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| An’Unannounced compiaxnff nc:dent mveshgatlon
survey was conducted af this residence.
Deﬁclencxes were lcientiﬁed as a result of thls s
:survey : T
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LULA Each resndence shall prc-wde services wdh i
-1 adequate professicnal and ancillary employees |7
and in accordance with applicable state law,
Further, the residence shall assure thatalt - s
services are rendered in a safe and effective” .21 |-
-] manner and consistent with the requirements. ;.
1 herein; The residence shall provide all care and :
! services to afi residents in accordance with the ;

prevalllng ccmmumty standa{d ofca;e S : i ) Sl EA e :
LR se DGW qu” §91L rpmmc(e@ }2’/‘%1
| This Requirement is not met as evidenced by: “ |1, " -}-5 Ww[kfj suﬁg &}\{- {/Ip‘{q#{ BRSO

2.} Based on record review and staff interview it has i P
.} been determined that the residence falled to - : phqﬂcfm 0!’! i\\-{)f}_ AR RS Mt RN
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pela

follow the community standard of care for two of
- | three sample residents reviewed relative fo "7,
: mcsdents and acclder;ts ResuﬂentiD #s1and 2.
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4. Review ofapohcytltled "Elopement Response e Ch?ok hS']' . R :
1 Procedure" states in part, "...If the searchjs - " | i _'L d RN SNy
| unsuccessful, the Person in Charge shall. Nobfy hb’!ff.z_é se « ( £ W‘(ﬂ {J{ D'/(/D“ S
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_the Resmient’s physu:lan SRR
: Record review falled to reveal ewdence thaf

| Resident 1D #1°s physician was notified followmg
an elepemer;t from the residence on 12/3/2023.
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. Dunng 2 surveycr mtemew w1th the We iness PR ': :

| Director on 12/6/2023 at approximately 3:00 PM, g 9\3 d EO [}J/(qd&?"] U {‘F-—' P&[U' C"Q)tld
“-] she was unable to provide ewdence that Remdent I

2o ID#'s physsc:an was noﬁﬁed L TR { MPﬁ{f C“‘b O‘n Ajgl(’j
. lmﬁdrhqce of Pm vidin Jc,
e umenhn

:'5-::.5. chocks, TF ré30 **’“i"
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i Durmg a sunreyor |ntarv:ewwﬁh theAdmsnlerator

-1 on 120712023 at 10:28 AM, she indicated that she
woudd expect the physxman to be nofified of a :

remdent‘s elopement :

2 Rewew of a protocol mleci "Post faii pmtucci" :
reveaied in pard, ...If a resident did not go to the
ER {emersgency foom} p[ease follow the Q [every§
2 hour check sheet S
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‘| Record review revealed ﬂaere&dent_sustas}iéd"z \,&\ b?l f‘l? dﬂﬂe n/ prﬂfa Q"‘?

falls at the residence on 8/16/2023 and , s ' Ui
812712023, Further review revealed the resident” - \\\)\ , 'bme \Ffﬁ“mﬂ q [ AC/ &

Was no.t.trapsfer{ed o the ER fo[lawang these .. F{g Fa( 019 e m ?ﬂ'}vl % d{\

'Record review revealed Resident ID #2 was’
admitted to the Tesidence in May of 2022 with .. R
diagnoses including, but not fimited to, epxlepsy @ 3_

S (se1zure dlsorder) and a history of falls.

Z falls

: : Reccrd review fai]ed to reveal ewdeace that the - S },3‘5’ A m vag z e fVl & n »!/ UJ g ‘

1 2-hour check sheets had been completed : k DA B
following the resident's fails on 8;‘?6!2023 oron. | CO(]'})N} ua(alp(t S‘I*T\?F S
8/2712023. S S ERERE IR T PR }{6 93
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L Dﬁnng a surveyor mtervnew w1th Nu:smg I : P
“: 1 Assistant, Staff A, she indicaled that staff are e § [{H*&S £ : L AN
expected to complete 2-hour checks followinga ({0 o1
| resident's fall; She further revealed that the -

: 1 thecks should be completed for 24 hours. ]
1 Additionally, she acknowledged that the 2-hour -
checks had not been documented as completed
following the above menﬂoned falls for Res1dent
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During a surveyor interview with the Wedlness -
Director on 12/7/2023 at 10:35 AM, she indicated
= ! that she would have expected the 2—hour checks
“10 be completed and decumented foliowing the
above-menhoned falls. :

