by

‘state and federsl law with respect to

discrimination, service decisions {including the
right to refuse services), freedom from abuse and
neglect, privacy, association, and other areas of

Jundamental rights including the night to freedom

of religious practice. Some of these basic rights

‘include ...t} To have the resident's responsible
I'person and physician notified when there is: (A)

An accident involving the resident that results in

injury and required physician intesvention; {B} A

significant change in the resident's physical,

_mentat, or psychosocial status or treatment ..."

Record review of a residence policy titled "ADL
Care of Dementia Unit Residents®, which states

i part,”...it is the policy of this facility to provide

ADL care to residents on the dementia unit to
ensure all ADL needs are met on a daily
basls...the resident and or family representative
will be included in setting goals of care related fo

:ADLIPhysiml functioning...”

Record review of a policy fitted, "Abuse, Neglect
and Exploitation”, revised on 4/0/2025, states in
part."...Neglect means failure of the facility...to
provide goods and services to a resident that are

-necessary to avoid physical harm, pain..."

The Department received a community reported
complaint on 7/23/2025 aileging a resident was
chserved to have signs of neglect, as evidenced
by hismer foenalls that were severely overgrown
and wrappad around hisfher toes.

Record review revealed ID #1 was admitted to
the residence in June of 2025 with a diagnosis
that includes, but is not limited to, mild cognitive

impairment. Additional record review revealed the

S 450
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resident was admitled to the special care unit due
to his/her cognitive impalrments and has &
resident representative.

Record review of a service plan, initiated on
7/10/2025, states in part ”...reluctant to accept
care...if you meet resistance with ADLs siop;
ensure safety and resumefreappraach at a later
time..."

'Record raview of progress nofes and

commutsication falled to provide evidenca that the
resident’s responsible party was notified that

hefshe was refusing care,

During a surveyor interview on 8/14/2025 at
approximately 11:00 AM with the Executive
Director, sha indicated that the resident had not
received podiatry services until it was brought o
the residence's atfention by an outside agency
that the resident’s foenails had grown to an

"excessive length and required the services of a

podiatrist. Additionally, she was unable fo provide

| evidence the family was notified of refusals of

care by the resident.
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