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&. An immediate admission necessﬁated
by natural disaster, crisis, or threat to public
safety at another licensed assisted living
residence, Independent Hiving situation,
community residential faclfity, or private
residence;

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

c. Conditions or clrcumstances
warranting emergency admission and as
approved by Center for Health Facilities
Regulation staff within forty- eight (48) hours.
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S 003 Initial Comments 5003
An unannounced complaintincident investigation
survey, ACTS reference numbers 88532 and
100410, was conducted at this residence on .
04/16/20256 to determine compliance with state
regulations. Deficiencies were identified as a
result of this survey.
. : Resldency Requiremenis 2.4.16.E Resident
8370 ﬁse:gi?ncggfeslﬁeg%ﬁ :.4.16.& Resident §370 AssessmentiSarvics Plans: |
2.4.16 (E) Resldent assessments and Service As of 519725, Resident ID #1's comprehensive S'I 4’ 3
Plans ' assessment was updated to refiect the re-
admission to the residence after being
E. In the event a resident has an admission to a edmitted to a higher level of care.
health care faclity and is scheduled to retum to g s/ I N
the residence without a significant change in |As of 5/8/25, a Readmission Checklist will be
status, then the assessment shall be updated /% |updated and implemented for any residents
within five (5) working days of readmission, {Kﬁj returning to the residence from a higher leve
lof care to ensure g ccmpfehensive
1. In case of an emergency admission, the - assessment has been done,
required assessment shall take place within five o ﬁ S ’ 4 / 335
{5) working days and shall include the following: - ™

As of 5/9/26, audits will be implemented in
the River's Edge Assisted Living program for
any readmissions to that program by the
Resident Care Director or hissher designes.
Documentation of these audits will be
brought to quarterly Quality Improvermant
Commitiee meetings for raview and Input
with any interverdions, if relevant and
warranted.
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5370

Continued From page 1

This Requirement is not inet as evidenced by:
Based on record review and staff interview It has
been determined the residence failed to ensure
the resident's comprehensive assessmenl was
updated within five (5) working days of
readmission from admission to a health care
facility for the singular resident reviewed for
readmisslon, |D #1

Findings are as follows:

Record review revealed ID #1 was readmitted to
the residence in March of 2026 with a diagnosis
that includes, but iz not limited to, dementia.

Racord review revealed he/she was hospitalized
on 2/8/2025 after an alleged unwitnessed falt
which resuited In a hip fracture,

Record review of a Continuity of Care form .
revealed the resident was in a skilled nursing
facility from 2/16/2025 through 3/24/2025.

The record falled to revesal evidence the resident
was assessed prior to or within five days of
returning to the residence after being admitted to
a higher level of care for more than five days.

Duting a telephons interview on 4/16/2025 at
approximately 2:00 PM with Staff 8, Courtyard
Nurse Manager, she was unable to provide
evidence of a current comprehensive assessment
that was completed prior to or Upon readmission
to the residence within five days.
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§ 415 Residency Requirements 2.4.17.D Reporting 5415

Requirements
2.4.17 (D) Licensure Requirements

D. Any employee of an assisted living residence
who has reasonable cause to believe thata
resident has been abused, exploited, neglected,
or mistreated shall within twenty-four (24) hours -
of the receipt of said information, fransfer such to
the Director and to the Office of the Long- Term -
Care Ombudsman. Any person required to make
a report pursuant to this section shall be deemed

to have complied with these requirements ifa fi and SUDBIVISOTS 0N Mernory care re: abusey |-
reportis made to a high managerial agent. Once \;} neglect reporting policy and procedure,
notified, said agent shall be required o meet the é“%‘;f\ Effactive 5/9/26, the Courtyard Memory Care
above reporting requirements, The rasidence T3 | managers will sign off on the shift to shift

shall establish a written policy or procedure for
reporting abused, exploited or neglected : .
residents that complies with the provisions of this
section. The report may be submilted by -
telephone but shall be followed up in writing.

1. Upon receipt of such information or
altegation, the Director shall forthwith conduct
such Investigation as may be necessary and
submit a report of findings of the investigation(s)
to the Attorney General of the State of Rhod
Island, i

This Requirement is not met as avidenced by: -
Based on record review and staff interviews, it
has been determined that facllity staff failed to
repor{ suspected or known abuse, exploitation,
neglect, or mistreatment which resulted in bodily
injury immediately, but riot later than four hours
from discovery, for the singular resident reviewed
relalive to abuse, Resident |D #2.

Residency Requirements 2.4.17.0 Reporting
Requirements

Effective as of 420725, we changed the shift
to shift form to Include text prompting 2ach
staff member to report any suspicionss .
allegations of abuse, neglect, mistreatment,
bruises of unknown origin, efc..to a
suparvisor immediately,

As of 519425, we re»e_d_uc:a(éd the caregivers

 form each day they are working,
documenting that they have reviewed the
form and identified any areas of concem.

Effective 5/9/25, once a month the staff
educator or hissher designee will conduct
re-training with all staff on abusge reporting
requiremants. This will continue for three
months and then quarterly thereafter, This
re-training documentation wilt be reviewed
at the quarterly Quality Improvament
Commitiee meetings.

Effective £/9/25, Risk meetings held by the
Administrator or hissher designee will now
Include suspicions of abusemeglect/
misappropriation. These Risk mesting
minutes will be reviewed at the quarterly
Quality Improvement Committes meetings.
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Findings are as follows:

The residence’s "Policy on Abuse and Neglact”
states in part, "...Any employes or consuitant who
has reasonable cause to believe that a resident .
has been abused, exploited or neglected shall
immediately report such an incident to the senior
member of the nursing staff on duty...

Record review revealed that Resldent ID #2 was -
admitted {o the residence in March of 2022 with a
diagnosis that inclides, but Is not limited to,
vascular dementia.

Record review of a document titled, "The
Courtyard Memory Care Shift-to Shiﬂ Log” with
an entry on 4/13/2025 on the 7-3 shift, reads in
part, *...Resident 1D #2 shoulder bruise R arm...

During a surveyor interview on 4/16/2025 at 2:20
PM with nursing assistant, Staff A, she revealed
she noted 2 bruises to the resident's right upper
arm while performing morning care for the .
resident. Additionally, she revealed she shared
the information with the medication technician -
and the information was put on the shift-to-shift
report.

During a surveyor interview on 4/17/2025 at
approximately 2:30 PM with the Executive .
Director, she indicated she leamed of the brulsing |
of unknown origin to the resident's armon
4{14/2025 at 10:30 AM during a morning clinical
meeting. Additionafly, she revealed the . ..
residence's nurse manager of the mamory care
unif was working from 7:00 AM to 3:00 PM on
4/13/2025 and was not notified of the bruising
that was identified on the resident, thus the -
reporting to the Depariment was late.”
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