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A complaint investigation, ACTS reference ,
numbers 103432 and 103511, was conducted at A LA ag beers
this residence on 0B/08/2026 fo determine- b oo e it a0 Aot
compliance with state laws and regulations, - il y
Deflclencies were identified. ! 2l AM/ZJW AL
| ] Aetted, ﬂawmz e
§ 180, Organization And Management 2.4.13.C | s180 | AL 2~ 7
Administrative Menagement o \/ A IR RA e /4 Yz 2?@/)
2.4.43 (0)(1-5) Admiistrative Management bV AraNod dtlonte |
. “le 1 {0 do7mtp0Leld. hdleddpree it
. Pursuant te R 1L Gen. Laws §§ 23-17.4-15,1.1 - 55 P LA At 8, Ar—
and 23-17.4-15.2, ezch assisted fiving residence _ - ﬁ o Tl . S
shal} have dn admmlstrator wha is licenised by the : 5 -V
Department in accordance with Regulations 4 ,&% ﬂ—/@ / dﬁ_
sstablished pursuant to R., Gen. Laws § 2 (2 . 13y, .1
23-97.4:21, 1thin charge of the mamtena]nce ?;m 42 Cm) f : M |
pperation of the residence and the services o '
residents. The name and contact information R~ Y € ) M /e W L,
the current administrator shall be displayed ina o] A% N/ esidfe
conspicunus public ares of the resldence. The \ﬁ,,) o - Lo Lol 'é.d
administrator s responsible for the safe and @ 1 i etz 6/ g
proper operation of the residence atalitimes by |~ = LA LL/ cad 477 ”7‘-’57(/;//
competent and appropriate amployse(s) and shall ; Sl n 7o
be responsible for no less than the following: N LAaoduel _,éé
1. The management and operation of the { b ALl . :%
residence and services fo the residents; % ch cdﬂgé d Z[a_,&é(/ % A
2, Compliance with federal, state, and local ‘ 4 MM ‘
laws and Rules and Regulations pertaining to, but N LA :
not limited to: the management and operation of -
assisted living residences, fire, safety, zoning, (/;r‘Z /775 JW e
bullding codes, sanitation, food service, GV o] [l AR i, Lo ¢
communicable and reportable diseases, ba I Z_’é )
Americans with Disabilities Act, employze health 72
and safety, other relevant health and e oottt o
safety requirements, and thesa Regulations. ’ ‘
Faciﬂtias Ragulatlan
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3 Stafﬁng the residancs with adeguate and
yualified personnsl o atiend to the food
praparaiion, general housekeeping, assistance
with personal care, medication administration, if
applicable, and ofher such sewices

4, Establishment of written policies and
procedures governing the operation of the
residance which are simed, to the-extent
possible, at mainfaining the independence of
residents. Such policies shall includs provisions
fo implement no less than the following: ‘

a, The appropriate provisions of § 2.4.18
of this Part and other applicable provisions
pertaining to admission, transfer, discharge,
visitation privileges, avaltability and ufilization of

'cg}mmunity resources, leisure time and such
ofther; .

b; Acoountabilify of the residence when
acting as a fiduciary agent for the resident
pursuant 16 § 2.4.18 of this Part;

¢. Notification of next of kin or other
responsible person designated by the resident in -
the event of iiness, accident or death; and

- d. Such other prcvrsions as may be
deemad appropriate.

5. Compliance with all reguirements
appropriate to the service !evel for which the
residence is iicensed

This Requirement is nof met as evidenced by:
Based on record review and staff intetview, it has ,
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been determined that the resldence continued fo
fail fo be in compliance for staffing the residence

with qualified staff to perform self.administration
of medication assessments for 2 of 3 residents
reviewad for self-administration of medlcatmns
Resident ID #s1 and 2.

-{ Findings are ae follows:

Agcording to the Rhode island General Laws

23.17.4-16.1.1 and 23-17-.4-15.2, states in part,

*..that the administrator is responsible for the
safe and proper operationis of the residence at all
times by compatent and appropriate -
smployges..." :

Record seview of the. Rhode Island Nurse
Practice Act 5-34-1.1 states in pairt, "...19.
Professional nursing Is practiced by a reglstered

nurse. The practice of professiona! nursinglsa™ " |

dynamic process of assessment of an individual's
health statys, identification of health care needs,
defermination of health care goals...”

