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$ 003 Initial Comments 5003 S04
An unannounced complaintfincident investigation
survey was conducted on 7/28/2024 through is the polity of the
713012024 at this residence. A deficiency was Eggg‘un*;w ot service olans
identifled as a result of this survey. are reviewed by the community
. and the resident/responsible
S 380 Residency Requirgments 2.4.16.G.3 Resident 33600 party at least every 12 months
Assessment/Service Plan or in the event that a resident
. has a significant change in
2.4.16 (G)(3) Service Plans condition. Wellness associates
. ) will receive in-service training
3. T!’IE service plan shall be reviewed by both on reporting changes in a
parties at intervals not to exceed twelve (12) resident’s condition. Wellness
months and each time a resident’s condition Licensed staff will be
changes significantly and all changes shall be In-serviced on identification of
acknowledged in writing by both patlies. changes in condition and
@ service plan documentation.
This Requirement is not met as evidenced by: VY . .
Based on record review and staff interview, it has e Eg !ﬁesaf:en(:ss\t'gftpvaﬁ'::; :3""{5};
been determined the residence failed to review N the behaviors present. an
the service plan each time a resldent's condition u& recioitatin csuses f‘actgrs if
changes significantly for the singular resident : pres;)nt an?JI im Iem'ent
reviewed for elopement, Resident ID #4. fn Tt inqervenﬂons or
Findings are as follows: the resident. '
Aresidence reportable incident form submitted to The Wellness Director/ ,
the Rhode Island Department of Health on Licensed associates will review
7/19/2024 alleges that the resident was pacing the servica plans for residents
throughout the night in the haliways and identified with behaviors. A
eventually exited through the stalrwell. }I;ZV:?;': ggé?eedstir;ﬁ:u':;a:hse )v:ril[
Record review revealed the resident moved info include any precipitating
the residence in August of 2022 with a diagnosis factors, if identified, and
of dementia and resides on the secure special include individualized
care unit. interventions to redirect
rasident.
Review of a progress note daled 10/4/2023
revealed that.the resident was "very angry for first
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part of shift. Pacing the hallways, setting off door
alarms, wanting to go downstairs because [s/he}
said someone waiting for [him/her]. Not easlly
redirected.”

Review of another progress note dated 1/10/2024
revealed that the resident was "anxlous this
afternoon, hovering around elevators, telling
everyone [s/he] needs to go home. Locking for
the stairs to get out to0. Had (his/her] coat on,
wanting to leave.”

Record review of the residenl's service plan dated
3/20/2024 revealed that the resident has "...no
wandering issues. Resident does not have
current or history of wandering...” The service
plan failed to accurately reftect the resident's
exit-seeking behaviors and interventions for these
behaviors.

During a surveyor interview on 7/29/2024 at 12:15
PM with the Executive Director, in the presence
of the Director of Wellness, she revealed the
resident goes through a cycle of behaviors every
month and is exit-seeking.

During a surveyor interview on 7/28/2024 at
approximately 3:30 PM with the Director of
Wellness, In the presence of the Executive
Director, she was unable fo provide evidence that
individualized interventions for this resident, with
a history of wandering bebaviors, were put in
place on the resident's service plan.
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In-servicing of the Weliness
Assaciates will be completed
by August 30, 2024. Review of
service plans for residents
identified with a change in
condition and or behaviors will
be completed by August 30,
2024. o

Residents with a change in
condition to include physical
health and/or mental health
changes will be identified
through shift to shift reporting
and or daily stand up
meetings. Residents identiflad
will have service plans
reviewed by licensed staff and
individual interventions on
service plans will be put in
place.

Resident #1 has had [llservice
plan updated to include
individualized interventions for
exit seeking behaviors.

Facillties Reguation
STATE FORM

203

BOHS 11

if continuation sheet 2 of 2





