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$ 003 [nitial Comments 5003 Preparation and execution of this
y o o plan of correction does not

An unannounced complaint/incident Investigation constitute admission or agreement

survey, ACTS reference numbers 101769, of the facts alleged or conclusion

101728, 101722, and 101765, was conducted at : 9 -

set forth in the statement of

this residence on 08/08/2025-08/18/2025 to
determine compliance with state regulations.
Deficiencies were identified.

deficiencies. The plan of correction
is prepared and executed solely -
because it is required by state law

S 153 Organization And Management 2.4.12.B S 153
Administrative Management 5153
2.4,12 (B) Administrative Management The community stopped utilizing the
» staffing agency "Nursa” on 8/3/25 .
B. Each licensee shall have responsible adult(s) -1 and will no longer staff the Rec Etved
who are employee(s) or who have a contractual community with this staffing
relationship with the residence to provide the agency. SE s 2095

services required by these regulations who is at

least eighteen (18) years of age and The ED performed an initial audit of

all other staffing agencies
contracted by the community. No

raciities A eguiation

1. Awake and on the premises at all times,

2. Designated in charge of the operation of concerns identified.
the residence; and B .
The RDO or designee will conduct
3. Physically and mentally capable of - an education regarding staffing

communication with emergency personhel, . \,\v-a agency contracts and Ri licersure
' ()\\% requirements with the ED by 9/5/25,

-| This Requirernent is not met as evidenced by:
Based on observation, record review, and staff
interview, it has baen delermined that the

Random audits of staffing agency
licensure will be conducted by the

residence failed to employ or contract with ED or

adequats and qualified personnel to aftend to the designee monthly x 3, then

food preparation, general housekeaping, quarterly x 4.

assistance with personal care, medication The random audits will be reviewed
administration, and other such services relative fo at the QA monthly meeting untif the
a certified nursing assistant (CNA) providing care | - committee determines resolution.

to Resident 1D #1, Staff A

Findings are as follows:
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$ 163| Continued From page 1 $153

According fo 216-RICR-40-10-10,"Licensing
Nursing Service Agencies” 10.3, which states In
part, "...No person shall establish, conduct or
maintain a nursing service agency in this state
without a license In accordance with R.I. Gen,
Laws Chapter 23-17.7.1 and this Part. In addition
to the requirements of R.I. Gen. Laws Chapter
2317710

A facility reported incident form was sent to the
Dapartment on 07/28/2025, and alleged Resident
ID #1 was being fed by Staff A on (07/27/2025.and
was vbserved fo be choking and coughing. The
resident had a video and audio recording device
in his/her room, and the device captured neglect
on the part of the CNA during this encounter. It
was Identified in the report that Staff A was an
"agency” employea. Observation of the video
revealed Staff A failing to respond to the
resident's difficully with eating.

Record review of a list of Rhode lsland licensed
nursing service agencles failed to reveal the :
agency.-that placed Staff A at the facility was -~

appropriately licensed fodoso, -~ = L

Record review of an email from that agency dated
08/14/2025 confirmed that the agency is not
licensed fo provide staff to long term care
facilities such as nursing homes and assisted
livings in Rhode isiand.

During an interview on 08/08/2024 at
approximately 12:30 PM, the Regional Director of
Operations indicated the residence had been
uging staff from the agency since June of 2025.
She was unable to provide evidence the agency
contracted fo the residence held the appropriate
license o provide staff to the facility. She further
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S 153| Continued From page 2 S 183 S 230
! : . . L
Indicated that once the residence was made Resident #1 is no longer living in the
aware of the actions of Staff A, they reported the community.
concern fo the agency and requested that Staff A
“do not return.” The RCD/designee is conducting an
initial audit of all residents with
§ 230] Organization And Management 2.4.13.A $230 | modified oral fluids and modified diets

Managemeant Of Services
24,13 {A/B) Managemnent of Services

A. Each residence shall provide setvices with
adequate professional and ancillary employees
and in accordance with applicable state law.
Further, the residence shall assure that all
services are rendered in a safe and effective
manner and consistent with the requirements
hereln. The resldence shall provide alf care and
services. ip all residents in accordance with the
prevailing community standard of care. (
This Requirement is rof met as evidenced by:
Based on record review and staff interview, if has
been determined that the residence falled to
provide care and sefvices in accordance with
prevalling community standards of care relative to
following physician's orders for the singular
resident reviewed for diet, Resldent 1D #1.

