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S 003 |nitial Comments S 003
An unannounced biennial State Licensure survey
and a complaint/incident investigation survey G : .
A orrective Actlo
(4ZCL11, 08/02/2023) were conducted at this Lorzective Action
;?Sigﬂfech::ciichsw?m identified relative to The Food Service Supervisor or designee
e Stale Licens uevey. from the Dietary department will be in
) attendance at all future Quality
S 055 Licensure Requirements 2.4.3 Quality Assurance | 5055 Assurance meetings.
2.4.3 Quality Assurance ID Residents

A. In accordance with R.l.. Gen. Laws §
23-17.4-10.1, each assisted living residence shall
develop, implement and maintain a documenited,
ongoing quality assurance program.

1. The purpose of this program shall be to
attain and maintain a high quality assisted living
residence through an on-going process of guality
improvement that monitors quality, identifies
areas to improve, methods to improve them, and
evaluates the progress achieved.

2. Each licensed residence shall establish a
guality improvement committee which shall
include at least the following: assisted fiving
administrator, registered nurse and a
representative of dietary services.

3. The quality improvement committee shall
meet at least quarterly; shall maintain records of
| all quality improvement activities; and shall keep
records of committee meetings that shall be
available to the Department during any onsite
visit

4. The quality improvement committee shall
review and approve the quality improvement plan
for the residence at intervals not to exceed twelve
(12) months. Said plan shall be available to the

No residents were identified by this
citation.

Svstematic changes

A sign-in sheet identifying the required
staff (Director of Wellness,
Administrator and Dietary
Representative) will be developed and
implemented for the meetings and
signatures will be received ffom each at
the beginning of every meeting,

Monitor

The Administfat withe.

minutes and gnafure sh %ﬁ&ﬁma ;: 09-15-2
{0 be sure that the req{;irement isheing |

met. A6 1 7 2003 |
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public upon request.

5. Each assisted living residence shall
establish a written quality improvement plan that
includes:

a. Program objectives;

b. Oversight responsibility (e.g., reports
to the goveming body, QI records),

¢. Includes methods to identify, evaluate,
and correct identified problems;

d. Provides criteria to monitor personal
assistance and resident services, inciuding, but
not limited fo:

(1) Resident/family satisfaction;
(2) Medication administration/errors;

(3} Reportable incidents as specified
in § 2.4.17 of this Part;

(4) Resident falls;

(5) Plans of correction developed in
response to the Depariment " § inspection
repoits.

B. In addition to the requirements of §§ 2.4.3(A}
(1) through (5) of this Part, all assisted living
residences with a “dementia care” license andfor
a "limited health services license” shall also
address the foliowing areas in their quality
improvement plan:

a. Prevention and treatment of decubifus
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ulcers;

b. Dehydration, and nutritional status and

‘weight loss or gain; and

¢. Changes in mental or psychological
status.

1. Quality improvement documentation shait
be kept on file for a minimum of five (5) years.

This Requirement is not met as evidenced by:
Based on record review and staff interview, it has
been determined that the residence failed to
establish a quality improvernent committee which
shall include at least the Administrator,
Registered Nurse, and a representative of dietary
services.

Findings are as follows:

Record review of the quality assurance meeting
minutes revealed there was not a representative
of dietary services in attendance or serving on the
committee as raquired on the following dates:
7/141/2023, 5/3/2023, 3/25/2023, 2/23/2023,
11/30/2022, 10/2/2022, 6/15/2022, and 5/4/2022.

During a surveyor interview on 8/1/2023 at
approximately 12:50 PM with the Director of
Weliness and the Administrator, both staff
acknowledged there was not a representative of
dietary services in attendance on the
above-mentioned dates, as required.

Residency Requirements 2.4.16.D Resident
Assessment/Service Plans
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2.4.16 (d) Resident Assessments and Service Corrective Action

Plans

D. The assessment shall be reviewed and at
intervals not to exceed twelve (12} months and
each time a resident's condition changes
significantly.

This Requirement is not met as evidenced by:
Based on record review and staff interview, it has
been determined the residence falled to review
the resident sssessment at intervals not fo
exceed (12) months and each time a resident's
condition changes significantly requiring outside
services for 2 of 6 sample residents reviewed,
Resident ID #s 1 and 2.

Findings are as follows:

Record review of a list of residents receiving
outside services provided by the residence during
the survey revealed the following residents are
receiving cutside services:

1. Record review revealed Resident 1D #1 moved
into the residence in June of 2021. S/he has
diagnoses including history of a stroke and
sefzure. '

Record review revealed the last comprehensive
assessment was completed on 6/15/2021.

Record review failed to reveal evidence the
assessment was reviewed annually for 2022 and
2023 as required. Additionally, the assessment
failed to reveal the resident received occupational
therapy in May of 2023 from an outside agency.

2. Record review revealed Resident ID #2 moved

The comprehensive assessment for
Resident ID # 1 has been updated to
include the occupational therapy services
that were implemented, and it has been
reviewed and updated as necessary for
any additional changes.

The comprehensive assessment for
Resident ID # 2 has been updated to
include the palliative management and
wound care services that were
implemented, and it has been reviewed
and updated as necessary for any
additional changes.

ID Residents

A review of resident assessments has
been conducted to be sure it includes any
significant changes in condition (i.e.
implementation of outside services) as
well as evidence of an annual
review/update of assessment.

Svstematic chanegs

In addition to the current practice of
updating resident service plans when
there is a significant change in condition
(i.e. implementation of outside services}
as well as quarterly, the Director of
Wellness or Designee will update the
comprehensive assessment annually and
when a there is a significant change in
condition,
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into the residence in June of 2021. S/he has
diagnosis including peripheral vascular disease.

Record review revealed the last comprehensive
assessment was completed on 6/21/2021.

Record review failed to reveal evidence the
assessment was reviewed annuatly for 2022 and
2023 as required.

Additionally, the assessment failed to reveal the
resident received paliiative management of
chronic congestive heart failure with a start of
care date of 2/10/2023 and is receiving skilied
nursing senvice for wound care.

During an interview on 8/1/2023 at approximately
2:13 PM with the Director of Wellness, she
acknowledged the residents' comprehensive
assessments were not reviewed annually, and
updated to refiect the outside services provided
as required,

S 385
{(POC F365 continued)

Monitor

A random audit of the annual

required.

assessments will be conducted by the
Director of Wellness to be sure that they
have been reviewed and updated as

$9-15-23
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