Record review of Resident ID #1's record
reverled a document fitled, "Medication
Self-Administration Evaluation Form", that was

completed on 1/1/2026 by a licensed practical -~ |

nurse (LPN), Staff A.

Record review of Resident 1D #2's record
revealaed & document fitled "Medication Self
Administration Evaluation Form", that was
completed on 1/1/2026 by a LPN, Staff A,

Review of the Rhode |sland Department of Health

License Verification page, revealed that Sfaff A,
was hcensed as a | PN and falled to have a

icense as & registered nurse (RN), as fequired to-

complete assessments.
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During a surveyor interview with the Adminietrator |-

on 5/8/2028 af approximately 3:00 PM, she.
acknowledged that Staff Awas a LPN- and that
she was not qualified to do assessments on
residents per state licansure requirements.

Organization And Management 2.4.14.A
Managemant Of Servicas

2.4.14 (A) Management of Services

A, Each resldence shall provide services with

-adequate professional and ancliiary employees .
.| and in accordance with dpplicable state-law.

Further, the residense shall assure that ail
services are rendered In a safe and effective
manner and consistent with the requirements .
herein. The residence shall provide ali care and
services to all residents in accordance with the-
prevaiing community standard of care.

This Requirement is not met as evidenced by
Eased on record review and staff interview, the
residerice failed to provide care in accordance
with communily standards of care for residents
that self-administer their own medications,
ResidentID#s1,2, 3, and 4, .

Findings are as foliows;
Record review of Mosby's 4th Edition,

Fundamentais of Nursing, page 314 states, "The
physician is responstbie for directing medicat
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{reaiment. Nurses are obligated to follow
physician's orders unless they belleve the orders
are in error ot would harm the clients.”.

Record review of physicians' orders for Resident | - : _ ‘ ‘
D #s 4, 2, 3 and 4 failed o reveat evidence that |- : _ “

. physicians orders to administer theirown. - - : '

i medicatlons andlor Ireatments were obtairied.

During a survevor intervlew on 5/8/2026 at
approximately 2:45 PM with the Administrator,
she acknowledged that the above-mentioned
residents did not have physiclan's orders to self
administer his/her own medications. Additionally, |
Resident #4 failed fo have physlcian's orders for
him/her to obiain his/her blood sugars, weights,
and blood pressure.

$ 495 Licensure Reqmremanbs 2 4,18, D Rights of -
Residents

2.4.18 (D} Rights of Residents

D. The residence must:

1. Implement written policies and procedures to
ensure that all residence smployees are awara of '

and protect the resident's rights contained In.
thesa Regu!aﬁnns.

2. Have prominently displayed & posting ofthe |
most recent State licensing survey of the assisted |
living residence; and '

2. Provide each resident or his/her reprasentative
1 upen admission, a copy of the provisions of §
2.4.18 of this Part and shall displayina
canspicuous place on the premises a copy of the
“Rights of Residents.”
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This Requirement is not met as evidenced by:
Based on surveyor ohservations and staff
interview, it has beén determined that the
residence failed {o ensure that the most recent
State licensing survey results of the assisted
living residence was pmmlnently dlsplayed 85
requlred. .

Findings are as fonows:

A surveyor observation of the main entrance and
lobby area of the residence, on 5/8/2028 at
approximately 10:00 AM, failed fo reveal evidence
of the most recent State licensing survey results -

_being prominantly displayed, as required. The

green colorad binder that was labeled, “Golden
Years Assisted Living Community State Survey,”
had letters daled 2/16/2025, 4/10/2025, and
121412025 that acknowledged Invesﬁgaﬂons were
conductad at the residence. The results of the
nvestigations were not placad in the binder.
Additionally, on the wall of the main Jobby was a
letter dated 1/27/2026 acknowledging that an
investigation was conducted. The results of this
investigation were not included.

During & surveyer interview on 5/8/2026 at
approximately 2:30 P with the Administrator,
she acknowledged that the residence's survey
resuits were not accessible and prominently

displayed, as required.
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