Findings are as foliows:

Mosby's 4th Edition, Fundamentals of Nursing,
page 314 states, "The physician Is responsible for
directing medical treatment. Nurses are obligated
to follow physician's orders unless they believe
the orders are in efror or wouid harm the clients.”

Record review revealed Resident D #1 was
admitted fo the residence in December of 2022
with a diagnosis including, but not limited fo,

and their corresponding physician
order. Any concerns found will be
immediately addressed. Expected
completion date 9/10/25

The Regional Nurse or designee will
conduct an education with the RCD
and nurses regarding maodified oral
fluids, modiied diets and physician
orders by 9/10/25.

Random observation audits of
residents’ diet order versus what is
being served will be conducted by the
RCD/designee weekly x2, then
monthly x2, then quarterly x4.

Random audits of residents with
modified orat fluids, modified diets,
and physician orders wili be
conducted by the RCD/designee
weekly x 2, then monthly x 2, then
quarterly x 4

The random audits will be reviewed at
the monthly QA meeting until the QA
committee determines resolution or
until substantial compliance is
achieved.
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5 230} Continued From page 3 $230
diabetes type 1L

Record review of a Continuity of Care form froma
skilled nursing facllity dated 04/11/2025, where
Resident ID #1 was previously admitted related to
a hip fracture post fall, revealed a diet order of
"mechanical soft; thin.liquids."

A dietary communication form dated 04/13/2025
was sent internally in the residence indicating
| "mechanical soft” and "thin liquids,"

Record review of a fagility policy entitied, "Special
Diets" undated, states in par, the residence "

.. will provide therapeutic diets as prescribed by a
resident's physician..."

Record review of the resident's comprehensive
assessment revealed the resident was admitted
to hospice services on 04/21/2025 due to a failure
to thrive. Additional review revealed the resident
became "NPQ {nil per os}" or nothing by mouth
on (729/2025, Prior to 07/28/2025 the
assessment indicates the resident’s diel is regular
without added salt or concentrated sugar and
"diabetic."

Record review of the resident's service plan dated
04/12/2025 revealed a diet of "mechanical soft
with thin liquids.” The service plan was revised o
"NPO" on (7/28/2025.

Record review of progress notes revealed the
following:

-0B8/16/2025 "Seen by hospice RN (registerad
nurse) resident at baseline no new orders at this
time"

-05/17/2025 "Resident was up at iuhch drinking
thin liquids and coughing...* : :
acities Regulation '
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Continued From page 4

-06/17/2025 "Called [far‘nily].‘.wit! order nectar
thicken liquids from Amazon®

Record review of physician's orders failed to
reveal an order for a change o nectar thick
fiquids from thin fiquids.

During an interview on 08/08/2025a at
approximately 11:30 AM with the Vice Presiderit
of Residen{ Services, she was unable to provide
evidence of a physician's order for a diet change
to thickened Hquids.

Residency Reqguirements 2.4.14.A Residency
Requirements

2.4,14 (A) Residency Requirements

A. Each licensee, or hisfher designee, through
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 limited to those individuats who
meet the definition of "resident” in accordance

- | with § 2.3(A)(32) of this Part. *

This Requirement is not met as evidenced by:
Based on record review and staff inferview, it has
been determinad that the residence retained a
resident that did not meet the definition of a
*resident” for the singular resident reviewed,
Resident ID #1.

Findings are as follows:
Per the Rules and Regulations for Licensing

Assisted Living Residences, the definition of a
resident states in part, "Resident means an

