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;. Preparation, Execution, and Submission of this
$003 Initial Comments 5003 Plan of Correction does not constitute an admissicn
of fault or Iaé)iafity on the part of Airia Harborhill nor
: : : agreement by Atria Harborhill as {o the {ruth of
An unannounced biennial State Licensure survey o5 facts alloged or Condiusions drawn in the
was conducted from 11/6/2024 through 11/7/2024 Sftatemem ofI.DeﬁciePr\ltciesHor snyhslfeciﬂc statement
. : i : i i of non-compliance. Atria Harborhilt prepares and
at this residence. Deficiencies were identified. o P farae. fNTa Ao prep
comply with state laws and regulatary provisions.
$ 310 Residency Requirements 2.4.15.A Resident 8310
rds ID Tag S 310 Residency Requirements 2.4.15
Reco (A} Resident Records.
24.15 (A) Resident Records As set forth by the Residency Requirement section
] o L 2.4.15 (A) Resident Records. Within the State of
A. Each residence shall, at a minimum, maintain Rhode Island Regutations.
the following information for each resident: For Resident ID# 1 The community will provide
gil_gcumen(tgt_i_c)}n from the outpatient Occupational 12/5/2024
: ! . B erapy service provider from 7/12/2024 -
1. The resident's name, \:}\ 0/412034.
I . . . .
: ) . s Nursing Staff will audit all residents currently
2. The resident’s last address; ';:ZS* racelving oulside services for evidence and
~~, | documentation of a resident's 12/30/2024
3. The name of the person or agency / specific health problem of which S/He is receiving
: - ) - it outside services in the resident's record.
referring the resident to the home, Ly e
) e Community will inservice Nursing Staff on
. . N Residency Requirement section 2.4.95 {A) 12152024
4. The name, specialty (if any), telephone Resident Records
number, and emerggncy telephone r}umber of Nussing Staff will audit all residents currently
each physician who is currently treating the Leceiving outsidefservices for evidence and
. : cocumentation of a resident’s
resident; specific health problem of which SfHe is receiving 1213072024
. L outside services in the resident's record on an
8. The date the resident began residing in the ongoing basis .
home; Resideni Services Director or Designee and
Executive Director will raview compliance at the 12/30/2024
6. A list of medications taken by the resident, Quarterly Quality Assurance Meetings
including dosage, and specific records of
medication administration as required by the
Depariment;
a. In residences licensed at the M2 level,
if a resident refuses to provide the information
cited in § 2.4.15(A)(8) of this Part, this fact shall
be documented in the resident’s service
agraement.
7. Written acknowledgments that the resident
Facifities Regulaticn
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§ 310/ Continued From page 1 $310

has signed and received copies of the rights as
provided in R.[. Gen. Laws § 23-17.4-16;

B. Information about any specific health
problems of the resident, which may be useful in
a medical emergency, including diegnostic and/or
therapeutic orders;

9. Arecord of personal property and funds
which the resident has entrusted to the
residence,

10, The name, address, and telephone
number of a person idenfified by the resident who
should be contacted in the event of an
emergency or death of the resident and the
name, address, and telephone number of the
legal guardian;

11. Any other health-related emergency, or
pertinent information which the resident requests
the residence to keep on record;

12. A copy of the initial and periodic
assessments described in § 2.4.16 of this Part;

13. A copy of the service plan and nurse
review as described in § 2.4.16 of this Part;

14. A copy of the residency agreement as
described in § 2.4.14(C) of this Part.

This Requirement is not met as evidenced by:
Based on record review and staff interview, it has
been determined the residence failed to maintain,
at a minimum, Information about any specific
health problems of the resident, which may be
useful in a medical emergency, including
therapeutic orders for the singular resident
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S 310 Continued From page 2

reviewed that was receiving outpatient therapy
services, Resident 1D #1.

Findings are as follows:

Record review revealed the resident moved into
the residence in Cctober of 2022 with a diagnosis
including, but not limited to, dementia.

Review of the resident's record failed to reveal
evidence of documentation from the outpatient
occupational therapy (OT) service provider from
711212024 through 9/4/2024. Additional record
review faited to reveal evidence of communication
between the OT provider and the residence
including, details of care being provided to the
resident and their recommendations for this
resident.