: AssessmenUServme Plans

= . 2415(F}Nu:seRewew

I Nurse review fs necessary for a]I Ee\rels of i
. Izcensure w

at least once every thinty (30) days except as

: complete a rev;ew {c mclude ihe !ol[owmg

B : (1) Monltor the med[catlon faglmen for aii
- 'mSIdents. o o R

evaluate the heatth status of all residents by
identifying symptoms of illness and/or chaﬂgrﬁ in
mental!physscal healih status; - S

{3) Evat uate the appropnaieness of
placement far each remdan{;

; (4) Make any necessa;y R :
| recamrnendatfons to the adm:ﬂastrator, R

v (5) Follow up on prewmzs S
: recommendatzons‘

' Remdency Rec;uxrements 2. 4 16 E Remdent ]

Ca Aregzstefed nurse shail visit the residerzce ‘

| provided In § 2.4.16(F)(1)(b) of this Part and shaII X

(2) Review ary new physxman orders arjd '

I!N‘Ie !

et I‘DSMI@A‘I

R wIi?n ng

st ;,;(pmt #1 ds'sdhwjad
o0 13033 ﬁmI_FI*’OI

//WMIfaII‘e)

"'_o(l I ol

Dflu} il SFJrremmdeeff.

-ﬁ:} g

o F’_{’DIU_C‘TI?OIZZDC?IL
e Ulc (,IochM
Asfersment €
VZEJ avf CUAQI[IWI'I ey Ik
t?‘-’\% hage '

CIXMIPFI"I qu‘ﬁ‘m& L

" Facilities Regul_a_li_en i
STATEFORM - -~

S aem o

" HKUBH.

- .I? centinuation shest 309




AND.PLAN OF CORRECTION - o GENTIFICATION NUMBER: . f o gy~ "~ = 5000 | COMPLETED .
..... e e e T T T e

'-.ALR01324'--- RN | o023

S’TREETADDRESS CITY; STATE, ZIP_CGDE
123 ARM!STICE SOULEVARD S
PAWTUCKET, Ri 02860 10 vt

DARLINGTON ASSJSTED LlV!NG CENTER ND W

B -0(4) i B SUMMARY STATEMENT OF DEFICIENCIES - .. L m i . PROVIGER'S PLAN OF CORRECTICHN .. o LN i
PREFIX "%, (EAGH DEFICIENCY MUST BE PRECEDED BY FULL .~ - PREFIX © it (EACH CORRECTIVE ACTION SHOULD BE - LOMPLETE -
CpATE

A ctAe 1 REGULATORY OR LSC ICENTIFYING INFORMATION) -~ -1~ 3ag - 117 CRDSS—REFERENCEDTDTHFAI_'-‘_PROPRIA SRR

DEFICIENCY) -
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B resudence documenﬁng

(AA) Date and tlme of assessment,

.:(BB) Recommendahons fo_r-- z:Z. .

i foliow-u

o (CCY Progress on prev;ous i
recammendatlons, :

N (DD) Verr!” catlon that the mec!lcat;on
. ;ested i:y the pharmacist on Ihe mediset, bllster
s pack or medication container is current w;ih

s physaczan orders {M -1 ievel only) :

: (EE) Physrca| sessment identlfyirtg R

: symptoms of iness andior changes inmentalor |~ -

“i 1 physical health status and appmpr]ateness o :
placemeni E

[ & (FF) Such reparis shall be on ﬁle ai :
o the resaienca

{‘r‘) Cumplete the quarteréy evatuation of |
the reszdence s registered medication alde(s) :
administration of medication. {Approved +: AR P
i Depar{meﬂtfarm is avaliable fc: dawnloadlng S e
L onhne) S e : : o

; b, §n those resmiences that have one of more

_1licensed registered nurses (ig., atjeastone - ;.
full-time equivalent equal to thirty-five (35) hours) |25 R B R KPS R o
: on~sxte,Ehenurserewewshallbecompieteda{ G D e I EER
: 1eastonceeverymnety{90)days : . : S DAL I T T R

This Requirement is not met as evidenced by: °
Based on record review and staff interview, it has
been defersined the nurse review form failed fo
:FacumesRegu!atzon R R
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o reportappropnai;e |nfcrmalion reiatad to the EERCRE B
"I residenf’s needs relative fo eiopemani‘ nsk for'i of et
3resnden§s revuawed ResmentiD #1.: PESE B

‘Fmdsngs are as fol!uws

Record review reveaéed the res;dent cngmaily

<1 moved into the residence in May of 2023 w;th
diagnoses including, but not Elmlted to, R

hypertensm and tachycard:a e

Record review ravealed the fe&dent eioped from

11 the residence on 10/30/2023 and was found by a

= 1 staff member on a nearby street on 11/8/2023. .