5230

5286
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S 285} Conlinved From page 5 5285 S 285
individual not requiring medical or nursing care as i .
provided in a health care facility but who as a Resident #1 is no longer living in
resuit of choice and/for physical or menta} the communiity.
limitation reguires personal assistance...”
o ) . The RCD/designee is conducting
Fesiuiac ing 1esoncs which ffers o prade an inifl audit of allresidents
or provides services for residents receiving FSObg'ty and tra%sfetr ;;ta:us to,h
hospice services that are bed-bound or in need of '. e.n 'f.y any resident tha mgy ave
assistance from more than one staff person for limitations that the community
ambulation is required to be ficensed at the F1 . cannot accommodate. Any
level, as defined in § 2.4.2{A)(1)(a) of this Part, concerns found will be immediately
and must have a license endorsement, issued addressed. Expected completion
pursuant to these regulations, to provide fimited date 9/10/25
health services..."
) 4t d The RDO or designee will conduct
E;;c’arg_{;‘;;:g i_rf;‘g;:esévi;e;é;g? does not an education with the ED and the
) @ RCD regarding mobility and
Record review of the lease signed by Resident ID % transfer status of residents that the
#1 on 12/12/2022 revealed a list of services that q%, community cannot accommodate
could not be accommodated in the residence. N | by 9/10/25. The RCD/designee will
The form entitled, "Appendix G Limitation of \QD conduct an education with nurses
Services", states in part, "The community is not N regarding mobility and transfer
able to accomodate residents who status of residents the community
| display...Limitations of Actlvities of Daily cannot accommodate by 9/10/25.
Care...Bed bound residents...” '
Record review revealed Resident ID #1 was Ral;g}pm at:jdtlts offresi?ents il
admitted to the residence in Decermber of 2022 mobility and transfer status will be
with a diagnosis including, but not limited to, conducted by the RCD/designee
| diabetes type II. quarterly x 4 quarters starting
October 2025.
Record review of a Continuity of Care form from a The random audits will be reviewed
skilled nursing facility dated 04/11/2025, where at the quarterly QA meeting until
Resident ID #1 was previously admitted fo related the QA committee determines
::az Zii;; chfrzifquu% pm?;?}: f:% ;@;ﬁrl;draﬁ;? :zadent resolution or until substantial
occupational therapy services. Additionally, the compfiance is achieved.
form indicates the resident is weight bearing and
acilities Regulation ’
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Continued From page 6
able to ambulate with a walker,

Record review of the resident's comprehensive
assessment revealed the resident was admitted
to hospice services on 04/21/2025 due to a failure
to thrive. Additional review revealed the resident
required a wheelchair escort for long distances
but could use a walker in hisfer room. The
assessment was later update to "not ambulating,”
undated.

Record review of the resident's service plan
revealed he/she was able to ambutate and
transfer with the assistance of one until
06/10/2025, at which fime the resident was

1 placed on "bedrest.”

Record review of progress notes revealed the
following:

-04/12/2025 The "...resident refused to
standfwalk, stating the doctor told [him/her] not
to‘""

-0420/2025 Resident having difficulty standing,
“requiring 3 staff"

-04721/2025 Admitted to hosplce, "...Resident
noted with a stage 2 on [his/her] coceyx..."
-05/28/2026 Resldent is continuing fo decline
-06/10/2025 "Resident tried fo self transfer from
bed to recliner and fell {o the floor.."
-06/10/2025 "Resident tried to self transfer back
fo bed and fell again...”

-06/20f2025 "Resident on bed rest this
morning..."

Record review of hospice notes failed to reveal
the resident was able to ambulfate.

Record review of residence documentation failed
to reveal the resident was ambulatory after

5285
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§ 285| Continued From page 7 5285
0672012025,
During an interview on 08/08/2025 at S 310

approximaiely 11:30 AM, the Vice President of
Resident Services was unable to provide
evidence the resident was able-fo ambulate per
the requirement for a "resident” in an assisted
living residence which does not hold a Limited

Resident #1 is no longer living in
the community.

Health Service license. The community is updating their

policy regarding nofification to
S 310, Residency Requirements 2.4.15.A Resident §310 physicians and obtaining physician

Records orders when transferring residents
with dementia and a change in

2.4,15 (A) Resident Records condition to memory care.

_ o ) Expected date of completion
A. Each residence shall, at a minimum, maintain 9/5/25.
the following information for each resident, p

Q? The.z community is updating the
, fb resident's face sheets for all
O\\ memaory care residents in the
community's electronic medicat

1, The resident’s name;