During a surveyor interview on 11/7/2024 at
approximately 1:30 PM with the Community
Business Director in the presence of Registered
Nurse, Staff A, she revealed that Resident 1D #1
was receiving therapy services. She further
revealed that she does not keep records for the
residents when the services are provided cutside
of the residencs.

$ 365 Residency Requirements 2.4.16.D Resident
Assessment/Service Plans

2.4.16 (d) Resident Assessments and Service
Plans

D, The assessment shall be reviewed and at
intervals not to excesd twelve (12) months and
each time a resident's condition changes
significantly.

8310

5366

T
{\,\N‘”

iD Tag S 365 Residency Requirements 2.4.16 (D)
Resident Assessmeni/Service Plans.

As sef forth on Residency Requirements 2.4.16 (D)
Rasident Assessment/Service Plans within the

State of Rhode island Reguiations, the community 12/30/2024

will ensure that the assessment shall be reviewed
at intervals not tc exceed 12 months and each time
a residents condition changes.

In responce to resident 1D #1. The comprehensive

assessment has been updated to reflect the 1112812024

documentation that the resident recieved
occupational therapy from 7/12/2024-9/4/2024,
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S 365| Continued From page 3 5385 Continued from page 3
In responce to resident ID #2. The comprehensive
assessment has been updated to reflect the 11/28/2024
. \ , . : dacumentation that the resident recieved skilled
This Requirement is not met as evidenced by nursing services from 9/12/2024- 10/25/2024,
Based on record review and staff interview, it has Al resident _ < wilb
i H [ H resicents compransive assessments wiil be
been dgtern‘uned the residence falled to review auditad every 90 days or at a change in condition 024
the resident's comprehensive assessment at N by the Resident Services Director or Designee. 12130
r s
’f‘te“’a's n.Ot to|exceeq .(12) months a.n d e .aCh / % rd The Community will Inservice Nursing Staff on
time a resident's condition changed significantly, «} Residency Requirement section 2.4.16 (D} 12/6/2024
for 2 of 3 residents reviewed for healthcare | ° ,}?\ Resident Assessment/ Service Plans.
services the facility did not provide, Resident ID Y Resident Services Director or Designee and
#s1and 2, Executive Director will review compliance at the 12/30/2024

Findings are as follows:

1. Record review revealed Resident |D #1 moved
into the residence in Oclober of 2022 with a
diagnosis including, but not limited to, dementia.

Record review of the resident's comprehensive
assessment dated 8/7/2024 failed to be updated
to accurately document that the resident received
occupational therapy from 7/12/2024 through
9/4/2024,

During a surveyor interview on 11/7/2024 at
approximately 1:30 PM with the Community
Business Director in the presence of Registered
Nurse, Staff A, she revealed that Resident 1D #1
was receiving therapy services. She
acknowledged that the comprehensive
assessment was not updated to refiect the
resident received these services.

2. Record review revealed Resident 1D #2 moved
into the residence in December of 2022 with
diagnoses including, but not limited to, diabetes
meliitus, coronary heart disease, and Paget's
disease {causes the bones to grow too large and
weak. It can cause pain and damage in the
bones).

