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S 003 Initial Comments S 003
An unannounced corz{pi_aintlinciderft, investigation
survey was conducted at this residence. A
deficiency was. identified.
$ 230, Organization And Management 2413.A $230 ) o
Management Of Services 1. Resident ID # 1 has been discharged 3/16/202
since 9/17/2023.
2.4.13 (A/B) Management of Services
1:& 5;1?; ;e;rigfeer;cse‘z;g;?i%ag;ma/fgﬁzfywéc;;xg; . 2. All associates have been re-educated
A SIOTIRL AL @PRAR Y. T B s on the Cha i
and in accordance with applicable state law. olicy E nge of Resident Status,
Further, the residence shall assure that all policy, Emergency Response policy,
services are rendered in a safe and effective Urgent and Emergency Needs
manner and consistent with the reguirements Response policy, and Signs and
herein. The residence shall provide alt care and Symptoms of a Stroke, as well as,
ng’*a‘:ileii tﬁciifriifg‘z;‘:jgﬁfgacﬂaﬁz with the the nurses were re-educated on
p 9 ; documentation protocol after the
State Complaint investigation survey
_ ) on February 9, 2024.
This Requirement is not metas gvidenced by:
Based on record review and staff interview, it has
been determined that the residence failed o 3. The staff will immediately notify
provide care and services in accordance with the Resident Care Director or designee
prevailing community standards of care relative to regarding a significant change i
a change in condition of a singular resident dente it change Ina
reviewed, ID #1. resi e-nts status. If itis an emergency,
911 will be called and the Resident |
Findings are as follows: Care Director and/or the Executive
According fo the American Nurses Assoch i Director will be notified. The family
ceording to the American Nurses' Association and physician will be notifie
Standards of Nursing Practice which states in chanF;eyin condition. All st ::fOf.lal b
part, "...the collection of data about the health Suce - Allstairwill be
status of the client/patient is systematic and re-educated by the RCD on adherence
continuous. The data are accessible, to policies by March 16, 2024.
communicated, and recorded...”
According to Mosby-Year Book, Basic Nursing
Facifities Reguiation ]
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Continued From page 1

Theory and Practice, 1995, 3rd Edition, vital signs
are to be taken when the clients' general physical
condition changes.

According to the Declaratory Ruling, issued by
the Board of Examiners for Nursing in January
1989, the LPN {Licensed Practical Nurse) is
aliowed to contribute to the nursing assessment
by collecting, reporting, and recording objective
data in an accurate and timely manner. Data
collection includes observation about the
condition or change in the condition of the client
and signs and symptoms of deviation from the
normal heaith status.

Areported allegation of neglect was received by
the Rhode Island Department of Health on
2/2/2024, which states in part, » . family voicing
coneerns and wrote letter claiming neglect...On
9-16-23 staff reported to the 3-11 nurse that
resident was lethargic...[s/he] was sent fo the:

hospital...revealed DX [diagnosis] of Stroke and

UTI [urinary tract infection]..”

Record review revealed the resident moved into
the residence in August of 2022 with a diagnosis
of Alzheimer's disease.

Record review revealed a nursing progress note
written by a LPN, StaffA, dated 9/17/2023 at
11:08 AM which states in part, “Care staff
requested this nurse check on resident as [s/he]
has difficulty self-feeding this morning...Right
sided facial droop noted, resident sent fo [acute
care hospital] via rescue.” '

Record review of a written statement obtained
from Staff A dated 10/9/2023 states in part, "On
Sunday September 17th { was passing meds
[medication]...when around breakfast [staff]

S 230

The Resident Care Director will review
all change in condition at stand up and
review at the Quality Assurance meeting
for the next 6 months.
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Continued From page 2

asked if | could look at [resident]. [Sthe] reported
[s/he] was letting food fall out of thisfher] meuth.
When | finished my medications; | went to funit].
While | was in the wellness office checking
[resident] code status...daughiter arrived and
alerted me of the facial droop...”

Review of the letter sent by Resident ID #1's.
family o the residence and sent to RIDOH by the
residence with the allegations of neglect, revealed
the daughter arrived at the residence at
approximately 10:15 AM on 9/17/2023, and
indicted she immediately recognized the signs of
stroke her parent was presenting with.

Record review failed to reveal evidence the
resident's health status was reviewed and
recorded in the resident's record when the
resident's change in condition was brought to
Staff A's attention by the care staff on the morning
of 9/17/2023 at breakfast.

During a surveyor interview on 2/9/2024 at
approximately 9:26 AM, Staff A indicated that she
was made aware by the care staff of the
resident's change in condition during breakfast
time on 9/17/2023 which she stated was
"approximately 9:00 AM." Staff A indicated that
she did not go directly to the unit when alerted to
the resident's change in presentation; she did not
go until she had completed her medication
administration task on another unit. Staff A could
not provide evidence the resident was assessed,
and such assessment was recorded in the
resident's record. Staff A further acknowledged
that she was initially made aware of a in change
in the resident's condition by a care staff on
0/16/2023 shortly after lunch time. Staff A further
indicated that she told the staff to put the resident
in bed and could not provide evidence the

S 230
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resident was assessed during the 9/16/2023 3-11
shift. Additionally, StaffA acknowledged that this

change in condition was not communicated (o the |

appropriate staff, the Director of Weliness, who is
a Registered Nurse, or the resident's physician,
anid récorded in the resident's record. '

During an interview on 2/9/2024 at approximately
11:30 AM with the Director of Wellness, she could
not provide evidence Staff A recorded and
communicated the change in the resident’s
condition when it was initially observed by a care
staff on 9/16/2023 during the 7 AM-3 PM shift.
Additionatly, the Director could not provide
svidence Staff A communicated the change in the
resident's condition to herseif or the resident’s
physician when it was brought to her attention on
9/17/2023. '

S 230
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