2. The resident's last address;

3. The name of the person or agency record to ensure resident's
referring the rasident to the home; dementia diagnosis is populated
) upon move in. Expected date of
4, The name, speclalty (if any), telephone completion 9/10/25.
number, and emergency telephone number of
each physiclan wha is currently freating the ; .
resident The RC.D/dessgn'e‘e will 1?9
conducting an initial audit of
5. The date the resident began residing In the existing residents transferred to
home; memory care to ensure physician
was notified and physician order
6. Alist of medications taken by the resident, was obtained prior to transfer. Any
including dosage, and specific records of . concerns found will be immediately
medication administration as required by the addressed. Expected date of
Depariment; completion 9/10/25

a. In residences licensed at the M2 level,

‘acilitfes Reguiation
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S 310} Continued From page 8 " | 8310 S 310
if a resident refuses to provide the information ,
cited in § 2.4.16({A){6) of this Part, this fact shall Th : ;
v L e RCD/designee will be
be documented in the resident's service conducting an inifial audit of
agreement, - ) \ .
; existing residents with dementia
7. Written acknowledgments that the resident diagnosis to ensure diagnosis is
has signed and received copies of the rights as reflected on their PCF form. Any
provided in R.I. Gen. Laws § 23-17.4-16; concerns found will be
immediately addressed.
8. Information about any specific health Expected date of completion
problems of the resident, which may be usefulin 9/10/25 ‘
a medical emergeney, including diagnostic and/for
therapeutic orders; The RDO/designee will conduct

an education with the RCD and
the nurses regarding the updated
resident face sheets-and the

9. Arecord of personal properly and funds
which the resident has enfrusted to the

residence;
updated policy for notifying
10. The name, address, and telephone physicians and obtaining
number of a person identified by the resident wha - physician orders when
should be contacted in the event of an transferring residents with
emergency or death of the resident and the dementia and a change in
name, address, and telephone number of the % condition io memory care
legal guardian; Q\\\Qs‘ Expected completion date
11 Any other health-related emergency, or 9/10/25.
pertinent information which the resident requests
the residence to keep on record; Random audits of PCF forms and
resident face sheets will be
12, Acopy’of the initial and periodic conducted by the RCD/designee
assessments described in § 2.4.16 of this Part; quarterly x 4 quarters.
13. Acopy of the service plan and nurse The random audits will be

review as described in § 2.4.16 of this Part; reviewed at the monthly QA

14. A copy of the residency agresment as meeting until the QA committee

described in § 2.4.14(C) of this Part. determines resolution or until
substantial compliance is

achieved.

This Requirement is not met as evidenced by:

“aclilles Regulation
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Based on record review and staff interview, it has
been determined the facliity failed fo maintain
information about any specific health problems of
the resident, which may be useful in a medical
emergency, including diagnostic andfor -
therapeutic orders.for the singular resident
reviewed for readmission to the residence,
Resident [D #1.

Findings are as follows:

According fo the Alzheimer's Association,
Alzheimer's disease is a degenerative brain
disease and the most common cause of
dementia. Dementia is a syndrome-a group of
symptoms-that has a number of causes. The
characteristic symptoms include difficulties with
memory, language, problem solving, and other
cognifive skills that affect a person's ability to
perform everyday aciivities.

Mosby's 4th Edition, Fundamentals of Nursing,
page 314 states, "The physician is responsible for
directing medical freatment. Nurses are obligated
fo follow physician's orders unless they belisve
the orders are in eror or would harm the clients.”-

Reeord review of a Confinuily of Care form, dated
04/11/2025, from the skilled nursing facility that
Resident 1D #1 was admitted to 03/15/25 through
04/11/2025, Indicated diagnoses of defirium (an
altered state of consciousness, characterized by
episodes of confusion, that can develop over
hours or days), a left hip fracture with surgical
intervention, and dementia.

Review revealed Resident ID #1's record failed to
be updated with a diagnosis of dementia;
however, was residing on the residence's secured
Alzheimer Dementia Special Care Unit.

-acilitles Regulation
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' The record failed fo reveal a physician's order for

[ restrictive environment.ofa secured "Alzheimer

Review of "Resident Caregiver Notes” revealed
an entry dated 04/03/2025 which states in part,
"...mental status changed, requiring memory care
unit..."

According to R.I. Gen. Laws § 23-17.4-16 "Rights
of residents", which states in part, "...(a)(iiiy To be
free from physical or chemical resfraints for the
purpose of discipline or convenience and not
required to freat the resident's medical
symptoms. No chemical or physical restraints will
be used except on order of a physician..."

the resident-o be placed in the physically
Dementia Special Care Unit/Program.”

The residence was unable to provide evidence
the record for Resident 10 #1 was updated with a
diagnosis of dementia, which impacted the
resident’s plan of care and level of restriction in
the residence, Additionally, the residence was
unable to pravide evidence of a physician order to

reside on the Alzheimer Dementia Special Care - | .

Unit/Program or communication to the physician
regarding the change.
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