Quarterly Quatity Assurance Meetings
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8 365| Continued From page 4 S 365
The resident's comprehensive assessment dated
12/4/2023 failed {o be updated fo document that
the resident received skilled nursing services
from 9/12/2024 through 10/25/2024.
During a surveyor interview on 11/7/2024 at
approximately 1:30 PM with the Community
Business Director, in the presence of Registered
Nurse, Staff A, she revealed that Resident ID #2
was receiving outside services. She
acknowledged that the comprehensive
assessment was not updated to reflect the
resident received outside services.
: i i ID Tag S 370 Residency Requirements 2.4.16 {E)
§ 370 Residency Requirements 2.4.16.E Resident 8370 Resident AssessmentiService Plans, :
Assessment/Service Plans
As set forth on Residency Requirements 2.4.16 (E)
H i Resident Assessment/Service Plans within the
2.4.18 (E) Resident assessments and Service State of Rhode Island Regulations. The community
11/28/2024
Plans will ensure that if a current resident has an
e admission tc}:a health care facility and is scheduled
N s I to return without a significant change in status, the
E. In the event a resident has an admissiontoa {/ ¢ assessment will be Updated within 5 working days
health care facility and is scheduled to return to o N\ of readmission.
) h Pl - 3
the residence without a significant change in \(}" In responce to resident [D#1 the comprehensive
status, then the assessment shall be updated \2’) assessment \fNas updated to reflect the residents  § 11/28/2024
within fi i f readmission. R readmission from a skilled nursing facility on
in five (8) working days o ,:}, ArEyrrry
1. in case of an emergency admission, the In fzssponcelto resid§n§ IE?S thf? cctngaprehegﬁi‘fte 1112812024
; et g assessment was updated to reflect the residents
reqmrec{ assessment shall take place within _fwe readmission from a skilled nursing facility on
(5) warking days and shall include the following: 10/15/2024
In responce to resident |ID#4 the comprehensive
a. An immediate admission necessitated assessment was updﬁltﬁzddto refloct the residents | 11/28/2024
- . . readmission from a skilled nursing facility on
by natural disaster, crisis, o threat to public 15412094, g facily
safety at another licensed assisted living All residents comprensive assessments will be
residence, independent fiving situation, audited every 90 days or at a change in condition
community residential {acility, or private by the Resident Services Director or Designee. 12/30/2024
id ; The community will ensure that if a current resident
residence, has an admission to a health care facility and is
scheduled to return without a significant change in
3 s - : status, the assessment will be updated within 5
b. An immediate admission necessitated working days of readmission.
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S 370 Continued From page 5 $370 Contirued from page 5
i i [T ; The Community will Inservice Nursing Siaff on
by the_ unanticipated mcapacntatlor? of the primary Residency Requirement seclion 2.4.16 (E) 12/5{2024
caregiver of the person to be admifted, Resident Assessment! Service Plans.
" . Resident Services Director or Designee and
G Conditions or cwc_:un_xstances Executive Director will review compliance at the 12/30/2024
warranting emergency admission and as Quarterly Quality Assurance Meetings
approved by Center for Health Facilities
Regulation staff within forty- eight (48} hours. -

This Requirement is not met as svidenced by
Based on record review and staff interview, it has
been determined the residenca failed to ensure
the resident's comprehensive assessment was
updated within five (5) working days of
readmission from an admission to 2 health care
facility for 3 of 3 residents reviewed for
readmission, Resident ID #s 1, 3, and 4.

Findings are as follows:

1. Record review revealed Resident 1D #1 was
transferred to the hospital after a fall on 6/3/2024
with a subsequent skilled nursing facility
admission from 6/3/2024 through 6/24/2024,

Record review revealed the comprehensive
assessment was completed on 8/24/2023 and
last updated on 4/16/2024.

Record review failed to reveal the comprehensive
assessiment was updated within five working days
from readmission to the residence on 6/24/2024.

2. Record review revealed Resident 1D #3 was
admitted to the hospital with a subsequent skifled
nursing facility admission from 9/5/2024 through
10/15/2024.

Record review revealed the comprehensive

e
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assessment was last completed on 11/10/2023.

Record review failed to reveal the comprehensive
assessment was updated within five working days
from readmission to the residence on 11/10/2023.

3. Record review revealed Rasident 1D #4 was
sent to the hospital on 7/11/2024 with a
subsequent skilled nursing facility admission from
71132024 through 7/24/2024.

Record review revealed the comprehensive
assessment was last completed on 4/23/2024.

Record review failed to reveal the comprehensive
assessment was updated within five working days
from readmission to the residence on 7/24/2024,

During a surveyor interview on 11/7/2024 at
approximately 1,30 PM with the Community
Business Director she could not provide evidence
the above-mentioned residents’ comprehensive
assessmeants were updated within 5 working days
of their readmission,

5370

5 375| Residency Requirements 2.4.16.F Resident
Assessment/Service Plans

2.4.16 (F) Nurse Review

1. Nurse review is necessary for all levels of
icensure.

a. Aregistered nurse shall visit the residence
at least once every thirty {30) days except as
provided in § 2.4.168(F){1)(b}) of this Part and shall
complete a review to include the fellowing:

(1) Monitor the medication regimen for all

S 375

fz all required components for residents that self
:;\? administer medications.

