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A complaint investigation, ACTS references . o
numbers 103171, 103168, 103288, 103442, HIN 08 Ay
103441, 103615, 103697, and 103710, was
conducted at this residence on 05/21/2026
through 05/22/2026 to determine compliance with . Facilitles Ragulatio
state laws and regulations. A deficiency was :
identified.
S 385 Residency Requirements 2.4.17.C Resident S 385 1. Resident ID #, 2, 3, and 4 Appendix 5/20/2028

Assessment/Service Plans

2.4.17 (C) Resident Assessment and Service
Plans

C. The Department-approved assessment form, -
or such other assessment form as approved by

the Department; shall be utilized in completing ¢
the assessment on each resident who is admitted \
to the residence. {Approved Department form is
available for downloading online at
hitp:/fhealih.ri.gov/forms/assessment/AssistedLivi
ngResident.pdf }. :

1. Assisted living residences not intending to
use the Department ' s assessment form shall
submit their proposed assessment forms with a
cover letter of intent to the Center for Health
Facilities Regulation as specified in §2.4.6(A) of
this Part.

2. All assessment forms shall repont
information appropriate to determine compatibility -
and compliance with the residency criteria, and
shall indicate that the resident ' s needs can be
met by the assisted living residence within its
licensure level, and shall gather information !
appropriate for the development of an :
individualized service plan.
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C was corrected fo reflect the code
status of DNR on 5/22/2026.
ResidentiD#1,2, 3and4 had 2
comprehensive charf review regarding .
code status in physician's orders,
MOLST, service plan, face sheetand
the Appendix C. All.areas are o
consistent.and dociimented.

N
N

b

2. All resident charts were reviewed
for accuracy with code status o j
include the physician’s orders, MOLST;
service plan, face sheet and the
Appendix C.

3. All new resident charts will be
reviewed by the RCD or designee
upon move-in for accuracy’and
consistency in the physician's orders, -
MOLST, service plan, face sheetand |
Appendix C. If a resident/POA elects -
a new code status, the RCD or:
designee will immediately update the
physician’s orders, MOLST, service
plan, face sheet and the Appendix C,

4, The RCD or designee will report
the findings at the Quality Assurance
meeting for the next 6 months.
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a. The assessment form shall be
designed to demonstrate compliance with the

assisted living residence ' s criteria for residency. |

b. The assessment form shall also be

désigned to demonstrate that the assisted living

fesidence can meet the resident's needs and
preferences.

3. The assessment form shail also be
designed to provide information appropriate for
the development of an individualized service plan
in accordance with § 2.4.16(G)(1) of this Part.

This Requirement is not met as evidenced by:

Based on record review and staff interview, it has

been determined that the residence failed to
ensure that comprehensive assessments were

completed in their entirety and weré accurate, for -

4 of 12 residents reviewed, Resident ID #s 1, 2,
3, and 4.

Findings are as follows:

A. Record review of Resident ID #s 1, 2, and 3's

| comprehensive assessment revealed the "Code
Status” section was not compieted.

| 1) Record review revealed Resident ID #1 moved

into the residence in November of 2023 with a
diagnosis including, but not limited to, dementia
without behavioral disturbance.

Record review of the resident's Medical Orders

| for Life Sustaining Treaiment (MOLST), dated

11/23/2023, revealed the resident's code status
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 as Do Not Attempt Resuscitation (DNR).

Record review revealed an incomplete :
comprehensive assessment form dated 4/6/2026. -

2) Record review revealed Resident |D #2 moved
into the residence in September of 2025 witha |
diagnosis including, but not limited to, mild

1 cognitive impairment.

Record review of the resident's MOLST, daled
9/2/2025, revealed the resident's code status as
DNR.

Record review revealed an incomplete
comprehensive assessment form dated
5/15/2026.

3) Record review revealed Resident ID #3 moved
into the residence in.September of 2023 with a
diagnosis including, but not limited 1o, cognitive
deciine.

Record review of the resident's MOLST, dated
9/14/2023, reveaied the resident's code status as
DNR.

Record review revealed an incomplete
comprehensive assessment form dated
3/26/2025.

B. Record review revealed an inaccurate
assessment form for Resident D #4.

4) Record review revealed Resident 1D #4 moved :
into the residence in Qctober of 2023 with a
diagnosis including, but not limited to, Alzheimer's
disease.

Record review of the resident's MOLST, dated
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4312024, revealed the resident's code stafus as
DNR.

Record review revealed a comprehensive
asseasment form, dated 3/10/2026, the section
for "Code Status® stated the resident is a "Full
Code™ and has a "MOLST."

During a surveyor interview with the Resident
Care Director on 5/22/2026 at approximately 2:00
PM, she could not provide evidence the
comprehensive assessment form was completed
in its enfirety including "Code Status" for Resident |
ID #s 1, 2; and 3. She further could not provide
evidence that Resident ID #4's comprehensive
assessment form accurately reflected the
resident's code status.
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