"1 Further review revealed the resident was . -

“:"| hospitalized following the elopementand retumed Eo
to the remdence on 11)9.’2023 L S

:: Recnrd raview of the quarte:ly assessment dated
-4 11/8/2023 failed to revea| evidence that the
‘ resuﬁent was idenfified for "wandering” |nc|ud;ng,
..moving abeut aimlessly/without purpose or.
regard for safety“ has' HX §history] of feaving.."
1 F urther recurci review revealeci the resudeat
L oped from the facility for 3 second fime on the
"i.1 moming of 12/3/2023 and was unable to be R
‘t located by the facility. Further review ra\.'eaiad the .= 0
.- ~; police were nofified of the elopemaﬂt after 10:00
: ?M on 12.'3:'2023 s C

) Recorci review of the progress notes revealed the

-2 1 police found the resident an 12/4/2023 and s/he -
2 L wais ransported to the hospital. Fusther review

¢ | revealed the resident was found to be = -
_hypc&hermtc (iow bociy lemperazure) ';_j :

L Dur:ngasurveyormtemew \M{h the Wellness
1 Director on 12/6/2023 at 2:35 PM she - ¢

. acknawledged that the resident’s hlsiory of
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Continued From page 5

elopament Trom the faclllty was not mcludad on |
’ ihe sesxdents mosl recerst quarteriy assessment

: Resn:leacy Reqalrements 2 4, 16 G 1 Rasndent s 380
Loior | AssessmentService Plan

':.[2;510!94‘} #

: : 2 4 16 (G) {1) Serwce Plar;s

1 WlU‘lln a reasonable time aﬁer move-in, smt fo
exceed seven (7} days, the Administrator sha[E be

fps;d:m‘} ghd_nm”wmi’_
respansible for the development of a written | -

o (e a‘vm
-t service plan based on the initial assessment The

| service plan shall mclude at Ieast' : :.: 5 g,;m = A’dmh’! fP« ?d{}mibd

a. The servu:es and inservemlons needed

"} including =il sérvices provided by outside = ;::: s Dﬁ'u} J(i f ) Pﬂf ﬁma"’ oF L
.1 healthcare agem:les (e 9 home nursmg care : L
' \'U)\ Whm fe}f Bl

: hosplce) : i
B, Descrlptlon {requency, duraﬂan reiatmg to \\(A i d E
SR mgc o cmclmaa

' the service or intervertion, including personal
0!‘?{}6' ola,nj;a ifir Puﬂnﬁgfi

assistance, medication, speciai diets, recreauonai
i xtles, and uther stmsiar gervices rende{ed ;
e Pazty responsm[e forarrangmg and.’or RN R B f)! W\/
pmwd;ng the service; and -~ 7 IR

d Theresidentsrequeste.t.ian.dior“ S(%—OP Dm}v‘ Wl” f("l' fﬁcﬂino{% /

therapeuhcaﬂy needed recreatlonal aad somal

achvmes R R I : Ma\(ﬂf\ ]LD QﬂSU(f 5}1@_ z\"j‘
Thls Raqu;rement is nui met as e\ﬂdenced by . _ plmﬂ Ul) ‘?ﬂ f\-&?olf’d S

Based on record review and staff interview it has |
been determined that the residence failed to -
document a description of the services and -
interventions neaded an the service pian for 1 of
3 residents feweweci Resident lD #2.;
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Review of a policy titied "Elopement Response ST
Procedwe” states in part, *..Upon retum of the - | -
: Resident to the facility:... The Resident's Service |-
Plan will be revised to reflect elopement and aw
preven!xcn plan deveioped 4 (RS

' 5 380 Continued Fré_m'page 6

.Findir'zg's _aré as follows; R

Dow wsH quc
%1\‘2/6 9 Oﬂmofihsf_-i

B en e e
Jowmm%q iwn IF

Record review revealed the fesidem eloped from -

't the residence on 10/30/2023 and was found by a J5

staff member on a nearby street on 11161’2023 ( ;

-1 Further review revealed the tesidentwas ;- 1}

. | hospitalized following the elopement aﬂd re!umed ’
| tothe residence on 11/9/2023.