ID Tag S 375 Residency Requiraments 2.4.16 (F})
Resident Assessment/Service Plans.

2.4.18 (F} Nurse Review

As set forth on Residency Requirements 2.4.16 (F)
Resident Assessment/Service FPlans, Nurse Review
within the State of Rhode Island Reguiations. The
Community will ensure Nurse Raviews will be

%, completed at least once every 90 days and contain

In responce to residents ID#'s 5,6 and 7 The
Community will ensure Nurse Reviews will be
completed and contain alf required compenents for
residents that self administer medications.

Facilifles Regulation
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§ 375 | Continued From page 7 8375 Continued from page 7
residents; All residents Nurse Reviews wilt be audited every 12/30/2024
90 days by the Resident Services Director or
(2) Review any new physician orders and Designee.
evaluate the health status of ali residents by éhe_dComm;nitv will Ins?rvic?, Nu;s‘i‘n%s(i'_g)ff on
; L ; i esidency Requirement section 2.4.
identHying sy_mptoms of ilness and/or changes In Resident Assessment/ Service Plans and Nurse 121512024
mentaifphysical health status; ~ Reviews.
{:E Resident Services Director or Designee and
(3) Evaluate the appropriateness of \:&/’:j ) Executive Director will review compliance at the 12/30/2024
placement for each resident: : o~ Quanrerly Quality Assurance Meetings
{4) Make any necessary f\})\

recommendations to the administrator;

(5) Follow up on previous
recommendations;

{6) Provide a sighed, written report in the
residence documenting;

{AA) Date and time of assessment;

{BB) Recommendations for
follow-up;

(CC) Progress on previous
recommendations;

(DD) Verification that the medication
listed by the pharmacist on the mediset, blister
pack or medication container is ctirrent with
physician orders (M-1 level only);

(EE} Physical assessment identifying
symptoms of iliness andfor changes in menial or
physical health status and appropriateness of
placement;

{FF) Such reporis shall be on file at

STATE FORM
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§ 375 | Continued From page 8 5375

the residence.

(7) Complete the quarterly evaluation of
the residence's registered medication aide(s)
administration of medication, (Approved
Department form is available for downloading
online}.

b. in those residences that have one or more
licensed registered nurses (i.e., at least one
full-time equivatent equal to thirty-five (35} hours)
on- site, the nurse review shall be compieted at
least once every ninety (90) days.

This Requirement is not met as evidenced by.
Based on record review and staff interview it has
been determined the residence failed to ensure
monthly nurse reviews were completed at least
once every ninety (90) days and that those that
were completed contained all required
componenis for 3 of 3 sample residents reviewed
for self-administration, Resident ID#s 5, 6, and 7.

Findings are as follows:

1. Record review revealed Resident 1D #5 moved
into the residence in April of 2023 with a
diagnosis including, but not limited to,
hypertension.

The nurse review dated 10/8/2024 reveals that
the resident's medications were not reviewed
against the resident's active physician's orders,
as required.

2. Record review revealed Resident 1D #6 moved
into the residence in May of 2024 with a diagnosis
including, but not limited fo, hyperlipidemia.

Facliities Regulation
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§ 375 Continued From page 9 8375
The nurse review dated 10/22/2024 reveals that
the resident's medications were not reviewed
against the resident's active physician's orders,
as required.
3. Record review revealed Resident |D #7 moved
into the residence in June of 2023 with a
diagnosis including, but not iimited to, vascular
dementia.
The nurse review dated 10/3/2024 reveals that
the resident's medications were not reviewed
against the resident's active physician's orders,
as required.
During a surveyor interview on 11/7/2024 at
approximately 1:30 PM with the Community
Business Director, in the presence of Registered
Nurse, Staff A, she was unable to provide
evidence that the above-mentioned nurse reviews
were completed, including all of the required
components of the hurse reviews.
5 39C Residency Requirements 2.4,16.(.3 Resident S 380 ID Tag S 390 Residency Requirements 2.4.16 G.3
Assessment/Senvice Plan Resident Assessment/Service Plans.
As set forth by Residency Requirements 2.4.16 (G)(3)
Resident Assessments/Service Plan. Within the Stale
2.4,16 (G)(3) Service Plans of Rhode Istand Regulations.
. . — For Resident |2 #1 The community will updaie the
3. The service plan shall be reviewed by both / Y residents service plan to refiect that the resident is | 11/28/2024
parties at intervals not to axceed twelve (12) | My . receiving outside services for Occupational Therapy
months and each time a resident's condition @f Ay Wit a start date of 771212024,
changes significantly and all changes shall be o For Resident |D #2 The community will update the
acknowledged in writing by both parties. g residents service plan to reflect that the resident was | 11/28/2024
N recelving outside services for Skilled Nursing
from 9/12/2024-10/25/2024
. . : . . For Resident 1D #5 The community will update the
This Reqmremem lS‘ not met as e,wdenFEd,by' residents service plan to reflect that the resident is 11/28/2024
Based on record review and staff interview it has receiving outside services for Physical Therapy
bsen determined that the residence failed to with a start date of 6/11/2024
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Record review revealed the resident is recelving
occupational therapy (OT) services with a start of
care date of 7/12/2024.

