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1. In case of an emergency admission, the
required assessment shall take place within five
(5) working days and shall include the following:

a. An immediate admission necessitated
by natura! disaster, crisis, or threat to public
safety at another licensed assisted living
residence, independent living situation,
community residentiai facility, or private
residence;

b. An immediate admission necessitated
by the unanticipated incapacitation of the primary
caregiver of the person to be admitted;

¢. Conditions or circumstances
warranting emergency admission and as
approved by Center for Health Facilities
Regulation staff within forty-eight (48) hours,
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§ 003 Initlal Comments 8 003
Acomplaint investigation, ACTS references
numbers 103088, 102419, and 102843, was
conducted at this residence on 04/08/2026 to
determine compliance with state laws and
regulations. Deficiencies were identified.
- Facilities Regutation
S 395 Residency Requirements 2.4,17.E Resident 5395
Assessment/Service Plans
24,17 (E} Resident assessments and Service 'The Filing of this plan of Correction (POC) does not
Plans coostitute that the deficiencies alleged did in fact exist;
E. In the event a resident has an admission t e rather this POC is filed as evidence of the .
. @ event d resident nas an aamission 1o a el community’s continuing commitment to high quality
heaith care faciiity and |s.scheduled toreturn to L \‘,‘.}:/ resident cate in full compliance with State regulations.
the residence without a significant change in e
status, then the assessment shall be updated Completi ' ; nce i
L ; e tHon date f timal li is 4/25/26.
within five {5) working days of readmission. ompletion date fot op compliance is 4/25/
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This Regquirement Is not met as evidenced by:
Based on record review and staff interview, the
residence failed to update comprehensive
assessments for two of three residents who were
admitted to a health cara facllity within five (5)
working days of readmission to the residence,
Resident (D #1 and 2.

Findings are as follows:

1,The Rhode Island Department of Health |
received a residence reporied Incident on
1/13/2026 alleging a resident had an unwitnessed
fall on 1/9/2028 in histher apariment.

Record review of Resldent D #1 revealed that
sfhe was admitted to the hospital on 1/9/2028
with a fractured fibia, admitted to a short-term
rehabilitation facility on 1/17/2026, and was
readmitted back to the residence on 2/17/2026.

Record review revealed a comprehensive
assessment was last reviewed on 10/18/2025,

Record review failed to reveal that a
comprehensive assessment was completed
within five (5) working days of readmission on

- | 2M17/2026, as required.

2. The Rhode Island Department of Health
recelved a residence reported Incident on
2112/2026 alleging a resident had an unwitnessed
fall on 2/10/2026, and was found face down in
his/her bathroom.

Record review of Resident ID #2 revealed that
s/he was admitted to the hospital, admitted to a
short-term rehabilitation facility, and re-readmitted
back to the residence on 2/27/2028,

5385

5395

4/21/26

Resident ID's # 1 and # 2 have experienced no
untoward effects as a result of the surveyor findings.

Going forward, upon a resident’s return from hospital |
and/or rehab, the resident’s fle will be obtained from
_ the wellness station, and dated, documented, and

X ?signed. Additionally, the comprehensive assessment

+ will be revised to reflect any changes in needs and/or -
level of care. This will be signed and dated.
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Record review revealed a comprehensive
assessment last reviewed on 4/1/2025,

Additional record review of the comprehensive
assessment revealed, a nole in "Section Five:
Health Information” stated in part, "...fall event
2/20/26 unwitnessed fall found face down in
bathroom...2/27/2026 rasident returned from
[rehabilitation facility]..."

Record review falled to reveal that a
comprehensive assessment was completed
within five (5) working days of readmission on
2/27/2026, as required,

During a surveyor interview on 4/8/2026 at
approximately 2:30 PM with the Director of
Nursing Services and the Assistant Director of
Nursing Services, they were unable to provide
evidence that the assessments were reviewed
and updated within five (5) working days from
readmission, as required.

Resldency Requirements 2.4,17.G.1. Resident
Assessment/Service Plahs

2.4.17 (G) (1) Service Plans

1. Within a reasonable time after move-in, not {o
exceed seven (7) days, the Administrator shall be
responsible for the development of a written
service plan based on the initial assessment. The
service plan shall include at least:

a. The services and interventions needed,
including all services provided by outside
healthcare agencles (e.g., home nursing care,
hospice);

5385
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b. Description, frequency, duration relating to
the service or intervention, including personal
assistance, medication, special diets, recreational
aclivities, and other similar services rendered:
c. Party responsible for arranging andfor
providing the service; and
d. The resident' s requested and/or
therapeutically needed recreational and social
activities,
This Reguirement is not met as evidenced by:
Based on record review and staff interview, it has
been determined that the residence failed to
document on the service plan the description of
all services, parties responsible for arranging
and/or providing the services, as well as
Interventions needed, for two of three residents
reviewed, Reslident 1D #s 1 and 2.
Findings are as follows: _ 4/25/26
_ Resident ID’s # 1 and # 2 have expetienced no
Record review of Resldent D #s 1 and 2 falled to untoward effects as a result of the surveyor findings.
reveal the following components included in the : :
most recent service plan:
Upon 2 tesident’s return from hospital and/or rehab,
- The services and Interventions needed, the Resident’s Service Plan will be revised to reflect
including ?" services provided any interventions, noting the start date of such
- Description, frequency, and duration relating to intervention, the company performing it, specific
the service or intervention setvices needed, frequency of visits and reasons for
- Parly responsible for arranging and/or providing the intervention,
the service
_ The “Initial Resident Service Plan” has been revised
1) Record review revealed Resident ID #1 was | to include space for this information, to ensure it is
readmitted o the residence in February of 2026  abways d
: . . . : ys documented in full,
with a diagnosis that includes, but is not limited ;
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{o, a fractured tibia.

Record review revealed Resident 1D #1's Service
Plan was last updated on 1/9/2028, identifying on
11912026 sfhe had a fail and will require rehab.

Further review of the service plan failed to reveal
what interventions were needed upon his/her
return Inn February of 2028 from the rehabilltation
facility from all staff including description, duration
and fraquency of the services.

Additional review of the service pian failed to
address that the resident was recelving the
service of radiation therapy.

2) Record review revealed Resident ID #2 was

readmitted to the resldence in February of 2026
with a diagnosis that includes, but is not limited
to, a hematoma.

Record review revealed Resident ID #2's Service
Plan was last updated on 4/6/2028.

Further review of the Service Plan failed to reveal
what Interventions were needed upon his/her
return from the rehabilitation facility from al} staff
Including the description, duration, and-frequency
of the services,

During & surveyar Interview on 4/8/2026 at
approximately 2:30 PM with the Asslistant Director
of Nursing Services, she was unable to provide
evidence that the service plans were accurate
and Included all required components.
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