Adcslt;cnai recor_d review fa;led ta reveal.evide.nc_e

. mﬂnfijemerd’ {u;[
-1 that the sesvice plan dated 5/16/2023 was . | =10
-1 updated following the elopement on 10/30/2023 o d[ SCU S J‘ F ’J v 0‘(1[?([
.1 and a prevention plan was de\reloped per. the D IS
'res;dences poficy. - Lo @ (,} m.p(:rh Ags
i Record rewew reveaied ihe re5|dent elaped a. L '_ 7
second tme from the facility on the moming of - |- [ i n[ Dc(,dm ﬂn{-od] I
12/3/2023 and was unable to be located by fhe S SR
residence. v T BT %f’ wemL rf’ffalan%' A

; Dunngasurveyor mterwewwﬁh the Wei]ness :j e e hqs q : (7 \(\/'.

- =% DHirector on 12/68/2023 at 2:35 PM, she ™’ - : .

“1 acknowledged that the resident's service plan had SR h
not been updated with any interventions fot 1nw1ng v : C"’/l O[l d(\ e
the mmal elopement in 10.’30!20 )

as requlred

" 15408 Resudency Requlrements 2.4, 1? B Reportlng 5408
B Requwements e " :

2 4 1? {B) Repoﬂmg Reqwrernents

: B Acmdents mcndents‘ and medicatlon errors
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: ': :resuitmg in out-of-fesmence emergem:y medical LA S
-1 services resulting in a hospital admission of any 5‘4/ o g """

ident shall be report for Health SR
i rFe:éilie!ir:sngguinSE?ﬁirdri:i?igjiig‘?zéigm?lg of_’a_ A4 ] AO‘”‘I f\} / DO{/U, W ” ‘S\f‘} i7’ 'y bk :
-1 electronic transmission to doh. ofr@healthz’lgov r \(Ml n[{gr 1% r {; ]0{*} Gy 7
{ AN s I
bdx:ﬂeSJ dy“ _ i

|'sa080

by the end of the next working day. A copy of ..
each report shall be retained by the residence for
review during subsequerst mspectlons by the N
Department """

SR SJPWJWF wr
This Requiremant is not met as evidericed by: | 1312015 fe fol x"I AO{M} ﬂ
Based-on record review and staff interview, ithas | - @ ; : ? A .S\U r(,
it 7 been determined that the residence falled to' " : f—{’ fesy
54T | report accidents and incidents resuffingina D ] Ty I
<.} hospital admission of any resident to the Center \,bnm k?(, P_ﬁr 'k d 'b DQ H'
-} for Heaith Faciliies Regulation in writing, by the : RV . _ﬂf\n? (j mc\ nnec‘-

1. end of the next working day for 1 of 2 residents
E rewewed for falls, Resu:lent ID #2

: o Fmdmgs are as foiiows

: :Record review revéa.!.ed the resrdeﬁt sustalned an ) .:' RS R
“2E Gnwitnessed fall op 9/13/2023 at 11:10 AM, whlch 5({05 VH NI jp ;’}7 ¢ /ﬁ (a’ndudy S
e resul{ed ina hospxtal admission on 8/14/2023,° S0 Vjef’ k Wl Pe Lo
i Farther record feview reveaied the resident - E R (7/1 hY U ! Ci |
-1 sustained another unwitnessed falf on 9126!2023 R UF | {U f) &
at $1:00 BM, which resulted_ inahospital .y f‘f (G[ &

admlssnen on 9{27!2023

Record review falled to reveal ewdence that the
falls oa 8/13/2023 and on 9/26{2023, resulting in
hospital admissions, were reported ta the Center_ '
: for Health Fac[htles Regu&aﬁons in Wfltmg =

manqgemem‘ \f{)q I} Otz&j-- d | 3 -
. R 7/320/
' Duﬂngasurveycs mtennewon 12.'7.'2028 at10:78|- \'dﬂ AUQ [ﬁ i '!'} :

e o CVW
" AM with the Administralor, she acknowledged the | 7.7 C[UU( C (_f i m h%-::::

incidents were not reported on the next workmg
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