Record review of the resident's service plan dated
8/7/2024 failed to accurately refiect that the
resident is receiving OT services from an outside
agency at the time of the service plan review.

During a surveyor interview on 11/7/2024 at
approximately 1:30 PM with the Community
Business Director, in the presence of Registered
Nurse, Staff A, she acknowiedged that the
resident is receiving OT services, Additionally,
she acknowledged the service plan did not
accurately reflect OT services.

2. Record review revealed Resident iD #2 moved
into the residence in December of 2022 with
diagnoses including, but not limited to, diabetes
mellitus, coronary heart disease, and Pagef's
disease (causes the bones to grow foo large and
weak, It can cause pain and damage in the
bones).

Record review revealed the resident was
receiving skilled nursing services from 8/12/2024
through 10/25/2024,

at the Quarterly Quality Assurance Mestings

X4y 1D SLUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIWE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
$ 380, Continued From page 10 $360 Continued from page 10
update the service plan each time a resident's ‘If__\:he.dComm%nity will Ins?r\gc‘f %uggﬁ% )Siaﬁ on 12/5/2024
m nifi esidency Requirements 2.4.
condition changed significantly for 3 of 3 Roidont et e e
residents reviewed for healthcare services the
facility did not provide, Resident ID #s 1, 2, and 5. g‘/ q; Nursing Staff will audit all new and current residents 19/30/2024
/ '/,j receiving outside services documented in the
Findings are as follows: L / ;\ resident’s record to accurately reflect the
/ f\tJ outside services the residents are receiving
R i w/\ on an ongoing basis.
1. Record review revealed Resident 1D #1 moved \“i’} Fesidont Services Bireclor o Dexi
H i H i iy esidant Services Director or Designee 12/30/2024
mjo the re_SIdenqe n Octobei.' O_f 2022 with a . 2% and Executive Director will review compliance
diagnosis including, but not limited to, dementia. | -
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Record review of the resident's service pian dated
12/4/2023 failed to be updated to reflect that the
resident was receiving skilled nursing services.

During a surveyor interview on 11/7/2024 at
approximately 1:30 PM with the Community
Business Director, in the presence of Registerad
Nurse, Staff A, she acknowledged that the
resident received skilled nursing services from
9/12/2024 through 10/25/2024. Additionally, she
acknowledged the service plan was not updated
to reflect that the resident was receiving outside
services.

3. Record review revealed Resident ID #5 moved
Into the residence in April of 2023 with a
diagnosis including, but not limited to,
hypertension.

Record review revealed the resident is receiving
physical therapy (PT) services with a start of care
date of 6/11/2024,

Record review of the resident's service plan dated
10/8/2024 failed to accurately reflect that the
resident is receiving PT services.

During a surveyor interview on 11/7/2024 at
approximately 1:30 PM with the Community
Business Director, in the presence of Registerad
Nurse, Staff A, she acknowledged that the
resident is receiving PT services. Additionally,
she acknowledged the service pian was not
updated fo accurately reflect that the resident is
receiving outside services.

ATRIA HARBORHILL
R ORH EAST GREENWICH, Rl 02818
%) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREC TION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
: DEFICIENCY)
§ 380} Continued From page 11 S 3480

Facilities Regulation

STATE FORM

B8GT

WRC211

if continvation sheet 12 of 12



